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A B S T R A C T

Background: Post-traumatic stress disorder (PTSD) is highly prevalent in veterans and associated with impairments in family functioning, including parenting. There 
is a bidirectional relationship between PTSD and familial functioning such that impaired functioning is related to increases in trauma-related symptoms, and vice 
versa. Despite this known bidirectional association, there is currently no trauma-informed parenting intervention available for veterans within the Department of 
Veterans Affairs (VA). Strength at Home – Parents (SAHP) is an 8-session telehealth delivered psychotherapy group that aims to improve parenting behaviors and 
overall parent-child and family functioning among U.S. military veterans with PTSD symptoms. This paper describes the methods of an individually randomized 
group therapy trial to test the efficacy of SAHP compared to a VA treatment as usual control condition.Methods are reported using SPIRIT guidelines.
Methods: One hundred and ninety veterans with elevated PTSD symptoms and parent-child functioning problems will be randomly assigned to the SAHP intervention 
or a treatment-as-usual control group. Outcomes are measured at 4 timepoints including baseline. The primary outcome is parenting stress. We will also examine 
changes in parenting behaviors, whether treatment gains are maintained over time, and will conduct an exploratory analysis to examine results separately by gender. 
Secondary outcomes include symptoms of PTSD and depression, family functioning, and child psychosocial functioning.
Conclusion: Study findings will determine the efficacy of SAHP, an intervention developed for ease of use and implementation within the VA to improve parenting 
stress and parenting behaviors in veterans with elevated PTSD symptoms and parenting difficulties.

1. Introduction

A history of lifetime trauma exposure and its related psychological 
consequences, such as post-traumatic stress disorder (PTSD), are asso-
ciated with impairments in interpersonal relationship and family func-
tioning in adulthood, including dysfunction in the parent-child domain 
[1]. For example, increases in trauma symptoms are related to higher 
reports of stress resulting from parenting and the use of less effective 
parenting strategies (e.g., inconsistent discipline; [2–5]). There is evi-
dence that these parenting strategies are associated with broad negative 
consequences for children, ranging from poorer emotion regulation to 
various psychological disorders [3,6,7]. When parenting difficulties 
cross over into child maltreatment, they are associated with risk for 
intimate partner violence (IPV) exposure throughout the child’s lifespan 
[8]. Thus, ineffective parenting may be one pathway through which the 
intergenerational transmission of trauma symptoms occurs. Further, the 
association between PTSD and interpersonal functioning appears bidi-
rectional; increased trauma symptoms are related to increased 

impairment in interpersonal functioning, and, in turn, impairment in 
interpersonal functioning predicts increased trauma symptoms [9,10]. 
Therefore, timely intervention to address trauma-related impairments in 
parenting has the potential to improve mental health of parents, increase 
the psychological resilience of their children, and decrease rates of IPV.

The interplay between the consequences of trauma exposure and 
parenting difficulties is particularly relevant among U.S. military vet-
eran populations enrolled in Veterans Administration (VA) care. Post 9/ 
11 Veterans are likely to be living with dependents, with 43.8 % of 
Veterans in this cohort reporting that they are living with children [11]. 
In this population, PTSD and IPV are highly prevalent, and 
parenting-related difficulties associated with PTSD are well-documented 
[4,12,13]. Apart from a self-paced, online Parenting for Veterans course 
available at veterantraining.va.gov, there is currently no national 
resource within the VA for veterans seeking clinician assistance with 
parenting [14]. Further, the various trauma-focused psychotherapies 
offered within the VA for PTSD (e.g., Cognitive Processing Therapy; 
Prolonged Exposure; Eye Movement Desensitization and Reprocessing) 
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do not directly address parenting and family functioning. Recent data 
suggests that PTSD symptoms often persist following trauma-focused 
treatment [15], and that improvements in interpersonal functioning 
associated with decreases in PTSD symptoms are small in nature [10]. 
Although various parenting programs for service members have been 
developed in recent years, these programs are offered outside of the VA 
setting (e.g., on military bases), with a focus on very young children or 
the specific stressors of deployment [16,17]. Thus, parenting in-
terventions remain largely out of reach for veterans enrolled in VA care 
who struggle with the negative long-term consequences of trauma and 
PTSD on the parent-child relationship.

To address this treatment gap, our research team developed Strength 
at Home – Parents (SAHP), a trauma-informed group psychotherapy to 
improve parenting for veterans with children ages 3–12.SAHP was 
developed specifically to address the influence of trauma and PTSD on 
parenting and parent-child functioning in military and veteran pop-
ulations while also attending to overall family functioning difficulties 
and interpersonal conflict that frequently occur with PTSD symptoms. 
SAHP was adapted from two validated, trauma-informed, cognitive- 
behavioral, and highly disseminated family functioning and intimate 
partner violence prevention interventions: Strength at Home - Veterans 
and Strength at Home - Couples [18,19].

SAHP has three distinct theoretical underpinnings: 1) the Social In-
formation Processing model of trauma and IPV [20], which posits that 
trauma affects how information from the social environment is processes 
and used, 2) the Cognitive-Behavioral Interpersonal Theory of PTSD, 
which posits that behavioral avoidance, maladaptive cognitive pro-
cesses and emotional disturbances which are present in PTSD negatively 
impact the parent-child relationships [21,22], and 3) the Family 
Attachment Network model, which centralizes maladaptive attachment 
and unclear family roles as mechanisms through which PTSD impacts 
the family system [23].

SAHP is a manualized treatment that consists of eight group treat-
ment sessions in which veterans are exposed to a variety of psycho-
educational and cognitive behavioral skill-based content focused on 
improving parenting, attachment, emotion regulation, and family 
functioning behaviors, with an emphasis on the unique impact of trauma 
exposure and PTSD symptoms on these behaviors. Results from an open 
trial suggested that SAHP improved parenting behaviors and family 
functioning, reduced parenting stress, as decreased veteran PTSD and 
depressive symptoms [24]. Here we outline the protocol for a random-
ized controlled trial (RCT) comparing an 8-week course of telehealth, 
therapist delivered, SAHP to the self-paced, online Parenting for Vet-
erans course.

The specific aims of the RCT are twofold: 1) Examine the efficacy of 
the Strength at Home Parents intervention to improve parenting stress 
and parenting behaviors in comparison to a treatment as usual control 
condition. We will also examine whether treatment gains are main-
tained over time and will conduct an exploratory analysis to examine 
results separately by gender; 2) Examine the efficacy of SAHP compared 
with the treatment as usual control on changes in overall family func-
tioning, parenting stress index subscales, and parent and child mental 
health outcomes from baseline to post-treatment and at the follow-up 
time-points.

2. Methods

2.1. Design overview

This study is an individually randomized parallel two-group therapy 
trial. A total of 190 veterans will be randomized to either SAHP inter-
vention or the Parenting for Veterans control group. Both groups will 
complete one baseline assessment and three follow-up assessments 
spaced about eight weeks apart (T1 (baseline), T2 (post-treatment), T3 
(2-month follow-up), T4 (4-month follow-up)). Over approximately 26 
months, we aim to enroll 60 veterans in the control group and 130 

veterans to the SAHP treatment group that are stratified by gender. The 
primary purpose of the trial is to determine whether SAHP results in 
changes to our primary and secondary outcomes that cannot be better 
explained by the natural course of parenting behaviors in this popula-
tion or the standard of care. The control group will receive treatment-as- 
usual, which consists of a referral to the self-guided, online Parenting for 
Veterans course available at veterantraining.va.gov. In accordance with 
purpose-guided trial design [25], comparator guidance, and the stage of 
testing for this treatment; the control condition is a feasible, relevant, 
and realistic comparator that approximates real-world conditions, but is 
not expected to be highly formidable.

2.2. Study setting and population

Recruitment will occur within the VA Veterans Integrated Service 
Network (VISN) 17, a region that encompasses most VA clinics and 
hospitals and Texas. Participation will be fully virtual; the treatment will 
be delivered online through the VA’s secure telehealth platform, and all 
assessments will be completed via Qualtrics, a secure online survey 
platform.

2.3. Participant inclusion and exclusion criteria

Veterans are included if they meet the following criteria: 1) Current 
parent or caregiver to a child between the ages of 3 and 12 who resides 
with the participant or spends at least two days per week with the 
participant, 2) Elevated PTSD symptoms (PCL scores consistent with at 
least probable PTSD (PCL-5 >31 [26]), and 3) Parent-child functioning 
problems (any subscale ≥85th% on the Parenting Stress Index-Short 
Form [27]). This is intended to be a pragmatic trial with minimal 
exclusion criteria. The following criteria are intended to identify vet-
erans needing referrals or stabilization prior to enrolling: 1) Untreated 
and/or poorly managed psychosis or substance dependence as measured 
by the DSM-5 Cross Cutting Symptom Measure, and 2) Current suicide 
risk established by the suicide item from the DSM-5 Cross Cutting 
Symptom Measure and clinician follow-up. Participants who meet 
criteria for these will need to be engaged in mental health or substance 
care before they can enroll in the study. Engagement in non-study 
mental health care is only an inclusion criteria at the eligibility 
screening and is not continually assessed throughout the study. The 
following is the only exclusion criterion: 1) Major neurocognitive dis-
order likely to impact comprehension of material, including severe TBI 
(as defined as a score on the Ohio State Traumatic Brain Injury Identi-
fication Method ≥5 [28]). These exclusions were tested in our pilot trials 
which identified only one veteran with active, unmanaged substance use 
disorder.

2.4. Veteran screening and recruitment procedures

All procedures will be completed remotely. Recruitment will rely on 
a random pull of potential participants’ names and contact information 
from the VA Corporate data Warehouse records. Veterans included in 
the data pull must meet three criteria: 1) enrolled in VA VISN 17 
healthcare 2) at least two medical record documentations in the past 
year for the ICD10 code for PTSD and 3) have dependents. No other 
restrictions apply to the recruitment pull of potential participants. 
Eligible participants will receive a study invitation letter containing a 
QR code to a self-screen website. Potential participants who do not 
respond to the QR code will receive a phone call approximately ten days 
after the initiation letter was mailed. If they are interested and agree, 
veterans will complete brief-screening measures, followed by separately 
conducted informed consent and baseline assessments. Veterans 
completing the self-screen QR code will receive a phone call within 24 h 
of survey completion to facilitate next steps. Participants randomized to 
the SAHP condition will complete the treatment between the baseline 
and T2 assessment.

R. Pearson et al.                                                                                                                                                                                                                                Contemporary Clinical Trials Communications 41 (2024) 101363 

2 

http://veterantraining.va.gov


2.5. Randomization

Treatment allocation following consent to participate will use a 
randomly permuted block sequence with blocks of size 4, 6 or 8, in two 
sequences stratified by gender, with a chain length that is known only to 
the study statistician. To allow for reduced information in the treatment 
group owing to within-therapy-group correlation, and to increase the 
number of veterans who will have access to the new SAHP program, 
treatment allocation will be 2:1. This is accomplished within the blocks 
in the following way: an equal number of size 4 and size 8 blocks will be 
used; the size 4 blocks will be 2:2, while the size 8 blocks will be 6:2, so 
that the total will be 8:4 (i.e., 2:1). Size 6 blocks will be 4:2.

3. Study conditions

3.1. SAHP

SAHP is a manualized therapy delivered over eight treatment group 
sessions. Groups will include 5–8 veterans separated by gender. Groups 
are offered through secure VA telehealth technology. The groups are 2 h 
long and are facilitated by a licensed mental health provider (psychol-
ogist or social worker), or by a clinical psychology intern, psychiatry 
resident, or post-doctoral level provider under the supervision of a 
psychologist. SAHP is designed to address cognitive, emotional, and 
behavioral processes which impair both parent-child functioning and 
maintain trauma symptomatology. SAHP is explicitly trauma-informed, 
and content includes psychoeducation about the influence of trauma 
symptomatology on parent-child interactions, and behavioral exercises 
that aim to reduce trauma-related affective and behavioral avoidance of 
family interactions. Further, awareness and regulation of emotional 
responses for both parent and child are emphasized throughout the 
treatment. Each session includes didactic content, and in- and between- 
session behavioral exercises focused on positive parenting behaviors and 
improved attachment (for a detailed review of session content see 
Ref. [24]). Study therapists will complete a two-day training followed by 
co-facilitation of one SAHP treatment group with the treatment de-
velopers before providing the treatment on their own. To assess treat-
ment fidelity, 10 % of all sessions will be viewed and live rated for 
treatment fidelity by a subject matter expert. Veterans randomized to 
this condition will receive weekly reminders of scheduled group 
sessions.

3.2. Control condition

The control condition is a VA treatment-as-usual comparison, which 
is a referral to the self-guided, online Parenting for Veterans course [14], 
a free online course developed by VA experts for veterans and service 
members with information and strategies to improve their parenting 
skills. The course consists of a set of tip sheets and videos covering 
communication, emotions and behavior, discipline, stress management, 
and emotional and physical challenges. Veterans in this condition will 
receive weekly reminders to access the website and they will report on 
how often they accessed the course, which modules they viewed, and 
their satisfaction with the modules and the program overall at their 
follow-up assessment. There are no limits to when and for how long the 
control group participants can access the self-guided intervention.

3.3. Ancillary and post-trial care

Participants in both conditions will be allowed to start new and 
continue established non-study treatments during their study partici-
pation. No referral or counseling will be withheld during the study. If 
participants request referrals, or it becomes clear they may benefit from 
a referral, study staff will facilitate this process.

4. Assessment procedures and study measures

4.1. Participant timeline and plans to promote participant retention

We will leverage text messaging and email to improve retention. 
Veterans in the control condition will receive weekly reminders to access 
the Parenting for Veterans website and veterans in the SAHP treatment 
group will receive appointment reminders before each session. See Fig. 1
for more details on the participant timeline.

4.2. Exclusion/stabilization measures

DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult [29]. 
The DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult 
(DSM-5 CCSM Level 1) is a 23-item self-report measure used to assess 
mental health domains. Items are scored on a 5-point scale from “none” 
to “severe” The DSM-5 CCSM Level 1 is used to identify acute need for 
care related to psychosis, substance use, and suicide risk.

DSM-5 Level 2 Substance Use—Adult [29]. The DSM-5 Level 2 Sub-
stance Use—Adult (DSM-5 CCSM Level 2) is a 10-item self-report mea-
sure adapted from the NIDA-Modified ASSIST. This measure is used to 

Fig. 1. Study flow.
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follow up on positive responses on items 21 or 23 of the DSM-5 Level I 
Cross-Cutting questionnaire and asks how often during the past 2 weeks 
the respondent has used the drug. This measure is used to gather more 
information on substance use to determine the necessity of a clinician 
follow-up and referral.

Ohio State University Brief ABI Screen [30].The Ohio State University 
Brief ABI Screen (OSU ABI) is a 3-item structured interview used to 
screen for the history of Traumatic Brain Injury (TBI) or other Acquired 
Brain Injury (ABI) exposure.

4.3. Primary outcomes measures

Parenting Stress, Child Stress, and Total Stress. The Parenting Stress 
Index, 4th edition (PSI [31]) consists of 120 items, with answer options 
ranging from to “strongly agree” to “strongly disagree” on a 5-point 
scale. Scores are computed for parent-related stress, child-related 
stress, and total stress (the combined score of parent and child stress). 
The short form will be used for eligibility screening, and has 36 identical 
items forming the same scales. Items on each scale are summed with 
higher scores indicative of higher stress. Percentiles can be calculated 
for comparison to standardization samples with the cutoff generally 
being 84 % and below indicative of typical stress [32]. Any subscale 
score at or above the 85th percentile will indicate study eligibility.

Parenting behaviors. Parental discipline practices will be measured 
with the laxness and hostility subscales of the Parenting Scale (PS [33]). 
Scores are averaged with higher scores reflecting more dysfunctional 
parenting practices. Items are anchored by one effective and one inef-
fective discipline strategy rated on a 1 to 7 scale. The laxness scale is 
comprised of 11 items measuring permissive or inconsistent discipline. 
Continuous subscale scores are recorded at all timepoints as secondary 
outcomes. The subscale has adequate internal consistency and reliability 
and is strongly correlated with observational measures of dysfunctional 
discipline and child misbehavior [33].

4.4. Secondary outcomes

Family Functioning. The Systematic Clinical Outcome Routine Eval-
uation (SCORE-15 [34]) Index of Family Functioning and Change is a 
15-item scale that assesses self-reported family problems and includes 
subscales for family strengths, family difficulties, and family commu-
nication. Each item is rated on a 5-point scale, and the scores from all 
individual items are summed into a total family problem score.

PTSD Symptoms. The PTSD Checklist for DSM-5 (PCL-5 [35]) consists 
of 20 items, with item options ranging from 0 (“not at all”) to 4 
(“extremely”). Total scores (range 0–80) are computed, and higher 
scores are indicative of increased endorsement of trauma symptom-
atology. A score of 31 or above will indicate eligibility for the study [36].

Depression and suicidal ideation. We will use the QIDS [37]. The QIDS 
includes 16 items that capture the severity of nine depressive symptoms 
in the last seven days. Each item is rated on a 4-point scale (0–3); total 
scores range from 0 to 27, with higher scores indicating more severe 
depression. This measure is psychometrically strong [37].

Child psychosocial functioning. The Strengths and Difficulties Ques-
tionnaire (SDQ [38]) is a parent-report measure of child emotional 
symptoms, conduct problems, hyperactivity/inattention, peer relation-
ship problems, and prosocial behavior. The SDQ includes 25 questions 
divided into 5 subscales (emotional symptoms, conduct problems, 
hyperactivity/inattention, peer relationship problems, and prosocial 
behavior) with responses “Not True,” “Somewhat True,” or “Certainly 
True.” Different versions of the questionnaire will be used for 3 years, 
4–10 years, and 11–17 years of age. Scores can be used dimensionally 
and converge with diagnoses, and the measure is sensitive to change (A 
[39]).

Other covariates, demographic variables: Participants will report their 
sex, gender identity, race, age, ethnicity, marital status, employment, 
income, rural/urban locality, years of active military duty, as well as the 

age, sex and gender of the child of focus.

5. Data analysis

5.1. Power calculation

We consider power for Specific Aim 1 with the primary outcome at 
only one timepoint (T2) for purposes of designing our study. The fore-
going joint model for all timepoints will serve to increase power, so the 
analysis here is mildly conservative from the perspective of power and 
sample size. Considering the PSI-Total (PSI-T) score, and preliminary 
data from our single-arm study, we considered designs with ncont=45, 
60, and 75 control subjects; ni=5 subjects per treatment cluster (i.e., 
therapy group); 90 % power; and treatment effects ranging from − 6.3 to 
− 4.2 PSI-T points. Sample size was estimated using the R package 
cluster Power [Kleinman, K. https://cran.r-project.org/web/packages 
/clusterPower/index.html] with the method described in Ref. [40]. To 
detect effects as small as − 4.2 PSI-T points, with 60 subjects in the 
control arm, we estimate needing 26 treatment clusters at 5 sub-
jects/cluster for a total sample size of n = 60 + 5 × 26 = 190.

5.2. Statistical methods for missing data

Data will be analyzed using the intent-to-treat principle, which im-
plies that (a) participants will be assessed according to the treatment 
condition to which they have been assigned and whether they access 
that treatment or not; and, (b) so long as a participants completed at 
least one of T2, T3, or T4 assessments, they will be included in the 
longitudinal modeling. Because linear mixed effects models use full 
likelihood inference, analysis naturally accounts for missing data at any 
of T2, T3, or T4 timepoints under the missing-at-random assumption. 
For items missing at baseline, we will use single or multiple imputation, 
depending on how prevalent the missingness is, where single imputation 
is usually adequate with less than 5 % missingness [41]. For participants 
that are lost-to-follow up before T2 (i.e., who have no follow up data at 
all), we will conduct sensitivity analyses after assessing baseline differ-
ences between this group and the rest of the study sample.

5.3. Statistical methods for analyzing primary and secondary outcomes

We will develop descriptive analyses of the study sample, presenting 
data by treatment arm. For formal comparison of outcomes between 
treatment arms, we will use linear mixed effects models for continuous 
outcomes [42], as described below, and, for binary or count outcomes, 
generalized estimating equations with finite sample corrections to cor-
relation parameter estimates and bias-corrected sandwich variance es-
timates for treatment effects [43]. We will pre-specify (i.e., a priori) 
baseline variables for which we will adjust, and these will include: the 
baseline value of the outcome under consideration (e.g., PSI-Total), age, 
gender, and years of active military duty; such adjustment is not needed 
for study validity, but can improve statistical efficiency, considerably so 
when follow-up and baseline values are highly correlated, as is expected 
to be the case here.

Specific Aim 1. The primary outcome will be Parenting Stress Index - 
Total (PSI-T) score at T2 (which occurs 8–16 weeks after baseline). For 
these continuous outcomes, we will analyze the three timepoints (T2, 
T3, T4) together in a joint linear random (mixed) effects model with: a 
subject level random intercept and, for those in the SAHP arm, a cluster- 
level random intercept. We will allow for the random effect and residual 
variances to differ between arms. For binary outcomes, we will use an 
analogous approach, separately estimating the within-subject correla-
tion (i.e., across timepoints), and the between-subject within-cluster 
correlation parameters for the two arms both within- and between- 
timepoints (T2, T3, T4). By modeling time as a discrete factor and 
including treatment-by-time effects, these models will directly yield 
tests and quantification of treatment effects at each follow-up timepoint, 
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while the joint modeling will serve to increase statistical efficiency. The 
primary outcome from these models will be for PSI-T treatment efficacy 
at T2.

Secondary outcomes will include the laxness and overreactivity 
subscales of the Parenting Scale; these will be analyzed in a similar 
manner to the PSI-T. Additional secondary analyses will test for treat-
ment efficacy at T3 and T4. Should treatment gains be realized at T2, 
these secondary tests will quantify the degree to which gains are 
maintained at T3 and T4. Should treatment gains not have been realized 
at T2, these analyses will test whether such gains are realized at these 
later time points. Tests for treatment efficacy at each of T3 and T4 can be 
obtained from the same longitudinal modeling framework as that for T2.

Specific Aim 2. In Aim 2, we will examine the efficacy of SAHP 
compared with the no-treatment control on changes from baseline in 
overall family functioning, parenting stress index subscales, and parent 
and child mental health outcomes. Outcomes for this aim include the 
Total Family Problems Scale, the two subscales of the PSI, and the Total 
Difficulties Subscale of the Child Psychosocial Functioning Strengths 
and Difficulties Questionnaire. For each scale, analyses will proceed as 
for PSI-T in Aim 1; that is, we will use a mixed effects regression model 
for the combined outcomes at T2, T3, and T4, where the T2 outcome is 
considered to be primary. For each outcome model, we will adjust for 
age, gender, and the value of the measure at baseline (which generally 
increases power). Because there are four endpoints, we will correct for 
multiple comparisons using the procedure outlined by Ref. [44]. 
Follow-up analyses will then examine effects of each of the four mea-
sures at T3 and T4 timepoints to quantify the degree to which treatment 
gains are maintained over time. Further, exploratory analyses in Aim 2 
will test for evidence of the effect of the treatment on PTSD symptoms 
and depression at the primary (T2) or secondary (T3, T4) outcomes.

Additional analyses. Using gender indicator and interactions between 
gender, treatment condition, and time, we will conduct exploratory 
analyses testing for evidence of gender differences in the effect of the 
treatment at the primary (T2) or secondary (T3, T4) outcomes.

6. Discussion

Family functioning has been suggested as an untapped means for 
improving well-being and underlying psychopathology. This might be 
especially pertinent for veterans with PTSD, given the high base rate of 
trauma related symptomatology in this population and the well- 
documented adverse effects of trauma on family and social func-
tioning [1]. Parenting appears affected in those with PTSD, with re-
ported negative impacts on parenting behaviors, and overall 
parent-child functioning [2–5]. Despite these known associations, 
there is currently no validated clinician-delivered parenting interven-
tion available within the VA, thus, parenting interventions remain out of 
reach for most veterans.

Our team developed and pilot tested SAHP, a trauma-informed 
parenting intervention for veterans delivered within the VA. Currently 
available parenting interventions for service members were primarily 
developed for active duty military families and focus on deployment- 
related separation and stress [16,17]. SAHP addresses the unmet need 
for a scalable and accessible parenting intervention developed specif-
ically for veterans with trauma symptoms and related family functioning 
impairment. A recently completed open trial ([24] demonstrated that 
SAHP was both satisfactory and reduced parent-child dysfunction, and 
improved family dynamics and overall veteran mental health.

The study described above will test SAHP against a treatment-as- 
usual control group, which is a necessary step to establishing the in-
tervention’s efficacy. We considered alternative comparators to better 
test the effect of the intervention against a more “active” treatment; 
however, we were unable to find a realistic clinician-delivered 
comparator within the VA system, and, therefore, are referring veter-
ans in the control condition to the Parenting for Veterans course. We 
believe this research is in line with both congressional mandates for 

investing in family focused veteran care and a broader shift within the 
VA towards recovery- and resilience-based alternatives to traditional 
treatment options. One limitation of the current study is that outcomes 
are only assessed by veteran self-report. Collateral report by co-parents, 
other caregivers or teachers would add validity to the measures, and 
future studies can consider implementing behavioral observations of 
parent-child functioning. However, there are strict limitations on the 
study of minors within the VA system and other limitations to the study 
of non-veterans which makes this logistically challenging.

6.1. Conclusion

PTSD is a signature wound of war for post-9/11 veterans, a young 
cohort who are likely to be parenting young children. Given the docu-
mented negative effects of trauma symptoms on parenting behaviors, 
parent-child attachment, and child and veteran functioning, in-
terventions specifically addressing these challenges are essential. Re-
sults of this trial will advance our understanding of the efficacy of 
parenting interventions in trauma-exposed veterans, with the over-
arching goal of paving the way for an integrated and multi-faceted 
approach to the treatment of PTSD within the VA.
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