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Abstract 

Background Children of parents with post‑traumatic stress disorder (PTSD) are at increased risk of adverse psy‑
chological outcomes. An important risk mechanism is impaired parental functioning, including negative parenting 
behavior, perceived incompetence, and lack of social support. Several parenting interventions for trauma‑exposed 
parents and parents with psychiatric disorders exist, but none have specifically targeted parents with PTSD. Our objec‑
tive is to evaluate the effectiveness of a blended care preventive parenting intervention for parents with PTSD.

Methods The intervention was adapted from an existing online intervention, KopOpOuders Self‑Help. In co‑creation 
with parents with PTSD and partners, the intervention was adapted into KopOpOuders‑PTSD, by adding PTSD‑specific 
content and three in‑person‑sessions with a mental health prevention professional. Effectiveness will be tested in a 
randomized controlled trial among N = 142 parents being treated for PTSD at Arkin Mental Health Care (control con‑
dition: treatment as usual, n = 71; intervention condition: treatment as usual + intervention, n = 71). Online question‑
naires at pretest, posttest, and three‑month follow‑up and ecological momentary assessment at pretest and posttest 
will be used. Intervention effects on primary (parenting behavior) and secondary outcomes (perceived parenting 
competence, parental social support, parenting stress, child overall psychological problems and PTSD symptoms) will 
be analyzed using generalized linear mixed modeling. We will also analyze possible moderation effects of parental 
PTSD symptoms at pretest on primary and secondary outcomes.

Discussion This study protocol describes the randomized controlled trial of KopOpOuders‑PTSD, a blended care pre‑
ventive parenting intervention for parents with PTSD. Findings can contribute to understanding of the effectiveness 
of parenting support in clinical practice for PTSD.

Trial registration This protocol (Version 1) was registered on 11‑02‑2022 at Clini calTr ials. gov under identification 
number NCT05237999.
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Background
Post-traumatic stress disorder (PTSD) is a psychologi-
cal disorder which follows one or more traumatic expe-
riences and is characterized by four symptom clusters: 
intrusion (e.g., intrusive mental images or sensations 
related to the trauma), avoidance (e.g., avoiding stim-
uli that may serve as reminders of the trauma), nega-
tive alterations in cognitions and mood (e.g., feelings of 
shame and guilt), and increased arousal and reactivity 
(e.g., hypervigilance and irritability) [1]. These symp-
toms can disrupt individual wellbeing, as well as inter-
personal functioning (e.g., work, relationships, family 
life) [1]. Although many people experience one or more 
potentially traumatic events during their life, only a small 
percentage develops PTSD. Using criteria from the Diag-
nostic and Statistical Manual of Mental Disorders-Fifth 
Edition (DSM-5 [1]), 43.8% of a Dutch sample had been 
exposed to one or more potentially traumatic events dur-
ing their lifetime, whereas past-week PTSD prevalence 
was 2% [2]). Rates of trauma exposure and PTSD preva-
lence often vary between countries. This can be due to 
methodological differences between studies, but also to 
factors such as war and social inequality [2]. For instance, 
using the same DSM-5 criteria in a United States sample, 
lifetime trauma exposure prevalence was 89.7% and life-
time PTSD prevalence 8.3% [3].

Many adults living with PTSD are parents [4]. Parental 
PTSD is associated with a range of adverse child psycho-
logical outcomes. These outcomes include PTSD as well 
as anxiety, depression, general psychological distress and 
externalizing behavior, even in instances when the child 
was not exposed to the traumatic event(s) preceding 
parental PTSD [5]. Targeting this intergenerational trans-
mission process can be an important route for prevent-
ing mental illness in children. Pathways between parental 
PTSD and child psychological health are complex and 
include biological (e.g., epigenetic processes), environ-
mental (e.g., societal inequality, adverse community envi-
ronments) and relational (e.g., parent-child interaction) 
mechanisms [6]. Relational mechanisms can provide 
especially promising avenues for preventive intervention, 
because they can be more directly accessed and influ-
enced than biological and environmental mechanisms 
[6]. Parenting and the parent-child relationship are there-
fore relatively popular intervention targets for parents 
with mental illness.

Existing parenting interventions for mental illness 
and trauma
Meta-analytical evidence shows that preventive parent-
ing interventions for parents with mental illness (mostly 
aimed at parents with mood and substance use disor-
ders) have generally small, but consistent positive effects 

on child psychological health [7, 8]. Some interventions 
for trauma-exposed parents, not specifically with PTSD, 
have also been developed and studied. These interven-
tions target specific trauma populations, for example, 
survivors of domestic violence [9–12], survivors of child-
hood trauma [13, 14], people with refugee backgrounds 
[15, 16], and veterans [17, 18]. While keeping variations 
in intervention content, populations and methodology 
across studies in mind, it can be broadly concluded that 
positive effects are found in parents and children. Effects 
pertain particularly to perceived parenting competence 
and child psychological health, especially externalizing 
symptoms such as hyperactivity and behavior problems 
[9–18]. Recently, a small-scale pilot study of a trauma-
informed parenting intervention for veterans with PTSD 
or elevated PTSD symptoms found promising results, 
with findings suggesting improvements on family func-
tioning and parenting behavior [19]. To our knowledge, 
this is the first parenting intervention that specifically 
targets parents with PTSD.

Although most parenting interventions for parents with 
mental illness are in-person, a small number of online 
interventions also exists. These online parenting inter-
ventions for parents with mental illness have targeted 
parents with bipolar disorder [20], mothers with depres-
sive, bipolar, or schizophrenia spectrum disorders [21], 
or parents with all types of mental illness and/or addic-
tion [22–24]. Although trauma exposure and PTSD are 
not exclusion criteria, none of these interventions have 
specifically targeted trauma-exposed parents or parents 
with PTSD. One pilot study included military veteran 
parents [25]. Whereas having mental illness or experienc-
ing trauma was not an inclusion criterion, many partici-
pants were receiving mental healthcare through Veterans 
Affairs and trauma exposure is very common in this 
population. Therefore, we will also consider the results 
of this study here. Positive effects of online interventions 
are mainly found on parenting behavior and perceived 
parenting competence, with significant improvements on 
both domains [20, 22–24]. Parental social support was an 
outcome variable in some studies, but did not increase 
significantly [21, 22, 24]. Parenting stress was measured 
in only two studies, where it decreased significantly [20, 
25]. Significant improvements in child psychological 
health were found in most online interventions [20, 22, 
24, 25]. Studies that distinguished between mental health 
domains found the strongest effects on hyperactivity and 
emotional problems [22, 24].

PTSD‑specific parenting intervention
Although positive effects of existing interventions have 
been found in trauma-exposed parents and parents with 
mental illness, there are several reasons why these may 
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not always translate to parents with PTSD. Firstly, PTSD 
symptoms are known to interfere with intervention 
adherence and effectiveness in a wide range of interven-
tions [26–28]. PTSD symptoms such as reduced cognitive 
and memory functioning and avoidance of potentially 
triggering stimuli are thought to underlie this issue [27, 
28]. To our knowledge, only one study has tested whether 
PTSD symptoms interfere with parenting intervention 
effectiveness. This study found lower effectiveness of a 
parenting intervention in veteran fathers (but not moth-
ers; although it must be noted that the number of moth-
ers with PTSD was very small) who had PTSD than in 
those who did not [29]. Furthermore, PTSD symptoms 
can evoke specific parenting challenges (e.g., dissocia-
tion or aggressive outbursts in the presence of children 
in response to intrusions or ‘flashbacks’; inability to par-
ticipate in family activities due to avoidance of triggers), 
which are not covered in other parenting interventions 
[30, 31].

Additionally, although existing parenting interventions 
for trauma-exposed parents are all targeted towards spe-
cific trauma types, there might actually be more com-
monalities than differences between parents with PTSD 
resulting from different trauma types. Several studies 
have tested the effects of number of parental traumas 
and parental PTSD symptoms on parenting [32–35]. 
Adaptive dimensions of parenting (e.g., involvement, 
satisfaction, autonomy support) appear to be impacted 
by PTSD rather than number of traumatic experiences. 
One study showed that any links between number of 
traumatic experiences and parenting outcomes (involve-
ment, appropriate limit setting, autonomy granting) were 
fully mediated by PTSD symptom severity [32]. In a dif-
ferent study, the number of traumatic experiences was 
not significantly associated with any parenting outcome 
(parenting behavior, perceptions, support, or attitudes), 
regardless of whether PTSD symptoms were controlled 
for [33]. Findings are more mixed for maladaptive dimen-
sions of parenting (e.g., harshness). One study found sig-
nificant effects of number of traumatic experiences, not 
PTSD diagnostic status, on harsh and abusive parenting 
[34]. Another found both number of traumatic experi-
ences and PTSD symptom severity to predict child abuse 
potential [35].

More information on the relative contributions of 
trauma and PTSD to parenting challenges is needed, 
especially in clinical samples and focusing on the type, 
not just number, of traumatic experiences. A systematic 
review found higher risk of child abuse perpetration in 
parents with PTSD compared to trauma-exposed parents 
without PTSD, regardless of trauma type [36]. Studies 
that explicitly test the effect of trauma type on non-abu-
sive parenting dimensions in parents with PTSD are rare; 

to our knowledge, only one study has tested this, but the 
small sample size impedes drawing robust conclusions 
[37].

In short, there is currently not enough consistent 
empirical evidence to conclude whether trauma type sig-
nificantly impacts parenting in parents with PTSD. As 
such, we consider it sensible to offer a parenting inter-
vention to all parents with PTSD, regardless of the type of 
trauma they have experienced.

Finally, the current range of parenting interventions 
for trauma-exposed parents has addressed many trauma 
types, but (to the best of our knowledge) has not included 
some relatively common types of trauma exposure, such 
as disasters and accidents [3]. A secondary advantage of 
PTSD-specific parenting intervention that caters to par-
ents regardless of trauma type is that it helps partially 
close this gap.

KopOpOuders‑PTSD
These arguments have inspired the development of 
KopOpOuders-PTSD, a parenting intervention spe-
cifically for parents with PTSD. KopOpOuders-PTSD is 
meant to be completed in addition to PTSD treatment 
and is delivered in a blended care format, which means it 
combines online modules with in-person sessions.

KopOpOuders self‑help
KopOpOuders-PTSD is an adaptation of the existing 
intervention ‘KopOpOuders Self-Help’ [22]. ‘KopO-
pOuders’ means ‘Chin up, parents’ and is a play on words 
on the Dutch acronym ‘KOPP’ (children of parents with 
mental illness). KopOpOuders Self-Help is used as the 
basis for our PTSD-specific intervention, because it is 
the most long-standing and widely used online preven-
tive parenting intervention in the Netherlands. KopO-
pOuders Self-Help caters to parents with mental illness 
or addiction, regardless of whether they have received a 
diagnosis or are in treatment. KopOpOuders Self-Help 
strives to enhance parental autonomy and self-direction. 
This is expressed in both content (e.g., encouraging par-
ents to activate their own social network) and form (e.g., 
homework exercises, minimal contact with a professional 
[38]). The effectiveness of KopOpOuders Self-Help has 
been tested in two pilot studies [22, 24]. Participants 
were parents of children aged 0–18, had any type of men-
tal illness or addiction, and had signed themselves up 
(resp. N = 33 and N = 42). A pretest-posttest design was 
used in which participants completed online question-
naires before starting and after completing the course. 
Significant improvements from pretest to posttest in 
parenting behavior (total score, overreactivity and per-
missiveness) were found [22]. Perceived parenting com-
petence increased significantly in both studies [22, 24]. 
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Child psychological wellbeing (reported by the parent) 
also increased, with significant improvements on total 
problems, emotional problems and hyperactivity and 
total problems [22, 24].

Theoretical framework
KopOpOuders-PTSD is built on the same theoretical 
framework as KopOpOuders Self-Help. This framework 
is also the same as that of Triple P, a proven effective par-
enting intervention [39, 40]. It is based on insights from 
social cognitive theory [41, 42], the social processing 
model [41, 43], developmental psychology [44], devel-
opmental psychopathology [45, 46], and the contextual 
approach [47].

Social cognitive theory
Social cognitive theory [41, 42] provides a framework 
for recognizing learning processes in parenting and par-
ent-child interactions. This is operationalized by teach-
ing parents that their child learns from observing their 
behavior. Patterson’s extension of social cognitive the-
ory [42] is applied in teaching parents how children and 
parents influence each other. Parents are made aware of 
coercive interaction patterns and learn to interrupt them. 
Additionally, they learn to promote desirable behavior 
through reinforcement [38].

Social processing model
The social processing model [41, 43] stresses the social-
cognitive processes influencing parents’ behavior. Nega-
tive thought patterns (e.g., hostile attributions) can 
adversely impact parent-child interactions [48]. In KopO-
pOuders-PTSD, parents are encouraged to identify and 
recognize such negative attributions. Negative self-attri-
butions (e.g., shame and guilt about the family situation, 
perceived parenting incompetence) are also identified 
and reduced [38].

Developmental psychology
Insights from developmental psychology [44] are used to 
teach parents about the normal and expected behaviors 
at each developmental stage of their child, and develop-
mentally appropriate ways to inform the child about the 
parent’s mental illness [38].

Developmental psychopathology
Insights from the field of developmental psychopathology 
[45, 46] provide a framework of known risk and protec-
tive factors for development of children growing up with 
a parent with mental illness (parental self-perceptions, 
parent-child interaction quality, social support, child 
adaptive functioning/coping, and child understanding of 
the parent’s illness [49–52]). Parents learn about these 

factors through psychoeducation and are supported in 
reinforcing protective factors [51].

Contextual approach
The contextual approach [47] emphasizes the importance 
of the informal support network (family and everyday 
social contacts) for individual functioning and recov-
ery. In KopOpOuders-PTSD, parents are supported in 
expanding or strengthening the social network, and by 
involving the partner or other significant person [38].

To summarize, the KopOpOuders-PTSD framework 
includes behavioral, cognitive and social elements. 
From this framework, three main targets of the inter-
vention arise: parenting behavior, perceived parenting 
competence, and parental social support. Additionally, 
KopOpOuders-PTSD is hypothesized to reduce parent-
ing stress, child psychological problems and child PTSD 
symptoms. It is important to note that the effects of 
PTSD on parenting are complex, and that KopOpOud-
ers-PTSD does not address every aspect of parenting that 
might be affected by PTSD. For example, parental PTSD 
can influence parent-child attachment (e.g. [53, 54]) 
and this can also impact parent-child bonding and child 
wellbeing later in life [54, 55]. However, because KopO-
pOuders-PTSD is meant as preventive, short-term and 
accessible, these more complex relational mechanisms 
are not specifically addressed. They are therefore not fur-
ther discussed in this paper.

Parenting behavior
A range of studies shows that PTSD symptoms are asso-
ciated with negative parenting behaviors. These include 
over-reactive behaviors, such as harshness, intrusiveness 
and overcontrol, as well as under-reactive behaviors, such 
as permissiveness, poor supervision, and withdrawal 
[56–59]. Furthermore, parents with PTSD are more likely 
than trauma-exposed parents without PTSD to perpe-
trate child maltreatment and neglect [36]. Whereas most 
of the literature finds PTSD symptoms to be related to 
more negative parenting behaviors [56], it is important 
to note that this association is not found in all studies 
(e.g., [54, 60]) and that as of yet, little is known about fac-
tors that make it more or less likely for parenting to be 
affected by PTSD. Furthermore, PTSD symptoms do not 
appear to be related to less positive parenting behaviors 
[56]. Thus, learning how to recognize negative parenting 
behaviors and replacing them with more positive alterna-
tives may be especially important for parents with PTSD.

Perceived parenting competence
On average, parents with PTSD consider themselves 
less competent as parents [56, 59]. Although there 
may be actual deficits in parenting behavior, negative 
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self-cognitions and cognitive biases present in PTSD 
are also thought to influence perceived parenting com-
petence, resulting in overly negative views of one’s own 
parenting competence [33, 61]. This negative bias is fur-
ther reflected in findings showing limited convergence 
between observed and self-reported parenting in parents 
with traumatic experiences and/or PTSD, with parents 
reporting on themselves more negatively than observed 
[60, 62–64]. Depression, which is highly comorbid with 
PTSD and has considerable symptom overlap with the 
PTSD symptom cluster of negative alterations in cog-
nitions and mood, appears to play an explanatory role 
in this perceived parenting incompetence [60, 62, 63, 
65]. Apart from parents’ well-being, perceived parent-
ing incompetence can also negatively impact parenting 
behavior. In trauma-exposed parents, negative parent-
ing perceptions were found to mediate the relationship 
between PTSD symptoms (specifically those in the 
arousal and reactivity cluster) and parental involvement 
[61]. This is in line with the broader parenting literature, 
which shows higher perceived parenting competence to 
contribute to more positive and less negative parenting 
behavior [66]. Furthermore, perceived parenting com-
petence has been found to mediate effects of preventive 
parenting interventions on adaptive parenting behavior 
[67] and parental stress [68].

Because of the potential negative impact of perceived 
parenting incompetence on parents’ wellbeing and its 
effects on parenting behavior, we consider it beneficial to 
promote perceived parenting competence in parents with 
PTSD.

Social support
PTSD is associated with erosion of social support 
(defined as “actual or available social resources in times of 
need and groups involved that are perceived as positively 
supportive” [69] (p.2)). This can be harmful not only for 
parents with PTSD but also for their children, as lack of 
parental social support can also contribute to adverse 
child outcomes. Availability of social support resources 
to parents can mitigate negative effects of parental men-
tal illness on children [70–73]. Although there is little 
research so far about the importance of parental social 
support for children of parents with PTSD specifically, 
its role as a buffer against intergenerational risk transmis-
sion following parental trauma exposure more generally 
is well-supported in the literature. For example, in moth-
ers who had experienced childhood trauma, receiving 
more social support was found to diminish risk of future 
child maltreatment perpetration [70] and mother-child 
transmission of biological risk (i.e., cortisol reactivity 
[73]). Furthermore, social support from family members 
was found to buffer effects of maternal trauma exposure 

on child internalizing problems (at low levels of trauma 
exposure [71]) and externalizing problems [72]. Given 
these buffering effects of parental social support on 
adverse parenting outcomes and child risk of mental ill-
ness, we consider strengthening the parental social sup-
port network an important intervention target.

Parenting stress
Parents with PTSD generally experience the parenting 
role as more stressful and less satisfying than parents 
without PTSD [56, 59]. Parenting stress is not only dis-
tressing for the parent, but can also have harmful effects 
on child wellbeing. Parenting stress has been found to 
mediate between parental trauma exposure or PTSD 
and child emotion regulation, internalizing and exter-
nalizing symptoms [63, 74, 75]. Furthermore, there is 
evidence that parenting stress can contribute to mainte-
nance of PTSD symptoms [76]. Reduction of parenting 
stress is not a direct target of KopOpOuders-PTSD, but 
we hypothesize that parenting stress may be reduced as 
a result of changes parents are encouraged to make in 
the intervention (e.g., learning effective boundary setting 
skills, reducing guilt surrounding the need for alone time 
and relaxation, sharing childcare responsibilities with the 
social support network). Given the importance of parent-
ing stress in the association between parental PTSD and 
child and parent wellbeing, we consider it useful to test 
whether participating in KopOpOuders-PTSD reduces 
parenting stress.

Concluding, preventive parenting intervention is a 
promising avenue towards prevention of mental health 
problems in children of parents with PTSD. Enhancing 
adaptive parenting behavior, promoting perceived par-
enting competence, and strengthening parents’ social 
support network can have positive effects on both par-
ents with PTSD and their children. In this article we 
describe the development of KopOpOuders-PTSD, a 
blended care preventive parenting intervention for par-
ents with PTSD, and explain how the effectiveness of this 
intervention will be tested.

Aims of this study
Primary objective
To test the effect of KopOpOuders-PTSD on macro- and 
micro-level parenting behavior by answering the follow-
ing research questions:

1. What is the effect of KopOpOuders-PTSD on macro-
level parenting behavior?

H1. We hypothesize that parenting behavior at post-
test will be more adaptive in the intervention condition 
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than in the control condition. This effect is hypothe-
sized to remain stable at follow-up.

2. What is the effect of KopOpOuders-PTSD on micro-
level parenting behavior?

H2. We hypothesize that micro-level parenting behav-
ior will be significantly more adaptive at posttest in the 
intervention condition than in the control condition.

Secondary objectives
To test the effect of KopOpOuders-PTSD on second-
ary macro-level outcomes by answering the following 
research questions:

3. What is the effect of KopOpOuders-PTSD on per-
ceived parenting competence?

H3. We hypothesize that perceived parenting com-
petence will be significantly greater at posttest in the 
intervention condition than in the control condition.

4. What is the effect of KopOpOuders-PTSD on paren-
tal social support?

H4. We hypothesize that parental social support will 
be significantly greater at posttest in the intervention 
condition than in the control condition.

5. What is the effect of KopOpOuders-PTSD on par-
enting stress?

H5. We hypothesize that parenting stress will be sig-
nificantly lower at posttest in the intervention condi-
tion than in the control condition.

6. What is the effect of KopOpOuders-PTSD on child 
overall psychological problems?

H6. We hypothesize that child overall psychological 
problems will be significantly lower at posttest in the 
intervention condition than in the control condition.

7. What is the effect of KopOpOuders-PTSD on child 
PTSD symptoms (in children who have also experi-
enced trauma)?

H7. We hypothesize that for children who have expe-
rienced trauma, PTSD symptoms will be significantly 
lower at posttest in the intervention condition than in 
the control condition.

These effects are all hypothesized to remain stable at 
follow-up.

To test for moderation effects of parental PTSD symp-
toms by intervention condition on macro-level outcomes 
by answering the following research question:

8. Are intervention effects on macro-level endpoints at 
posttest moderated by parental PTSD symptoms?

H8. We hypothesize that intervention effects will be 
smaller for parents who have higher PTSD symptoms at 
pretest.

Method
Intervention
The online platform
KopOpOuders-PTSD consists of five weekly online 
modules and three face-to-face sessions with a profes-
sional (see Additional file 2 for a summary of the mod-
ules and sessions). The online modules can be accessed 
through an online platform. Each module follows the 
same structure, with components such as reflection on 
the past week, videos of interviews with other parents 
with mental illness, and a homework exercise. Modules 
take ca. 30–45 minutes each to complete, and homework 
exercises ca. 20 minutes. In addition to the online mod-
ules, the platform also contains a ‘library’ with additional 
information about PTSD and other mental illnesses, 
how to explain these to children, their potential impact 
on children, and risk and protective factors. Finally, the 
platform contains a ‘self-care hub’ with content such as 
relaxation exercises and positive writing exercises [38].

Adapting KopOpOuders self‑help into KopOpOuders‑PTSD
KopOpOuders Self-Help was adapted for the PTSD 
population in three ways: integration of perspectives and 
needs of parents with PTSD; expansion from online to 
blended care; and addition of PTSD-specific content.

Integrating parents’ PTSD‑specific needs
To ensure that the form and content of KopOpOuders-
PTSD matches the wishes and needs of the target group, 
we adopted a co-creation approach, in which we collab-
orate with an advisory board of parents with PTSD and 
their partners. The advisory board fluctuated in size and 
composition throughout the development of the inter-
vention, ranging from three to six members. Input from 
advisory board members was obtained in focus group-
like meetings from the start of intervention development 
and will continue to the end of the study. As far as possi-
ble within the small group, we strived to ensure diversity 
in gender, ethnic backgrounds, (dis) abilities and family 
compositions. Whereas the current advisory board is 
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diverse in most aspects, some groups (e.g., single-parent 
families, LGBTQIA+ families, families with infant chil-
dren) were not sufficiently represented. Apart from diver-
sity, we also strive for inclusivity in the advisory board. 
This means that we endeavor to make all members feel 
equally valued, respected, and safe to be themselves; that 
we compensate members for their expertise; and that we 
continue to acknowledge and challenge our own privilege 
and biases.

The knowledge gained from the advisory board was 
supplemented with results from a mixed methods study 
we conducted among parents with PTSD. In this study, 

parents were asked about their wishes and needs for 
parenting support and their opinions on aspects of the 
intervention protocol. Table  1 presents an overview of 
adaptations to the study protocol and intervention design 
based on input from the advisory board and mixed meth-
ods study.

Expansion to blended care
The three minimal contact moments were replaced by 
three 90-minute in-person sessions with a preventive 
mental health professional. To uphold the emphasis on 
parental autonomy and self-direction while instituting 

Table 1 Intervention and study design decisions based on input from advisory board and mixed methods study

Source Intervention: Online Modules
Advisory board Advisory board members pointed out module content was sometimes too confrontational, which could be 

improved through small changes. E.g., green and red markers to denote parenting strengths and difficulties, 
were replaced by neutral‑colored markers labeled ‘this is something I do well’ and ‘this is something I find chal‑
lenging and want to learn more about’.

Advisory board, Mixed methods study To every online module, extra texts were added which provided a PTSD‑specific perspective on the module 
topic. The content of these texts was based on the personal experiences of advisory board members and mixed 
methods study participants.

Advisory board Advisory board members suggested adding more concrete ‘tips and tricks’ to the extra texts. We based these 
partially on tips that the board members and their families use themselves.

Advisory board Advisory board members emphasized the importance of leaving the house, exercising, and social connection 
for relaxation. We therefore added more tips about this, balancing out the tips which had been more focused 
on being alone and at home (e.g., yoga and meditation).

Intervention: In‑Person Sessions
Advisory board, Mixed methods study Opinions were mixed on whether to carry out sessions one‑on‑one or in a group with multiple parents. Most 

parents expressed concerns about privacy and trust in group settings, while also seeing value in the recogni‑
tion that could be gained from hearing other parents’ experiences. In the end, we decided on one‑on‑one 
sessions. The element of recognition was promoted by presenting the extra texts in the online modules as 
conversations between fictionalized parents with PTSD sharing their struggles and advice with each other.

Advisory board Advisory board members recommended “do’s and don’ts” for the professionals leading the sessions (e.g., being 
aware of potential mistrust in institutions, especially in veteran parents; parents appreciate it when profession‑
als are well‑prepared, having an open and accepting attitude, and refraining from assumptions and judgment). 
These were integrated in the protocol and training for professionals.

Advisory board, Mixed methods study The following themes, which advisory board members and mixed methods study participants raised as 
important, were integrated in the protocol for the in‑person sessions: ‑ On the one hand, parents experience 
shame and guilt towards their children/family for having PTSD; on the other hand, they also experience shame 
and guilt about recovering from PTSD, perceiving themselves as “too self‑absorbed” or “not available enough” 
(e.g., being too tired after therapy sessions to participate in family activities). Recognizing and reducing these 
conflicting feelings is important;
‑ Practical tips for communication with family when feeling overwhelmed or being triggered;
‑ Recognizing and reducing overprotectiveness and overcontrol in the home and family setting.

Advisory board All advisory board members emphasized the importance of involving the partner. We therefore adapted the 
protocol of the final session, so that parents can bring their partner (or other significant person) to discuss their 
progress and how the partner can support them.

Ecological Momentary Assessment
Advisory board The assessment schedule was changed, to make it less demanding and more flexible, due to concerns from the 

advisory board about the difficulty of completing EMA assessments during busy times with their child.

Advisory board Items about sleep quality and overall distress level were added, because advisory board members pointed out 
these aspects had a large impact on how their day was going to be.

Recruitment Materials
Advisory board The recruitment flyer was changed to be simpler and less text‑heavy; advisory board members remarked that 

the setting in which the flyer would be encountered (the treatment center) is an environment in which they 
often feel tense and would have insufficient focus to read large amounts of text.
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more extensive contact with a professional, the role of 
the professional is that of ‘facilitator’ rather than ‘leader’. 
All professionals receive a 12-hour training, and sessions 
are carried out according to a manual to ensure consist-
ency. Whereas the content of the online modules remains 
largely the same as in the original KopOpOuders Self-
Help-intervention (and thus applicable to a wide range 
of mental health and addiction problems), the in-person 
sessions have a more in-depth and PTSD-specific focus. 
In the sessions, parents receive psychoeducation about 
PTSD and parenting, are encouraged to ask for indi-
vidualized guidance, and get the opportunity to practice 
newly learned skills. In-person sessions are carried out 
one-on-one, but parents are encouraged to bring a part-
ner or other significant person in the final session.

Addition of PTSD‑specific content
In KopOpOuders-PTSD, the transdiagnostic (i.e., not 
specific to any one diagnosis) protective factors of KopO-
pOuders Self-Help are supplemented with PTSD-specific 
factors. This is done in two ways. Firstly, intervention 
themes are approached from a PTSD-specific perspective 
in in-person sessions. For example, one of the themes in 
KopOpOuders Self-Help is ‘talking to your child about 
your illness’. After parents learn about this in a more gen-
eral way in the online module, the following in-person 
session addresses PTSD-specific aspects, including con-
structive and age-appropriate ways to talk to children 
about PTSD and trauma. Secondly, PTSD-specific con-
tent is added to the online intervention, which parents 
can refer to according to their own needs. The content is 
presented in the form of written conversations between 
fictional parents with PTSD, to increase relatability and 
recognition. The written conversations cover topics such 
as recognizing and dealing with triggers in the family set-
ting, and the impact of PTSD-related avoidance and dis-
sociation on children.

Setting
Inclusion of participants started June 1st, 2022, and is 
expected to finish December 31st, 2023. Participants are 
outpatient clients in treatment for PTSD at Arkin Men-
tal Health Care, a Dutch mental health care provider 
based mainly in the city Amsterdam. Clients from sev-
eral Arkin Mental Health Care departments can partici-
pate: Sinai Centrum (for clients with primary diagnosis 
of PTSD), Jellinek (for clients with primary diagnosis of 
substance use disorders), Arkin BasisGGZ (for clients 
receiving low-intensity basic mental health care) or NPI 
(for clients with main diagnosis of personality disorders). 
PTSD treatment at these centers, which we refer to as 
Treatment as Usual (TAU), consists of Eye Movement 

Desensitization and Reprocessing, Imaginary Exposure, 
and/or Imagery Rescripting Therapy.

Study design
This study uses a two-arm randomized controlled trial 
(RCT) design: the intervention condition receives KopO-
pOuders-PTSD in addition to TAU and is compared to a 
control condition which only receives TAU. This design 
allows us to test whether the effect of KopOpOuders-
PTSD in addition to TAU is superior to that of TAU 
only. The randomization ratio is 1:1. Block randomiza-
tion (2:4:6) is used, stratified by the Arkin Mental Health 
Care department (Sinai Centrum or other; clients of Sinai 
Centrum have PTSD as their primary diagnosis, whereas 
clients of other departments typically do not) to ensure 
even distribution across conditions. Double-blind ran-
domization is not possible, because participants and 
prevention professionals providing in-person sessions 
know automatically whether the participant is receiv-
ing the intervention. Therefore, we apply single blind-
ing, in which the researcher overseeing the assessments 
and analyzing the results is blind to the condition. Ran-
domization is done by a research assistant who is not 
involved in the assessments. Randomization outcomes 
are only accessible to this research assistant. Participants 
are instructed not to share their randomization outcome 
with the researcher overseeing their assessments, and 
professionals carrying out the intervention are instructed 
not to discuss any identifying details of intervention par-
ticipants with the researcher. Unblinding is possible if 
needed in case of (serious) adverse events, and can be 
done by the primary investigator, who is not involved in 
assessments. To ensure parenting support is not with-
held due to participation in this study, control condition 
participants are invited to complete the online KopO-
pOuders-PTSD modules after their participation and will 
receive information about the parenting support options 
at Arkin Mental Health Care.

Measurement levels
In this study, we distinguish between ‘macro-level’ and 
‘micro-level’ outcomes. With macro-level, we refer to 
longer-term retrospective reports on behaviors, attitudes, 
symptoms, etc. By contrast, we use the term micro-level 
to refer to moment-to-moment dynamics of behavior 
and interactions in daily life. Whereas the macro-level 
assessments in this study are useful to detect overall 
changes in parenting and mental health outcomes from 
pretest to posttest, they may not be able to fully capture 
the dynamic nature of parenting in daily life. This is espe-
cially relevant in PTSD, where symptoms can fluctuate 
strongly throughout the day, and PTSD-related memory 
impairments may bias retrospective assessments [77]. 
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We therefore supplement macro-level assessments with 
micro-level assessments using ecological momentary 
assessment (EMA), a research method in which par-
ticipants systematically and repeatedly report on cur-
rent or recent behavior, emotions and/or thoughts [78]. 
EMA can provide rich, ecologically valid information on 
moment-to-moment parenting dynamics [77–79].

Macro‑level assessments
All outcomes in this study are measured at the macro-
level using questionnaires at three measurement points: 
pretest (week 0), posttest (week 10), and follow-up (week 
22). All questionnaires are completed by participants 
using the online platform Castor Electronic Data Capture 
[80].

Micro‑level assessments
Micro-level assessment of parenting and PTSD symp-
toms is carried out through EMA at pretest and post-
test. Participation in the EMA component of the study 
is optional. Participants who choose to take part can do 
so by installing the app ‘Ethica Data’ [81] on their smart-
phone. The Ethica Data-app sends a brief EMA-ques-
tionnaire at three moments per day: at the end of the 
morning (randomly between 11:00–12:00), afternoon 
(randomly between 16:00–17:00, and evening (randomly 
between 21:00–22:00). If a questionnaire is missed, a 
reminder signal is sent after 60 minutes. Questionnaires 
are locked after 120 minutes to preserve the ‘real-time’ 
effect and prevent accumulation of questionnaires.

Participants
Sample size
We assumed a medium effect size for the primary macro-
level outcome (parenting behavior: Alabama Parenting 
Questionnaire), d = 0.55, based on RCTs with similar 
designs, interventions and populations as the current 
study, and with the same primary outcome [21, 82]. With 
a power of 0.80 and significance level of p = .05, the mini-
mum n is 53 per condition. From previous experience 
with intervention studies in adults with PTSD, we expect 
20–25% dropout. We therefore corrected with 25% over-
sampling, resulting in 53/0.75 = n = 71 per condition, 
total N = 142.

For the primary micro-level outcome (parenting 
behavior: Short Parenting Scale for EMA), power was 
calculated using PowerAnalysisIL [83] using our best 
estimation of relevant parameters. Based on existing 
EMA literature [84], we assume participants will respond 
to 70% of the 42 EMA prompts, resulting in 29 complete 
data points per participant. Assuming an autocorrela-
tion between measurement occasions of r =  0.30 and a 
medium effect size, minimum sufficient power to detect 

intervention effects would be reached if n =  32 (16 per 
condition) agreed to take part in the EMA component of 
the study.

Inclusion and exclusion criteria
Inclusion criteria for participation are: current DSM-5 
diagnosis of PTSD; receiving PTSD treatment of at least 
three sessions at one of the participating Arkin Mental 
Health departments; and having parenting responsibili-
ties for at least one child aged 4–17 (biological or legal 
relationship not required). Exclusion criteria are: urgent 
care needs which impede participation or (imminent) 
crisis (e.g., current psychosis, substance detoxification, 
active suicidality); no contact with children; receiving 
another parenting intervention during the participation 
period; severe psychological problems or intellectual dis-
ability in children (diagnosis of oppositional-defiant dis-
order, conduct disorder, current psychosis, personality 
disorder, or IQ < 50); and inability to participate in the 
intervention and/or assessments (e.g., unable to speak or 
read Dutch).

These criteria are similar to inclusion criteria for the 
original KopOpOuders Self-Help-intervention, but have 
been adapted to the goals and population of the cur-
rent study (i.e., the first two inclusion criteria replace the 
more general KopOpOuders Self-Help criterion that par-
ents should have some form of mental or substance abuse 
disorder) and on evaluation of KopOpOuders Self-Help 
(i.e., the age range of children was narrowed from 1 to 
17 to 4–17, because intervention content is less applica-
ble to younger children [38]. If a participant’s situation 
changes so that urgent care needs or severe family prob-
lems warranting intervention arise during study partici-
pation, their participation will be discontinued and their 
main practitioner will ensure they receive the appropriate 
support.

Recruitment
Participants will be recruited among clients of the above-
mentioned Arkin Mental Health Care departments. 
Practitioners will ask clients who meet inclusion criteria 
whether they agree to be approached for this study. Fur-
thermore, continuous recruitment will take place at client 
intake. Part of the standard intake procedure is the ‘Child 
Check’, in which the client is asked whether they have 
parenting responsibilities, how old their children are, and 
whether their mental health problems affect their chil-
dren. If during the Child Check a client who will receive 
PTSD treatment reports having children aged 4–17, they 
will be asked whether they agree to be approached for the 
study. Recruitment flyers and posters with contact infor-
mation of the research team will also be placed in waiting 
rooms.
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Procedure
Pre‑inclusion
When a client consents to being approached after receiv-
ing information from their practitioner, a research team 
member will call them to provide information about the 
study objectives and procedure and answer questions. If 
the client is interested in participation, the research team 
member will screen them for inclusion and exclusion cri-
teria and record the result in a screening log.

The start of trauma therapy can bring about tempo-
rarily heightened emotional strain and risk of deregu-
lation. During this period, there is a somewhat higher 
risk of exceeding the window of tolerance resulting in 
hyperarousal (e.g., increased intrusive symptoms) and/
or hypoarousal (e.g., increased avoidance). In hyper- and 
hypoarousal states, affect tolerance and learning ability 
are temporarily decreased [85]. To prevent adverse emo-
tional reactions and dropout, participants can therefore 
only start participating in the study after at least three 
sessions of PTSD treatment. Starting sooner is only pos-
sible if both client and practitioner consider this suitable 
and beneficial.

Inclusion, pretest, and randomization
The participant meets with a research team member for 
an inclusion, pretest, and randomization appointment, 
either in person at the treatment location or by video call. 
The participant receives and reads the participant infor-
mation letter beforehand. First, the researcher answers 
any questions the participant might still have. The par-
ticipant then signs the informed consent form. Next, the 
participant completes the pretest questionnaires online 
on a computer or tablet. The researcher remains in the 
room (or on the video call) to provide help if needed. If 
a participant has multiple children aged 4–17, they are 
instructed to report on the child they have most concerns 
about (the ‘index child’).

Participants who agree to take part in the EMA-com-
ponent then receive instruction on how to install and use 
the EMA app, Ethica Data [81], on their smartphone. If a 
participant does not have a smartphone, they can borrow 
one from the research team. Participants also receive a 
written copy of the instruction including tips for trouble-
shooting the app if needed.

Finally, the participant is randomized to the interven-
tion or control condition using the Castor Electronic 
Data Capture randomization module [80]. Participants 
are directly informed of their outcome. If a participant 
in randomized to the intervention condition does not 
have a computer, laptop or tablet at home, they will be 
instructed on how they can use computer rooms at their 
treatment location to complete the online modules.

Week 0: first EMA‑period
The first EMA-period starts the day after pretest and 
runs for seven days. The app stops sending question-
naires automatically after the seventh day, but should 
remain installed for the second EMA-period.

Week 1–9: intervention period and/or continuation of TAU 
Eight days after pretest, participants in the intervention 
condition receive an e-mail giving them access to the 
online intervention platform. A prevention professional 
contacts the participant to plan the in-person sessions. 
The five online modules and three in-person sessions are 
meant to be completed at a pace of one per week. The 
intervention period runs for nine weeks, giving partici-
pants extra time in case there is a week in which they do 
not manage to complete a module or session. For all par-
ticipants, TAU will continue as normal during and fol-
lowing participation in this study.

Week 10: posttest
In week 10, all participants are contacted by a research 
assistant to plan the posttest assessment. To improve 
retention rates, each participant is contacted several 
times by phone and e-mail if the initial contact attempt 
is unsuccessful. Depending on their preference, partici-
pants can complete the questionnaires with support from 
a researcher on video call or at their treatment location.

Week 10: second EMA‑period
The day after posttest, the second EMA-period starts. 
Measures and procedure are identical to the first 
EMA-period.

Week 22: follow‑up
In week 22, all participants are contacted by a research 
assistant to plan an appointment for the follow-up assess-
ment. The procedure is identical to that at posttest. After 
completing the questionnaires, control condition par-
ticipants receive an e-mail inviting them to the online 
KopOpOuders-PTSD modules and highlighting parent-
ing support options at Arkin. Figure  1 depicts an over-
view of the procedure.

Adherence and compliance monitoring
To accurately interpret intervention effects, document-
ing treatment adherence and compliance in participants 
and prevention professionals is important. Participants’ 
adherence is monitored in three ways: completion of 
online modules and use of PTSD-specific content in 
the online library (monitored automatically by the 
intervention platform software), and attendance of in-
person sessions (recorded by the prevention profes-
sional leading the sessions). In prevention professionals, 
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N = 142: Macro-level pretest assessment: APQ, PSOCS, ISEL-12, PSI, SDQ-P,
CATS-C, LEC-5, PCL-5, DQ. Optional: OQ-45 retrieved from ROM file

(t = week 0)

Control group
n = 71

Continuation
treatment as usual

Intervention group
n = 71

Continuation
treatment as usual +
KopOpOuders-PTSD

Posttest (T2) macro-level assessment: APQ,
PSOCS, ISEL-12, PSI, SDQ-P, CATS-C

(t = week 10)

Online module (t = week 1)

In-person session (t = week 2)

Online module (t = week 3)

Break (t = week 4a)

Online module (t = week 7)

Online module (t = week 8)

Access to online course modules

In-person session (t = week 6)

Online module (t = week 5)

In-person session (t = week 9)

Arkin Mental Health clients are informed about the study by practitioners and
through flyers/posters

Practitioner asks client to provide informed consent for screening
Excluded: no informed consent for

screening

Willingness to participate and eligibility assessed by researcher

Excluded:
- Not willing to participate

- No PTSD
- Will receive less than 3 trauma

therapy sessions
- No children aged 4-17

- Urgent care needs/ (imminent) crisis
- No contact with children

- Currently receiving other parenting
intervention

- Children have ODD, CD, current
psychosis or personality disorder

- Inability to participate/ speak or read
Dutch

Informed consent for participation (t = week 0)
Excluded: no informed consent for

participation

Randomization (t = week 0)

Optional (n = ?)
Pretest (T1) micro-level assessment (EMA):

SPS-EMA, PCL-5-A, sleep, situational
context (t = week 0)

Optional (n = ?)
Pretest (T1) micro-level assessment (EMA):

SPS-EMA, PCL-5-A, sleep, situational
context (t = week 0)

Posttest (T2) macro-level assessment: APQ,
PSOCS, ISEL-12, PSI, SDQ-P, CATS-C, SQ

(t = week 10)

Optional (n = ?)
Posttest (T2) micro-level assessment
(EMA): SPS-EMA, PCL-5-A, sleep,

situational context (t = week 10)

Optional (n = ?)
Posttest (T2) micro-level assessment
(EMA): SPS-EMA, PCL-5-A, sleep,

situational context (t = week 10)

Follow-up (T3) macro-level assessment:
APQ, PSOCS, ISEL-12, PSI, SDQ-P,

CATS-C
(t = week 22)

Follow-up (T3) macro-level assessment:
APQ, PSOCS, ISEL-12, PSI, SDQ-P,

CATS-C
(t = week 22)

Loss to posttest- / follow-up (expected n = 36)

Fig. 1 Flowchart of Study Procedure. Note. a The intervention period has a one‑week margin in case there is a week in which the participant cannot 
participate (“Break”); in the figure, the break is in week 4, but this may vary according to participant preference
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implementation fidelity is promoted and monitored 
through mandatory training and monthly intervision ses-
sions with the research team. In each intervision session, 
a research team member will capture factors affecting 
intervention fidelity through implementation logs. These 
implementation logs will be used to identify where guid-
ance and feedback is needed in the intervision sessions. 
Furthermore, they will be thematically analyzed and 
described in an implementation report after completion 
of the study.

Instruments
Primary outcomes

Macro‑level: parenting behavior Parenting behavior is 
measured using the Dutch translation of the caregiver-
reported Alabama Parenting Questionnaire (APQ [86, 
87]). The APQ is a 42-item questionnaire with five sub-
scales: positive involvement with children, supervision/
monitoring, use of positive discipline techniques, con-
sistency in discipline techniques, and use of corporal 
punishment. Items describe parenting behaviors and 
situations (e.g., ‘You don’t tell your child where you are 
going’), which are scored for frequency on a five-point 
Likert scale ranging from ‘never’ (1) to ‘always’ (5). APQ 
total scores range from 42 to 210. However, subscales are 
often analyzed separately, with higher scores reflecting 
higher parenting skills on the ‘positive involvement’ and 
‘positive discipline techniques’ subscales, and lower par-
enting skills on the other three subscales. In this study, 
we will use the total score as the primary outcome for the 
main analysis (research question 1) and perform addi-
tional analyses on the separate subscales. The APQ has 
good psychometric properties, with adequate to good 
internal consistency [88, 89] good test-retest reliability 
[90] and good construct validity [88, 89].

Micro‑level: real‑time parenting behavior When par-
ticipants report being currently or recently in contact 
with the index child in the EMA questionnaire, parent-
ing behavior is assessed using eight adapted items from 
the Parenting Behavior Inventory (PBI [91]). The Dutch 
translation of the PBI was obtained from Visser and col-
leagues [92]. The PBI contains 20 items which comprise 
two independent subscales: hostile/coercive and sup-
portive/engaged. Items describe parenting behaviors, 
which parents rate for frequency on a seven-point Likert 
scale ranging from ‘Never’ (1) to ‘Always’ (7). The PBI has 
good psychometric properties, with excellent internal 
consistency for both independent subscales, adequate 
to good content validity, and good test-retest reliabil-
ity [91]. We have selected eight PBI items, of which four 
from each subscale. The wording of these items has been 

changed slightly to fit with the EMA format (e.g., ‘I say 
mean things to my child that could make them feel bad’ 
becomes ‘This morning… I have said mean things to 
my child that could make them feel bad’). We have also 
changed the response scale to a three-point Likert scale: 
‘Not true’ (1), ‘Somewhat true’ (2), ‘Certainly true’ (3). 
Scores on each of the two subscales range from 4 to 12. 
The total score of the two subscales combined ranges 
from 8 to 24. This total score will be used to test inter-
vention effects (research question 2). For this study, we 
will call this questionnaire the ‘Short Parenting Scale for 
EMA’ (SPS-EMA). Because this novel adaptation of the 
PBI has not previously been used in EMA, we tested 
the SPS-EMA in a small-scale pilot study. We found the 
items to have sufficient frequency and variability for use 
with EMA.

Secondary endpoints

Macro‑level: perceived parenting competence Perceived 
parenting competence is measured using the Dutch 
translation of the Parenting Sense of Competence Scale 
(PSOCS [93]). The PSOCS is a 16-item questionnaire 
comprising two subscales: satisfaction and efficacy. We 
will use the total score for the main analysis (research 
question 3) and perform additional analyses on the two 
subscales. Items are posed as statements (e.g., ‘Being a 
parent makes me tense and anxious’), which are scored 
on a six-point Likert scale ranging from ‘strongly disa-
gree’ (1) to ‘strongly agree (6). PSOCS total scores range 
from 16 to 96. The PSOCS has adequate to excellent 
internal consistency, good test-retest reliability, and good 
construct validity [93–95].

Macro‑level: social support Parent social support is 
measured using the abbreviated version of the Interper-
sonal Social Support Evaluation List (ISEL-12 [96]). The 
ISEL-12 is a 12-item questionnaire comprising three 
subscales: appraisal support (availability of someone to 
talk to about problems), belonging support (availabil-
ity of someone to do things together with) and tangible 
support (availability of someone to help with practical 
matters). We will use the total score for our main analy-
sis (research question 4). Items describe statements (e.g., 
‘I feel that there is no one I can share my most private 
worries and fears with’), which the participant rates for 
agreement on a four-point scale ranging from ‘Definitely 
false’ (1) to ‘Definitely true’ (4). ISEL-12 total scores range 
from 12 to 48, and will be coded in such a way that higher 
scores indicate more support. The ISEL-12 total score has 
good psychometric properties, with adequate to good 
internal consistency, adequate test-retest reliability, and 
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good construct validity [96, 97]. We translated the ISEL-
12 to Dutch using the back-translation method. We also 
added two self-made items reflecting aspects of social 
support we were interested in in light of our intervention: 
‘There is someone who could look after my child(ren) for 
a day if I were not doing well’ (tangible support) and ‘If 
I were worried about the impact of my problems on my 
child, there would be someone I could talk to about it’ 
(appraisal support). These will be analyzed descriptively.

Macro‑level: parenting stress Parenting stress is meas-
ured using parent-report on an abbreviated Dutch ver-
sion of the Parenting Stress Index (PSI [98, 99]). This 
abbreviated version is a 25-item questionnaire measuring 
stress related to childrearing and the parental role. Items 
are statements (e.g. ‘There are some things my child does 
that really bother me a lot’) which parents rate for agree-
ment using a 6-point Likert scale ranging from ‘Totally 
disagree’ (1) to ‘Totally agree’ (6). We will use the total 
score as our analysis outcome (research question 5). The 
Dutch version of the PSI has acceptable validity [99].

Macro‑level: child overall psychological problems Child 
overall psychological problems are measured using par-
ent-report on the Dutch translation of the Strengths and 
Difficulties Questionnaire-Parent Report (SDQ-P [100, 
101]). The SDQ-P is a 25-item questionnaire suitable for 
parent-report on emotional and behavioral symptoms of 
children aged 4–17. The SDQ-P comprises five subscales 
with five items each: hyperactivity/attention deficit, emo-
tional problems, behavioral problems, peer relationship 
problems, and prosocial behavior. SDQ-P items describe 
characteristics or behaviors (e.g., ‘Many worries, often 
seems worried’), for which parents rate to which extent 
these are true for their index child on a three-point Lik-
ert scale ranging from ‘Not true’ (0) to ‘Certainly true’ (2). 
We will use the ‘general difficulties’ score as our analysis 
outcome (research question 6), which aggregates all sub-
scales excluding prosocial behavior (thus comprising 20 
items). We will perform additional analyses on the sepa-
rate subscales. The ‘general difficulties’ score ranges from 
0 to 40. The SDQ-P has good psychometric properties, 
with adequate internal consistency and test-retest reli-
ability and good construct validity [102].

Macro‑level: child PTSD symptoms Child PTSD 
symptoms are measured using parent-report on the 
Dutch translation of the Child and Adolescent Trauma 
Screener-Caregiver Report (CATS-C [103, 104]). The 
CATS-C has two versions; one for children aged 3–6 and 
one for children aged 7–17. Both versions start with 15 
yes/no items about child exposure to DSM-5 A-criterion 
traumatic events (e.g., ‘Serious natural disaster like a 

flood, tornado, hurricane, earthquake, or fire’). We have 
added one item (‘Learning from me or someone else 
about the traumatic experience(s) I have had’), because 
this potentially traumatic experience was not included in 
the original questionnaire. Furthermore, we have added 
an item to assess whether the parent and child were co-
exposed to the same trauma (e.g., being in an accident 
together, shared exposure to domestic violence). This 
item states: ‘Was your child present during a traumatic 
event you experienced? For example, did you experience 
it together, or did your child witness it happening to you?’

If the parent reports their child has been exposed to at 
least one traumatic event, the questionnaire continues 
with 16 (age 3–6) or 20 (age 7–17) items about PTSD 
symptoms (e.g., ‘Being overly alert or on guard’). Data 
on PTSD symptoms are thus only collected if the child 
has experienced at least one A-criterion traumatic 
event. PTSD symptom items are rated for frequency in 
the past two weeks on a four-point Likert scale rang-
ing from ‘Never’ (0) to ‘Almost always’ (3). The CATS-
C also contains five yes/no items about interference 
with life domains (e.g., ‘Getting along with others’). The 
PTSD symptom items are divided into four subscales 
corresponding with DSM-5 PTSD symptom clusters. 
Total symptom scores range from 0 to 48 (age 3–6) or 
0–60 (age 7–17). In this study, we use the total symptom 
scores as our analysis outcome (research question 7). We 
will perform additional analyses on the separate sub-
scales. Scores on trauma exposure items will be reported 
descriptively. The PTSD symptom measure of the CATS-
C has good psychometric properties, with good to 
excellent internal consistency and good construct valid-
ity [103]. As of yet, test-retest reliability has only been 
assessed for the self-report version of the CATS, which 
shows adequate test-retest reliability [105].

Background and moderator variables
Macro‑level: trauma type/timing
Lifetime trauma exposure will be measured at pretest 
using the Dutch translation of the Life Events Ques-
tionnaire for DSM-5 (LEC-5 [106, 107]). The LEC-5 
comprises 17 items which describe DSM-5 A-criterion 
traumatic events (e.g., ‘Fire or explosion’). Participants 
note for each event on a scale with six options whether 
they were directly or indirectly (i.e., as a witness, learn-
ing about it happening to someone close to them, or as 
part of their job) exposed to it. In case of multiple trauma 
exposures, the participant is asked to indicate which 
event bothers them the most (the ‘index trauma’). Psy-
chometric properties for the LEC-5 have not yet been 
established, but the highly similar previous version 
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(LEC-IV) has good psychometric properties, with ade-
quate test-retest reliability and good construct validity 
[108].

Macro‑level: PTSD symptoms
PTSD symptoms will be measured at pretest using the 
Dutch translation of the PTSD Checklist for DSM-5 
(PCL-5 [107, 109]). The PCL-5 comprises 20 items 
describing PTSD symptoms in relation to the index 
trauma (e.g., ‘Becoming upset when something reminded 
you of the stressful experience’), which are rated for past-
month frequency on a five-point Likert scale ranging 
from ‘Not at all’ (0) to ‘Extremely’ (4). The PCL-5 com-
prises four subscales corresponding to DSM-5 PTSD 
symptom clusters (intrusion, avoidance, negative altera-
tions in mood and cognitions, and hyperarousal). We 
will use the PCL-5 total score as a moderator variable 
(research question 8). PCL-5 total scores range from 0 
to 80. The PCL-5 has good to excellent psychometric 
properties, with excellent internal consistency, good test-
retest reliability and good construct validity [109].

Macro‑level: psychosocial functioning
Among the most common comorbid disorders with 
PTSD are major depressive disorder, anxiety disorders 
and substance abuse disorders. Problems in life domains 
such as relationships and professional functioning are 
also common in PTSD [83]. We therefore report descrip-
tively on general psychosocial functioning in the sample. 
This is measured as part of routine outcome monitoring 
at Arkin Mental Health Care using the Outcome Ques-
tionnaire-45 (OQ-45 [110]). We will use the closest meas-
urement before pretest. The OQ-45 is a commonly used 
questionnaire for measuring clinical outcomes. It com-
prises 45 items, which are divided into three subscales: 
symptom distress (25 items, measures symptoms of 
depression, anxiety and substance abuse), interpersonal 
relations (11 items, measures relational functioning) and 
social role (9 items, measures functioning in school, work 
and/or leisure). Items describe symptoms/situations (e.g., 
‘I feel no interest in things’), which participants rate for 
past-week frequency on a 5-point Likert scale ranging 
from ‘Never’ (0) to ‘Always’ (4). We will report the OQ-45 
total score, which ranges from 0 to 180, and subscale 
scores, which range from 0 to 100 (symptom distress), 
0–44 (interpersonal relations), and 0–36 (social role). 
The OQ-45 has good psychometric properties, with good 
test-retest reliability, adequate to excellent internal con-
sistency, and good construct validity [110].

Macro‑level: demographic information
To provide information on the demographic background 
of the sample, participants complete a short demographic 

questionnaire (DQ) at pretest with items about charac-
teristics such as age, gender, employment status, family 
composition, and number of children.

Macro‑level: intervention adherence and satisfaction
For participants in the intervention condition, interven-
tion adherence (completion of online modules; attend-
ance of in-person sessions; and use of PTSD-specific 
content in the online library) will be reported descrip-
tively. Furthermore, these participants complete a short 
satisfaction questionnaire (SQ) at posttest. The SQ con-
tains closed-ended and open-ended questions on aspects 
of the intervention, and invites participants to provide 
suggestions for improvement. Results will be reported 
descriptively in the publication of the current study and 
will be used for future improvement of the intervention.

Micro‑level: parental PTSD symptoms
PTSD symptoms are assessed using EMA with an abbre-
viated version of the PTSD Checklist for DSM-5 (PCL-
5-A). This version contains the 10 PCL-5 items with the 
strongest factor loading for their respective symptom 
cluster. It was created for and used successfully in pre-
vious EMA research [111, 112]. The PCL-5-A contains 
three items for intrusion, two for avoidance, two for neg-
ative cognitions and mood, and three for hyperarousal. 
Participants are asked to report on their symptoms dur-
ing the current part of the day using the same five-point 
Likert scale as in the regular PCL-5 (‘Not at all (0) to 
Extremely (4). Total scores range from 0 to 40.

Micro‑level: sleep quality
Sleep quality is assessed in the first EMA assessment 
of each day, using a single item (‘Last night, how would 
you rate your sleep quality overall?’) from the Pittsburgh 
Sleep Quality Index [113]. Sleep quality is rated from 
‘Very good’ (0) to ‘Very bad’ (3). The normal instruc-
tion is ‘During the last month’; this is replaced with ‘Last 
night’ to fit the EMA format. This adaptation has been 
used successfully in previous EMA research [111].

Micro‑level: situational context
To assess the situational context, each EMA question-
naire starts with two situation items (Where are you?; 
What are you doing?), answered using multiple choice.

Data management
Data management is carried out according to a protocol 
to ensure security and quality. This data management 
protocol can be found on our Open Science Framework 
page [114].
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Safety reporting and monitoring
Research team members involved in assessments and 
contact with participants and prevention profession-
als carrying out the intervention sessions are instructed 
in the reporting procedure of (serious) adverse events. 
These must be reported to the primary investigator 
according to guidelines by the Central Committee for 
Research in Humans [115]. Engaging a data monitoring 
committee or auditor and performing interim analyses is 
considered not to be necessary due to the low-risk nature 
of the study.

Analysis
Primary analyses will be conducted on the entire rand-
omized sample (i.e., intention to treat). Extra analyses 
for comparison will be conducted on the per protocol/
treatment completers sample. Participants in the inter-
vention condition who have completed at least six out 
of eight intervention modules/sessions will be charac-
terized as treatment completers. Participants who fail 
to complete the intervention, but do not choose to drop 
out of the study, will complete the posttest and follow-
up assessments as normal. Hypothesis testing will be 
two-sided with an alpha level of .05. Missing data will be 
handled using multiple imputation (R package MICE or 
equivalent).

Macro‑level: primary and secondary outcomes
Analyses of primary (research question 1) and secondary 
outcomes (research questions 3–7) on the macro-level 
will be carried out using generalized linear mixed mod-
eling (LMM). For ratio scale endpoints or if distributions 
of endpoints are skewed, robust LMM is used. Separate 
models are run for each endpoint. Fixed factors are con-
dition (intervention/control), time (pretest/posttest/
follow-up), and the interaction effect of condition*time. 
Random intercepts are fitted at the participant level. 
The pretest value of the endpoint is included as a con-
trol variable. In a secondary sensitivity analysis, we will 
also include parental gender, parental age, child age, 
EMA participation (yes/no), trauma type (interpersonal/
non-interpersonal), child exposure to trauma (no trauma 
exposure/co-exposed to parental trauma/exposed to 
trauma separate from the parental trauma), and num-
ber of comorbid psychiatric diagnoses of the parent as 
covariates.

Micro‑level: primary endpoint
To test the effect of the intervention on micro-level par-
enting behavior (research question 2), we use a multi-
level LMM in which assessments (up to 42: three per day, 
seven days at pretest, seven days at posttest) are nested 
within participants. Random intercepts are fitted at the 

participant level. Two dummy variables, one for meas-
urement period (pretest/posttest) and one for condition 
(intervention/control) are added to the model. Differ-
ences between conditions at posttest are analyzed, while 
controlling for pretest scores. Because there are several 
assessment points per day, we control for average auto-
correlation between assessment points. Finally, we con-
trol for time trends by including a variable reflecting the 
amount of time elapsed since inclusion.

Macro‑level: moderation analysis
To test whether treatment outcomes on macro-level 
endpoints at posttest are moderated by parental PTSD 
symptoms at pretest (research question 8), we modify the 
models for macro-level endpoints by using only the post-
test measure of each endpoint and including the modera-
tor variable (PCL-5 total score). Hypothesis 8 is tested 
using the interaction effect of condition*PCL-5 total 
score on posttest measurements of the endpoint, while 
controlling for pretest measurements of the endpoint. A 
separate moderation model will be run for each endpoint.

Descriptive analyses
Descriptive statistics (for continuous variables: means, 
standard deviations, ranges, correlations; for categorical 
variables: frequencies, correlations) are reported for all 
primary and secondary outcomes and background vari-
ables. Descriptive findings regarding participants’ satis-
faction with the intervention are summarized in text.

Dissemination policy
The results of this study will be submitted for publica-
tion in an international peer-reviewed open access jour-
nal. The principal investigator will determine publication 
strategy. Results will also be communicated to the public 
through online newsletters. KopOpOuders-PTSD will be 
made available to other institutions within the Nether-
lands if it is found to be effective in this study. The online 
modules can be obtained under license from Trimbos 
Institute; the protocol for the face-to-face sessions will 
be made freely available to institutions when they acquire 
this license. A process evaluation report will be published 
to inform other professionals about the implementation 
process, potential challenges and solutions. Institutions 
wanting to implement KopOpOuders-PTSD can refer to 
this process evaluation report for implementation advice.

Discussion
This article describes the development and RCT proto-
col of KopOpOuders-PTSD, a preventive blended care 
intervention for parents with PTSD, aimed at prevent-
ing child psychological problems by improving parent-
ing outcomes. Intervention effects will be tested using 
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macro-level (questionnaire) and micro-level (EMA) data. 
On the macro-level, we hypothesize that adaptive par-
enting behavior, perceived parenting competence and 
parental social support will be significantly greater and 
parenting stress significantly lower at posttest in the 
intervention condition than in the control condition. Fur-
thermore, we hypothesize that child overall psychologi-
cal problems and PTSD symptoms will be significantly 
lower at posttest in the intervention condition than in the 
control condition. Changes are hypothesized to remain 
stable at three-month follow-up. Intervention effects are 
hypothesized to be smaller for participants with higher 
PTSD symptoms at pretest. On the micro-level, we 
hypothesize that parenting behavior will be significantly 
more positive at posttest in the intervention condition 
than in the control condition.

Some limitations of this study protocol must be noted. 
Firstly, the study relies on parent-report. Validity of find-
ings may benefit from an independent assessor (e.g., 
observations of parent-child interactions) and/or mul-
tiple informants (e.g., parent and child-report). In this 
study, this is not feasible because it would result in signif-
icantly higher participant burden as well as ethical con-
cerns (i.e., involving children would be difficult because 
they may not yet be aware of their parent’s PTSD). Sec-
ondly, some parents who might benefit from parenting 
support are excluded from participation in this study, 
namely those with severe problems in the family (e.g., 
acute and severe psychological problems in the parent 
or child, family problems resulting in no contact with 
children) and those who do not understand Dutch. Due 
to its preventive nature, KopOpOuders-PTSD is insuffi-
cient for families with severe problems, and versions of 
the intervention in other languages than Dutch are not 
currently available. Providing interventions to non-Dutch 
speaking parents remains an important objective for the 
future, especially considering that some ethnic minority 
groups are at increased risk for developing PTSD [2].

Despite these limitations, this study also has several 
strengths. Firstly,, it is among the first to develop and test 
a PTSD-specific parenting intervention. Whereas sev-
eral effective and beneficial interventions have catered 
to trauma-exposed parents and parents with other types 
of mental illness, KopOpOuders-PTSD is specifically 
tailored to parents with PTSD. This is important given 
the potentially detrimental effect of PTSD symptoms on 
intervention adherence and effectiveness [26–28] and the 
specific challenges parents with PTSD may face [30–33, 
36]. The co-creation approach allows us to meet parents’ 
needs more closely by directly integrating their vision. 
Secondly, the blended care format of KopOpOuders-
PTSD is innovative and provides a mix of flexibly usa-
ble online modules and individual in-person guidance. 

Finally, the use of EMA provides valuable information on 
how intervention effects may play out in real-life situa-
tions [77–79].

Concluding, this RCT will be the first to test the effec-
tiveness of a PTSD-specific parenting intervention in 
addition to TAU. Results can contribute to clinical prac-
tice by demonstrating whether preventive parenting 
intervention can contribute to the wellbeing of parents 
with PTSD and their children.

Abbreviations
APQ  Alabama Parenting Questionnaire
CATS‑C  Child and Adolescent Trauma Screener‑Caregiver Report
DSM‑5  Diagnostic and Statistical Manual of Mental Disorders‑ Fifth 

Edition
EMA  Ecological Momentary Assessment
ISEL‑12  Interpersonal Social Support Evaluation List
LEC‑5  Life Events Questionnaire for the Diagnostic and Statistical Manual 

of Mental Disorders‑ Fifth Edition
LGBTQIA+  Lesbian, Gay, Bisexual, Transgender, Queer/Questioning, Intersex, 

Asexual, +
LMM  Linear Mixed Modeling
MREC  Medical Research Ethics Committee
OQ‑45  Outcome Questionnaire‑45
PBI  Parenting Behavior Inventory
PCL‑5  Post‑Traumatic Stress Disorder Checklist For The Diagnostic And 

Statistical Manual Of Mental Disorders‑ Fifth Edition
PCL‑5‑A  Post‑Traumatic Stress Disorder Checklist For The Diagnostic And 

Statistical Manual Of Mental Disorders‑ Fifth Edition – Abbreviated
PSI  Parenting Stress Index
PSOCS  Parenting Sense of Competence Scale
PTSD  Post‑Traumatic Stress Disorder
RCT   Randomized Controlled Trial
SDQ‑P  Strengths and Difficulties Questionnaire ‑ Parent Report
SPS‑EMA  Short Parenting Scale for Ecological Momentary Assessment
SQ  Satisfaction Questionnaire
TAU   Treatment As Usual

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12888‑ 023‑ 04548‑8.

Additional file 1: Appendix C. Informed consent form for participants.

Additional file 2. KopOpOuders‑PTSD session overview.

Acknowledgements
We thank Ahmed Alahyane, Tineke Kerste, Robbie Mol, and Rianne Pots for 
their valuable contributions to the development of KopOpOuders‑PTSD and 
the design of this study as members of the advisory board. We also thank 
everyone who contributed to the development of KopOpOuders‑PTSD by 
sharing their experiences, needs and opinions as parents with PTSD through 
their participation in the mixed methods study that informed the develop‑
ment of the intervention. We thank Rianne Braam for her assistance with 
preparatory tasks for this study.

Sponsor
The sponsor of this study is dr. Ellen Vedel, director of Sinai Centrum. The 
sponsor has no role in the study design, collection, management, analysis, or 
interpretation of data, writing of the report, or decision to submit the report 
for publication.
Sponsor: Ellen Vedel, PhD.
E‑mail: ellen. vedel@ sinai centr um. nl
Phone: + 3120 5,457,255.

https://doi.org/10.1186/s12888-023-04548-8
https://doi.org/10.1186/s12888-023-04548-8
mailto:ellen.vedel@sinaicentrum.nl


Page 17 of 20Meijer et al. BMC Psychiatry          (2023) 23:102  

Postal address: Laan van de Helende Meesters 2, 1186 AM Amstelveen, The 
Netherlands.

Authors’ contributions
KT and LM conceptualized the study, and initial development was carried 
out by KT, MB, CF, and LM. AG, JK and LSZ also contributed to the design of 
the study. LM wrote the first draft of the manuscript under supervision of KT, 
MB and CF. All authors contributed to the revisions and modifications of the 
manuscript. All authors read and approved the final version of the manuscript 
for publication.

Author’s information
Not applicable.

Funding
This study is made possible by funding from ZonMw (grant registration 
number 744130103). ZonMw has no role in the study design, collection, man‑
agement, analysis, or interpretation of data, writing of the report, or decision 
to submit the report for publication.

Availability of data and materials
Upon completion of the project, the following materials will be shared on 
the Open Science Framework repository [114]: metadata for the datasets 
generated by the study including data dictionaries, the study protocol, and 
statistical code used for analyses. Anonymized individual participant data (this 
includes data collected using questionnaires, EMA, and KopOpOuders user 
platform data for the intervention condition) will be made available upon 
request to the authors. Requests can be submitted through a data request 
form which will be made available on our Open Science Framework page 
upon completion of the project [114]. This data request form will require spec‑
ification of the research questions, which must be in line with the informed 
consent conditions agreed to by participants (“scientific research concerning 
PTSD, trauma, parenting and/or child mental health”). All data will be fully 
anonymized and only shared for those participants who have consented to 
this prior to participation. Data will remain available for at least 15 years after 
completion of the project.

Declarations

Ethics approval and consent to participate
This study protocol was approved by the Medical Research Ethics Com‑
mittee (MREC) Utrecht (now: NedMec) on December 16th, 2021, with 
reference number NL78891.041.21 / 21–714. The sponsor will inform MREC 
NedMec of the start of data collection and any amendments to the study 
protocol. Furthermore, a summary of study progress (e.g., date of first 
inclusion, number of participants included, serious adverse events, and any 
problems or delays) will be submitted once a year. The sponsor will notify 
the MREC within the notification period (24 hours for safety reasons, 15 days 
for other reasons) in case of suspension or premature end of the study, 
including the reason. The MREC will be informed within 90 days after the 
end of the study (defined as completion of the follow‑up assessment of the 
last participant). The study will be performed according to the Declaration 
of Helsinki [116] and the International Conference on Harmonisation – 
Good Clinical Practice.
Written informed consent is obtained by the researcher overseeing the assess‑
ments prior to participation in any study procedures. Participants are informed 
of the study objective, method, expected benefits and potential hazards, 
and are given sufficient time to consider their participation and ask ques‑
tions. Separate informed consent is obtained for collection and use of each 
data type in the current study and other studies. It is made completely and 
unambiguously clear to each client that they are free to refuse participation, 
and that they can withdraw consent at any time, without penalty or effect on 
their existing treatment. Only clients who are able to give legal consent can 
participate in the study. Signed informed consent forms are kept on file by the 
investigator, and are stored in an encrypted digital database.

Consent for publication
Not applicable.

Competing interests
KopOpOuders Self‑Help was developed at and is owned by the Trimbos 
Institute, but none of the authors affiliated with the Trimbos Institute (MB, 
AG, JK, and LSZ) derive financial income from KopOpOuders Self‑Help or 
KopOpOuders‑PTSD.

Author details
1 Sinai Centrum / Arkin Mental Health Care, Laan van de Helende Meesters 
2, 1186 AM Amstelveen, The Netherlands. 2 Department of Interdisciplinary 
Social Science, Utrecht University, Utrecht, The Netherlands. 3 Arkin Mental 
Health Care, Amsterdam, the Netherlands. 4 Trimbos Institute/Netherlands 
Institute of Mental Health and Addiction, Utrecht, the Netherlands. 5 Depart‑
ment of Psychiatry, Amsterdam University Medical Center, location VUmc, 
Amsterdam, the Netherlands. 

Received: 29 March 2022   Accepted: 13 January 2023

References
 1. American Psychiatric Association. Diagnostic and statistical manual of 

mental disorders. 5th ed. Washington, DC: American Psychiatric Asso‑
ciation; 2013.

 2. Knipscheer J, Sleijpen M, Frank L, de Graaf R, Kleber R, ten Have M, 
et al. Prevalence of potentially traumatic events, other life events and 
subsequent reactions indicative for posttraumatic stress disorder in the 
Netherlands: a general population study based on the trauma screen‑
ing questionnaire. Int J Environ Res Public Health. 2020;17(5):1725.

 3. Kilpatrick DG, Resnick HS, Milanak ME, Miller MW, Keyes KM, Fried‑
man MJ. National estimates of exposure to traumatic events and 
PTSD prevalence using DSM‑IV and DSM‑5 criteria. J Trauma Stress. 
2013;26(5):537–47.

 4. Nicholson J, Biebel K, Katz‑Leavy J, Williams V. The prevalence of parent‑
hood in adults with mental illness: implications for state and federal 
policymakers, programs, and providers. In: Manderscheid RW, Hen‑
derson MJ, editors. Center for Mental Health Services “mental health, 
United States, 2002”. Rockville: Substance Abuse and Mental Health 
Services Administration; 2002. p. 120–7.

 5. Lambert JE, Holzer J, Hasbun A. Association between parents’ PTSD 
severity and children’s psychological distress: a meta‑analysis. J Trauma 
Stress. 2014;27(1):9–17.

 6. Lang AJ, Gartstein MA. Intergenerational transmission of traumatiza‑
tion: theoretical framework and implications for prevention. J Trauma 
Dissociation. 2018;19(2):162–75.

 7. Siegenthaler E, Munder T, Egger M. Effect of preventive interventions in 
mentally ill parents on the mental health of the offspring: system‑
atic review and meta‑analysis. J Am Acad Child Adolesc Psychiatry. 
2012;51(1):8–17.

 8. Thanhäuser M, Lemmer G, de Girolamo G, Christiansen H. Do preven‑
tive interventions for children of mentally ill parents work? Results 
of a systematic review and meta‑analysis. Curr Opin Psychiatry. 
2017;30(4):283–99.

 9. Graham‑Bermann S, Lynch S, Banyard V, DeVoe E, Halabu H. Com‑
munity‑based intervention for children exposed to intimate partner 
violence: an efficacy trial. J Consult Clin Psychol. 2007;75(2):199–209.

 10. Howell KH, Miller LE, Lilly MM, Graham‑Bermann SA. Fostering social 
competence in preschool children exposed to intimate partner 
violence: evaluating the preschool kids’ Club intervention. J Aggress 
Maltreat Trauma. 2013;22(4):425–45.

 11. Jouriles EN, McDonald R, Rosenfield D, Stephens N, Corbitt‑Shindler 
D, Miller PC. Reducing conduct problems among children exposed to 
intimate partner violence: a randomized clinical trial examining effects 
of project support. J Consult Clin Psychol. 2009;77(4):705–17.

 12. Katz LF, 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(3):638–51.

 13. Colegrove VM, Havighurst SS, Kehoe CE, Jacobsen SL. Pilot randomized 
controlled trial of tuning relationships with music: intervention for 
parents with a trauma history and their adolescent. Child Abuse Negl. 
2018;79:259–68.



Page 18 of 20Meijer et al. BMC Psychiatry          (2023) 23:102 

 14. Rosenblum KL, Muzik M, Morelen DM, Alfafara EA, Miller NM, Waddell 
RM, et al. A community‑based randomized controlled trial of mom 
power parenting intervention for mothers with interpersonal trauma 
histories and their young children. Arch Womens Ment Health. 
2017;20(5):673–86.

 15. Ballard J, Wieling E, Forgatch M. Feasibility of implementation of a par‑
enting intervention with Karen refugees resettled from Burma. J Marital 
Fam Ther. 2018;44(2):220–34.

 16. Shaw SA, Ward KP, Pillai V, Ali LM, Karim H. A randomized clinical trial 
testing a parenting intervention among afghan and Rohingya refugees 
in Malaysia. Fam Process. 2020;60(3):788–805.

 17. Gewirtz AH, Pinna KLM, Hanson SK, Brockberg D. Promoting parenting 
to support reintegrating military families: after deployment, adaptive 
parenting tools. Psychol Serv. 2014;11(1):31–40.

 18. Lester P, Mogil C, Saltzman W, Woodward K, Nash W, Leskin G, et al. 
Families overcoming under stress: implementing family‑centered pre‑
vention for military families facing wartime deployments and combat 
operational stress. Mil Med. 2011;176(1):19–25.

 19. Creech SK, Pearson R, Saenz JJ, Braciszewski JM, Riggs SA, Taft CT. 
Pilot trial of strength at home parents: a trauma‑informed parent‑
ing support treatment for veterans. Couple Fam Psychol: Res Pract. 
2022;11(3):205–16.

 20. Jones S, Jovanoska J, Lobban F, Wintermeyer C, Vincent H, Parker R, et al. 
Web‑based integrated bipolar parenting intervention (IBPI) for parents 
with bipolar disorder: intervention development and evaluation in a 
randomised controlled pilot trial. Bipolar Disord. 2018;20(S1):31.

 21. Kaplan K, Solomon P, Salzer MS, Brusilovskiy E. Assessing an internet‑
based parenting intervention for mothers with a serious mental illness: 
a randomized controlled trial. Psychiatr Rehabil J. 2014;37(3):222–31.

 22. Janssen L, Van der Zanden R. Evaluatierapport KopOpOuders Zelfhulp 
2012–2015. Utrecht: Trimbos‑Instituut; 2015.

 23. Van der Zanden RAP, Speetjens PA, Arntz KS, Onrust SA. Online group 
course for parents with mental illness: development and pilot study. J 
Med Internet Res. 2010;12(5):e50.

 24. Van der Zanden RAP, Speetjens PA, Havinga P. KopOpOuders: Evalu‑
atieonderzoek naar online zelfhulp met minimale begeleiding voor 
KOPP/KOV‑ouders. Utrecht: Trimbos‑Instituut; 2013.

 25. James Riegler L, Raj SP, Moscato EL, Narad ME, Kincaid A, Wade SL. Pilot 
trial of a telepsychotherapy parenting skills intervention for veteran 
families: implications for managing parenting stress during COVID‑19. J 
Psychother Integr. 2020;30(2):290–303.

 26. Hou J, Fu J, Meng S, Jiang T, Guo C, Wu H, et al. Posttraumatic stress 
disorder and nonadherence to treatment in people living with HIV: a 
systematic review and meta‑analysis. Front Psychiatry. 2020;11:834.

 27. Kronish IM, Edmondson D, Li Y, Cohen BE. Post‑traumatic stress disorder 
and medication adherence: results from the mind your heart study. J 
Psychiatr Res. 2012;46(12):1595–9.

 28. Taggart Wasson L, Shaffer JA, Edmondson D, Bring R, Brondolo E, Falzon 
L, et al. Posttraumatic stress disorder and nonadherence to medications 
prescribed for chronic medical conditions: a meta‑analysis. J Psychiatr 
Res. 2018;102:102–9.

 29. Chesmore AA, Piehler TF, Gewirtz AH. PTSD as a moderator of a parent‑
ing intervention for military families. J Fam Psychol. 2018;32(1):123–33.

 30. Sherman MD, Gress Smith JL, Straits‑Troster K, Larsen JL, Gewirtz A. 
Veterans’ perceptions of the impact of PTSD on their parenting and 
children. Psychol Serv. 2016;13(4):401–10.

 31. Fischer EP, Sherman MD, McSweeney JC, Pyne JM, Owen RR, Dixon LB. 
Perspectives of family and veterans on family programs to support 
reintegration of returning veterans with posttraumatic stress disorder. 
Psychol Serv. 2015;12(3):187–98.

 32. Wamser‑Nanney R, Sager JC. Trauma exposure, post‑traumatic 
stress symptoms, and indices of parenting. J Interpers Viol. 
2020;37(7–8):NP4660–83.

 33. Wamser‑Nanney R, Cherry KE. Criterion a vs. non‑criterion a stressors: 
relations to parenting perceptions, support, satisfaction, and involve‑
ment. J Aggress Maltreat Trauma. 2020;29(4):498–515.

 34. Cohen LR, Hien DA, Batchelder S. The impact of cumulative maternal 
trauma and diagnosis on parenting behavior. Child Maltreatment. 
2008;13(1):27–38.

 35. Cross D, Vance LA, Kim YJ, Ruchard AL, Fox N, Jovanovic T, et al. 
Trauma exposure, PTSD, and parenting in a community sample of 

low‑income, predominantly African American mothers and children. 
Psychol Trauma. 2018;10(3):327–35.

 36. Montgomery E, Just‑Ostergaard E, Jervelund SS. Transmitting trauma: 
a systematic review of the risk of child abuse perpetrated by parents 
exposed to traumatic events. Int J Public Health. 2019;64(2):241–51.

 37. Wilson CK, Padrón E, Samuelson KW. Trauma type and posttraumatic 
stress disorder as predictors of parenting stress in trauma‑exposed 
mothers. Violence Vict. 2017;32(1):141–58.

 38. van Doesum KT. Databank effectieve jeugdinterventies: beschrijving 
‘KopOpOuders’. Utrecht: Nederlands Jeugdinstituut; 2020.

 39. Sanders MR. Development, evaluation, and multinational dissemi‑
nation of the triple P‑positive parenting program. Annu Rev Clin 
Psychol. 2012;8:345–79.

 40. Thomas R, Zimmer‑Gembeck MJ. Behavioral outcomes of parent‑
child interaction therapy and triple P—positive parenting program: a 
review and meta‑analysis. J Abnorm Child Psychol. 2007;35:475–95.

 41. Bandura A. Social foundations of thought and action: a social cogni‑
tive theory. Englewood Cliffs: Prentice‑Hall; 1986.

 42. Patterson GR. Coercive family process. Eugene: Castalia Press; 1982.
 43. Bandura A. Self‑efficacy in changing societies. Cambridge (NY): 

Cambridge University Press; 1995.
 44. Havighurst RJ. Developmental tasks and education. New York: McKay; 

1972.
 45. Achenbach TM. Developmental psychopathology. New York: Wiley; 

1982.
 46. Hart B, Risley TR. Meaningful differences in the everyday experience 

of young American children. Baltimore: Paul H. Brookes Publishing; 
1995.

 47. Boszormenyi‑Nagy I. Foundations of contextual therapy: collected 
papers of Ivan Boszormenyi‑Nagy. New York: Routledge; 2014.

 48. Joiner TE, Wagner KD. Parental, child‑centered attributions and out‑
come: a meta‑analytic review with conceptual and methodological 
implications. J Abnorm Child Psychol. 1996;24(1):37–52.

 49. Fraser E, Pakenham KI. Evaluation of a resilience‑based intervention 
for children of parents with mental illness. Aust N Z J Psychiatry. 
2008;42(12):1041–50.

 50. Grove C, Riebschleger J, Bosch A, Cavanaugh D, van der Ende PC. 
Expert views of children’s knowledge needs regarding parental 
mental illness. Child Youth Serv Rev. 2017;79:249–55.

 51. Hosman CMH, van Doesum KTM, van Santvoort F. Prevention of 
emotional problems and psychiatric risks in children of parents with 
a mental illness in the Netherlands: I. the scientific basis to a compre‑
hensive approach. Aust E‑J Adv Ment Health. 2009;8(3):250–63.

 52. Wlodarczyk O, Schwarze M, Rumpf H‑J, Metzner F, Pawils S. Protective 
mental health factors in children of parents with alcohol and drug 
use disorders: a systematic review. PLoS One. 2017;12(6):e0179140.

 53. van Ee E, Kleber RJ, Mooren TM. War trauma lingers on: associations 
between maternal posttraumatic stress disorder, parent–child inter‑
action, and child development. Infant Ment Health J. 2012;33:459–68.

 54. van Ee E, Kleber RJ, Jongmans MJ, Mooren TM, Out D. Parental PTSD, 
adverse parenting and child attachment in a refugee sample. Attach 
Hum Dev. 2016;18:273–91.

 55. Sauvé M, Cyr C, St‑Laurent D, Amédée LM, Dubois‑Comtois K, 
Tarabulsy GM, et al. Transmission of parental childhood trauma to 
child behavior problems: parental hostile/helpless state of mind as a 
moderator. Child Abuse Negl. 2022;128:104885.

 56. Christie H, Hamilton‑Giachritsis C, Alves‑Costa F, Tomlinson M, Halligan 
SL. The impact of parental posttraumatic stress disorder on parenting: a 
systematic review. Eur J Psychotraumatol. 2019;10(1):1550345.

 57. Franz M, Kumar S, Brock R, Calvi J, DiLillo D. Parenting behaviors of 
mothers with posttraumatic stress: the roles of cortisol reactivity and 
negative emotion. J Fam Psychol. 2021;36(1):130–9.

 58. Jensen SKG, Sezibera V, Murray SM, Brennan RT, Betancourt TS. Inter‑
generational impacts of trauma and hardship through parenting. J 
Child Psychol Psychiatry. 2021;62(8):989–99.

 59. Van Ee E, Kleber RJ, Jongmans MJ. Relational patterns between 
caregivers with PTSD and their nonexposed children: a review. Trauma 
Violence Abuse. 2016;17(2):186–203.

 60. Muzik M, Morelen D, Hruschak J, Rosenblum KL, Bocknek E, Beeghly 
M. Psychopathology and parenting: an examination of perceived and 



Page 19 of 20Meijer et al. BMC Psychiatry          (2023) 23:102  

observed parenting in mothers with depression and PTSD. J Affect 
Disord. 2017;207:242–50.

 61. Sager JC, Wamser‑Nanney R. The role of parents’ self‑perceptions in the 
association between posttraumatic stress symptoms and aspects of 
parenting. J Trauma Stress. 2021;60(3):168–77.

 62. Banyard VL, Williams LM, Siegel JA. The impact of complex trauma and 
depression on parenting: an exploration of mediating risk and protec‑
tive factors. Child Maltreat. 2003;8(4):334–49.

 63. Levendosky AA, Huth‑Bocks AC, Shapiro DL, Semel MA. The impact of 
domestic violence on the maternal‑child relationship and preschool‑
age children’s functioning. J Fam Psychol. 2003;17(3):275–87.

 64. Samuelson KW, Wilson CK, Padrón E, Lee S, Gavron L. Maternal PTSD 
and children’s adjustment: parenting stress and emotional availability 
as proposed mediators. J Clin Psychol. 2017;73(6):693–706.

 65. Kessler R, Sonnega S, Bromet E, Hughes M, Nelson C. Posttraumatic 
stress disorder in the National Comorbidity Survey. Arch Gen Psychiatry. 
1996;52:1048–60.

 66. Jones TL, Prinz RJ. Potential roles of parental self‑efficacy in parent and 
child adjustment: a review. Clin Psychol Rev. 2005;25(3):341–63.

 67. Deković M, Asscher JJ, Hermanns J, Reitz E, Prinzie P, van den Akker AL. 
Tracing changes in families who participated in the home‑start parent‑
ing program: parental sense of competence as mechanism of change. 
Prev Sci. 2010;11(3):263–74.

 68. Hartung D, Hahlweg K. Stress reduction at the work‑family interface: 
positive parenting and self‑efficacy as mechanisms of change in work‑
place triple P. Behav Modif. 2011;35(1):54–77.

 69. Wang Y, Chung MC, Wang N, Yu X, Kenardy J. Social support and post‑
traumatic stress disorder: a meta‑analysis of longitudinal studies. Clin 
Psychol Rev. 2021;85:101998.

 70. Tracy M, Salo M, Appleton AA. The mitigating effects of maternal social 
support and paternal involvement on the intergenerational transmis‑
sion of violence. Child Abuse Negl. 2018;78:46–59.

 71. Krauss LA, Wilson CK, Padrón E, Samuelson KW. Maternal trauma and 
children’s functioning: the role of kinship social support. J Aggress 
Maltreat Trauma. 2016;25(4):421–35.

 72. Hatch V, Swerbenski H, Gray SAO. Family social support buffers 
the intergenerational association of maternal adverse childhood 
experiences and preschoolers’ externalizing behavior. Am J Orthop. 
2020;90(4):489–501.

 73. Thomas JC, Letourneau N, Campbell TS, Giesbrecht GF, Apron Study 
Team. Social buffering of the maternal and infant HPA axes: mediation 
and moderation in the intergenerational transmission of adverse child‑
hood experiences. Dev Psychopathol. 2018;30(3):921–39.

 74. Cho B, Woods‑Jaeger B, Borelli JL. Parenting stress moderates the rela‑
tion between parental trauma exposure and child anxiety symptoms. 
Child Psychiatry Hum Dev. 2021;52:1050–9.

 75. Di Blasio P, Camisasca E, Miragoli S, Ionio C, Milani L. Does maternal 
parenting stress mediate the association between postpartum PTS 
symptoms and children’s internalizing and externalizing problems? A 
longitudinal perspective. Child Youth Care Forum. 2017;46:685–701.

 76. Di Blasio P, Camisasca E, Miragoli S. Childbirth related post‑traumatic 
stress symptoms and maternal sleep difficulties: associations with 
parenting stress. Front Psychol. 2018;9:2103.

 77. Chun CA. The expression of posttraumatic stress symptoms in daily life: 
a review of experience sampling methodology and daily diary studies. J 
Psychopathol Behav Assess. 2016;38(3):406–20.

 78. Csikszentmihalyi M, Larson R. Validity and reliability of the experience‑
sampling method. In: Csikszentmihalyi M, editor. Redacteur. Flow and 
the foundations of positive psychology: the collected works of Mihaly 
Csikszentmihalyi. Dordrecht: Springer Netherlands; 2014. p. 35–54.

 79. Myin‑Germeys I, Kasanova Z, Vaessen T, Vachon H, Kirtley O, Viech‑
tbauer W, et al. Experience sampling methodology in mental health 
research: new insights and technical developments. World Psychiatry. 
2018;17(2):123–32.

 80. Castor Electronic Data Capture. Castor EDC [Internet]. 2019. Available 
from: www. casto redc. com. [Accessed 5 Jan 2022].

 81. Ethica Data. Ethica Data [Internet]. 2022. Available from: www. ethic 
adata. com. [Accessed 3 Feb 2022].

 82. Wetterborg D, Enebrink P, Lönn Rhodin K, Forster M, Risto E, Dahlström 
J, et al. A pilot randomized controlled trial of internet‑delivered parent 
training for parents of teenagers. J Fam Psychol. 2019;33(7):764–74.

 83. Lafit G, Adolf JK, Dejonckheere E, Myin‑Germeys I, Viechtbauer W, 
Ceulemans E. Selection of the number of participants in inten‑
sive longitudinal studies: a user‑friendly shiny app and tutorial for 
performing power analysis in multilevel regression models that 
account for temporal dependencies. Adv Methods Pract Psychol Sci. 
2021;4(1):2515245920978738.

 84. Dejonckheere E, Erbas Y. Designing an experience sampling study. In: 
Myin‑Germeys I, Kuppens P, editors. The open handbook of experience 
sampling methodology. Leuven: The Center for Research on Experience 
sampling and Ambulatory methods (REAL); 2021.

 85. Ogden P, Minton K, Pain C. Trauma and the body: a sensorimotor 
approach to psychotherapy. New York: W.W. Norton; 2006.

 86. Frick PJ. The Alabama parenting questionnaire (APQ). Tuscaloosa, AL: 
The University of Alabama; 1991.

 87. Van Lier PAC, Crijnen AAM. Alabama parenting questionnaire, Neder‑
landse vertaling [Alabama parenting questionnaire, Dutch translation]. 
Rotterdam: Erasmus Medisch Centrum; 1999.

 88. Shelton KK, Frick PJ, Wootton J. Assessment of parenting practices 
in families of elementary school‑age children. J Clin Child Psychol. 
1996;25(3):317–29.

 89. Zlomke K, Lamport D, Bauman S, Garland B, Talbot B. Parenting 
adolescents: examining the factor structure of the Alabama parenting 
questionnaire for adolescents. J Child Fam Stud. 2014;23(8):1484–90.

 90. Dadds MR, Maujean A, Fraser JA. Parenting and conduct problems in 
children: Australian data and psychometric properties of the Alabama 
parenting questionnaire. Aust Psychol. 2003;38(3):238–41.

 91. Lovejoy MC, Weis R, O’Hare E, Rubin EC. Development and ini‑
tial validation of the parent behavior inventory. Psychol Assess. 
1999;11(4):534–45.

 92. Visser MM, Telman MD, de Schipper JC, Lamers‑Winkelman F, Schuengel 
C, Finkenauer C. The effects of parental components in a trauma‑
focused cognitive behavioral based therapy for children exposed to 
interparental violence: study protocol for a randomized controlled trial. 
BMC Psychiatry. 2015;15:131.

 93. Johnston C, Mash EJ. A measure of parenting satisfaction and efficacy. J 
Clin Child Psychol. 1989;18(2):167–75.

 94. Bui E, Zakarian R, Laifer L, Sager J, Chen Y, Cohen S, et al. Psychometric 
properties of the parenting sense of competence scale in treatment‑
seeking post‑9/11 veterans. J Child Fam Stud. 2017;26(2):464–70.

 95. Ohan JL, Leung DW, Johnston C. The parenting sense of competence 
scale: evidence of a stable factor structure and validity. Can J Behav Sci/
Rev Can Sci Comport. 2000;32(4):251–61.

 96. Cohen S, Mermelstein R, Kamarck T, Hoberman H. Measuring the func‑
tional components of social support. In: Sarason I, Sarason B, editors. 
Social support: theory, research, and applications. The Hague: Martinus 
Nijhoff; 1985. p. 73–94.

 97. Merz EL, Roesch SC, Malcarne VL, Penedo FJ, Llabre MM, Weitzman 
OB, et al. Validation of interpersonal support evaluation List‑12 (ISEL‑
12) scores among English‑ and Spanish‑speaking Hispanics/Latinos 
from the HCHS/SOL sociocultural ancillary study. Psychol Assess. 
2014;26(2):384–94.

 98. Abidin RR. Parenting stress index: manual, administration booklet, [and] 
research update. Charlottesville: Pediatric Psychology Press; 1983.

 99. de Brock AJLL, Vermulst AA, Gerris JRM, Abidin RR. Nijmeegse ouder‑
lijke stress index: Meetinstrument voor de vaststelling van stress bij 
opvoeders: Een uitgebreide versie (NOSI) voor psychodiagnostische 
doeleinden en een verkorte versie (NOSIK) voor signaleringsdoelein‑
den. Leiden: Swets & Zeitlinger; 1992.

 100. Goodman R. The strengths and difficulties questionnaire: a research 
note. J Child Psychol Psychiatry. 1997;38(5):581–6.

 101. van Widenfelt BM, Goedhart AW, Treffers PDA, Goodman R. Dutch 
version of the strengths and difficulties questionnaire (SDQ). Eur Child 
Adolesc Psychiatry. 2003;12(6):281–9.

 102. Goodman R. Psychometric properties of the strengths and dif‑
ficulties questionnaire. J Am Acad Child Adolesc Psychiatry. 
2001;40(11):1337–45.

 103. Sachser C, Berliner L, Holt T, Jensen TK, Jungbluth N, Risch E, et al. Inter‑
national development and psychometric properties of the child and 
adolescent trauma screen (CATS). J Affect Disord. 2017;210:189–95.

 104. Kooij L, Lindauer RJL. Kind en Jeugd trauma screener (KJTS kind‑ en 
ouderversie; translation of the child and adolescent trauma screen) 

http://www.castoredc.com
http://www.ethicadata.com
http://www.ethicadata.com


Page 20 of 20Meijer et al. BMC Psychiatry          (2023) 23:102 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

[internet]; 2019. Available from: www. ulmer‑ onlin eklin ik. de/ course/ 
view. php? id= 1701 [Accessed 24 Feb 2022]

 105. Nilsson D, Dävelid I, Ledin S, Svedin CG. Psychometric properties of 
the child and adolescent trauma screen (CATS) in a sample of Swedish 
children. Nordic J Psych. 2020;0(0):1–10.

 106. Weathers FW, Blake DD, Schnurr PP, Kaloupek DG, Marx BP, Keane TM, 
National Center for PTSD. The life events checklist for DSM‑5 (LEC‑5) 
[internet]; 2013. Available from: www. ptsd. va. gov [Accessed 22 Mar 
2021]

 107. Boeschoten MA, Bakker A, Jongedijk RA, Olff M. PTSD checklist for 
DSM‑5 and life events checklist for DSM‑5 with extended a criterion – 
Nederlandstalige versie [internet]. Diemen: Arq Psychotrauma Expert 
Groep; 2014. Available from: www. psych otrau madia gnost ics. centr 
um45. nl [Accessed 8 July 2020]

 108. Gray MJ, Litz BT, Hsu JL, Lombardo TW. Psychometric properties of the 
life events checklist. Assessment. 2004;11(4):330–41.

 109. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The post‑
traumatic stress disorder checklist for DSM‑5 (PCL‑5): development and 
initial psychometric evaluation. J Trauma Stress. 2015;28(6):489–98.

 110. Lambert MJ, Burlingame GM, Umphress V, Hansen NB, Vermeersch DA, 
Clouse GJ, et al. The reliability and validity of the outcome question‑
naire. Clin Psychol Psychother. 1996;3(4):249–58.

 111. Short NA, Allan NP, Schmidt NB. Sleep disturbance as a predictor of 
affective functioning and symptom severity among individuals with 
PTSD: an ecological momentary assessment study. Behav Res Ther. 
2017;97:146–53.

 112. Short NA, Boffa JW, Clancy K, Schmidt NB. Effects of emotion regulation 
strategy use in response to stressors on PTSD symptoms: an ecological 
momentary assessment study. J Affect Disord. 2018;230:77–83.

 113. Buysse DJ, Reynolds CF, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh 
sleep quality index: a new instrument for psychiatric practice and 
research. Psychiatry Res. 1989;28(2):193–213.

 114. Meijer L, Finkenauer C, Blankers M, de Gee A, Kramer J, Shields‑Zeeman 
L, et al. KopOpOuders‑PTSD: development and randomized controlled 
trial of a preventive blended care parenting intervention for parents 
with PTSD [internet]; 2022. [Accessed 17th February, 2022]. Available 
from: www. osf. io/ zjbpx/? view_ only= f984a 78b8f 18437 9a9dc b33ab 
9f3c1 bf

 115. UMC Utrecht, Centrale Commissie Mensgebonden Onderzoek. 
Ongewenste voorvallen flow observationeel en WMO‑plichtig onder‑
zoek [internet]; 2016. Available from: www. ccmo. nl/ publi caties/ publi 
caties/ 2017/ 04/ 21/ flowc hart‑ ongew enste‑ voorv allen‑ obser vatio neel‑ 
en‑ overig‑ wmo‑ plich tig‑ onder zoek [Accessed 3 Feb 2022]

 116. World Medical Association. World medical association declaration 
of Helsinki: ethical principles for medical research involving human sub‑
jects. JAMA. 2013;310(20):2191–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

http://www.ulmer-onlineklinik.de/course/view.php?id=1701
http://www.ulmer-onlineklinik.de/course/view.php?id=1701
http://www.ptsd.va.gov
http://www.psychotraumadiagnostics.centrum45.nl
http://www.psychotraumadiagnostics.centrum45.nl
http://www.osf.io/zjbpx/?view_only=f984a78b8f184379a9dcb33ab9f3c1bf
http://www.osf.io/zjbpx/?view_only=f984a78b8f184379a9dcb33ab9f3c1bf
http://www.ccmo.nl/publicaties/publicaties/2017/04/21/flowchart-ongewenste-voorvallen-observationeel-en-overig-wmo-plichtig-onderzoek
http://www.ccmo.nl/publicaties/publicaties/2017/04/21/flowchart-ongewenste-voorvallen-observationeel-en-overig-wmo-plichtig-onderzoek
http://www.ccmo.nl/publicaties/publicaties/2017/04/21/flowchart-ongewenste-voorvallen-observationeel-en-overig-wmo-plichtig-onderzoek

	Study protocol: development and randomized controlled trial of a preventive blended care parenting intervention for parents with PTSD
	Abstract 
	Background 
	Methods 
	Discussion 
	Trial registration 

	Background
	Existing parenting interventions for mental illness and trauma
	PTSD-specific parenting intervention
	KopOpOuders-PTSD
	KopOpOuders self-help
	Theoretical framework
	Social cognitive theory
	Social processing model
	Developmental psychology
	Developmental psychopathology
	Contextual approach

	Parenting behavior
	Perceived parenting competence
	Social support
	Parenting stress
	Aims of this study
	Primary objective
	Secondary objectives


	Method
	Intervention
	The online platform
	Adapting KopOpOuders self-help into KopOpOuders-PTSD
	Integrating parents’ PTSD-specific needs
	Expansion to blended care
	Addition of PTSD-specific content

	Setting
	Study design
	Measurement levels
	Macro-level assessments
	Micro-level assessments

	Participants
	Sample size
	Inclusion and exclusion criteria
	Recruitment

	Procedure
	Pre-inclusion
	Inclusion, pretest, and randomization
	Week 0: first EMA-period
	Week 1–9: intervention period andor continuation of TAU​
	Week 10: posttest
	Week 10: second EMA-period
	Week 22: follow-up
	Adherence and compliance monitoring

	Instruments
	Primary outcomes
	Secondary endpoints

	Background and moderator variables
	Macro-level: trauma typetiming
	Macro-level: PTSD symptoms
	Macro-level: psychosocial functioning
	Macro-level: demographic information
	Macro-level: intervention adherence and satisfaction
	Micro-level: parental PTSD symptoms
	Micro-level: sleep quality
	Micro-level: situational context

	Data management
	Safety reporting and monitoring
	Analysis
	Macro-level: primary and secondary outcomes
	Micro-level: primary endpoint
	Macro-level: moderation analysis
	Descriptive analyses

	Dissemination policy

	Discussion
	Acknowledgements
	References


