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BACKGROUND

Disruptive behavior disorders are strongly associated with greater 

exposure to potentially traumatic events (McLaughlin et al., 2013) and 

increased odds of comorbid posttraumatic stress disorder (PTSD; Nock et 

al., 2006; 2007). At the population level, approximately 15% of the 

individuals who meet diagnostic criteria for conduct disorder have a 

comorbid PTSD diagnosis (Afifi et al., 2011). Despite this, little is known 

about whether treatments for youth exposed to traumatic events can 

effectively reduce co-occurring disruptive behaviors such as aggression, 

oppositionality, rule-breaking, and destructive behavior. 

Prior reviews and meta-analyses of trauma-focused psychological 

treatments for children have generally not examined externalizing 

problems as an outcome. The current study replicated and expanded the 

results of a recent, comprehensive meta-analysis of psychological 

treatments for trauma-affected youth (Gutermann et al., 2016). We 

conducted an updated literature search and extracted data from articles to 

quantify the average effect size for various trauma-focused treatment 

types and modalities on co-occurring externalizing problems among 

trauma-affected youth. 
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CONCLUSIONS

These results suggest that trauma-focused treatments do not 

substantially reduce co-occurring behavior problems among 

trauma-affected youth. Given that most study samples did not 

have clinically-elevated externalizing problems, further research is 

needed to determine whether existing trauma-focused treatments 

can be adapted for youth with trauma-related symptoms and 

comorbid disruptive behaviors such as aggression. TF-CBT shows 

the most promise in this regard. Further, interventions combining 

essential practice elements for both trauma- and disruptive 

behavior-focused treatments may be warranted.

METHOD

Study Identification and Selection. Updated Gutermann and colleagues’ 

(2016) search for studies of treatments for child posttraumatic stress 

published between 2014 and 2019. Studies were included if they:

• evaluated a psychological treatment for posttraumatic stress in children 

and 

• reported descriptive statistics for both posttraumatic stress symptoms 

and externalizing problems at posttreatment. 

Data Extraction. Descriptive data used to calculate pretreatment, 

posttreatment, and follow-up effect sizes for both posttraumatic stress 

symptoms and externalizing problems. Additional data collected included:

• Methodological features (e.g., control group type, measures used, 

dropout rates), 

• Sample characteristics (e.g., mean age, proportion of females, 

proportion of non-Hispanic white youth, study country)

• Treatment-related factors (e.g., treatment setting, modality, dosage, 

and type).

• Risk of bias across studies was estimated with Rosenthal’s (1994) fail-

safe N, funnel plots using the trim-and-fill method (Duval & Tweedie, 

2000), and Egger’s test for funnel plot asymmetry.

Figure 1 displays a flow chart describing the study data collection.

Synthesis of Results. Meta-analyses were conducted using Meta-

Essentials 1.5 (Suurmond et al., 2017). Controlled effect sizes were 

calculated by comparing the pre-post effect sizes between treatment and 

control conditions (i.e., waitlist, active controls, treatment as usual). 

RESULTS

Figure 2 displays a forest plot of all controlled effect sizes, grouped by treatment type. The average controlled effect of all treatments 

was weak, but significant (g = -0.15, 95% CI [-0.26, -0.04], k = 32, n = 3,531), with low heterogeneity (q = 54.28, I2 = 42.89%). 

Substantial risk of publication bias in this effect was not evident according to Egger’s test.  

Differences approaching significance were found for studies comparing treatments to different control group types (i.e., waitlist vs 

treatment as usual vs active control; Qbetween = 5.32, df =2, p = .070). Differences in the number of sessions between the treatment 

and control groups (i.e., dosage) did moderate effects (β = -.50, p = .016). Other moderator and subgroup analyses did not reveal 

significant effects for most factors related to study methodology, sample characteristics, or treatment-related factors.

Although no significant differences were found across controlled effects of TF-CBT, other CBT, and non-CBT, further examination of the 

individual effects of these groups revealed that TF-CBT had small but significant controlled effects (g = -0.37, 95% CI [-0.64, -0.11], k = 

10), whereas near-zero effects were observed for both other types of CBT (g = -0.08, 95% CI [-0.17, -0.00], k = 15) and non-CBT (g = -

0.17, 95% CI [-0.52, 0.17], k = 6).
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