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Abstract

Pregnant and parenting adolescents often experience high rates of intimate partner violence (IPV) 

and its sequelae posttraumatic stress disorder (PTSD) and depression. Narrative Exposure Therapy 

(NET) is an innovative intervention that has demonstrated strong preliminary evidence in 

improving mental health. The specific aims of this article are threefold: a) provide a brief 

background about IPV-related PTSD and depression among pregnant and parenting adolescents, b) 

describe NET’s theoretical principals, its therapeutic process, and provide review of existing 

evidence and c) to discuss NET as a potential treatment to address that mental health burden 

among adolescents experiencing IPV-related PTSD and depression.
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Adolescent parents of both genders and pregnant adolescents experience high rates of 

intimate partner violence (IPV).1,2 Despite this, there are a paucity of evidence-based, 

developmentally appropriate interventions to treat subsequent posttraumatic stress disorder 

(PTSD) and depression. Narrative Exposure Therapy (NET) is an innovative, individual, 

therapeutic intervention that has demonstrated strong preliminary evidence in improving 

mental health outcomes in people experiencing multiple traumas, particularly war, torture 

and mass disasters. Specifically, researchers and clinicians developed NET for their clients 

facing crisis and unstable situations, such as persistent war and conflict resultant trauma.3 

While it has been modified and tested in children and adolescents,4–8 to date, we found no 

published studies testing NET’s impact on adolescents experiencing IPV-related PTSD. 

Therefore, the purpose of this paper is to propose utilizing NET with a new population, 

parenting adolescents (male and female) and pregnant adolescents (herein referred to as 

pregnant or parenting adolescents) who experience IPV-related PTSD and depression. While 

IPV-involved adolescents experience depression and PTSD, many of these youth have 

lifetime trauma histories, which also result in a lasting mental health burden. Yet, these 

diagnoses remain unidentified, untreated, and burdensome, often leading to additional 

violence experiences and the intergenerational transmission of violence. The specific aims of 

this article are to: a) provide a brief background about IPV-related PTSD and depression 

among adolescents, particularly those parenting and pregnant; b) describe NET’s theoretical 

principals, its therapeutic process, and provide review of existing evidence and c) to discuss 

NET as a potential community-based treatment to address the mental health burden 

associated with IPV.

Background

IPV among adolescents

Rates of IPV are unacceptably high among both male and female adolescents; 10% of 

adolescents report being purposefully hit, slapped, or physically hurt by a partner in the past 

12 months9 and almost 3% have experienced a serious form of IPV in their lifetime.10 

Intimate partner violence is defined as physical, sexual, or psychological/emotional violence 

(including stalking) within a current or former dating relationship, face-to-face and/or 

electronically.11 Experiencing IPV in adolescents is often the start of the cycle of violence; 

7% of adolescents will experience persistent IPV victimization in young adulthood.12 

Adolescent IPV is bilateral, often with females reporting higher rates of violence 

perpetration.2,13,14

PTSD and depression are the most common mental health co-morbidities related to 

adolescent IPV.10,15 PTSD is classified anxiety disorder lasting at least four weeks, based on 

the Diagnositc Statistical Manual (Version Four) (DSM-IV).16 Children and adolescents can 

develop PTSD following exposure to a traumatic event such as interpersonal violence and 

sexual abuse. PSDT describes the clustering of symptoms after the event including re-

experiencing the trauma, avoidance behaviors, and excessive arousal.16 PTSD is also 

associated with significant academic and social impairments.17 Depression is classified by 

depressed mood or loss of interest or pleasure present over the same two weeks.18 
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Depression in adolescents has been linked to poor functioning, lifetime depressive episodes, 

suicide behavior, poor physical health and engagement in risk behavior.19

An adolescent reporting IPV is 3.6 times more likely to experience PTSD and 3.7 times 

more likely to experience a major depressive episode than a peer reporting no IPV and 

cumulative IPV exposure increases these risks.10,20 Furthermore, adolescents suffering from 

PTSD symptoms have an increased risk of IPV revictimization and injury severity.21,22 

Many statistics of IPV are among those accessing shelter or other services; still among a 

community sample of young women who have experienced IPV, over half of them met 

criteria for PTSD (57%) or depression (56%).23

Pregnancy and adolescent IPV

Adolescents experiencing either past or current physical abuse were almost 3–6 more likely 

to become pregnant.24,25 Among pregnant adolescents, IPV prevalence rates range from 1–

38%; consistently higher than in their adult counterparts.26–31

The consequences of prenatal violence are serious. Adolescents exposed to prenatal 

violence, including IPV, are at higher risk for poor birth outcomes including preterm births, 

second trimester bleeding, and low birth weight babies.31,32 Furthermore, pregnant 

adolescents experiencing IPV are at a much greater risk for PTSD, depression, and suicidal 

thinking than their non-pregnant peers or their pregnant peers not experiencing violence.33,34

Parenting adolescents and IPV

Among adolescent parenting couples, 44% (69 of 158) reported IPV.35 Parenting adolescents 

often experience a rise in violence severity with a prevalence of 40% in the 3rd postpartum 

month increasing to 62% by the 2nd year.36 Adolescent mothers experiencing IPV are at a 

much higher risk for PTSD and depression than their nonparenting counterparts.37–39 Rates 

of positive screens for postpartum depression nearly doubled for those experiencing recent 

IPV in a sample of predominantly young, urban mothers.37 The effects of adolescent IPV on 

continued abuse and mental health are long-lasting. Adolescent mothers who report IPV are 

more likely to have continued IPV exposure through adulthood and concomitant 

depression.40 Among young adult mothers (ages 18–21), IPV was signficantly associated 

with depression and anxiety.41

Effect of IPV exposure on children

IPV during pregnancy and during the post-partum period contributes to the intergenerational 

cycle of violence, as children exposed to adult IPV are at increased risk for experiencing 

IPV, engaging in behavior risks and poor mental health, including PTSD.42–45 Among 

adolescent parents, IPV was related to poor infant temperament and lower parenting 

competence, mediated by depression.46 Children of parents experiencing violence are at risk 

for relational PTSD, which predicts that a child’s response to trauma is heightened because 

the parents’ responses are not well regulated.47 Nearly half of the infants that have been 

exposed to parental IPV in their first year experienced at least one trauma symptom as 

reported by their mother.48 Infants whose mothers’ experienced physical IPV reported their 

infants to have poorer health then their peers.49 Adolescent mothers who have experienced 
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IPV have a decreased level of parental engagement and more likely to endorse corporal 

punishment and harsh intrusive parenting and less likely to exhibit sensitive supportive 

parenting.39,50 Witnessing parent experiences of IPV is associated with neglect and the 

impact extends throughout the lifespan of the child increasing risk for mental health issues 

and risk behaviors, including substance abuse.51

IPV and socioeconomic risk factors among pregnant and parenting youth

Notably, the risk of IPV-related PTSD and depression increases for young pregnant or 

parenting youth from urban, low-resourced neighborhoods52,53 and those who experience 

childhood family violence, disorder, and traumatic stressors.22,54 A recent study of low-

income pregnant Latinas; reports of physical violence were 44%.2 Another study of low-

income adolescents demonstrated that of those reporting violence (16%), almost 60% 

reported severe violence and were significantly more likely to report multiple episodes of 

violence.32,55 Intraparental violence and having peers in violent dating relationships 

increases the odds that adolescents will engage in IPV.56 However, all adolescents who 

experience lifetime trauma, including IPV, will not develop PTSD or depression. Factors that 

predict vulnerability to PTSD include social-ecological factors such as poverty, lack of 

family support, and family distress.53 Homeless youth report low levels of connectedness 

(low to average), high rates of emotional trauma (74%), physical abuse (70%), and sexual 

abuse (55%) increasing their susceptibility to PTSD and depression.57 Furthermore, multiple 

traumas can have a cumulative effect on PTSD severity.3,58 Many adolescents who have 

been victimized in dating relationship have experienced multiple traumas, life stressors, and 

other types of victimization.10,59

Gaps in adolescent IPV research

Research in adolescent IPV has focused predominantly in two areas. First, researchers have 

been successful in identifying social determinants related to risk of experiencing IPV and 

determining it’s physical and mental health consequences, including depression, suicidal 

ideation, and substance use.58,60 Second, intervention research has focused on testing 

primary prevention strategies, including effective interventions such as Safe Dates61 and 

Start Strong.62

Despite making strides in primary prevention, evidence-based interventions for adolescents 

experiencing IPV and its mental health correlates are very limited. Little evidence exists to 

support effective treatment for adolescents who have already experienced IPV and related 

mental health outcomes. The majority of literature on the topic of adolescent IPV and mental 

health interventions is focused on treatment of children who have witnessed parental 

IPV.63,64 Furthermore, existing interventions for adolescents experiencing IPV, target only 

the disruption of IPV rather than providing treatments for mental health issues related to 

trauma experience. Cunningham and colleagues (2013) report that a brief motivational 

interview with adolescents in an emergency department can significantly decrease the 

severity of dating violence one-year post intervention. However, data were not collected on 

mental health symptoms at the time of the intervention or at the follow-ups. There is 

considerably more evidence for treatment for postpartum depression not related to trauma.65 
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Yet still, there is a lack of effective interventions that target treatment for postpartum 

depression among adolescents.54

Narrative Exposure Therapy (NET)- Innovative Ideas to Treat PTSD

NET: Theoretical principles

Stress predominantly activates the two body systems that target the brain: 1) the 

hippocampus (responsible for memory) and the hypothalamic-pituitary-adrenal (HPA) axis 

(regulates cortisol) and the 2) amygdala (develops and processes emotions).3 Characterized 

as a disorder of hyperbolic defensive physiological arousal, PTSD sensitizes individuals to 

subsequent stress and prolongs extreme emotional dispensation across several physiological 

spheres.66,67 Specifically, studies relate PTSD and trauma to differences in norepinephrine, 

dopamine, emotional regulation, which are all activated by stress.68 Excessive and prolonged 

activation of the stress system as with individuals that suffer from PTSD, however, might 

lead to enduring psychopathology and physical complications.69 Particularly affected in 

PTSD are the HPA axis where persistent, invasive memories and impaired memory retrieval 

develops.3 The cognitive processing model postulates that PTSD results from a fragmented 

narrative maintained through distorted and detached autobiographic memory of trauma.3,70 

The emotional processing theory of PTSD postulates that the repeated assault impairs the 

amygdala responsible for emotional regulation.3 As a result, emotional and autobiographic 

memory become fragmented and leads to impaired functioning, hyperarousal, dissociation, 

flashbacks, avoidance and depression.

Adolescents are more vulnerable to trauma than adults due to their malleable endocrine 

systems during puberty; the HPA axis influences the gonadal, growth hormone, and thyroid 

axis. Trauma during adolescence could have irreversible effects on growth and development, 

particularly brain.69 Ongoing exposure to traumatic events is also associated with more 

severe and chronic PTSD and increased morbidity rates like depression.71–74

Individuals with PTSD exist in a state of hyperarousal as evidenced by sleep difficulties, 

hypervigilence, and startle response.75 In a study using magnetoencepholagraphy, Adenauer 

and colleagues (2010) demonstrated that patients with PTSD had a biphasic response to 

adverse pictures not present in neutral pictures. They hypothesized that the early prefrontal 

increased cortex response represents the enhanced alarm response and the secondary 

decreased activation of the parieto-occipital areas represented the emotional disengagement 

common in PTSD patients.76

A particularly promising intervention to treat PTSD and depression related to experiencing 

multiple traumas is NET,3,77,78 which is an exposure therapy emphasizing the importance of 

documentation of past trauma endured as told by the client to a therapist.77 NET is rooted in 

Cognitive Based Therapy (CBT) and Testimony Therapy.3 Specifically, NET aims to 

reconstruct memories and associated emotional regulation, including traumatic events, by 

providing meaningful linkages and sensory integration. The reconstruction of these 

memories in the safety of a therapeutic relationship is theorized to treat depressive and 

PTSD symptoms.3 While trauma-focused CBT has the strongest evidence base for treatment 

of adolescents with PTSD,79,80 the integration of Testimony Therapy provides symptomatic 
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relief from PTSD through a therapeutic narration and documentation of trauma 

experiences.81

NET, following CBT principals, aims to change behavior and affect by addressing 

dysfunctional thinking through the reconstruction of the autobiographical memory.3 

Specifically, it seeks to reduce PTSD by reconstructing how the person thinks about and 

reacts to the trauma and trauma cues. NET is based on the cognitive processing model, 

therefore the therapist guides the client to correct the fragmented narrative maintained 

through distorted and detached autobiographic memory of trauma.3,70 It is also based on 

emotional processing theory and maintains that repeated exposure would habituate 

emotional responses thereby decreasing PTSD.82 NET takes a relatively new treatment focus 

on the patients’ lifetime, as it was developed to reduce the symptoms of PTSD caused by 

multiple traumas.3 Individual therapy sessions allow the client to review all the significant 

positive and negative events in their life and slow down for active exposure during the most 

pressing traumatic memories. The therapist assists the patient in integrating fragmented 

memories into a coherent, contextualized autobiography in concordance with an adaptive 

emotional response.3

Only one study to date has examined biomedical or neurological mechanisms by which NET 

is effective. Adenauer and colleagues (2011) examined brain activity directed towards 

adverse stimuli examining neurophysiological indicators of attention using 

magnetoencephlographic technology measuring steady state visual-evoked fields (ssVEF) 

before and after completion of NET therapy. Only in the NET group, parietal and occipital 

activity towards threatening pictures increased significantly after therapy. This response 

represents a reassessment of current danger thereby reducing PTSD symptoms.83 

Participants in the NET group had a corresponding decrease in PTSD and depression 

symptoms.

The NET Therapeutic Process

NET is a standardized and manualized treatment.3 All of the studies referenced the 

standardized manual or KidNET (based on the manual). (see table 1). KidNET the NET 

modified for children to include multiple illustrative strategies, including drawings and role-

play and a focus on future appeared to be the only significant modification of the manual. 

However, some successful NET modifications included adding particular psychological 

modalities including biofeedback, which alone did not significantly reduce PTSD 

symptoms),84 or grief session.7

Fidelity measures included observing sessions live, video taped or checking session 

transcripts for NET components (e.g. trauma focus, data richness) as detailed in the 

manual.4,8,83,85–88. One study used a therapist self-report measure of main NET ingredients 

(e.g. psychoeducation, lifeline exercise, and prolonged exposure to traumatic memories.89 

However, the fidelity measures used in the studies have not been published yet.

NET is a short-term treatment; typically NET has been completed in 8–12 sessions.3 

However, one modification made by researchers has been to decrease the session numbers 

(3–6 sessions).7,86,88,90,91 The shortened sessions has been supported by the documentation 
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of Initial relief has been documented within 3 sessions of NET3 and effectiveness in 

shortened studies. For example, a study examining a brief modification of NET (3 sessions) 

determined increase of well-being and symptoms reduction in a sample of Iraqi refugees.90 

Notably, the authors attributed the therapy’s modest effect as compared to other studies to 

the short-term therapy. However in the original NET, the therapist determines the number of 

sessions based on the severity and number of traumatic events.3 Additionally, participant age 

may impact the number of sessions needed. KidNET, developed for adolescents and 

children, is conducted within 4–10 sessions.92 Most frequently, KidNET has been tested 

with 4–6 sessions.4,5,7 NET Sessions were developed to typically last 90–120 minutes, 

supported by studies examined.3

NET was developed and has been tested predominantly with intervention delivered by 

clinical psychologists or master-level clinicians with expertise in NET and PTSD.6,83,84,87,88 

Other studies indicated doctoral or psychology students delivered the intervention6,90,91 or 

expert clinicians or mental health professionals5,7,85,87,89 but did not detail level of 

education or training. However, to improve access to transient populations, implementation 

studies have been conducted with NET using trained lay counselors.4,8,86 Lay counselors 

completed advanced training over 6–8 weeks that included basic counseling, diagnostic 

testing and NET. The trainings were lead by expert NET and trauma therapists. Three 

studies supported evidence that these trained lay therapists were able to administer effective 

treatment with intense training4,8,86 demonstrating that a clinical psychotherapist is not 

necessary to provide effective treatment. The efficacy of NET delivered by trained local 

counselors was supported in populations of children experiencing PTSD as well.4 This 

supports the fact that NET is amenable and sustainable to IPV-involved adolescents in 

community agencies with mental health staff that are well trained and supervised. 

Adolescents in community agencies have developed a relationship with the counselors there 

and may be more likely to share such intimate details of painful experiences; thereby 

increasing the opportunities for follow through with the therapy until completion. 

Developing the trust in the therapist/client relationship is an important component for the 

successful implementation of NET.93

Treatment participation is a critical component to effectiveness of NET. The majority of 

studies documented high therapy completion rates from 88%–100%. Frequent reasons for 

not completing therapy were unrelated to therapy effects, but rather deportation or asylum 

procedural difficulties or requiring inpatient hospitalization.83,85 Treatment adherence is one 

critical measurement of both client acceptance and treatment fidelity.94 Evidence of high 

rates of treatment completion is a promising feature for an intervention aimed at a 

population notorious for low rates of treatment adherence associated with increased 

morbidity and medical complications.95

NET: The evidence

The unique results of NET on PTSD and/or additional mental health conditions have been 

published in 14 papers (see table 1). The majority of studies (N=9) were randomized 

controlled trials (RCTs) and the remaining studies were quasi-experimental (no control), 

pilots or feasibility studies (N=5). (see table 1)
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Sample sizes were generally small ranging from 1891 to 858 not including pilot or feasibility 

study sample sizes. However, one study had a sample size of 277.86 Trauma affected all 

participants, which included refugees and asylum seekers,6,83,84,86,89,90 political detainees 

and torture and genocide survivors,85,89,91 survivors of mass disasters and war,4,5,7,85,88 and 

child soldiers.8 All participants met criteria for PTSD. Samples included children,4–6,8, 

adolescents and young adults,6–8,83 and adults.83–91 Samples also included participants years 

removed from the trauma. Bichescu and colleagues (2007) demonstrated NET’s efficacy in 

decreasing PTSD and depression symptoms in political detainees whose traumatic events 

included political detention and tortured that occurred over 40 years ago.91 The effect size of 

5 sessions of NET on PTSD symptoms was 3.15 and on depression symptoms was .97, both 

significantly larger as compared to effect sizes of one session of psychoeducation.

Settings—Most of the trials were set in the psychiatric outpatient clinics or government 

services targeting refugees6,83–85,87,89,91 or refugee or resettlement camps or sites of recent 

war, violence or mass disaster.4,5,7,8,86,88 Only one study was set in the United States.90 

Hijazi and colleagues (2014) recruited at community agencies providing comprehensive 

services for refugees. However, intensive therapy was not included in such services. 

Treatment sessions were conducted at the clients preferred site (e.g home, church or 

community center).

Children and adolescents—Published studies have examined the effect of NET on 

mental outcomes in children and adolescents (N=5).4–8 The majority of the studies that 

included children have used KIDNET, a modified version of NET that includes the use of 

illustrative materials including drawings and role-play to help the children reconstruct the 

memories. Additionally, the therapist extends the narration beyond the present to discuss 

future hopes and aspirations.5 Studies have supported positive outcomes in children and 

adolescents as well.4–8 In studies conducting NET in children and adolescents, NET has 

demonstrated 67% and 83% remission of PTSD symptoms4–6. In a study of orphans ages 

14–28 (N=26), NET was compared to interpersonal psychotherapy. Six months after their 

intervention, only 25% of the group receiving NET fulfilled PTSD criteria but 71% of those 

receiving IPT met criteria.7 Ertl and colleagues (2011) demonstrated that NET was more 

effective in treating PTSD symptoms as compared to academic catch-up intervention in 

former children soldiers (ages 12–25).

Strengths of the studies—As a group, one of the predominant of the studies’ strengths 

is that NET as been used in multiple countries and diverse cultures. Therapists and 

participants have not always spoken the same language and multiple studies have been 

effective in their use of interpreters.6,7,85,89 However, interventions that trained local 

therapists have also demonstrated positive outcomes.4,8,86

Studies have also compared NET with other therapies, and generally NET has shown greater 

efficacy in refugee and political prisoner populations than comparable therapeutic treatments 

of supportive, trauma counseling86, psychoeducation91 or group interpersonal training7 in 

decreasing posttraumatic symptoms and depression scores. Furthermore, tortured victims of 

war receiving NET had significantly greater reduction in PTSD severity scored as compared 

to their peers treated with stress inoculation treatment (SIT) (effect sizes: NET: d=1.42 vs 
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SIT d=.12).85 In studies including children and adolescents, NET has also shown superiority 

to other treatment therapies. In children experiencing PTSD, NET has also demonstrated a 

significant group difference in PTSD severity as compared to an intervention of academic 

catch-up and supportive counseling for a group of former child soldiers.8 NET had 

significant larger effects sizes when compared to group interpersonal therapy for children 

ages 12–25.7 However, in another comparison study in children with PTSD after a mass 

disaster, both treatments (NET and a mediation-relaxation protocol) demonstrated a decrease 

in PTSD symptoms and improved functioning; however the differences between the groups 

were not significant.4

Weakness of studies—Some general study weaknesses emerge from the literature. As 

discussed, the publications did not detail study fidelity or treatment competence measures. 

The study samples were also small, with the expectation of Neuner and colleagues (2008) in 

a refugee settlement (N=277). Therefore larger scale trials are needed.

Three reviews of published and unpublished research has shown that NET is a promising 

treatment for PTSD and depression, even in insecure settings.77,78,96 NET has shown an 

average moderate to strong effect size (approximate .40–.65) in treating PTSD in vulnerable 

populations of refugees.96 Furthermore, Robjant and Fazel’s (2010) systematic review of the 

literature found NET effective in low-income and middle-resourced (Cohen’s d= 1.29–3.15 

at follow-up) (11 RCTs) as well as high resourced areas, transferability across cultures, in 

children and adolescents (6 RCTs), and in continued volatile situations.77 This supports the 

potential for NET to be effective in community health agencies that provide social services 

to residentially unstable adolescents.

Critics of NET may suggest the danger of asking participants to retell their experience will 

increase stress and chances of or re-experiencing the trauma97. However, the psychotherapy 

modalities that involve exposure of the patient to trauma-related cues in a safe environment 

to decrease PTSD symptoms have the most empirical support.98 Therefore, NET, relies on 

the retelling of one’s narrative in coherent autobiographic memory, as guided by a trained 

therapist.97 This method of reflection is in congruent with evidence-based treatment of 

PTSD as determined by the National Institutes of Health and Care Excellence (NICE).99

It is recommended that the effectiveness of NET be examined being in larger scale 

randomized controlled studies.77,78 Furthermore, NET is being tested in additional 

populations experiencing PTSD and NET’s impact on other mental health disorders and 

behaviors,93 including patients with borderline personality disorders87 and chronic pain 

related to PTSD.84 It has currently not been tested in either IPV-related PTSD or specifically 

in pregnant or parenting adolescents or adults.

The Proposed Model: NET for IVP-related PTSD pregnant and parenting 

teens

Because IPV can cause or exacerbate mental health symptoms, and mental health burden is 

linked to increased risk for IPV, particularly in pregnant and parenting adolescents, we 

suggest that NET is a potential, innovative intervention to address adolescents’ comorbid 
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issues, thus reducing morbidity and mortality. This notion is based on the current evidence 

presented supporting the following NET characteristics: 1) effectiveness of NET for 

adolescents in decreasing PTSD symptoms and depression, in low-resourced and unstable 

communities and 2) NET is amenable to training community agency staff familiar with the 

adolescents and unique issues they face. This is hypothesized to improve treatment 

adherence and consequently effectiveness since building strong relationships between 

adolescent and therapist has been demonstrated to increase treatment adherence.95 

Therefore, future research to test this model has been proposed in community-based 

agencies and with their dedicated staff, trained and supervised by experts in trauma and 

NET.

Conclusion

This paper’s objective was to provide an overview of adolescent IPV and mental health, and 

explore the potential benefits of offering NET, a suitable evidence-based treatment, to 

pregnant and parenting adolescents exposed to IPV in partnership with community-based 

agencies. To best meet the needs of adolescents, they must be at the table for the design, 

implementation and testing of interventions to target their health and wellness.100,101 

Community-based participatory research (CBPR) methodology, which has been used with 

vulnerable populations, is an excellent vehicle to explore the potential of NET with IPV-

involved adolescents; in a community setting, with providers they trust. CBPR is a 

methodology and approach to research which draws on the intervention target as an expert in 

his or her life and that expertise lends itself to all aspects of intervention testing.100,101 The 

intervention target, in this case – adolescents – are considered equal partners in all stages of 

the intervention development, with feedback loops and constant monitoring of the 

therapeutic process for benefits and unintended consequences. It is possible that researchers 

shy away from testing novel interventions with this population to institutional review board 

and human subject concerns regarding vulnerability. Adolescents are considered children 

under the federal research regulations and because clients of this intervention would also 

likely be victims of abuse and from lower socioeconomic life courses, they are even more 

vulnerable. However, with careful planning and interdisciplinary teams that include 

community-engaged experts who work with adolescents, and the teens themselves, it is 

possible. The statutory processes designed to protect youth should not be barriers to helping 

them overcome their adversities with evidence-based interventions

The time is now to move away from prevalence studies and begin to examine how to treat 

these youth to recover from their lived experiences so that they might continue to live lives 

that are healthy and begin new trajectories for their children: violence-free.
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Figure 1. 
NET for IVP-related PTSD pregnant and parenting teens
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