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Content Analysis of Information Available
Online: Advising Parents About How to Talk to
Their Children About Sex

Janet F. Rosenzweig, PhD, MS, MPA; Amy ].L. Baker, PhD

Abstract

This article examines the quality of online parenting information produced in response to two internet search
queries, “How do I talk to my child about sex?”” and “How do I talk to my teen about sex?”’ The content of
91 internet posts was coded to determine the extent to which they endorsed (1) 13 topics on best practices in
parent-child communication around sexuality, (2) 9 topics related to sexual health, and (3) 11 topics related
to sexual safety. Reading level was also coded. Numerous gaps in content were discovered. Suggestions are
offered to strengthen posts directed to parents seeking support about speaking with their children about sex.

Keywords: parenting, sex education, blog posts, child sexual abuse prevention

Promoting the sexual health and safety of their
children is a critical but highly complex task for
parents. Preventing unplanned pregnancy and
sexually transmitted infections have long been
public health issues where the role of parents has
been acknowledged (Albert, 2012; Coakley et al,
2017). Likewise, parents can play a key role in
preventing child sexual abuse (CSA), which remains
a widespread problem in the U.S and around

the globe (Finkelhor et al., 2014; World Health
Organization, 2022). Sexual health and sexual

safety content are important for children to receive
from their parents in part because public schools

do not meet these benchmarks for doing so (U.S.
Department of Health and Human Services, Centers
for Disease Control, 2015). Albert et al. (2012) found
that parents overestimate what their children are
learning in school-based sexual education programs,
underscoring the importance of parents having
access to resources to fill in gaps.

Educating parents to better safeguard their children
has received considerable attention, considering
parents’ unique ability to provide a gatekeeping,
monitoring, and educating role (Rudolph et al.,
2018). Improving parent-child communication to
promote sexual health and prevent child sexual
abuse has been the focus of considerable research
and clinical training (e.g., Flores & Barroso, 2017;

Fortson et al., 2016; Widman et al., 2016). Mendelson
and Letourneau (2015) argue that prevention efforts
should target parents given “their potential to
improve children’s safety via effective communication
and monitoring” (p. 844). Further, parent-focused
CSA prevention efforts have been found to magnify
the impacts of child-directed sexual abuse prevention
interventions (Wurtele & Kenny, 2010).

When parents speak with their children about sexual
health and safety, they are also playing a vital role

in promoting their children’s healthy psychosexual
development. Youth express an interest in learning
not only about sex, but also about “what mature love
is and what it actually takes to develop a healthy
mature relationship” (Weissbourd et al., n.d., p.

2). Unfortunately, parents need help and support
when it comes to talking to their children about
sex-related topics (Albert, 2012; Foster et al., 2011;
Schonfeld-Hicks et al., 2013; Walsh et al., 2012).
Barriers include discomfort with the topic as well as
lack of factual knowledge (Albert, 2012; Jerman &
Constantine, 2009).

Overcoming these barriers may be the reason

so many parents seek information and support
online, which has become a significant source of
information about child-rearing (Dworkin et al.,
2013; Lupton et al., 2016; Nieuwboer et al., 2013).
Parents describe the internet as a convenient,
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comfortable and satistfying way to gather child-
rearing information (Bernhardt & Felter, 2004;
Dworkin et al., 2013; Pluye et al., 2015; Warren et

al., 2010). However, professionals have expressed
concerns about the quality of information in this
unregulated marketplace of ideas (Wainstein et al.,
2006). Standards for assessing the quality of online
parenting information have not been established, and
Suarez-Perdoma et al. (2018) found that only about
one-third of the parenting websites in their study
were considered high quality. In recent efforts to
examine the quality of online parenting information,
Baker et al. (2024) found that information available
to parents, specifically around corporal punishment
and psychological maltreatment, was insufficient.
Because parents rely so heavily on the internet

for parenting information, the current study was
designed to examine what advice on children’s sexual
health and safety is being promoted to parents
online, with a focus on three content areas.

The first content area examined in the study

related to characteristics of successful parent-child
communications about sexuality. Characteristics of
effective parent-child communication about sexuality
were identified from recommendations from the
American Academy of Pediatrics (2023), the U.S.
Department of Health and Human Services (2023),
and barriers in parent-child communication about
sex previously identified (Albert 2012).

The second content area was related to sexual
health. Ten topics were selected from the National
Sex Education Standards (Future of Sex Education
Initiative, 2020), focusing on anatomy, puberty,
hygiene, physiology, reproduction, arousal, gender
identity, and disease prevention.

The third content area was sexual safety. The National
Sex Education Standards (Future of Sex Education
Initiative, 2020) are considered an authoritative
source, having been developed by multi-disciplinary
experts in sexual health education. They recommend
nine aspects of sexual safety, which were selected
because they mirror key concepts promulgated by sex
abuse prevention curricula and programs, namely

parental support, identifying trusted adults, harmful
behaviours, and inappropriate touch; understanding
consent, personal boundaries, emotional aspects

of sexual relationships, healthy relationships, and
sexual assault. Internet safety was added, given

the increasing incidence of technology-facilitated
abuse (Finkelhor et al. 2022, 2023; National Center
for Missing and Exploited Children, n.d.). The
importance of not keeping secrets from parents was
included given prior research findings (Deblinger et
al., 2010).

The study also assessed whether the posts were
written at or below the recommended seventh

grade reading level (U.S. Department of Health

and Human Services, as cited in Seitz et al., 2017).
To date, there has been limited examination of the
reading level of online sex education information. In
a review of materials developed to support parents’
communication about sexuality, Suleiman et al.
(2016) found the “majority of educational materials
available online to support parents’ communication
with their children about sex and sexuality do not
meet the needs of most parents” (p. 534). We wanted
to learn whether this was also true of online blog
posts.

Methods
Identification of Websites and Posts

Two de-personalized search engines were used to
search the questions: “How should I talk to my child
about sex?,” and “How should I talk to my teen about
sex?” Each site was a professional website presenting
expert opinion on the topic of sex education. The
organizations creating these sites included hospitals,
university-affiliated programs, credible national
organizations, and related groups. A complete list
appears as Table 1. Sites were then searched for blogs
on the topic of sex education, resulting in 91 blog
posts. To be included, posts (1) were written by an
identified author/expert, (2) referenced or quoted a
specific, named professional, or (3) represented the
expert opinion of the professional organization.
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Coding the Posts

A data extraction form was created specifically for
this project. It contained three content areas.

1. Best Practices in Parent-Child
Communication About Sexuality (13
variables)

Each post was coded for endorsement of each of the
following variables: whether the post advised parents
that (1) children of any age may have questions, (2)
multiple conversations are necessary, (3) research
indicates that youth value parental input around
sexuality, (4) it can be helpful to acknowledge their
own and/or their child’s discomfort if present, (5)
answers to child’s questions should be short and age-
appropriate, (6) parents should be candid about their
values about sexuality and/or sexual behavior, (7)
parents should encourage questions from the child,
(8) parents should use clear language about sexuality
and proper names for body parts, (9) scare tactics
have been shown to be ineffective in all areas of
health education for children and youth (10) parents
may not feel confident in their own knowledge, (11)
parents should not wait to discuss sexuality until they
believe a child is sexually active, (12) the content of
interest to the child will change as the child develops
and (13) parents should not lecture or threaten the
child. Each of these 13 variables was coded as absent
(score of 0) or present (score of 1) for each post.

2. Sexual Health (9 variables)

Each post was coded on the following topics:

(1) basic anatomy and physiology of human
reproductive systems, (2) non-judgmental language
about touching ‘private parts’/masturbate in
private, (3) importance of genital and reproductive
hygiene, (4) acceptance of a child’s gender —
beyond heteronormativity, (5) autonomic human
sexual response/arousal (if the post specifies it is
age-appropriate for school-aged and older kids),
(6) autonomic human sexual response/orgasm/
climax/‘wet dreams’(if the post specifies it is age-
appropriate for school-aged and older kids), (7)
contraception to prevent pregnancy (if the post
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Table 1

Websites Included in the Study and Number of Posts
Per Site and Search Term

Name of Number .
Website of Posts Child/Teen
APA 1 Teen Only
CDC 1 Teen Only
CNN 3 Child Only
Common Sense
Media 1 Teen Only
Johns Hopkins 1 Child Only
Mayo Clinic 3 Teen Only
Nemours Kids .
Health 5 Child Only
NY Metro 1 Teen Only
Parents
NSPCC 7 Child Only
Oprah.com 2 Teen Only
Parents.com 4 Teen Only
Planned
Parenthood 6 Both
Psychology
Today 31 Both
Stop it now 3 Child Only
Sutter Health 1 Teen Only
University of
DE Coop. Ext. 2 Both
University of
Minnesota 1 Both
Extension
USDHSS OASH 2 Teen Only
US News 9 Teen Only
WebMD 7 Teen Only

Note. APA= American Psychological Association, NSPCC=
National Society for the Prevention of Cruelty to Children,
USDHSS OASH= Office of the Assistant to the Secretary US
Department of Health and Human Services



Advising Parents

specifies it is age-appropriate for school-aged and
older kids), (8) puberty and adolescent development
(if the post specifies it is age-appropriate for school-
aged and older kids), (9) how pregnancy happens,
and (10) the names/types of sexually transmitted
infections and HIV including use of condoms as
protection (if the post specifies it is age-appropriate
for school-aged and older kids). Each post was coded
for each of these 10 variables as absent (score of 0),
the topic is raised (score of 1), the topic is raised
and the parent is advised to discuss it with their
child as age-appropriate (score of 2), or the topic

is raised, the parent is advised to raise it with their
child, and the parent is provided with information/
examples/resources for doing so (score of 3).
Because two initial variables (human reproduction
and how pregnancy happens) were correlated and
conceptually related, human reproduction was
eliminated. Thus, there were 9 variables in this

category.

3. Sexual Safety (11 variables)

Each post was coded for mentioning that parents
should communicate with their children about

the following topics: (1) not keeping secrets from
parents, (2) the parent always being available

for help and support, (3) identifying trusted

adults, (4) identifying harmful behaviors, (5)
inappropriate touching, (6) understanding consent,
(7) understanding personal boundaries, (8)
understanding the emotions that accompany sex,
(9) characteristics of a healthy relationship, (10)
internet and online safety, and (11) understanding
rape and sexual assault. Each post was coded for
these 11 variables as absent (score of 0), the topic is
raised (score of 1), the topic is raised and the parent
is advised to discuss it with child as age-appropriate
(score of 2), or the topic is raised, the parent is
advised to raise it with their child, and is provided
with information/examples/ resources for doing so
(score of 3).

Reading Level (2 variables)

The Flesch-Kincaid Grade Level (FKGL) formula was
used to assess reading level for each post (Dornan

& Oermann, 2006; Eltorai et al., 2014; Gagne et al,,
2020). Reading level was coded as 7™ grade or lower
grade (score of 0) and above 7" grade (score of 1).

The two authors coded all posts after establishing
inter-rater reliability (k =.80). All disagreements were
resolved through discussion.

Results

Best Practices in Parent-Child
Communication about Sexuality

Table 2 presents the percentage of posts endorsing
each of the 13 parent-child communication issues.
Only four of the parent-child communication topics
were covered by even half of the posts, four were
endorsed by between 25% and 50%, and five were
mentioned by fewer than 25%. On average, posts
mentioned 4.2 (sd =2.3) of these 13 topics.
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Table 2

Percentage of Posts Endorsing Each of the 13

Affective and Process Topics (n =91)

mixed messages

N %
Acknowledges parents may not feel 53 582
confident
Advises that multiple conversations 50 54.9
are necessary
Advises parents not t.o wait to discuss 48 527
sexuality
Advises parent that the child's
. . . 48 52.7
interest will change over time
Advises parents to avoid scare
- . . . 37 40.7
tactics/inducing negative emotions
Advises parents to be candid about 36 39.6
values
Advises parents: to encourage 28 30.8
questions
Advises parents to give short, age- 27 29.7
appropriate answers
Advises parents to use clear 20 220
language/proper names
Advises parents of research on youth
. . 16 17.6
valuing parental input
Advises parents to acknowledge
. . 13 14.3
discomfort if present
Advises parent that children of any
. 06 06.6
age may have questions
Adpvises parents to avoid giving 00 00.0

Sexual Health Topics

Table 3 presents the percentage of posts mentioning
the 9 sexual health topics.

Table 3

Percentage of Posts Endorsing Each of the nine sexual
health topics (n =91)

Sexually transmitted

. . 534 | 10.2 | 22.7 | 13.6
infections

Basic anatomy/
physiology 63.7 | 12.1 [ 143 | 099
reproduction

Contraception to
prevent pregnancy

53.8 1 099 | 23.1 | 13.2

OK to touch 'private

' . 69.2 | 06.6 | 11.0 | 13.2
parts’ in private

Autonomic human

75.8 | 06.6 | 13.2 | 04.4
sexual response

Human arousal/

. 90.1 | 044 ] 02.2 | 03.3
climax

Puberty/adolescent

67.0 | 08.8 | 154 | 08.8
development

Acceptance of all

genders 78.0 | 01.1 | 13.2 | 07.7

Genital/reproductive

. 100 { 00.0 | 00.0 | 00.0
hygiene

Note. 0 = not mentioned; 1 = mentioned; 2 = parent advised to
raise topic with child; 3 = parent advised to raise topic with child
and provided parents with resources/information/example about
how to do so

Most of the posts did not mention any of the nine
sexual health topics. Genital hygiene was not mentioned
by any post; between 70% and 80% did not mention
masturbation, arousal, puberty, or acceptance of the
child’s gender identity. Only about half mentioned
sexually transmitted diseases, basic anatomy, and
contraception. With respect to advising parents how to
talk to their child about the topic (a code of 3), no more
than 14% did that for any of the topics.
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Sexual Safety Topics

Table 4 presents the percentage of posts mentioning
the 11 sexual safety topics.

Table 4

Percentage of Posts Endorsing Each of the 11 Sexual
Safety Topics (n = 91)

Not to keep secrets

96.7 | 00.0 | 00.0 | 03.3
from parents

That parent will
always be available for | 86.8 [ 01.1 | 05.5 [ 06.6
help/support
Identifying trusted 93 o1 | 022 | 044
adults

Harmful behaviors 83.5 | 044 | 07.7 | 04.4

Inappropriate touch | 85.7 | 01.1 | 06.6 | 06.6

Understanding
consent

67.0 | 02.2 | 11.0 | 19.8

Personal boundaries,

. 79.1 | 00.0 | 06.6 | 14.3
privacy

The emotions

associated with sex | o1 | 033 | 121 | 03.3

Healthy relationships | 63.7 | 06.6 | 13.2 [ 165

Internet and on-line

63.7 | 11.0 | 04.0 | 20.9
safety

Understanding rape

and sexual assault 75.8 | 17.6 | 00.0 | 06.6

Note. 0 = not mentioned; 1 = mentioned; 2 = parent advised
to raise topic with child; 3 = parent advised to raise topic with
child and provided with resources/information/example about
how to do so

Very few posts advised parents to speak with their
children about not keeping secrets; only 20%
discussed parents reassuring their children that they
would be there for them no matter what, how to
identify trusted adults, what are harmful behaviours,
what is inappropriate touch, personal boundaries,

rape/sexual assault, and the emotions that
accompany sex. Only about one-third mentioned
consent, healthy relationships, and internet safety.

Reading Level

Nine of the 91 posts had a reading grade level at or
below the 7™ grade.

Discussion

Parent Child Communication

For the most part, these posts were written to
reassure parents that they should be discussing a
range of sexual health and safety topics; we were
impressed with the level of acceptance and open-
mindedness present in these blog posts. Two-thirds
of the posts acknowledged that parents may feel
uncomfortable and sympathized with parents who
may not have been raised with frank discussions
about body parts and sex-positive topics, and
gently urged parents to proceed, nonetheless. This
is consistent with the research demonstrating that
youth value conversations with their parents on
the topics of sex and sexuality (Albert, 2012; Foster
etal,, 2011). Unfortunately, fewer than 15% of the
posts informed parents of the value youth place

on parental input, which could be a motivating
factor for parents. Likewise, few posts encouraged
or taught parents to discuss the emotional aspects
of relationships, even though youth want this
(Weissbourd et al., n.d.). It is also encouraging that
most posts encouraged parents to speak with their
children early and often, negating the idea of “The
Talk”

Sexual Health

A notable lapse in the posts is that only 21% directed
parents to use correct names for body parts. This

is a known sexual abuse prevention tactic (e.g.,
Bernier, 2022; Wurtele, 2010) and is worthy of
consistent messaging to parents on this topic. When
children are provided with nicknames for genitalia,
it may signal that discussions about them are taboo.
Moreover, using cute and/or vague names for
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genitalia may place children at higher risk for sexual
abuse (Elliott et al., 1995, p. 590) and may impede
disclosure if abuse occurs; children using family
nicknames for genitals risk being misunderstood if
they report to a teacher. One widely cited example
is from Debra A. Poole and Lawrence T. White’s
(1991) work on forensic interviews. They describe
cases where children’s disclosures were ambiguous
or missed because they used non-standard words
for genitalia (like “front bottom” or “cookie”) that
adults either misunderstood or did not recognize

as referring to sexual body parts. This is not a point
that was made in any of the posts, and we feel that
it should be made in a way to encourage rather than
frighten parents into speaking with their children
about sexual health and safety.

A fourth notable finding is that even when a topic
was raised, few of the posts provided parents with
specific resources and/or examples of what to say.
Research shows that people are more likely to
implement a suggestion when provided with specific
guidance rather than just a general declaration of
what should be done (Engelmann & Carnine, 1982).

Sexual Safety

It is worrisome that topics related to sexual risk
(contraception, sexual assault, and sexually
transmitted diseases) were mentioned more often
than topics related to sexual pleasure. This is
consistent with Evans et al (2020). Many of the posts
are inadvertently orienting parents towards a fear-
based approach with a focus on avoiding unwanted
pregnancies and disease rather than promoting
positive aspects of sexuality. Further, Wilson et al.
(2022) report a “positive link between early parent-
child communication quality about sex and current
sexual satisfaction with one’s partner” (page 31).

Relatedly, the absence of mention of autonomic
genital arousal can place children at risk of abuse;
sexual predators may confuse youth victims into
believing the genital sensations they experience
during abuse mean they consented and perhaps even
wanted the abuse. Understanding the autonomic
nature of arousal can also remove a manipulation
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tool used by abusers who may blame the child for
arousing them, manipulating the children into
believing they asked for the abuse (Singer, 2010, p
51). These same issues are critical when discussing
consent with newly sexually active adolescents —
genital arousal does not mean consent.

Suggestions for Improving Content

Understanding human sexuality and sexual health
and safety requires expertise in topics from anatomy
and physiology to child development, and few
bloggers have the multidisciplinary perspective
needed to address these issues fully. We suggest

that bloggers on the topic of parents talking to their
children about sexuality refer parents to the National
Sex Education Standards (Future of Sex Education
Initiative, 2020), which provides a comprehensive
list of topics with details on content by age. While

it is impractical to expect a blogger to cover all
aspects in a single blog, a comprehensive perspective
could inform the overall approach, and a link to the
standards would allow the blogger to be brief and
comprehensive at the same time.

Second, we encourage bloggers to provide parents
with more specific suggestions about how to talk to
their children, including sample scripts and useful
prompts. Parents are seeking this kind of practical
information.

We also believe that informing parents of the
research findings about the strong impact of their
input on the sexuality of their children can motivate
parents to prepare for and have conversations.
Parents underestimate the value their children place
on their opinions (Albert, 2012). Likewise, parents
of older children would benefit from knowing the
strong associations between parental conversations
about sexuality and more responsible decision-
making by youth about sexual behaviours, which
could provide parents with the courage to be
uncomfortable and foster discussions.

Further, we suggest that parents be made aware of
the role they can play in sexual abuse prevention.
Specifically, they need to know the importance of
ensuring youth understand the autonomic nature
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of genital arousal and naming the body parts with
anatomically correct language. Parents need to
know that when children do not know the proper
names for their genitalia, they may be at greater

risk of being targeted by sexual predators. When
parents avoid addressing sexuality, children may
seek information elsewhere, leaving them vulnerable
to people who will take advantage of their natural
curiosity about their body (Elliott et al., 1995), or
potential online exploitation as their search for
information leads them to dangerous sites. Moreover,
when children do not have the proper name for
genitalia, they are less able to communicate with
others when someone touches theirs (Sullivan et al.,
2022; Wurltele & Kenney, 2010).

In addition, parents need to understand the
importance of addressing autonomic arousal, a topic
mentioned by fewer than 25% of the posts. Sexual
predators can confuse their child victims by telling
them that the child’s autonomic genital sensations,
including possible orgasm (which sometimes occur
with non-consensual sex), indicates that the child has
consented.

About the Authors

Conclusion

Blogs could play an important role in helping
parents protect their children by encouraging them
to discuss this physiological fact of life, as often

as practical. We urge bloggers on this topic take

a sex-positive approach. Topics related to sexual
risk (contraception, sexual assault, and sexually
transmitted diseases) were mentioned more often
than topics related to sexual pleasure. Scare tactics
have been discredited as a form of health education
(see for example Corcoran et al., 2020; Hastings et
al., 2004). Bloggers need to be able to communicate
a positive, supportive approach to sexual health and
safety which parents can model.

A final suggestion is to be mindful of reading

level. Our finding that only 10% of the posts were
written at or below the recommended 7" grade level
illustrates one of the easiest barriers to eliminate.
Increasing readability could improve the likelihood
that this incredibly valuable information will be
understood and utilized.

Janet F. Rosenzweig BS (Family Studies); MS (Health Education) PhD (Social Work); MPA. certified as

a sex educator in 1977, has applied that perspective throughout a long career in child welfare. She has held
leadership roles in academia and in public and nonprofit sectors, including VP for Research at Prevent Child
Abuse America and Executive Director of APSAC. She serves on the Board of the National Coalition to Prevent
Child Sexual Abuse and Exploitation and helped found the New York State Initiative to Prevent Child Sexual

Abuse. Author of The Sex-Wise Parent, she promotes parents as their childrens primary sex educators, a critical protective factor

in CSA prevention.

Amy ].L. Baker, PhD is the director of research at the Vincent J. Fontana Center for Child Protection of the
New York Foundling. She is the author or co-author of ten books including Child Welfare Research Methods
and Bonded to the Abuser. She is also the author or co-author of over 130 articles.
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“That Wasn’t So Bad”: Limiting Additional
Trauma in a Forensic Interview
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Abstract

Families, community members, and professionals often view forensic interviews as traumatizing for children.
However, research and practice in forensic interviewing indicate that these interviews are not inherently
traumatizing. To minimize additional trauma, interviewers can employ techniques such as anticipatory
guidance, interviewer support, and the promotion of narrative conversation. Anticipatory guidance empowers
children by giving them a sense of autonomy and control over the interview process. Interviewers can routinely
check in with the child to identify any barriers to disclosure and provide empathetic and non-suggestive support.
Effective interviewers implement various strategies that encourage children to share their narratives, which is a
well-established method that enhances the understanding of culturally relevant information and reduces the need

for additional questioning. Case examples are discussed, along with implications for future practice.

Keywords: forensic interviewing, child abuse, trauma, anticipatory guidance, narrative

Child abuse investigations require careful and
compassionate handling, and professionals should
continuously strive to adopt trauma-informed
practices. A growing body of research focuses

on forensic interviews, a critical component of
these investigations. In these settings, children

are questioned in a trauma-informed, open-ended,
and non-suggestive manner to obtain details about
their experiences. The information gathered during
these interviews may be used for investigations,
prosecutions, and child protection actions.

Despite the structured and empathetic approach of
forensic interviewers, there remains an assumption
among child abuse professionals and the broader
community that such interviews are inherently
distressing for children. In our experience, forensic
interviewers report hearing these sentiments from
colleagues and community members in both
professional and social settings. Advocates report
in multidisciplinary team meetings that caregivers
and family members often express reluctance

to have their child participate, fearing that the
process may exacerbate the child’s trauma. Some
children demonstrate this reluctance to engage in a
forensic interview by avoiding a discussion of their
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experiences, even telling interviewers that they are
worried that speaking about the abuse might be

too painful of a reminder or could lead to further
victimization (Gemara et al., 2022). Although
studies of various trauma therapies have shown

that discussing traumatic events has the potential

to initially elevate stress symptoms, such as heart
rate or feelings of discomfort (Nachar et al., 2014;
Tong et al., 2017), narrative-focused therapeutic
interventions have positive long-term outcomes for
patients and non-offending caregivers (Ramirez

de Arellano, et al., 2015; Lely et al., 2019). In
accordance with trauma research, many interviewers
are deeply committed to addressing child reluctance
and minimizing the risk of additional trauma during
the forensic interview process.

Many children who participate in forensic interviews
have already endured trauma. The primary objective
of these interviews is not to reduce or resolve a
child’s trauma, but to gather accurate and essential
information for the investigation while limiting any
additional distress. To achieve this, interviewers
employ various techniques designed to create a safe
and supportive environment that fosters a sense of
autonomy and control for the child.



Limiting Additional Trauma

Contrary to common misconceptions, practical
experience suggests that forensic interviews are not
inherently traumatic for children. Based on feedback
received from children following their forensic
interviews, many children who initially expressed
anxiety or apprehension about the process often left
the interview feeling relieved or empowered. For
example, one 11-year-old remarked, “That wasn’t
so bad,” while a seven-year-old shared, “I was so
nervous, but now I feel happy and comfortable.” A
14-year-old explained, “I feel so relieved; that’s too
much to keep in.” Using principles of anticipatory
guidance, check-ins, supportive statements,

and narrative promotion, interviewers can limit
additional trauma within a forensic interview and
provide a supportive and productive space for the
child to tell their story.

Anticipatory Guidance

Many effective interviewers utilize a variety of
methods to ensure that a forensic interview is not

a traumatic experience for the child. Interviewers
assess how to minimize the child’s stress from the
beginning of their interactions with the child. In
addition to their harmful effects on children’s well-
being, anxiety, stress, and fear can hinder memory
recall and cognitive function (Davis & Bottoms,
2002; Faller, 2007; Newgent et al., 2002). To address
this distress, interviewers allow a child to feel a
sense of control (Faller, 2007; Olafson, 2007). A
child feels more power and autonomy when they
understand the interview process and know that the
interviewer is honest and transparent with them.

Anticipatory guidance is a simple method of
providing this transparency (Kenniston, 2025). It is
defined in the medical field as proactive information
provided to a patient to prepare them for what

to expect (Weber-Gasparoni, 2019). This assists
patients in dealing with transitions and reduces
patient anxiety (Lopez, 2015).

Within a forensic interviewing context, giving
the child insight into what to expect allows the
interviewer to identify and address possible barriers
to disclosure that may arise. Katz (2012) found that

the earlier an interviewer can detect reluctance, the
better the interview will go, since the interviewer
can spend time addressing the reason behind the
reluctance and building more rapport. By detecting
and exploring reluctance, interviewers can get a
more detailed disclosure from the child (Lewy et al.,
2015), which assists in prosecution.

Anticipatory Guidance Techniques

Anticipatory guidance begins before the forensic
interview even starts. This includes letting a

child know what is coming so that they can make
informed decisions about the interview. Children
can be offered a tour of the interview space so that
they can visualize where they will be talking with
the interviewer. They can also be told about the
interview process in simple, age-appropriate terms
and offered a comfortable and inviting place to
play while waiting. It may be appropriate for the
interviewer to introduce themselves to the child
when they arrive, especially if the team members
notice anxiety or apprehension.

Anticipatory guidance continues throughout the
interview. Giving the child agency on where they
sit when they enter the room (when possible),
explaining how the interview will go by doing a
narrative practice that elicits many details, and
continuing to be transparent about the process are
examples of the ways the interviewer can provide
anticipatory guidance. Some children believe that
an interview is a trick or a test, and dispelling those
concerns can put the child at ease. It is standard
practice for many interviewers to inform the child
that the cameras and microphones are recording their
conversation (Lamb & La Rooy, n.d.). Interviewers
can go even further by addressing things that may
come up that would make a child distressed. For
example, interviewers may say, “You might see

me taking notes, and that’s just because I want

to make sure I am getting everything you tell

me. You can look at them at any time, just let me
know.” Interviewers may also let the child know
they can take breaks, use drawing materials, or play
with fidget toys if they choose.
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If a child seems distracted by the cameras or by

the knowledge that someone is watching them, the
interviewer can talk with the child about the child’s
concerns. If those concerns continue, the interviewer
could show the child the observation room and the
people watching. If the child seems hesitant to use
certain words or describe an event, the interviewer
can remind the child that they may use any words
they want and that people talk about all kinds of
things in this room. Trauma-informed approaches,
such as giving children agency in discussing their
experiences, improve the quality of the information
they provide (Olafson, 2007). Anticipatory guidance
does just that. It empowers children with the
capacity to make choices based on information that
interviewers provide. By explaining the process,
exploring and addressing reluctance, and offering
information to reduce anxiety, the likelihood that
children will move through the forensic interview
comfortably while discussing difficult topics
increases significantly.

Occasionally, children will bring up things

that recently got them in trouble. The focus of

the forensic interview is the child’s potential
victimization; therefore, the interviewer can redirect
the child by explaining that the interviewer’s job is
to learn about the things that have happened fo them.
This redirection can alleviate the child’s concern
about getting in trouble and help refocus them on the
topic.

Case Examples

Providing anticipatory guidance has been helpful in
many different scenarios. All examples shared are
from children interviewed by the authors at Safe
Shores, the DC Children’s Advocacy Center. No
identifying information beyond age, gender, and
broad case contexts was recorded.

In a sexual abuse case involving a 12-year-old child,
the interviewer provided anticipatory guidance by
explaining to the child who was watching their
conversation. The child asked, “Is my family going
to be watching this?” This allowed the interviewer to
assure the child that their family members were not
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watching and then explore why that question came
up. The child explained that her family was highly
distressed upon hearing about the abuse, and she was
worried that if they knew more details, they would
go after the alleged offender themselves. The child
was unwilling to talk if she thought her family was
listening. The interviewer addressed these concerns
and moved forward with the interview.

A seven-year-old came to be interviewed concerning
sexual abuse, but it became clear in the interview that
she thought she was there because she was in trouble
for acting out sexually against her younger sibling.
Throughout the interview, she continually changed
the subject, bounced on the furniture, and even left
the interview room. She became visibly emotional
when the interviewer broached the topic of body
safety. Once the interviewer could clearly explain
that they were there to talk about what happened

to her, and not what she may have done, the child
calmed down and was able to disclose.

A nine-year-old was being interviewed concerning
physical abuse. He appeared relaxed and talkative as
the interviewer built rapport, introduced the room,
and explained why she was having him practice a
narrative. When it came time to transition to the
substantive phase of the interview, the child said,
“Want me to tell it to you just like we practiced?
From the beginning to the middle to the end?”” Using
anticipatory guidance and explaining the interview
steps clearly and honestly gave the child a clear
understanding of the process and promoted detailed
disclosure.

A 12-year-old who was exploited by an older man
online was interviewed because a friend of hers told
a mandated reporter at school. While the child was
told about the interview process, it was clear in the
interview that she was not happy about being there.
She gave one-word answers and denied knowing the
reason she came to the center. The interviewer took
a break and, with the support of the multidisciplinary
team (MDT), brought the child back to the room with
her family. The assigned detective talked with the
child and family about her concerns and answered
her questions. Afterwards, the child walked back
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to the interview room to continue the interview.
She appeared more comfortable answering the
interviewer’s questions and sharing information
about the allegation.

An 11-year-old with a history of child protective
services (CPS) involvement was brought to the child
advocacy center (CAC) by a social worker because
of concerns of sex trafficking. The interviewer
noticed the child’s body language and lack of eye
contact in the waiting room, and as the interview
began, the child expressed confusion and fear about
being there. The child kept asking, “What is this
place?” and repeatedly told the interviewer that
“Nothing happened, so why am I here?” When the
interviewer decided to take a break and check in
with the investigative team, the child said, “What
am I going to do while you check in?” It became
clear that the child was not well prepared for

the interview or to visit the CAC, and the team
decided that terminating the interview was in the
best interest of the child. Before wrapping up, the
interviewer took time to explain the process of a
forensic interview with the child and asked if the
child would return on a different day to talk. The
child agreed. By providing anticipatory guidance in
a forensic interview, forensic interviewers can limit
additional trauma and triggers by making sure the
child feels safe, knows what to expect, has autonomy
and empowerment, and is met with compassion
(Kenniston, 2025).

Interviewer Support

Just as interviewers use anticipatory guidance

to be as honest and transparent as possible with
the children (Kenniston, 2025), they also utilize
check-ins and supportive statements to encourage
the children to be as honest as possible with

them. Check-ins are brief moments in which the
interviewer pauses to assess the child’s readiness,
emotional state, and potential barriers to disclosure.
Supportive statements are empathetic responses

to the child’s answers to those check-ins. They
acknowledge the child’s experiences without being
leading or suggestive.

When children are provided with a supportive
environment, they are more likely to give detailed
and accurate disclosures (Ahern et al., 2014). Older
children often need more social support than younger
children, as they understand the social ramifications
and stigma of child sexual abuse (Hershkowitz,
2009). Davis and Bottoms (2002) found that anxiety
levels significantly decreased with the addition

of interviewer support, and free recall accuracy
improved. It is vital that interviewers take a child’s
emotional state into account and be able to recognize
and mitigate stress (Gemara et al., 2022).

Interviewers can inadvertently harm children by
making non-supportive statements, such as asking

a child to repeat themselves or re-asking questions.
This usually happens when interviewers are not
getting many details and feel pressure to obtain

a disclosure. Although interviewers are well-
intentioned, such repetitions can suggest to the child
that they are not being believed. These types of non-
supportive statements were found to have a negative
correlation with the number of details a child
discloses (Lewy et al., 2015), whereas children tend
to provide more information to interviewers who are
supportive (Blasbalg et al., 2019; Davis & Bottoms,
2002). Social support can decrease nervousness,
make children feel more empowered, and cause them
to be less intimidated (Carter et al., 1996).

Interviewer Support Techniques

Interviewers can ask check-in questions at any point
throughout the interview. Some of these questions
can be straightforward observations, such as: “I

just wanted to check in; how are you feeling about
our conversation?” or “I have noticed that your
head is down; what are you thinking about?”” Other
examples include questions about the narrative,
such as “What has this all been like for you?” or “It
sounds like there has been a lot going on. How are
you feeling about it?”

Supportive statements can also be offered throughout
the interview. For younger children, this may include
reinforcing their understanding of the forensic
interview instructions by saying, “You did a great
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job correcting me; that’s just what I want you to

do if I ever make any other mistakes.” For older
children, examples of supportive statements include
“Let me know if there is something I can do to make
you more comfortable” or “Let me know if at any
point you need a break.” It can also be helpful to let
the child know that they are helping the interviewer
understand and acknowledge that they are asking
the child many questions. Interviewers can also

tell the child, “I hear you when you say that,” and
explore any emotions that a child mentions. For
example, “You said you are feeling scared. Tell me
about that,” and “Is there something I can do to help
you feel not scared?” If a child has many concerns
that the interviewer cannot answer, the interviewer
can show support by stopping the interview and
getting the child answers to their questions before
continuing.

Case Examples

Using check-in questions and supportive statements
has proven effective throughout many forensic
interviews. For example, at the beginning of a
sexual abuse interview, the interviewer noticed

that the 11-year-old was not very talkative and
seemed withdrawn. After asking the child a check-
in question, he stated, “I’m just feeling so nervous.”
After spending some time exploring what was
making them nervous, the 11-year-old was able to
complete the interview. At the end, the interviewer
once again asked how the child was feeling. He
replied, “I feel happy now!”

A seven-year-old came in for an interview to discuss
sexual abuse that she and her five-year-old sister
had endured from their stepfather. Her younger
sister had previously been interviewed and disclosed
sexual abuse. The seven-year-old presented with
extreme reluctance, telling the interviewer she did
not know why she was there and not responding to
the interviewer’s various transition statements. After
several minutes of back and forth, the interviewer
decided to utilize a check-in statement. “Sometimes,
when [ talk with people, there is something that they
are scared or worried about. Is there something that
you are scared or worried about?” The seven-year-
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old crawled under the table and said, “Yes. I know
my fear.” When the interviewer asked her to say
more, she said, “Something happened, but I don’t
want to say because I don’t want my little brother to
not have a dad.” The child then told the interviewer
that nothing would change her mind and that she did
not want to talk. After checking in with the team,
the interviewer let the child know that she heard

her fears and that she would not have to talk if she
did not want to. The child left the interview room,
having not disclosed, but appeared visibly calmer
and happier.

A five-year-old, nervous to talk about physical

abuse that he and his siblings had endured, told the
interviewer in response to a check-in question at the
end of their conversation, “I feel pretty better, and so
better at the same time.”

At the start of a sexual abuse interview with a
13-year-old, the interviewer asked the child how
she was feeling. She stated, “a little scared,” and
explained that she was scared to talk about chronic
abuse by her father because her father provided
financial stability for the family. She did not want
her mom to be mad at her for getting her father in
trouble. The interviewer offered social support in
response to these fears, letting the child know that
she heard her and that she could take as much time
as she needed. She also assured the child that she
personally would not be talking to her parents about
what they discussed. The child continued with the
interview and stated, ““I feel better now that I have
talked about it because hopefully now it will stop.”

A five-year-old and an eight-year-old came in to
talk about physical abuse they witnessed by their
aunt towards their younger brother. The interviewer
learned beforehand that their mother had a close
relationship with the aunt and was very upset about
the allegation. Anticipating reluctance from the
children, the interviewer asked the mother in front of
the children if it was all right for the children to talk
to her. The mother gave her permission. Because the
children knew that their mother was okay with them
talking, they were both able to disclose during the
forensic interview.
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Using both check-ins and supportive statements
reduces stress and anxiety in the interview room and
limits additional trauma for the child.

Promoting Narrative

Interviewers can also reduce stress and anxiety by
encouraging the child to share their story using their
own words. A primary component of a forensic
interview is its promotion of a narrative, an account
of events elicited through open-ended questioning.
Narratives are culturally sound and consistent ways
to get to know someone, understand experiences,
and answer questions (Hall & Powell, 2011). Using
narrative to process trauma is an established method
present in various cultures, ethnicities, therapeutic
modalities, and practices. Many cultures prioritize
narrative, encouraging the use of narrative to relay
both information, teachings, and to socially process
information (Goddu et al., 2015; Nwoga, 2000;
Reese, 2012; Stevens et al., 1992). For example,
Nwoga (2000) found that narrative is a primary
way for African American mothers to pass on
values, education, and warnings about body safety
and sex. Additionally, Reese (2012) found that in
Mexican homes, the telling of both anecdotal and
fictional stories is a highly social and culturally
valued practice. Therefore, it may not be culturally
competent to assume that discussing sensitive topics
is inherently difficult. By promoting narrative
within an interview, interviewees can place events
within their own cultural context, which limits
misinterpretations and assumptions.

Processing traumatic events through narrative

has many established benefits for those narrating
and those seeking to understand. For narrators,
presenting information in a narrative form is

a helpful tool to decrease anxiety by allowing
emotions to be organized in a safe and controlled
environment. This has been shown to help those with
post-traumatic stress disorder (PTSD) to process
their memories and reduce symptoms (Roy et al.,
2022). Discussing what has happened to them does
not worsen the effect of trauma. Instead, not talking
about it (Arnaudova et al., 2017), not being believed

(Lewy et al., 2015), or being questioned multiple
times exacerbates the effects of the trauma (Lewy

et al., 2015; Newgent et al., 2002). For listeners,
discussing trauma through ordered events makes

it easier to capture a more complete picture of an
experience (Lamb et al., 2018; Hall & Powell, 2011).
This practice allows the listener to view the narrator
as a whole person and does not reduce them to their
worst experiences (Ginwright, 2018).

Therefore, forensic interviews are ideal spaces

for children to discuss their trauma in a safe and
controlled environment because they promote
narrative. Structured forensic interview protocols
prioritize free recall of events and narrative-based
questions, which are highly effective in reducing a
child’s anxiety and facilitating detailed disclosures
(Lamb et al., 2018). They also accommodate diverse
communication styles and allow children to express
themselves at their developmental level. Good
forensic interviews eliminate questions that are too
complex, which keeps the child from becoming
overwhelmed.

Promoting Narrative Techniques

When applying the principles of narrative to a
forensic interview, interviewers remember that not
all individuals are ready to recount trauma in the
same way or at the same time. Interviewers do not
force children to narrate something that they are

not ready to discuss. They also allow children to
choose something neutral or positive for a narrative
event practice so that they can narrate extensively
without distress. This helps them understand the
importance of narrative in a simple way, while also
providing them with anticipatory guidance to know
that this is how they should answer the interviewer’s
questions in the substantive phase of the interview.
It is also important to minimize interruptions (Ahern
et al., 2014), allowing the child to complete their
thoughts. This also allows children to stay within the
memory for as long as possible and maximizes the
amount of detail they can recall. Additionally, if the
interviewer’s note-taking is distracting or impacting
the child’s narration, the interviewer should adjust
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accordingly so that the child can continue narrating
without interruption.

Simple questions such as “What happened next?”
“And then what happened?” or “What did [they] do
next?” can help move the narrative along until the
child indicates the account is complete. Interviewers
can also frame their questions to specify which
portion of the narrative they want to expound on,
which is particularly useful when talking to younger
children. For example, “So you were sitting on the
bed, what was the very next thing that happened?”
Interviewers can also refer to the narrative event
practice to remind children how to narrate. For
example, “You told me Dad came into your room
after the party. Tell me everything that happened
when Dad came into your room, just like you told
me about your [birthday/baseball game/morning].”

Case Examples

Promoting narrative has proven to be an effective

form of limiting trauma in many forensic interviews.

In a case involving physical abuse and torture, a
16-year-old told the interviewer that there was too
much information to share and asked where he
should begin. The interviewer said, “We can start
wherever makes sense for you.” He chose to begin
by talking about the most recent incident and then
went back to give historical context after narrating
what he viewed as the most traumatic. He became
visibly calmer, less emotional, and more detailed as
he spoke. Giving him the choice of where to start
his narration gave him the control to organize his
thoughts and answer the interviewer’s questions.

A 15-year-old told the interviewer that she was
nervous that nobody would believe her, but agreed
to talk to the interviewer anyway. Knowing this,
the interviewer encouraged the teen to do a practice
narrative about something she felt positively
about, allowed her to talk without interrupting,

and encouraged her to transition to talk about the
allegation when she was ready. By the time the
interview finished, she expressed that talking about
what happened made her ultimately feel “relieved,
like a weight is off my shoulders.”
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During the rapport-building phase of an interview
with a 12-year-old, the interviewer took note of the
child’s interests, including dancing and drawing.
She also mentioned her turtle, Hank. For narrative
practice, the interviewer asked her to narrate the
last time she danced, but the child did not seem
enthusiastic about sharing and gave few details.
The interviewer decided to abandon that narrative
practice and instead asked her to narrate everything
that happened the day Hank became her pet. The
child’s demeanor shifted; she smiled and eagerly
shared the details of Hank, which then gave a good
foundation for later narrating the events of the
allegation.

Promoting narrative within a forensic interview
limits additional trauma as the child is given an
opportunity to provide a complete picture of their
experience, is listened to without interruption, and
is given control of the conversation. Narrative
decreases the need for additional questioning and
increases understanding of culturally relevant
information.

Future Directions

Education is needed for community members and
professionals alike about how forensic interviewers
use trauma-informed practices when interviewing
children. The fear of further traumatization from

the forensic interview could hinder disclosures,
investigations, prosecution, and healing for the
child. It is vital that team members understand how
forensic interviewing is trauma-informed and then
appropriately explain the process to the families they
serve. At the same time, interviewers must utilize
techniques that minimize trauma in the interview and
continue to create a child-centered space. Children’s
specific needs, such as accommodation of language
differences and developmental considerations,
should also be explored when discussing trauma
reduction. Further research is needed on this topic.

Many of the ways that forensic interviewers
incorporate the principle of anticipatory guidance
are well researched, such as narrative event practice
and interview instructions. However, there could
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be value in academic research analyzing the
anticipatory guidance techniques outlined in this
article. Future analysis of anticipatory guidance
could explore the children’s preparation before their
interview and how anticipatory guidance statements
throughout the forensic interview impact narrative
description. When discussing narrative promotion
and interviewer support, this article does not address
the extended forensic interview model (National
Children’s Advocacy Center, 2014), which is utilized
by some jurisdictions to develop further rapport with
the child. The extended forensic interview model is a
multi-session forensic interview approach where the
forensic interview takes place over several sessions.
Further research could include an analysis of check-
in questions asked to children at the beginning,
middle, and end of interviews to gauge their anxiety
levels.

Children’s opinions are often left out of the child
abuse field, which focuses instead on case outcomes,
caregiver feedback, and investigator opinions.
Further research could be done on children’s
opinions, stress levels, and anxiety about forensic
interviews.

Conclusion

Although there are many beliefs among
professionals, caregivers, and children that

the forensic interview process will be further
traumatizing for children, research and practice
show that this is not always the case. It should not
be assumed that discussing a traumatic event during
a forensic interview will be more traumatic or

add additional trauma to the event itself. It should
also not be assumed that discussing trauma is in
itself traumatic, as various cultures and therapeutic
practices encourage narrative as a healthy form of
processing difficult topics. Interviewers seek to
minimize additional trauma and provide children
with a safe and non-suggestive space to discuss the
details of their abuse. This is done by providing
anticipatory guidance so that the child knows how
the interview will go, can make informed decisions,
and feels autonomy and control. Interviewers check

in with the child throughout the interview to allow
them to express concerns, doubts, or feelings.
These check-ins can be followed up by supportive
statements from the interviewer when appropriate,
letting the child know that they are seen and heard
and that their concerns can be addressed to the best
of the interviewer’s ability. Following forensic
interviewing protocols, interviewers also promote
narrative sharing from the child by asking open-
ended questions, minimizing interruptions, and
encouraging children to provide detailed accounts.
This is an established method of both processing
trauma and obtaining case details that increases

the likelihood of prosecution and decreases

the likelihood of further traumatization. When
interviewers apply these principles and tactics, many
children may continue to say, “That wasn’t so bad.”
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Supporting Latina Mothers After Child
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Parent Group Model

Aileen Torres, PhD, ABPP: Nicole Guevara, MA; Karyn Smarz, PhD

Abstract

This article describes the development and implementation of the Bilingual Integrative Trauma Treatment
(BITT) Parent Group, a 12-week intervention designed for Latina mothers of children who experienced sexual
abuse. Conducted in Spanish, the group provided a culturally responsive space emphasizing personalismo,
Sfamilismo, and simpatia (see Table 1 below). Sixteen participants reported reduced psychological distress and
improved coping, supported by both quantitative measures and qualitative reflections. Key strategies included
relaxation, mindfulness, psychoeducation, and collaboration with legal and immigrant-rights agencies to reduce
fear and mistrust. The BITT model highlights the importance of addressing caregiver trauma as central to child
recovery and offers a feasible, community-centered framework for engaging underserved Latina caregivers
within child abuse treatment settings that warrants current replication.

Keywords: bilingual trauma treatment, Latina mothers, child sexual abuse; culturally responsive care;

group psychotherapy, immigrant families

When a child discloses sexual abuse, the immediate
priority is the child’s safety and recovery. Yet the non-
offending caregiver, most often the mother, also faces
intense emotional, cultural, and systemic pressures
(e.g., loss of income, loss of a caregiver, change of
residence, and limited community support; Goslin

et al., 2013; Letourneau et al., 2018; Pittenger et al,,
2017). Many Latina mothers struggle with guilt, fear,
and shame while navigating complex systems in a
second language. Cultural norms such as familismo
(family loyalty) and simpatia (the wish to maintain
harmony) can both sustain resilience and silence
distress.

Research suggests that Latino/a caregivers may be
more likely to experience cumulative traumatic
events (e.g., violence and poverty in the country
of origin, piecemeal migration, family separations,
and intergenerational trauma; Alcantara et al., 2013;
Cerdena et al.,, 2021). Recent syntheses document
‘chilling effects’ of immigration enforcement on
Latino/a families” use of health and social services,
driven by fear of deportation and institutional
mistrust (Vital, 2025; Young et al., 2023). For child
protection workers or mental health professionals,

Latino families may appear uncooperative due

to language barriers, low levels of acculturation,
negative perceptions of the legal and social

service systems, and fear of deportation (Fontes &
Tishelman, 2016; Fontes, 2005; Orozco et al., 2001).
Controlling for socioeconomic status, Leslie et al.
(2005) found that Latino/a children were half as
likely as non-Latino/a children to receive outpatient
mental health services following child welfare
involvement, regardless of the form of maltreatment
experienced. Therefore, it is important to engage
the caregivers who bring the children to the therapy
spaces.

Regardless of how the caregiver’s response is defined
or assessed, there is growing consensus that non-
offending caregivers of child sexual abuse (CSA)
victims require targeted mental health support
(Tavkar & Hansen, 2011). Yet, recent research on
caregivers’ psychological needs remains limited,
particularly within the United States (Davies &
Bennett, 2022; Fong et al., 2020; Vilvens et al.,
2021). Davies and Bennett (2022) found that non-
offending caregivers reported significantly higher
levels of parenting stress compared with normative
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samples. In a qualitative study, Fong et al. (2020)
identified four major domains of caregiver distress:
(1) concerns regarding their child’s safety, well-
being, and future; (2) negative beliefs about their
own parenting competence and protection; (3)
family conflict, blame, and strain following the
abuse discovery; and (4) reactivation of caregivers’
own histories of maltreatment. Cyr et al. (2018)
followed nonoftending parents for 12-18 months
after their child’s CSA disclosure and found that
many continued to report significant psychological
distress and health problems, particularly mothers,
highlighting the enduring nature of caregiver burden
following CSA.

Maternal distress, trauma history, depression, and
anxiety following a child’s disclosure of sexual abuse
can affect maternal response after disclosure (Knott
& Fabre, 2014). Although caregiver well-being
strongly influences a child’s recovery, few programs
directly support non-offending Latina mothers in
their own healing. This gap is compounded by a
national shortage of bilingual and bicultural mental
health professionals. For instance, less than 6%

of psychologists in the United States identify as
Hispanic, and an even smaller proportion provide
services in Spanish (APA, 2018). The scarcity of
Spanish-speaking clinicians has contributed to
persistent disparities in access to trauma-informed
care for families navigating child abuse interventions
in Spanish; this shortage is likely even more acute for
speakers of other languages.

To address this need, a bilingual clinical team

in an urban New Jersey child abuse treatment

center developed the Bilingual Integrative Trauma
Treatment (BITT) Parent Group, a 12-week
intervention conducted in Spanish for mothers
whose children had experienced sexual abuse.

The project originated as a feasibility and program
evaluation initiative rather than a formal research
study, yet it provided valuable insights for practice.
At the time, the hospital employed only two Spanish-
speaking licensed clinicians—insufficient to meet the
community’s needs. When one clinician conducted
the psychosocial abuse evaluation, ethical guidelines

30

precluded that clinician from serving as the child’s
therapist, further limiting access to treatment. As
many of the children were English-dominant, it

was often more feasible to assign them to individual
therapy with English-speaking clinicians, while their
mothers participated in the Spanish-language parent
group. Establishing both the BITT Parent Group
and a bilingual externship training track expanded
the reach, feasibility, and cultural and linguistic
accessibility of services for Spanish-speaking
caregivers.

The BITT Parent Group was initially piloted more
than a decade ago at a state-designated child abuse
treatment center to address the unmet needs of
Spanish-speaking Latina mothers whose children
had experienced sexual abuse. When Spanish-
speaking supervisors left the site, the program was
discontinued. However, the promising outcomes
listed below and renewed bilingual training
opportunities underscore the value of revisiting this
model’s concepts today. Given ongoing immigration-
related stressors and systemic service barriers for
Latina caregivers, we call for a replication of this
previous program as it is both timely and needed. The
authors hope to revitalize this bilingual track for the
upcoming externship training period.

The BITT Model

The BITT model emerged within a state-designated
child abuse assessment and treatment center. Many
Spanish-speaking mothers referred had minimal
access to therapy in their native language and carried
their own trauma histories. These non-offending
caregivers were deemed appropriate for the group if
their child (age 4-17) disclosed sexual abuse during
a psychosocial evaluation and the child required
individual psychotherapy to manage symptoms.

The BITT child program drew inspiration from
Briere and Lanktree’s (2013) Integrative Treatment for
Complex Trauma (ITCT), adapting and expanding

it to use with Latina caregivers. The clinical team—
bilingual psychologists and advanced externs—
created a group space that honored Latino cultural
values while addressing trauma and parenting stress.
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A specific group was developed for Latina mothers
to increase their ability to be supportive of their
children and allow mothers to process their feelings,
parenting concerns, and reactions to their children’s
disclosure in a safe space. The co-leaders of the
groups received training on Latino/a family values
and traditions, research related to sexual abuse, and
caregivers reactions to their child’s sexual abuse.
The training was provided by the RDTC licensed
clinical supervisors in weekly, structured didactic
teaching sessions, and was further discussed in group
supervision. A bilingual licensed psychologist and a
licensed clinical social worker supervised bilingual
externs and licensed associate clinicians. The
children received individual therapy at approximately
the same time that the mothers were in the group
session. If the children finished their session earlier
than the parent group, or if they started their
session any time after the parent group started, then
the children waited with the hospital’s Child Life
Specialists in a child-friendly waiting room.

Each 90-minute BITT session addressed themes
common among non-offending Latina mothers
coping with child sexual abuse. Early sessions
focused on stress and somatic symptoms using
relaxation and mindfulness methods, progressing

to parenting and coping with vicarious trauma.
Psychoeducation regarding common sexual abuse
myths was provided from the outset. During the
third and fourth sessions, mothers provided more
details about their parenting concerns, which were
addressed, along with cultural aspects of parenting.
For example, the mothers expressed concern about
what they believed to be “American” behavior (e.g.,
perceived disrespect, permissive parenting). The
group provided Latino-based positive parenting ideas
from the Spanish version of Carmen Inoa Vazquez’s
(2005) book, Parenting with Pride: Latino Style.

Mid-phase discussions explored trust, immigration
fears, guilt, and self-blame, emphasizing safety
and peer support. Later sessions integrated trauma

processing and empowerment, concluding with
goal-setting and collective reflection. Representatives
from the prosecutor’s office and an immigrant-rights
group demystified legal and immigration processes,
reducing fear and mistrust, which are critical barriers
to engagement. A Spanish-speaking prosecutor
came into the session to answer questions. A local
immigrant rights group came in at the end of another
session to discuss basic immigration options. As
their children were victims of crime, they discussed
whether they were eligible for a U-Visa. The parents
were provided with information on immigrant

rights in the event that they needed a more thorough
consultation. Across sessions, interventions
combined relaxation and mindfulness exercises, and
psychoeducation anchored in core cultural values.
Several of the Christian mothers expressed concern
about the relaxation and mindfulness exercises,

as they believed that this could conflict with their
religious beliefs because it “sounded like yoga.”

As such, there was an open discussion on how we
could adapt the exercises to meet their needs. Some
mothers preferred to pray and/or think about God
while engaging in simple breathing exercises.

With guidance from the group leaders, the mothers
progressively learned to help each other process
their feelings and problem-solve their reactions to
their children and families. The group members also
supported each other during the trauma narrative
sessions 8-9. Finally, the group also processed

their views of their sexually abused child. Helping
parents reframe their child as a survivor, not
“damaged goods,” was intended to instill hope.
Group members discussed disagreements about the
value of virginity and culturally based definitions of
sexual abuse. Throughout the sessions, the mothers
compiled a list of songs that helped them feel more
hopeful and less stressed. The last group session
was a potluck celebration to process the treatment
accomplishments, with music playing in the
background.
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Cultural Adaptation and Core Values

Cultural responsiveness was central to BITT’s design. Our team identified several values that shaped how we
conducted the intervention (see Table 1).

Table 1.
Cultural Values Integrated into BITT Parent Group Treatment

Core Cultural |Definition / Conceptual Application in BITT Illustrative Interventions

Value Focus Sessions

Personalismo Emphasis on developing Co-leaders began each Informal check-ins over
genuine, respectful personal | session with small talk, coffee; self-disclosure to model
connections that prioritize warmth, and personal authenticity and connection.
trust over formal authority | engagement to reduce power
(Organista & Muioz, 1996). [ differentials.

Simpatia Preference for harmony and | Group tone emphasized Grounding exercises,
pleasant social interactions; [ respect, gentle transitions, collaborative discussion rather
avoidance of confrontation | and supportive listening to | than directive questioning,
or emotional tension create emotional safety. validation of emotions.
(Guarnaccia & Martinez,

2003; Paniagua, 1994).

Familismo Prioritization of family unity, | Framed ‘protecting the Psychoeducation on safety
loyalty, and mutual support | family’ as protecting planning and reframing
(Fontes, 2005). children from further harm | caregiving roles; shared family

while preserving cohesion. | narratives.

Fatalismo Faith-based acceptance that | Acknowledged spiritual Guided reflection integrating
life events are predetermined | meanings of suffering while | faith, prayer, and mindfulness
(‘this is my cross to bear’; introducing active coping practices.

Comas-Diaz, 1995). and empowerment themes.

Collectivism Value of community and Fostered peer Group rituals (shared meals,
interdependence in coping encouragement and group music, closing ceremonies);
and healing (Herndndez & | cohesion; celebrated peer mentorship.

Villodas, 2019). progress collectively.
Present Study
Participants

Sixteen mothers participated in the two initial pilot
groups conducted in Newark, NJ. Group participants
emigrated from nine different countries, including
Ecuador (43.8%), Mexico (12.5%), and Guatemala
(12.5%). Eleven (68.75%) of these mothers reported
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that their child was abused by a family member,
most commonly the uncle (37.5%). Sessions were 90
minutes long and co-led by a licensed psychologist

and a doctoral trainee. Meetings began informally

over coffee and conversation, reflecting personalismo
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and helping build trust. Nine of the 16 mothers did
not report their own history of maltreatment in
childhood in the intake questionnaire, but five of
these nine women later disclosed an abuse history
during the group intervention. Therefore, a total of
12 mothers (75%) disclosed a history of sexual abuse
either on the demographic questionnaire or during
the group treatment.

Pre-Screening

All caregivers completed a demographic
questionnaire, the Brief Symptom Inventory (BSI;
Derogatis, 1993), Parenting Stress Index (PSI;
Abidin, 1995), the Trauma Symptom Inventory

(TSI Briere, 1995) and the Perceived Cultural
Competency scale (Michalopoulou, 2009). The
original evaluation used instruments (e.g., BSI, PSI,
TSI) that remain among the most validated cross-
cultural tools in trauma and parenting research,

with Spanish versions that continue to demonstrate
strong psychometric reliability. Their enduring utility
supports replication using comparable metrics for
consistency and comparability. All the participants
chose to complete the measures in Spanish. The
Bilingual Integrative Treatment team met together

to review the pre-screening symptom profiles and

to work conjointly on overall group treatment

goals. Issues regarding safety were assessed prior to
group participation during the child’s psychosocial
evaluation. Seventy five percent of the sample had
clinical levels of Paranoid Ideation (M = 65.63, SD =
8.04), 75% Parenting Stress (M = 69.69, SD = 29.07),
56% Interpersonal Sensitivity (M = 60.19, SD = 8.90),
56% Parent Child Dysfunctional Interaction (M =
69.63, SD = 26.65), 50% Depression (M = 60.25, SD =
6.91), and 37% Defensive Avoidance (M = 61.50, SD
=10.39). Less than a third of mothers also reported
clinical levels of Somatization, Anxiety, Hostility, and
Intrusive Experiences.

Clinical Course and Observations

The weekly caregiver group met 14 times: 12
intervention sessions, each 90 minutes long, and
two meetings dedicated to completing pre- and
post-intervention measures. Over twelve sessions,

the groups evolved from tentative sharing to
collective problem-solving. Early sessions focused

on stress education and myths about sexual abuse.
Later sessions addressed guilt, anger, and parenting
challenges in bicultural families. Common emotional
themes included fear of deportation or child-

welfare involvement, anger toward perpetrators or
unsupportive relatives, sadness over family division,
and self-blame for not preventing the abuse.

Through discussion and guided exercises, mothers
reframed these experiences, moving from silence to
self-advocacy. The mothers supported each other and
discussed ways they could empower one another.
They transported each other to sessions. Having
practiced relaxation scripts modeled by the group
leaders during the first few weeks, the mothers later
took turns leading these exercises for the group.

As discussed above, several verbally disclosed their
own histories of abuse despite their initial denial in
prescreening documents. These disclosures came
only after trust deepened, underscoring the need

for sustained, culturally safe spaces. Mothers often
described feeling isolated or judged; the group
offered a rare opportunity for connection and shared
understanding.

Analysis Results of Preliminary
Effectiveness

Two-tailed paired sample t-tests indicated

that participants made statistically significant
improvements in their overall BSI Global Severity
score from pre (M = 60.63, SD = 8.43) to post-
treatment (M = 55.25, SD = 7.42); [t(15 ) = 3.55, p=
.003] with a medium effect size (g = .645). None of
the participants deteriorated on the global severity
index and one did not demonstrate any change.
Similarly, TSI Defensive Avoidance declined from M
=61.50, SD = 10.39to M = 56.31, SD = 8.88, t(12)
=2.72,p = .02, g = .65. On the Parenting Stress Index
(PSI), mothers reported significant improvement in
the Parent—Child Dysfunctional Interaction subscale,
with scores decreasing from M = 69.93, SD = 26.65
toM = 5288, SD =32.94,(12) =2.23,p=.04, g =
.53. TSI Intrusive Experiences decreased from M =
54.81,8D =11.74to M =51.31,SD = 8.92, #(12) =
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2.15, p = .05, g = .51.while overall Total Parenting
Stress decreased non-significantly from M = 68.75,
SD =29.83to M = 54.27, SD = 35.84, 1(12) = 2.10,
p =.06,g=.51.

Eight participants reached clinical levels in the
Global Severity Index of the BSI and half of these

(n = 4) no longer had clinical elevations at post-
treatment. Notably, 12 of the 16 participants met
clinical levels of paranoid ideation in the pre-
treatment phase; and only four continued to have a
T score > 63. Of the 11 participants who met clinical
levels of TSI Defensive Avoidance at pre-treatment,
only three continued to meet clinical levels (T > 65);
however, symptom reduction with recovery was not
as promising for other symptoms.

The Perceived Cultural Competency scale scores
suggested that the clients perceived the group
treatment providers as having cultural knowledge,
awareness, and skills. There were nine items on

a Likert scale of 1-7, and each subscale had three
items. The group mean of 59 out of the possible 63
indicated that they perceived their clinicians to be
culturally competent in the areas of knowledge (M =
19.69), awareness (M = 19.54), and skill (M = 19.77).

Qualitatively, mothers described sleeping better,
feeling calmer, and perceiving themselves as stronger
parents. One participant shared in Spanish, “I
thought I was alone in this pain, but here I learned I
am not the only one—and that gives me strength”

Lessons Learned

1. Mothers need their own space for healing.

Conjoint sessions with children are valuable

but insufficient. A separate parent group allows
caregivers to process complex emotions that
could otherwise impede support for their child.
While fathers were also invited to participate in
the group, fathers did not end up participating in
this group. In the future, we should consider how
to include more participation from fathers and
whether they would prefer a separate group.

2. Language access is not the same as cultural
access. Simply translating materials into Spanish

34

is inadequate. Clinicians must integrate Latino
cultural values and community partnerships into
treatment design (Fontes, 2005).

Group structure fosters empowerment.
Collectivist values aligned naturally with group
work. Mothers’ mutual encouragement became a
therapeutic force, reducing shame and isolation
(Hernandez & Villodas, 2019).

Trust opens the door to deeper trauma work.
Several participants revealed personal abuse
histories only after weeks of rapport-building.
Clinicians should expect delayed disclosure

and pace interventions accordingly. The group
provided space for mothers to process their
personal trauma narratives at a tolerable pace,
fostering integration and healing. Participants
who continued to exhibit clinical levels of
symptoms at post-treatment were referred for
individual therapy within their community.
Mothers who continued meeting clinical levels
of symptoms when assessed post-treatment were
referred to individual therapy in their catchment
area.

Collaboration with community partners
strengthens outcomes. Bringing in bilingual
prosecutors and immigrant-rights advocates
transformed fear into knowledge, empowerment,
and connected families to real-world resources.
The participants knew what to expect regarding
potential criminal charges, or lack thereof, as
well as what to expect if they went to court. They
learned about potential immigration options
resulting from their children being crime victims.

BITT’s group supervision model conducted in
Spanish enhanced clinician comfort with dialects,
idioms, and culturally sensitive dialogue. New
Jersey has a diverse Latino population; our
program members were from nine different
countries, and as such, cultural and linguistic
misunderstandings could arise. Supervision
allowed for discussion about these issues, and by
having exposure to supervisors and trainees with
differing levels of Spanish skills and dialects, we
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were able to process these concerns.

7. It would be ideal to have different groups for
intrafamilial and extrafamilial abuse cases,
as the intrafamilial cases were typically more
complicated and the mothers in intrafamilial
cases were more symptomatic.

8. While most of the child victims were female, it
may be beneficial to address with parents issues
related to the gender of the child. Parents may
have different views regarding sexual abuse of
boys that may warrant further discussion.

Conclusion and Recommendations

The BITT Parent Group illustrates that culturally
grounded, bilingual interventions for non-offending
Latina mothers are both feasible and clinically
meaningful within child abuse treatment settings.
By addressing caregiver trauma, cultural context,
and systemic barriers, BITT helped participants
reduce psychological distress, enhance parent-child
relationships, and foster community connection. The
group format also expanded service access where
bilingual clinicians were limited, demonstrating
that collective models can effectively complement
individual therapy and optimize scarce clinical
resources.

Programs serving child sexual abuse survivors should
consider integrating parallel caregiver interventions
that honor language, culture, and lived experience.
Group leaders fostered safety in the initial sessions
by building trust through warmth, consistency,

and respect. Reframing familismo as a protective
rather than constraining value can transform guilt,
fear, and silence into empowerment and resilience.
Incorporating community partnerships, such as
collaboration with legal and immigrant-rights
agencies, further reduces mistrust and enhances
continuity of care for immigrant families navigating
multiple systems. This article calls for clinicians

to replicate and further develop this model at its
original site and beyond.

Although these pilot groups were conducted over
a decade ago, the model remains relevant today;,

given persistent disparities in access to culturally
responsive care. Replicating and updating BITT with
contemporary evaluation methods and telehealth
adaptations could help address the ongoing

shortage of bilingual trauma services. Ultimately,
programs that invest in both children and parents
simultaneously may help create stronger, safer, and
more resilient families.
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Abstract

Youth in foster care are at significantly increased risk for suicide compared to peers not in foster care,
necessitating urgent evaluation of systemic barriers, fragmented care coordination, and limited procedures
currently in place surrounding suicide screening for these youth. Universal screening, training for both
healthcare and child welfare professionals, advocacy for updated policies, and integrated care models that
champion care coordination across systems are key to providing early identification and interventions for
suicide risk for youth in foster care. Given known disjointed care, medical complexities, and health disparities
facing youth in foster care, trauma-informed and collaborative care must be provided by all professionals to
mitigate known suicide risk and provide equitable healthcare for youth in foster care.

Keywords: foster care, child maltreatment, suicide, suicidal ideation, LGBTQIA+

With suicide being the second leading cause of death
in adolescents, the American Academy of Pediatrics
(AAP), American Academy of Child and Adolescent
Psychiatry (AACAP), and the Children’s Hospital
Association (CHA) in 2021 declared a mental

health emergency for adolescents necessitating the
need for action from health care professionals and
community partners (Hoftman et al., 2022). Yet the
risk of suicide among youth in foster care is even
higher. All professionals involved in caring for youth
in foster care must be trained in the importance

of understanding the increased risk of suicide for
youth in foster care, but also the need for promoting
protective factors, adequate screening, and referral
to appropriate resources. The purpose of this article
is to examine current suicide screening practices in
foster care and the implications for mental health and
primary care providers, child welfare systems, and
policymakers.

Background and Significance

Over 500,000 youth were served by the foster care
system in 2024 (Children’s Bureau, 2025). Evidence
has clearly demonstrated that youth in foster

care have high rates of mental health disorders,

38

with youth transitioning out of care being two

to four times more likely to have a mental health
diagnosis (Engler et al., 2022, Greiner & Beal,

2017; Havlicek et al., 2013; Lohr & Jones, 2016;
McMillen et al., 2005; Tarren-Sweeney, 2008).

Their mental health problems include, but are not
limited to, post-traumatic stress disorder (PTSD),
anxiety, depression, attention deficit hyperactivity
disorder (ADHD), and behavioral disorders, such as
oppositional defiant disorder, attachment disorder,
non-compliance, hyper-vigilance, and dysregulation
(Engler et al., 2022, Greiner & Beal, 2017; Havlicek et
al., 2013; Lohr & Jones, 2016; McMillen et al., 2005;
Tarren-Sweeney, 2008). The American Academy of
Pediatrics (2021) has deemed youth in foster care

as a population with special and unique needs that
require comprehensive health care services.

With the current mental health crisis facing youth
today, suicide ranks as the second leading cause of
death in adolescents and there is a known increased
suicide risk for youth in foster care (Hoffman et

al., 2022). Evidence demonstrates that a history

of trauma compounded with a lack of consistent
social or relational support systems increases the
risk of youth suicide (Engler et al., 2022; Okpych

& Courtney 2018; Taussig et al., 2014). Factors
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that increase suicide risk include a history of child
maltreatment, multiple placements, length of time in
care, and frequent engagement with the child welfare
system (Engler et al., 2022; Okpych & Courtney
2018; Taussig et al., 2014).

Youth in foster care experience suicidal ideation five
times more than youth not in foster care and are
four times more likely to attempt suicide (Engler et
al., 2022; Lohr & Jones, 2016). Furthermore, studies
have shown that for youth in foster care, up to 26%
self-reported suicidality, 4% had a suicide plan, and
4% had a suicide attempt (Engler et al., 2022; Lohr
& Jones, 2016; Taussig et al., 2014). There have been
few studies that have examined suicidality among
youth in child protective services (CPS). A study

by Yi et al. (2020) demonstrated that approximately
33% of children have experienced an investigation
for alleged maltreatment, with roughly 8% of youth
having a confirmed case of child abuse or neglect.
Findings from a large population-based study
showed increased rates of suicide among youth

and children who have prior reports and contact
with CPS (Palmer et al., 2021). Results from these
studies confirm the importance of early intervention,
access to screening and mental health services, and
preventative care (Engler et al., 2022; Lohr & Jones,
2016; Palmer et al., 2021; Taussig et al., 2014; Yi et al,,
2020).

Suicide Screening Practices

The AAP recommends screening for suicidal ideation
in all children over the age of 12 and those 8-11
years of age when clinically indicated (Hagan et al.,
2017). To identify children, youth, and young adults
in foster care who are at risk for suicidal ideation

or suicide attempts, the use of diagnostic screening
tools at regular intervals is necessary. While a
thorough clinical interview may identify suicide

risk, diagnostic screening tools provide an objective
measurement, and evidence suggests that the use of
tools and questionnaires are more likely to reflect
the youth’s feelings and thoughts (Katz et al., 2023).
This screening may be performed using an expanded
depression tool which includes a comprehensive

suicide screening or with a suicide specific screening
tool. In addition, several validated depression tools,
such as the Patient Health Questionnaire (PHQ) 9,
may be utilized as a preliminary screener to identify
youth who should complete a tool specific to suicidal
ideation and risk (Kroenke et al., 2001; Spitzer et al.,
2006).

Suicide screening tools range from brief screening
tools like the Ask Suicide-Screening Questions (ASQ)
to more in-depth, comprehensive assessments such
as the Suicidal Ideal Questionnaire Junior (SIQ-JR),
the Columbia Suicide Severity Rating Scale (C-SSRS),
the Self-Harm Behavior Questionnaire (SHBQ), and
the Suicide Probability Scale (SPS) (Eltz et al., 2007;
Gutierrez et al., 2020; Horowitz et al., 2012; Posner

et al., 2011; Reynolds & Mazza, 1999). Despite these
readily available tools, in a study evaluating the
screening and assessment of suicidal teenagers, Katz
et al. (2023) found that less than 50% of teenagers
and young adults in the foster care system are
screened for suicidal ideation, even though over 90%
were being seen in a health care setting and screened
for their physical health.

A large barrier to universal adoption of suicide
screening practices for children and youth in foster
care is the lack of a standardized tool and a lack

of clarity surrounding who should administer the
tool. Brown (2020) presents several options for the
implementation of universal screening, each with
their own challenges. The first option is to refer all
children and youth to mental health professionals
for evaluation. This option is not sustainable due to
the shortage of mental health professionals and the
unduly increased resource utilization and cost within
the child welfare system. (Brown, 2020). Another
option is to have primary care providers provide
mental health screens for all children and youth
(Brown, 2020). However, this strategy operates under
the assumption that there is a sufficient number of
trained primary care providers available to screen
these vulnerable youth. Training foster parents to
provide screening has also been suggested; however,
this process has not been adequately studied to
determine its efficacy and feasibility (Brown, 2020).
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The final option presented relies on the case manager
to conduct the screening (Brown, 2020). While case
managers are trained child welfare professionals, they
are not trained healthcare professionals. Although
case managers can be trained on brief screening
tools such as the ASQ or CSSR, there is insufficient
time available for training and for screening, given
that most case managers carry caseloads that are
large (Brown, 2020). These barriers prevent the
implementation of universal screening practices for
suicidal ideation in children and youth in foster care.

Specialized Populations within the
foster care system and suicide risk

Children of color, children of lower socioeconomic
status, and youth who identify as lesbian, gay,
bisexual, transgender, queer/questioning, intersex,
and/or asexual (LGBTQIA+) are overrepresented
among children in foster care. This further highlights
the disparities this population experiences (Dettlaft
& Boyd, 2021). LGBTQIA+ youth and children of
color are also at an elevated risk for suicide attempts
in foster care compared to their counterparts not in
foster care (The Trevor Project, 2021). According

to The Trevor Project (2021), approximately 13% of
LGBTQIA+ youth not in foster care attempt suicide,
while that number rises to 35% for LGBTQIA +
youth in foster care. Additionally, 16% of LGBTQIA+
youth of color not in foster care attempt suicide,
while 38% of LGBTQIA+ youth of color in foster
care attempt suicide (The Trevor Project, 2021). This
intersectionality between ethnicity and LBGTQIA+
youth thus compounds the risk for these youths.

Due to their increased risk for suicidal ideation

and suicide attempts while in foster care, efforts to
improve mental health screenings, referrals, and
treatments should also be tailored to the unique
population of youth who identify as LGBTQIA+ and/
or youth of color.

Young adults who age out of foster care are also
statistically more likely to die by suicide than their
counterparts who are not in the foster care system
(Katz 2024; Berlin et al., 2011). Increased rates of
other mental health diagnoses and substance abuse
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also impact this population (Hamilton et al., 2015;
Shook et al., 2013). In a study by Berlin et al. (2011),
young adults who had aged out of the foster care
system had a seven-fold increase in suicide attempts,
as compared to youth not in care. Courtney et al’s
(2014) study of youth aging out found that 40.9% had
a report of suicidal ideation and up to 24% reported
a suicide attempt by age 17. By comparison, 12% of
youth not in foster care reported suicidal ideation,
and 2.5% reported a suicide attempt (Katz et at.,
2024). These alarming statistics indicate that policies
and processes must be in place to protect the mental
health and well-being of young adults aging out of
foster care.

Systemic and Ethical Considerations

Consent and Confidentiality

Although screening practices are needed to identify
youth in foster care at risk for suicidal ideation

and attempts, the process for screening lacks
standardization (Ayer et al., 2020). In addition,
interventions are lacking for suicide prevention for
youth in foster care (Russell et al., 2021). Youth in
foster care often have multiple parties involved in
decision-making, such as caregivers of origin, foster
caregivers, and social workers (Chateauneuf et al.,
2021). Individuals with legal medical decision-
making abilities, including mental health care
decision-making abilities, may differ between cases
and through time as guardianship and permanency
plans change for youth in foster care (Chateauneuf
et al., 2021; Delgado et al., 2023). Mental health care
may be disjointed, records may be inconsistent, and
communication and consent may be confusing, not
always well documented, or understood (Greiner

et al., 2015). The complexity of these relationships;
changes in schools, mental health providers,
permanency plans; and confusion regarding consent
lead to disruptions in care. This may, in turn, cause
fragmentation in suicide screening and intervention
services.

As the identification of children with suicidal
ideation may require the introduction of safety plans,
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it will be imperative for ensuring safety to note who
the child will be spending time with and where they
will be spending time (Delgado et al, 2023). Many
youths in foster care have a history of trauma and
removal of autonomous decision-making; therefore,
youth must be involved in choices surrounding
their mental health care and safety planning to
provide trauma-informed care (Delgado et al., 2023;
Grimmond et al., 2019; Horowitz et al., 2020).

Mandatory Reporting and Liability

The term mandatory reporting refers to the legal
and moral obligation of health care providers to
report suspicion of child maltreatment. In addition
to reporting abuse, healthcare providers caring for
children have an obligation to report to prevent
self-harm in children (Grossman et al., 2023;
Wilson & Lee, 2021). When youth in foster care are
identified as having active suicidal ideation, proper
measures must occur to ensure the child’s safety,
including reports to CPS as well as appropriate
mental health referrals and evaluations. Barriers

to mandatory reporting exist within the foster care
system, including uncertainty of who to involve in
the report (Wilson & Lee, 2021). Lack of knowledge
surrounding how and when to report may result

in additional danger to the child. Differences exist
within and between states, causing additional
confusion (Grossman et al., 2023; Wilson & Lee,
2021).

Cultural and Developmental Sensitivity

Awareness of the youth’s culture and developmental
stage is essential to support connectedness

and communication, as cultural norms and
developmental stages often dictate the level

of interaction and the language used during
conversation (Horowitz et al., 2020). As youth in
foster care may have multiple contributing factors
making them susceptible to suicidal ideation, an
individualized approach consistent with the child’s
development and culture is necessary. This will
promote openness and resilience by helping the
child to understand their strengths and ability to
problem-solve (Brown, 2020; Chaiyachati et al.,

2020; Horowitz et al., 2020). As there is evidence
that spirituality, religion, and social supports are
protective against suicide, encouraging youth to find
communities that provide these may also increase
their safety (Horowitz et al., 2020).

Proper identification of cultural history and
provision of culturally sensitive care are needed,

as certain cultures stigmatize mental health needs
and seeking help for them (Centers for Disease
Control and Prevention [CDC], 2024). In addition,
community-specific cultural factors such as lack of
access to health care, the presence of community
violence, historical trauma, and discrimination may
be associated with an increased risk for suicidal
ideation (CDC, 2024).

Implications for Practice

Suicide Risk Training

Caring for the mental health needs of youth in

foster care can be challenging due to their trauma
histories, the lack of continuity in their health care,
and complex social histories (Bowden et al., 2022;
Beal et al., 2022; Jones et al., 2020; Szilagyi et al.,
2015; American Academy of Pediatrics [AAP] Task
Force on Health Care for Children in Foster Care,
2005). Many professionals within multiple agencies
can be involved with a youth in foster care at various
touchpoints in their foster care journey, creating the
need for a coordinated and collaborative effort from
all professionals. As discussed, professionals involved
in caring for these youth can include child welfare
workers, healthcare providers, foster caregivers,
educators, court-appointed special advocates
(CASA), guardians ad litem, and professionals in
community partner organizations, such as non-
profits, faith-based organizations, civic groups,
educational institutions, and legal and judicial
systems. Barriers, as well as pros and cons, have been
discussed regarding various professionals providing
screening for suicide risk for youth in foster care.
Child welfare professionals are charged with meeting
the many needs of youth in foster care. With basic
needs, such as housing, food, clothing, and education
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at the forefront for child welfare professionals, often
mental health needs and screening for suicide risk
are not a priority (Brown, 2020). Foster caregivers
are also often ill-equipped to adequately assess
suicide ideation; in addition, a caregiver-child
dynamic often complicates an already tender social
situation (Brown, 2020). Nevertheless, child welfare
professionals and foster caregivers should be trained
on the increased risk of suicide among children in
foster care, the warning signs to monitor, and the
need for referral for primary care and mental health
services. All children and adolescents in foster care
should be referred to a primary care provider for

a well-child visit, mental health assessment, and
ongoing surveillance and follow-up (Beal et al., 2022;
Szilagyi et al., 2015).

Interprofessional Collaboration

Given the known mental health crisis facing
adolescents, access to mental health services can be
limited, especially for youth in foster care who have
placement instability and see various health care
providers during their foster care journey (Halasz
et al.,, 2025b). Often, youth in foster care have a
complex social system with many professionals
within varying agencies working in silos. This can
create chaos, duplications of services, and added
stress for these youth. Integrated care models
involving all professional touchpoints are needed to
provide optimal and equitable health outcomes.

Primary care providers play a key role in providing
access to care and screening for mental health
problems and suicide risk (Hoffman et al., 2022).
The AAP recommends all youth in foster care

be established with a primary care provider in a
medical home model (AAP Task Force on Health
Care for Children in Foster Care, 2005). The AAP
also recommends that all primary care providers
screen adolescents, twelve years and older, and other
age groups as clinically appropriate for suicide risk
and protective factors (Hua et al., 2024). Primary
prevention for suicide risk in adolescents begins
with promoting resilience, relational care through
building relationships with family and peers, and
addressing any parental mental health influences
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(Horowitz et al., 2020). Secondary prevention for
suicide risk involves understanding and recognizing
warning signs for suicidal ideation, screening for
suicide crisis, safety counseling, and appropriate
referral for evidence-based treatments (Horowitz et
al., 2020).

Primary care models with integrated behavioral
health can be extremely helpful in providing access
to care for youth, especially those in foster care
(Hoffman et al., 2022). School-based health models
(including those using telehealth methods) can

also be beneficial in addressing the mental health
needs of youth in foster care (Hoffman et al., 2022).
Youth in foster care often have unpredictability with
foster placements, multiple appointments (including
physical and mental health visits), visitation, and
court hearings (Martin et al., 2023). The utilization
of school-based mental health visits and telehealth
visits have been shown to be promising for youth in
foster care and could be advantageous in eliminating
missed educational instruction and beneficial for
providing opportunities for suicide risk screening
despite placement changes (Halasz et al., 2025a;
Greiner et al., 2023; Fortin et al., 2023; Martin et al.,
2023; Hoffman et al., 2022).

Trauma-Informed Approach

A key component in caring for the mental health
needs of all children, but especially youth in

foster care, is trauma-informed care or relational
healthcare. Trauma-informed care is focused on
providing safe, stable, nurturing relationships
(Forkey et al., 2021; Duffee et al., 2021). In trauma-
informed care, professionals who interface with
youth in foster care understand the effects of adverse
childhood experiences (ACEs), the need to monitor
trauma symptoms, and the reality that ACEs can
increase a youth in foster care’s suicidal risk (Brown,
2020). Positive relationships in any context help
youth in foster care develop the skills needed to
promote self-efficacy and growth, empowerment in
decision making, and a strengths-based approach to
building resiliency (Forkey et al., 2021; Duffee et al.,
2021). Protective factors, including individual, family,
and community resources, help support positive
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relationships and diminish the negative impacts of
trauma and promote resilience (Goddard et al., 2022).
This may include reduced access to harm-inflicting
items such as weapons and medications, open
communication between trusted adults and youth,
connectedness, academic achievement and support,
and increased physical activity (Brown, 2020; CDC,
2024; Horowitz et al., 2020). Communication and
models of integrated care among interprofessional
partners involved with the child welfare system are
necessary to prevent duplication of services, provide
suicide assessment and screening at various key
encounters in the youth’s foster care journey, and
coordinate plans of care (Quick & Halasz, 2025).

The AAP, through Fostering Health, has guidelines

for increased surveillance for youth in foster care by
primary care providers (AAP Task Force on Health
Care for Children in Foster Care, 2005). Screening
and understanding the impact of ACEs should be
followed by a trauma-informed approach. While
suicide risk screening is recommended yearly for all
youth, screening in a range of specific situations could
be an opportunity for better surveillance for youth in
foster care. Such situations might include changes to
permanency plans, multiple changes to placements
and schools, and lack of contact with family members
and siblings. The AAP recommends a multi-part
assessment when youth enter foster care: an initial
health screening within 72 hours of placement,
followed by a more comprehensive health assessment
within 30 days of placement, and routine follow-up
with well checks every six months after the age of
two. Assessments are also recommended during child
maltreatment investigations, placement changes,

and discharge from foster care (Szilagyi et al., 2015).
Training child welfare professionals and foster
caregivers to monitor and screen for suicidal ideation,
alongside enhanced health surveillance, helps
supplement pediatric-focused health care providers
conducting trauma-informed suicide screenings
during routine visits, particularly during periods of
elevated stress among youth in care.

Policy and System Level Implications

Legislation and Funding

Caring for the mental health needs of youth in foster
care to decrease suicide risk requires funding and
legislation to protect this vulnerable population.
Almost all children in foster care are eligible for
Medicaid, which ensures access to healthcare services
(Beal et al., 2022). The federal government provides
overarching legislation and funding for youth in
foster care; however, state and local agencies oversee
care and set rules for youth in foster care, creating
variability across the nation (Beal et al., 2022).

The Affordable Health Care Act increased Medicaid
access for youth aging out of foster care by providing
coverage up to twenty-six years of age (Bullinger

& Meinhofer, 2021). The age at which youth age

out of care varies by state from age 18 to age 23.

This increase in coverage allows aging out youth

to continue to receive comprehensive physical and
mental health care (Bullinger & Meinhofer, 2021).

The Family First Prevention Services Act in 2018
provided a two-part child welfare reform. First,
financial support was increased specific to family
preservation, including increased support for training,
community-based mental health services and

family support. Secondly, financial limitations were
placed on congregate care (Lindell et al., 2020). This
legislation is important in assessing and preventing
suicide ideation in youth in foster care, as prevention
begins prior to youth entering foster care, focusing

on families with high risk for child maltreatment and
neglect and known mental health problems (Lindell et
al., 2020).

While efforts to improve Medicaid funding and
legislation have been made for youth in foster care at
the federal level, further efforts are needed at both the
state and federal levels, given the known poor mental
health outcomes facing these youth and increased
suicide risk. Medicaid funding could be in jeopardy
under current legislation, H.R. 1 - One Big Beautiful
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Bill Act (Public Law 119-45) that took effect July 4,
2025. This could pose threats to funding for youth

in foster care, as Medicaid cuts in the bill threaten
their primary source of healthcare support (One Big
Beautiful Bill Act, 2025; Beal et al., 2022; Mann et al.,
2025). Overall expansion of Medicaid coverage for
these youth and uniformity across states regarding
foster care guidelines and physical and mental health
coverage is crucial to provide needed screening for
early identification of suicidality in youth in foster
care and treatment for those at risk.

Data Collection and Evaluation

Further data is needed to evaluate gaps in practice
and standardization in suicide screening for youth in
foster care (Brown, 2020). The Adoptions and Foster
Care Analysis and Reporting System (AFCARS) is
the data collection and analysis system used to track
and report data for youth in foster care (Children’s
Bureau, 2025). AFCARS’s data collection focuses
primarily on demographic data for youth in foster
care, including age, gender, race, reason for care,
length and type of placement, and permanency
(Children’s Bureau, 2025). There is also a National
Youth in Transition Database (NYTB) that collects
demographic data for youth in foster care and also
looks at such outcomes as high school graduation,
employment, incarceration, and pregnancy
(Children’s Bureau, 2023). The third child welfare
data collection system available is the National
Child Abuse and Neglect Data System (NCANDS),
which collates data from all 50 states, the District of
Columbia, and Puerto Rico, to produce a national
data set on reported child abuse and neglect
(Children’s Bureau, 2024).

Currently, there is no uniform data collection around
suicide screening, mental health service utilization,
and mental health outcomes for youth in foster care.
Given the high rates of mental health problems and
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suicide for youth in foster care, expanding current
data reporting systems to include surveillance
around suicide screening, mental health utilization,
and health outcomes for youth in foster care is
imperative.

Policy and Reform

Policies should be directed to ensuring adequate
education and training on suicide screening for all
child welfare and health care professionals serving
youth in foster care. This is crucial to ensure that said
youth are appropriately identified and referred for
evidence-based treatments. While screening should
be a priority, other resources also need to be in place
during times of crisis, including safe, stable housing
and nurturing relationships, providing a sense of
belonging. Unfortunately, some youth in foster care
have added stress because of placement instability
and insecurity, court proceedings, visitation, change
in child welfare personnel, disruption in education,
and transition out of foster care (Szilagyi et al., 2015).

Policy focus should also be directed at securing
adequate crisis support and 24/7 hotlines, especially
for high-risk populations within the foster care
system, such as youth aging out of foster care and
LGBTQIA+ youth. Recently funding was removed
for the LGBTQIA+ population suicide prevention
hotline (Shastri, 2025). Given that there is a
considerable population of LGBTQIA+ in foster
care and this population has a higher suicide risk,
loss of resources could be detrimental for this sub-
population of youth in foster care (Cruce, 2024).
Present-day threats to Medicaid funding could

also be detrimental for these youth. These threats
underline the need for policies ensuring that all
youth in foster care have appropriate healthcare
coverage and access to health maintenance and crisis
services to reduce suicide risk.
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Conclusion

Youth in foster care are at an increased risk for
suicidal ideation and attempts compared to their
peers who are not in foster care. Inadequate
screening policies and standardization undermine
early identification of children in foster care with
thoughts about self-harm. This situation perpetuates
the elevated risk of suicide for these youth. Although

About the Authors

care, and adolescent health.
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a history of trauma and lack of permanency may
predispose youth in foster care to suicidal ideation,
implementation of proper screenings and mental
health interventions may prevent suicide of these
youth. To provide holistic care to these vulnerable
children and young adults, multiple disciplines
need to collaborate to change policies, procedures,
legislation, and clinical guidelines.
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Abstract

The COVID-19 pandemic forced child welfare providers to shift to virtual training platforms, raising questions
about the quality of virtual versus in-person instruction. This study evaluated whether there are significant
differences in quality between virtual and in-person formats of the ACT Raising Safe Kids Facilitator Training,
which prepares professionals to deliver evidence-based, childhood violence prevention parenting programming.

Archival data were examined from two virtual and three in-person training sessions between 2019-2022.
Independent samples ¢-tests revealed no significant differences between groups in terms of preparedness,
satisfaction, and implementation likelihood. However, virtual participants reported significantly greater
audiovisual material satisfaction and trended toward greater preparedness to work with diverse populations.
Findings suggest that virtual training can be as effective as in-person delivery.

Keywords: virtual training, child abuse prevention, professional development, online learning.

Since the onset of the COVID-19 pandemic, there
has been a significant increase in the utilization of
virtual services (CDC, 2024; Pruiksma et al., 2022).
However, this transition has been accompanied

by notable challenges, particularly in the delivery
of programs supporting families and children.
Traditional early intervention and child maltreatment
prevention training programs have faced difficulties
in their virtual implementations (Katz, 2021).

These challenges are particularly concerning given
the global increase in child maltreatment cases
(WHO, 2020; Bullinger et al., 2023; Lee et al., 2022),
including instances of physical and emotional

neglect, coupled with a troubling decrease in
international reporting to child protection services
(Marmor et al., 2023). The swift adaptation of
prevention intervention from in-person to virtual
training formats during the pandemic prompts
questions regarding the precise impact, quality, and
effectiveness of this transition. The current study
aimed to assess whether training facilitators on

the American Psychological Association’s (APA)
ACT Raising Safe Kids (ACT RSK) Program can be
effectively delivered in a virtual format compared to
its traditional in-person modality.
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The ACT Raising Safe Kids (ACT RSK)
Program

The ACT RSK program is a comprehensive,
evidence-based, parenting program that focuses

on enhancing positive parenting practices and
preventing child maltreatment (APA, 2017a; APA,
2017b; APA, 2017¢; California Evidence-Based
Clearinghouse for Child Welfare, 2022; Pontes et
al., 2019). Taking a public health approach, the
program aims to educate and mobilize families,
professionals, and communities proactively to
prevent violence. The program is manualized,
psychoeducational, evidence-based, and designed
to promote positive parenting as well as prevent
violence. It enhances parents’ knowledge, skills,

and supportive relationships (APA, 2017c). It has
demonstrated promising outcomes across three
evaluation studies (Knox et al., 2013; Portwood et al.,
2011; Thomas et al., 2009), two of which employed
rigorous randomized controlled trial (RCT) designs
(Portwood et al., 2011; Thomas et al., 2009).

This intervention with parents is delivered in nine
group-based sessions, each lasting approximately
two hours, and is facilitated by trained professionals
using a structured curriculum. Program content

is organized around three core domains: (a)
knowledge and beliefs about child development, (b)
the importance of healthy, nurturing relationships,
and (c) the development of evidence-based, positive
parenting skills (APA, 2017c). Sessions combine
interpersonal interaction with accessible educational
materials to promote understanding of children’s
behavior, emotion regulation, discipline strategies,
media use, and nonviolent conflict management
(APA, 2017c). Materials are written at a sixth-grade
reading level, translated and culturally adapted

for diverse populations, and implemented using a
strength-based, nonjudgmental approach. Through
this structured yet flexible delivery model, the ACT
RSK program functions as a primary prevention
intervention by reducing psychological and physical
aggression, improving parental coping and social
support, and preventing the escalation of behavioral
and conduct problems in children (APA, 2017c¢).
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The ACT RSK Facilitator Training

Many professionals and paraprofessionals who

serve families are eligible to be trained to deliver the
ACT RSK program to parents (APA, 2017a). This
includes professionals in early education, psychology,
counseling, social work, healthcare, and community
development. The two-day training, conducted by
certified master trainers, offers experiential learning
through presentations, large and small-group
discussions, role-playing, and practical activities.
Participants who complete the facilitator training
can pursue certification by conducting an ACT RSK
intervention group with parents and caregivers;
maintaining a weekly checklist, attesting to covering
all the content with fidelity; audio or video recording
session six, which covers parenting styles and
discipline; and having a follow-up session with a
Master Trainer to review the checklist and recording
as well as finalize the certification process.

Advantages and Benefits of Virtual Training

Though several ACT RSK Master Trainers moved
their training online during the pandemic out of
necessity, research has shown that virtual training has
certain advantages and benefits. Previous research
from Pruiksma et al. (2022) highlights the potential
advantages of virtual training for treatment providers
compared to in-person training. Virtual training
provides many benefits over in-person sessions, such
as the elimination of geographical barriers, reduced
travel time and cost, greater accessibility, and flexible
scheduling (Armistead et al., 2013).

Challenges of Virtual Delivery

Despite the benefits, virtual program delivery
presents notable challenges. Technical difficulties,
such as unreliable internet access or unfamiliarity
with digital platforms, can disrupt participation
and impede learning. Maintaining engagement in
an online format can be difficult, particularly for
participants with lower initial motivation, which
may contribute to higher attrition rates, defined
as participants discontinuing training or failing to
complete post-training assessments (Sitzmann et
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al., 2010). Reduced opportunities for interpersonal
interaction may also limit the relational and
peer-support components that enhance training
effectiveness. Additionally, adapting materials

and delivery to meet the needs of culturally and
linguistically diverse participants can be more
challenging in virtual settings. Recognizing these
challenges is important for ensuring fidelity and
maximizing training impact.

Purpose of the Present Study

The intent of the current study was twofold: firstly,
to determine whether the virtual and in-person
formats of the ACT RSK Facilitator Training differed
in terms of effectiveness and participant satisfaction,
and secondly, to extract valuable insights for
enhancing the quality and impact of virtual training
sessions in future implementations. This study aims
to contribute to the ongoing discourse regarding

the efficacy of virtual training in the context of
professional development and adult education,
especially in fields related to child welfare and
parenting.

Methods
Sample

Participants were 165 professionals who attended
one of five ACT RSK Facilitator Trainings conducted
between 2019 and 2022. The trainings were
conducted by two ACT RSK Master Trainers with
professionals from organizations that serve families,
children, and communities, including schools,
community mental health agencies, non-profit family
service organizations, and child welfare-related
programs.

All in-person trainings occurred prior to the
COVID-19 pandemic, whereas all virtual trainings
occurred during the pandemic, resulting in training
format being confounded with year. Before the
pandemic, three trainings were offered in person.
During the COVID-19 pandemic time frame (2021-
2022), one training was conducted virtually every
year. Training classes were capped at an enrollment

of 24 participants. Participants only enrolled in a
single ACT RSK facilitator training session during
the study period. Registration records indicated that
individuals did not repeat the facilitator training. All
participants in these trainings were included in the
sample. Of the total sample, 69 participants attended
a virtual facilitator training, and 96 attended an in-
person facilitator training.

Measures

Pre- and post-training surveys were used to assess
participants’ perceived preparedness across core
content areas of the ACT Raising Safe Kids (ACT
RSK) intervention curriculum. The pre-training
survey contained nine questions using a 5-point
Likert scale ranging from “well prepared” to “very
unprepared.” Specifically, participants rated their
readiness to address primary prevention intervention
topics, including child development, aggressive
behavior, violence, anger management, conflict
management, discipline strategies, and media
literacy. Participants also rated their preparedness

to implement a program and work with individuals
and families from diverse cultural, racial, ethnic,
socioeconomic, and family-structure backgrounds,
consistent with the program’s emphasis on culturally
responsive prevention practices. On the post-training
survey, preparedness items were similar to those on
the pre-training survey, except for one item. This
post-training survey item differed from the pre-
training survey item on preparedness to implement a
program by asking participants to rate their readiness
to implement the ACT RSK program with parents/
caregivers in their community.

Overall satisfaction with the training experience
was assessed using nine items included in the post-
training survey. These items asked participants to
rate their satisfaction with key aspects of the training,
including the clarity of instructional content,
usefulness of training materials, effectiveness

of facilitation, and overall value of the training
experience. Resource access and implementation
likelihood items were rated on a 5-point Likert-type
scale; access items ranged from “very adequate” to
“very inadequate,” and likelihood items ranged from
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“very likely” to “very unlikely”. Training satisfaction
items were rated on a 6-point Likert-type scale,
ranging from “strongly disagree” to “strongly agree,’
to allow for greater differentiation in participants’
evaluative responses.

Procedure

Participants completed surveys at two time points:
immediately prior to the start of the facilitator
training (pre-test) and at the conclusion of the
training session (post-test). This pre-test-post-
test survey design was used to assess change in
participants’ self-reported preparedness. The same
survey instruments were used across all training
sessions and delivery formats. All trainings were
facilitated by the same ACT RSK-certified Master
Trainers, who followed the standardized ACT RSK
curriculum and uniform survey administration
procedures. This minimized variability in delivery.
During in-person training sessions, participants
completed the pre-test and post-test surveys using
paper-and-pencil questionnaires administered on-
site. For the virtual training sessions, participants
completed the same pre-test and post-test surveys
electronically via Qualtrics, a secure online survey
platform. Survey links were provided to participants
during the virtual training sessions in a Zoom chat
box, and participants were given time during the
session to complete each survey.

Additionally, the same PowerPoint slides, video
demonstrations, and core audiovisual materials
developed for the ACT RSK curriculum were

used across both training formats. In virtual
sessions, these materials were delivered via screen
sharing and embedded digital features, whereas
in-person sessions relied on projected audiovisual
presentations. For the in-person trainings,
audiovisual tools primarily consisted of projected
slide presentations and video clips used during large-
group instruction, supplemented by live discussion
and role-play activities. In virtual trainings, these
same core audiovisual materials were delivered via
Zoom and supplemented with additional digital
features, such as screen sharing, embedded videos,
breakout rooms, and real-time chat functions. As a
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result, virtual sessions incorporated a greater number
of audiovisual delivery modalities, although the
underlying instructional content remained consistent
across formats.

Since this was a retrospective study involving
historical data analysis, a non-randomized,
comparative design was adopted to examine group-
level differences between training formats. Although
formal controls for potential confounding variables
(e.g., prior experience with virtual learning, comfort
with technology, or baseline knowledge) were not
included, the researchers assumed that the groups
were similar, given their common interests in child
welfare and parenting. This was supported by the
lack of differences between the groups at pre-test.
To ensure confidentiality, reduce social desirability
bias, and secure truthful replies, all surveys were
anonymous and did not collect identifying or
demographic information. As a result, individual
pre-test and post-test responses could not be linked
at the participant level. Accordingly, analyses were
conducted at the group level. Independent-samples
t-tests compared virtual and in-person groups at
both pre-test and post-test, and pre-tests with post-
tests for both the virtual and in-person groups.

Results

Pre-test comparisons showed no statistically
significant differences between virtual and in-person
groups in preparedness to present program topics,
implement the program, or work with diverse groups
(see Table 1). The effect sizes for group differences
were small. These findings suggest that both groups
entered the training with similar levels of perceived
preparedness.

Pre-test to post-test comparisons completed
separately for each group showed that both had a
significant increase on all perceived preparedness
ratings at post-test, with medium effect sizes. These
results suggest that overall, the training had a positive
effect on preparedness to facilitate the ACT RSK
prevention program (Tables 2 and 3).

On the post-test measure, there were no statistically
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significant differences between groups for the
majority of questions. A trending yet non-

significant result of group differences pertained to
the participants’ preparedness to work with diverse
groups (Table 4). The virtual group (M = 3.83, SD

= 0.49) felt more prepared to work with diverse
communities than the in-person group (M = 3.68,
SD =0.53); t(163) = 1.84, p = 0.07. Effect sizes for the
posttest measures were small, suggesting no practical
significance to the differences.

On all but one satisfaction measure, there were

no significant group differences on satisfaction
(Table 5). The groups did diverge significantly on
satisfaction ratings when asked if using audiovisuals
and PowerPoint slides enhanced the workshop. The
virtual group (M =4.99, SD = 0.12) had statistically
significantly higher ratings than the in-person group
(M =4.81, SD = 0.49); /(163) = 2.88, p = 0.01, with a
medium effect size (d = 0.46).

Discussion

The purpose of this study was to examine differences
in participants’ preparedness and satisfaction related
to the delivery format of the ACT RSK Facilitator
Training program. Overall, the findings indicated
minimal differences in self-reported training
outcomes across virtual and in-person formats. These
results suggest that virtual facilitator training may

be comparable to in-person training in preparing
participants to deliver the ACT RSK intervention
curriculum.

This interpretation aligns with prior research
demonstrating that virtual training formats

can effectively support professional learning,
engagement, and skill development when used to
train providers in evidence-based practices (Mak
et al., 2015; Mullin et al., 2016). Importantly, these
findings contribute to a growing body of literature
on the viability of virtual training modalities for
workforce development, particularly in mental
health and social service settings where training
accessibility and scalability are critical. Similar
conclusions have been reported in studies comparing
online and in-person formats for training clinicians

and professionals in evidence-based psychological
and health care practices (Mallonee et al., 2018).

Interpretation of Key Findings

A notable finding in this study was that participants
in the virtual training group reported significantly
higher satisfaction with the use of audiovisual

tools, including PowerPoint slides, compared to
participants in the in-person group. One plausible
explanation is that the virtual format changes how
audiovisual materials are delivered and interacted
with. In the virtual sessions, core materials were
presented directly through screen sharing, and
participants could view the slides and videos at close
visual range on their own devices. Virtual platforms
also allow facilitators to integrate additional digital
features such as embedded videos, real-time chat,
and structured breakout-room activities, which
may make the audiovisual components feel more
integrated into the learning process rather than
supplementary to it. In contrast, in-person sessions
typically relied on projected slides and videos viewed
from varying distances in the room and were more
dependent on the physical training environment
(e.g., sightlines, lighting, screen visibility).

These delivery differences may help explain why
participants perceived the audiovisual tools as more
satistying in the virtual format.

The finding also suggests that digital resources

may be easier to implement consistently in virtual
trainings, although they can be optimized in both
formats. For example, in virtual sessions, video

clips can be embedded and played within the same
platform used for instruction, slides can be visible
to all participants, and interactive elements such as
polls or chat-based prompts can be incorporated in
real time. In-person settings can also incorporate
high-quality digital materials, but their effectiveness
may depend heavily on room setup and technology
logistics (e.g., projector quality, audio clarity,
seating arrangement, and visibility). In this sense,
the difference observed here may reflect not that
digital materials are inherently better online, but
that the virtual format may reduce variability in how
participants access and perceive those materials.
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Although most outcomes did not differ

significantly by modality, the virtual group showed

a nonsignificant trend toward higher perceived
preparedness to work with diverse individuals

and families. This pattern should be interpreted
cautiously, given the lack of statistical significance,
small effect size, and the absence of demographic
data. One possible explanation is that virtual delivery
may increase access for participants across a wider
geographic area or from organizations serving
different communities, which could broaden exposure
to varied perspectives during group discussions.
However, this interpretation remains tentative, and
future studies that measure participant demographics
and group composition directly would be needed to
determine whether virtual trainings meaningfully
influence perceived preparedness for culturally
responsive work.

Implications for Practice

These findings have practical implications for
organizations seeking to expand the reach and
accessibility of their training programs. Virtual
training formats offer several advantages, including
cost savings, scheduling flexibility, and reduced
geographical barriers, which may increase access
for professionals in remote or underserved areas. By
enabling broader participation regardless of location,
virtual modalities can support wider dissemination
of evidence-based parenting interventions, with the
potential to positively influence community-level
outcomes.

The higher satisfaction ratings associated with
audiovisual use in virtual training suggest that online
platforms may facilitate effective delivery of visual and
interactive content. Given these results, implementing
digital enhancements may further improve training
outcomes. Examples of such enhancements include
increased interactivity within presentations, such as
embedded discussion prompts, live polls, or guided
activities, as well as the inclusion of multimedia
resources, such as video demonstrations, animated
illustrations of core concepts, and interactive case-
based scenarios. Strategic use of these features may
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enhance participant engagement and perceived value
of training across both virtual and in-person formats.

Limitations

This study has several limitations that should be
considered when interpreting the findings. First,

the use of self-report measures may have influenced
results, as participants’ ratings of preparedness,
satisfaction, and implementation intentions reflect
subjective perceptions rather than objective indicators
of skill acquisition or program effectiveness.

In addition, preparedness and implementation
likelihood were assessed using agree—disagree Likert-
type items, which prior survey research has shown
may be susceptible to acquiescence bias, potentially
inflating positive responses (Saris et al., 2010).

Second, participants were not randomly assigned

to virtual or in-person training formats. Training
modality was determined by public health guidelines
and organizational scheduling decisions during the
COVID-19 pandemic. There may be unmeasured
differences between the in-person and virtual groups
related to receiving the training in different years.
This limitation restricts the ability to draw causal
conclusions regarding the impact of training format
on satisfaction and preparedness outcomes. The
finding that the groups did not differ on any variables
on the pretest partially mitigates concern about this
limitation.

Third, demographic and background information
were not collected, limiting the ability to examine
whether characteristics such as age, gender, prior
experience with online training, or computer literacy
moderated outcomes. Finally, the study did not
assess the impact of technical challenges during
virtual training sessions. Prior research suggests

that technical difficulties can influence engagement,
learning outcomes, and attrition in online training
environments (Sitzmann et al., 2010). Participant self-
selection may have had an influence on results, but
this was likely minimal as the virtual and in-person
training were not offered simultaneously.
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Recommendations for Future Research

Future research should consider randomly assigning
participants to virtual, in-person, or hybrid training
formats when feasible. Random assignment would
reduce self-selection bias and strengthen causal
inferences regarding the effects of training modality
on participant satisfaction, preparedness, and
implementation intentions. It is important for future
studies to also examine hybrid training models that
combine virtual and in-person elements to determine
whether they offer advantages over single-modality
formats. Hybrid approaches may provide flexibility
through remote access to digital materials while
preserving opportunities for in-person interaction,
which has been associated with enhanced engagement
and learning outcomes (Ortiz et al., 2020).

Further research can also investigate whether
participant characteristics, such as age, prior
experience with digital tools, and computer literacy,
moderate the effectiveness of virtual training.
Examining these factors would help identify which
participants benefit most from different training
modalities and inform the development of more
inclusive and accessible prevention training programs.
Additionally, future studies can incorporate objective
measures of learning outcomes, such as performance-
based assessments, facilitator evaluations, or
behavioral indicators of implementation fidelity.
Combining objective measures with self-report data
would allow for a more comprehensive evaluation of
training effectiveness across delivery formats.

Conclusion

The present study contributes to the growing
literature on virtual versus in-person facilitator
training delivery formats for evidence-based
prevention programs that use a “train the trainer”
model. Findings indicated that virtual ACT

Raising Safe Kids (ACT RSK) Facilitator Training
produced levels of self-reported preparedness and
implementation intentions comparable to those
observed in traditional in-person training, while also
yielding higher participant satisfaction with the use of
audiovisual tools.

Taken together, the results suggest that virtual
facilitator training represents a viable option for
workforce development in prevention and parenting
interventions. Virtual delivery may offer practical
advantages, including increased accessibility,
flexibility, and consistency in the use of digital
training materials, which are particularly relevant

for organizations seeking to expand training reach
without compromising perceived training quality.
Although virtual training is not inherently superior,
it may reduce variability in how audiovisual resources
are delivered and experienced across participants. As
demand for accessible professional training continues
to grow, virtual training modalities hold promise for
strengthening workforce capacity and supporting
broader dissemination of evidence-based prevention
programs.
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Table 1

Results of Pre-test Comparison of Virtual and In-person Training Groups on Perceptions of
Preparedness to Present Program Topics

Topic Virtual In-person 1163) » Coherts d
M SD M SD

Child Development 3.00 0.89 2.97 0.82 0.21 0.84 0.03
Aggressive Behavior 2.66 1.02 2.50 0.89 1.04 0.30 0.17
Violence 2.81 0.88 2.81 0.90 0.73 0.47 0.12
Anger Management 2.71 1.04 2.48 0.90 155 0.12 0.25
Conflict Resolution 2.87 0.85 | 2.84 0.78 0.23 0.82 0.04
Positive Discipline 2.84 0.95 2.73 0.93 0.72 0.47 0.12
Media Literacy 2.43 0.91 2.23 0.88 1.41 0.16 0.22
Working Diverse Groups 3.22 0.85 3.34 0.78 -0.85 0.38 -0.14
Implementing a Program 2.70 0.96 2.68 0.99 0.18 0.88 0.03

Table 2

Results of Pre-test to Post-test Comparison of the Virtual Training Group on Perceptions of
Preparedness to Present Program Topics

Topic Pre-test Post-test 1163) » Coherts d
M SD M SD

Child Development 3.00 0.89 3.75 0.60 -5.73 <.001 -1.00
Aggressive Behavior 2.66 1.02 3.78 0.51 -8.06 <.001 -1.41
Violence 2.81 0.88 3.83 1.07 -8.21 <.001 -1.43
Anger Management 2.71 1.04 3.75 0.53 -7 50 <.001 -1.31
Conflict Resolution 2.87 0.85 3.80 0.53 -7.55 <.001 -1.32
Positive Discipline 2.84 0.95 3.80 0.53 -7.19 <.001 -1.25
Media Literacy 2.43 0.91 3.80 0.50 -10.81 <.001 -1.88
Working Diverse Groups 3.22 0.85 3.83 0.48 -5.07 <.001 -0.88

58



Comparing In-Person and Virtual Trainings

Table 3

Results of Pre-test to Post-test Comparison of the In-person Training Group on Perceptions of
Preparedness to Present Program Topics

Topic Pre-test Post-test 1163) P Coherrs d
M SD M SD

Child Development 3.01 0.82 3.79 0.43 -8.24 <.001 -1.19
Aggressive Behavior 2.54 0.89 3.69 0.51 -11.01 <.001 -1.59
Violence 2.75 0.90 3.79 0.41 -10.29 <.001 -1.48
Anger Management 2.52 0.88 3.67 0.52 -11.01 <.001 -1.60
Conflict Resolution 2.86 0.77 3.76 0.48 -9.87 <.001 -1.42
Positive Discipline 2.77 0.93 3.81 0.39 -10.10 <.001 -1.45
Media Literacy 2.25 0.87 3.70 0.55 -13.90 <.001 -2.00
Working Diverse Groups 3.32 0.79 3.68 0.53 -3.66 <.001 -0.53

Table 4

Results of Post-test Comparison of Virtual and In-person Training Groups on Perceptions of
Preparedness to Present Program Topics

Topic Pre-test Post-test 1163) » Coherts d
M SD M SD

Child Development 3.75 0.60 3.79 0.43 -0.47 0.64 -0.07
Aggressive Behavior 3.78 0.51 3.69 0.51 1.19 0.24 0.19
Violence 3.83 0.48 3.79 0.41 0.49 0.62 0.08
Anger Management 3.75 0.53 3.67 0.52 1.06 0.29 0.17
Conflict Resolution 3.80 0.53 3.76 0.48 0.47 0.64 0.07
Positive Discipline 3.80 0.53 3.81 0.39 -0.21 0.83 -0.03
Media Literacy 3.80 0.50 3.70 0.55 1.19 0.23 0.19
Working Diverse Groups 3.83 0.48 3.68 0.53 1.84 0.07 0.29
Implementing ACTRSK 3.64 0.64 3.53 0.58 0.27 0.27 0.18
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Table 5

Results of Post-test Comparison of Virtual and In-person Training Groups on Satisfaction
Ratings

. . Virtual In-person ,
Training Aspect P t(163) p Cohens d
M SD M SD
Instructors Were 497 | 017 | 498 | 0.14 -0.33 0.74 -0.05
Knowledgeable
Instructors Were Responsive 5.00 0.00 4.95 0.34 1.29 0.20 0.20
Adequate Discussion 499 | 012 | 493 | 036 1.29 0.20 0.20
Opportunity
Discussion Contributed Greatly | 4.91 0.51 4.85 0.39 0.85 0.40 0.13
Adequate Networking 478 | 045 | 465 | 073 1.39 0.17 0.23
Opportunities
Program Materials Well 476 | 058 | 499 | 012 0.76 0.45 0.12
Organized
AV/Powerpoint Enhanced 499 | 012 | 481 | 049 2.88 0.01 0.46
Workshop
Small Groups Were Effective 4.84 0.59 4.82 0.50 0.21 0.84 0.03
Training Met Expectations 4.87 0.48 4.86 0.45 0.07 0.95 0.01
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Bullinger, L. R., Raissian, K. M., Klika, B., Merrick, M., & Thibodeau, E. (2026).
More than snuggles: The effect of paid family leave on infant maltreatment. Child
Maltreatment, 31(1), 98-110. https://doi.org/10.1177/10775595251318939

Publicly funded paid family leave (PFL) is a state
program in the U.S. that allows a family member

to take time off work to care for another family
member while still receiving compensation. PFL

is particularly salient for families with children
under age 1 who require a high level of care and are
the most vulnerable group to child maltreatment.
While PFL has been implemented in only 13 states,
researchers are seeking to identify significant
differences in child maltreatment rates between states
that have enacted this program and those that have
not. The purpose of this study was to determine

what changes, if any, occur in reporting child
maltreatment in children under age 1 between states
that have enacted PFL programs and non-PFL states.
Researchers extracted data from 2004 to 2020 from
the National Child Abuse and Neglect Data System
(NCANDS). Across the 48 states (and the District of
Columbia) included in the study, PFL states showed
an overall reduction in infant maltreatment reports,
substantiated reports, and home removals. The
authors discuss the need to expand the scope of PFL
literature and continue to observe the early stages of
PFL implementation.

Bergeron, S., Rosen, N. O., Bothe, B., Daspe, M. E., Péloquin, K., Godbout, N.,
Brassard, A., Bigras, N., & Vaillancourt-Morel, M. P. (2025). Couples’ childhood
maltreatment profiles and trajectories of sexual health over one year.

Child Maltreatment, https://doi.org/10.1177/10775595251394954

Studies have shown that childhood maltreatment

can affect adult relationships but no previous study
has explored the effect of child maltreatment on

the interactions between members of a couple.

This examines the connection between childhood
maltreatment (CM) and sexual health between
established partners over the course of one year.
Participants were recruited through various forms

of advertising in the U.S. and Canada across four
cities. Four samples of community couples, including
men, women, and individuals who identify as
sexually diverse, were assessed at baseline, 6 months,
and 12 months. Sexual health was assessed using
measures of sexual satisfaction, sexual distress and
sexual functioning. The researchers derived CM
profiles for participants after they completed the
Childhood Trauma Questionnaire (CTQ) at baseline,
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revealing five distinct profiles of childhood trauma:
Partner 1 Neglected, Low CM, Partner 2 Physically
Abused, Partner 2 Sexually Abused, and Partner 1
Sexually Abused. Profiles 1, 4 and 5 included dual
trauma couples, Profile 3 included one-partner-
trauma couples, and Profile 2 included low-level
trauma couples. Couples who had greater CM were
associated with worse sexual health, with couples in
the neglected and sexually abused profiles having
the worst outcomes. Lessons for couples and sex
therapists include: 1) the need to assess the CM

of both members of the couple when addressing
sexual health, 2) the value of trauma-informed care
emphasizing attachment and emotion regulation
for dual-trauma couples, and 3) the need to assess
a history of child neglect, which can harm couples’
sexual health as much as a history of child sexual
abuse.
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Harris, L. G., Higgins, D. J., Willis, M. L., Lawrence, D., Mathews, B., Malacova, E.,
Erskine, E., Meinck, F,, & Haslam, D. M. (2025). Determining the effect of out-of-
home care on mental health disorders: A propensity score-matched study of child
maltreatment intensity. Child Abuse & Neglect, 167, 107571.

This study addresses the question of whether
placement of maltreated children in out-of-home
care increases the likelihood that they will develop
emotional and behavioral disorders. The study used
data from the 2021 Australian Child Maltreatment
Study, which surveyed a sample of the country’s
adult population regarding their childhood
experience of maltreatment. The researchers selected
all respondents who reported that they had been
placed in out-of-home care (n=395). The statistical
method of propensity score matching was used to
create a matched comparison sample that had not
been placed in out-of-home care. Matching did not
make the two groups equivalent on all variables,

so a logistic regression analysis was also used to
control statistically for differences in childhood
maltreatment between the two groups. When history
of child maltreatment was controlled in these ways,
those who had been placed in out-of-home care were

no more likely to develop emotional or behavior
disorders than those who had not been placed in
out-of-home care. The authors report that the level
of child maltreatment intensity explained most of
the differences in mental disorders between the
out-of-home care and comparison groups, though
one problem with the study is that the authors never
show the statistical results supporting this. But out-
of-home placement was not related to the risk of
developing an emotional and behavioral disorder
over and above the effect of childhood maltreatment.
The results should temper concern that out-of-
home placement exacerbates the risk of developing
emotional or behavioral disorders but also temper
the belief that out-of-home placement mitigates

the risk. The authors make the point that trauma-
informed care must be available to all victims of child
maltreatment regardless of their placement status.
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Campbell, R., Gregory, K., Goodman-Williams, R., Javorka, M., & Engleton, J.
(2025). “When my past came back to me:” Understanding mothers’ decisions to
disclose their experiences of sexual assault to their children. Journal of Child
Sexual Abuse, 34(8), 1-16. https://doi.org/10.1080/10538712.2025.2608613

This study examined a particular situation in which
mothers decide whether to tell their children

about a past sexual assault the woman endured.

This situation can arise for some women when
communities tackle their backlogs of untested
sexual assault kits (SAKs). Women who are sexually
assaulted can receive a forensic medical examination
in hospital emergency departments that collects
swabs from genitalia and other areas of the body that
may contain biological remnants of the assault (e.g.,
sperm, saliva, blood). These swabs are stored in SAKs
that can later be tested by a crime laboratory for
DNA, which may provide evidence against known
assailants and may also help identify unknown
assailants. However, the decision to prioritize certain
cases because of the demands on crime laboratories
means that many SAKs remain in storage and are
never tested, creating a national backlog. Tackling
this backlog and testing these kits has helped

unlock many unsolved “cold cases” of sexual assault.
In multiple studies, the researchers have been
examining the initiative in Detroit to test a backlog
of approximately 11,000 SAKs. They interviewed 32
women survivors of sexual assault who had been
notified that the DNA from their newly tested SAK
had been matched with the DNA of an offender. The
survivors had been sexually assaulted an average of
18.5 years ago. Twenty-three of the survivors had
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children. None of the 23 told children at the time

of the assault; some did not have children then.
Seven of the 23 told their now adolescent or adult
children at the time of the notification of the DNA
results that they had been sexually assaulted years
ago and that their legal case had been re-opened.
Three mothers were compelled to tell because the
reopening of the case disrupted the family’s life. For
example, one mother was “outed” when multiple
detectives arrived in separate cars to notify her,
creating a neighborhood “spectacle.” Four mothers
decided to tell because they hoped it would explain
their anxiety and depression throughout their
children’s lives. Out of the 16 mothers who did not
tell their children, nine did not discuss why they did
not, but did say that other family members reacted
with indifference or blame. Three mothers who did
not tell the children became mothers years after the
sexual assault and wanted to protect the emotional
safety of their still young children. Four mothers did
not tell their still young children because they feared
that the assailant might at some point physically
harm the children, and the mothers decided to shield
their children from the case and hide their children’s
existence as the legal case unfolded. The authors
stress the importance of community-based advocacy
services for sexual assault survivors receiving cold
case notifications.
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Purbeck, C. A, Liang, L. J., Glazkova, L., Agosti, J., Liu, J. H., & Halladay Goldman,
J. (2025). Development and performance of the National Child Traumatic Stress
Network Trauma-Informed Organizational Assessment. Child Maltreatment,

https://doi.org/10.1177/10775595251399911

The article examines the development and properties
of the Trauma-Informed Organizational Assessment
(TIOA), a tool for assessing how trauma-informed
an organization is. The TIOA includes nine domains:
1) trauma screening, 2) assessment, care planning
and treatment, 3) workforce development, 4)
strengthening resilience and protective factors, 5)
addressing parent/caregiver trauma, 6) continuity of
care and cross-systems collaboration, 7) addressing,
reducing and treating secondary traumatic stress,

8) partnering with youth and families, and 9)
addressing the intersections of culture, race and
trauma. An example of an item on the TIOA is

“The organization systematically screens children
and youth (and families where applicable) for both

trauma exposure and trauma symptoms.” A team,
usually internal to the organization, implements

the TIOA through interviews and other data-
gathering methods that seek input from staff across
the organization. The team also guides efforts to
maintain strengths identified by the TIOA and
addresses areas needing improvement. Implementing
a baseline and follow-up TIOA can measure
progress. The authors implemented the TIOA in
multiple organizations, and report data suggesting
its reliability and validity. The authors also reported
informal participant feedback that “the TIOA
helped organizations translate abstract TIC [trauma-
informed care] principles into actionable practices.”
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