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Abstract 

Background:  There is a paucity of evidence about effective implementation strategies to increase treatment 
response and prevent drop-out among children receiving evidence-based treatment. This study examines patient, 
therapist, and implementation factors and their association to nonresponse and drop-out among youth receiving 
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT).

Methods:  Youth (n = 1240) aged 6–18 (M = 14.6) received TF-CBT delivered by 382 TF-CBT therapists at 66 clinics. 
Odds ratio analyses were used to investigate whether pretreatment child (age, gender, number of trauma experi‑
ences, post-traumatic stress symptoms (PTSS), therapist (education), and implementation strategy factors (high-low, 
low-low, low–high intensity therapist and leadership training respectively) or tele-mental health training during the 
Covid-19 pandemic are associated with nonresponse (above clinical PTSS level post-treatment) and drop-out (thera‑
pist-defined early termination). Fidelity checks were conducted to ensure that TF-CBT was used consistently.

Results:  One fourth of the children (24.4%) were nonresponders and 13.3 percent dropped out. Exposure to three or 
more traumatic experiences were related to nonresponse and drop-out. Higher baseline PTSS was related to a higher 
probability of nonresponse. There was no effect of therapist education or child gender on nonresponse and drop-out, 
whereas children over 15 years had a higher likelihood of both. After controlling for baseline PTSS, the effect of age 
on nonresponse was no longer significant. Drop-out was related to fewer sessions, and most dropped out during the 
first two phases of TF-CBT. Fidelity was high throughout the different implementation phases. High-intensity therapist 
training was related to a lower probability of both nonresponse and drop-out, whereas low therapist and leadership 
training were related to a higher likelihood of both. Multivariate analysis revealed higher child age and higher PTSS 
baseline scores as significant predictors of nonresponse, and number of trauma experiences (> = 3) at baseline as the 
only predictor of drop-out.

Conclusions:  High-intensity therapist training seem key to prevent patient nonresponse and drop-out. Leadership 
training might positively affect both, although not enough to compensate for less intensive therapist training. More 
complex cases (higher PTSS and exposure to more traumas) predict nonresponse and drop-out respectively, which 
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Introduction
Despite the effectiveness of a variety of Evidence-Based 
Practices (EBPs) for mental health problems among chil-
dren and adolescents [8, 61], there is a concern that some 
children drop out from treatment or do not respond suf-
ficiently, with the likely consequence that their problems 
will worsen or become chronic. Trauma is a critical factor 
for mental health problems, and research has shown that 
exposure to childhood trauma is accountable for approxi-
mately 45 percent of all childhood-onset disorders [25, 
55] and approximately one third of all onsets of mental 
health disorders across the globe [25, 34, 39]. Approxi-
mately 16 percent of those exposed to childhood trauma 
develop post-traumatic stress disorder (PTSD) [4] and 
even more experience subclinical levels of post-traumatic 
stress symptoms (PTSS). Despite the proven effectiveness 
of trauma focused EBPs for PTSS as compared to therapy 
as usual among youth [36, 38], review and meta-analytic 
studies find nonresponse rates up to 50 percent [33] and 
an average drop-out rate of 11.7 percent across treatment 
methods [52].

Trauma-Focused Cognitive Behavioral Therapy (TF-
CBT) is considered the treatment of choice for youth 
who have developed elevated PTSS [29, 42]. Nonethe-
less, a substantial portion of the patients receiving TF-
CBT are treatment non-responders. In a study from 
Norwegian child and adolescent mental health services, 
18.2 percent fulfilled the diagnostic criteria for PTSD 
following treatment with TF-CBT (36.1% in the therapy 
as usual condition) [31]. Previous research has inves-
tigated individual and setting barriers related to nonre-
sponse in TF-CBT and identified female gender [35] and 
higher pretreatment PTSS [35] as significant predictors 
of nonresponse. One study found an association between 
greater response from TF-CBT and higher treatment 
fidelity [5]. These studies imply that both child-related 
factors and treatment-related factors are related to treat-
ment success.

Another challenge for treatment uptake is premature 
drop-out. A meta-analysis including 40 studies address-
ing drop-out from EBPs for PTSD in children and ado-
lescents found an average drop-out rate of 11.2 percent 
for TF-CBT; similar to the rates for non-trauma treat-
ments and wait-list conditions [52]. Yet individual stud-
ies find a range in drop-out level from 11 [11] to 27 [30, 
66] percent, which might be explained by the variation 

in how drop-out has been defined in the various studies, 
i.e., completion of fewer than a certain number of therapy 
sessions (dose definition) [11, 12, 17, 19, 30, 31, 66], or 
based on clinical judgment (e.g., [44]).

Several studies have aimed to identify predictors of 
drop-out. In one meta-analysis, neither type of trauma 
(single versus multiple), type of EBT for PTSD, or num-
ber of treatment sessions had any significant impact on 
drop-out [52]. On the other hand, individual studies on 
TF-CBT have found that older age and being exposed to 
a higher number of different traumatic events [31], higher 
caregiver-rated pretreatment symptoms [59], being in 
foster-care [66], in-session child and caregiver avoidance 
[66], and therapeutic relationship problems [44, 66] are 
related to drop-out. Therefore, focus on both individual 
and system-level factors are warranted to broaden our 
understanding about drop-out.

An area of research that so far has been neglected is 
the relationship between nonresponse and drop-out, 
and implementation strategies, that is”methods or tech-
niques used to enhance the adoption, implementation, 
and sustainability of a clinical program or practice” [15]. 
Implementation research has taught us that the suc-
cess of EBP implementation depends not only on what 
is being implemented, but also how it is implemented, 
hence knowledge on the effect of different implementa-
tion strategies on patient outcomes might inform evi-
dence-supported implementation strategies to increase 
treatment uptake and prevent drop-out. A synthesis 
of the implementation literature identified 73 different 
implementation strategies, of whom training and con-
sultations are among the most common [46]. Yet, little is 
known about the association between training and con-
sultation dosage and nonresponse and drop-out. Also, 
to be able to develop preventive strategies to minimize 
drop-out, there is a need to understand when in the 
therapeutic process drop-out is most likely to happen. 
Implementation leadership has demonstrated to play a 
key role to succeed with implementation efforts (e.g., [1]). 
Theoretical models have suggested that implementation 
leadership enables a supportive implementation climate, 
which again is linked to positive attitudes to EBPs and 
higher fidelity to the treatment model among practition-
ers, likely having a positive impact on patient outcomes 
[21]. Studies investigating the association between imple-
mentation leadership training and patient nonresponse 

underscores the importance of symptom assessment to tailor the treatment. The lack of predictive effect of therapist 
education increases the utilization of TF-CBT.

Trial registration:  Retrospectively registered in ClinicalTrials, ref. nr. NCT05248971.
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and drop-out would add valuable information that could 
guide the implementation of EBPs. Lastly, during the 
Covid-19 pandemic, the world had to quickly develop 
and implement new routines and ways of working. 
Within the health sector, this often included using digi-
tal tools for training and consultations of EBPs. As digital 
solutions are likely to play a larger part in the society than 
previously also post Covid, there is a need to understand 
the implications of moving the traditional face-to-face 
courses in EBPs into the virtual meeting room.

Against this background, the current study examines 
child and therapist factors related to nonresponse and 
drop-out, as well as the associations between imple-
mentation factors and nonresponse and drop-out from 
TF-CBT, thus expanding the current state of knowledge. 
More specifically, the present study aims to investigate 
the predictive effect of patient factors (pretreatment 
age, gender, number of trauma experiences, and level of 
PTSS), therapist (educational background), and imple-
mentation strategy (training and consultation dosages 
and leadership training) factors on nonresponse and 
drop-out. In addition, we aim to investigate the effect of 
digital training and consultation in TF-CBT which was 
sparked due to the Covid-19 pandemic. Lastly, we will 
investigate when drop-out occurs across the different 
phases in TF-CBT. To ensure that the therapy provided 
were in line with the TF-CBT protocol, fidelity scores 
will be investigated. Knowledge about individual patient 

and therapist factors as well as system factors related to 
nonresponse and drop-out is vital for treatment planning 
at both the individual and system level to ensure that as 
many as possible benefit from EBPs.

Methods
Participants
The patient sample comprises 1240 youth receiving TF-
CBT in child and adolescent mental health services. A 
total of 793 (64%) were girls and 274 (22.1%) were boys 
(n = 173 [14%] missing). They were aged 6–18, with a 
mean age of 14.6 (SD = 2.75) at intake (n = 211 [17%] 
missing). Girls had a higher mean age (15.1, SD = 2.48) 
than boys (13.4, SD = 2.99) (t = -8.26, p < 0.001). Fur-
ther, girls had a higher level of PTSS symptoms at base-
line (M = 34.8, SD = 9.74) compared to boys (M = 29.9, 
SD = 9.11) (t = -7.53, p = 001). The patients reported 
exposure to a mean number of 3.2 different potential 
traumatizing experiences, with severe bullying or threats 
being the most frequent, reported by 34.9 percent of the 
participants (see Table 1).

The practitioner sample consists of 382 TF-CBT 
therapists from 66 child and adolescent mental health 
services. The educational background of the therapist 
spanned from clinical psychologist (n=176, 46.1%), 
3-year health education with 2 years of clinical speciali-
zation (n=72, 18.8%), 3-year health education (n=29, 

Table 1  Number and type of trauma experiences, PTSS at baseline, and change in PTSS from pre- to post-treatment among youth 
receiving TF-CBT

a Due to missing data on gender, the overall mean differs from the mean for boys and girls, respectively
b Tests refer to differences between the boys and girls
c Cramer’s V estimate was used for categorical variables, Cohen’s D was used for continuous scores

Overalla (N = 1240) Girls (N = 793) Boys (N = 274) Test of differenceb t-test/ 
exact chi square p-value

Cramer’s V / Cohen’s Dc

Number of traumas
  Mean (SD) 3.24 (1.41) 3.30 (1.46) 3.04 (1.27) .459 -0.05 (-0.19 – 0.09)

  Median [Min, Max] 3 [1.0, 6.0] 3 [1.0, 6.0] 3 [1.0, 6.0]

Sexual Abuse 391 (31.5%) 349 (44.0%) 39 (14.2%)  < .001 0.28 (0.23–0.31)

Community Violence 362 (29.2%) 252 (31.8%) 107 (39.1%) .035 0.07 (0.01–0.13)

Severe bullying or threats 433 (34.9%) 321 (40.5%) 109 (39.8%) .742 0.01 (0.00–0.07)

Domestic Violence 383 (30.9%) 275 (34.7%) 107 (39.1%) .230 0.04 (0.00–0.10)

Accidents/Illness 420 (33.9%) 309 (39.0%) 108 (39.4%) .990 0.00 (0.00–0.07)

PTSS baseline
Mean (SD) 33.5 (9.74) 34.8 (9.74) 29.9 (9.11)  < .001 -0.51 (-0.65—-0.37)

Median [Min, Max] 33.0 [10.0, 67.0] 35.0 [10.0, 67.0] 29.0 [15.0, 56.0]

PTSS change (pre-post)
  Mean (SD) 18.6 (11.6) 18.9 (11.4) 16.1 (11.9) .010 -0.24 (-0.42—-0.06)

  Median [Min, Max] 19.0 [-31.0, 52.0] 19.0 [-13.0, 52.0] 16.0 [-31.0, 50.0]

  Missing 520 (41.9%) 354 (44.6%) 105 (38.3%)
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7.6%), medical doctor or psychiatrist (n=22, 5.8%) (n=83 
[21.7%] missing).

Trauma‑Focused Cognitive Behavioral Therapy (TF‑CBT)
Trauma-Focused Cognitive Behavioral Therapy (TF-
CBT) [13, 14] is a phase- and component-based treat-
ment method for youth with clinical elevated PTSS 
following trauma exposure. The components are sum-
marized as the acronym P.R.A.C.T.I.C.E – Psychoeduca-
tion and parenting skills, Relaxation skills, Affective and 
modulation skills, and Cognitive coping skills (the skills 
phase); Trauma narrative and cognitive processing of the 
traumatic event(s) (the narrative processing phase); and 
In vivo mastery of trauma reminders, Conjoint caregiver-
child sessions, and Enhancing future safety and positive 
development (the consolidating phase). Non-offending 
caregivers are included in parallel sessions with the child. 
TF-CBT is delivered by trained TF-CBT therapists, nor-
mally through 12–15 therapy sessions, yet the number of 
sessions is adjusted to meet the needs of the individual 
child and family.

Setting
The study was conducted in child and adolescent men-
tal health clinics located across the five health trusts 
in Norway. All clinics were part of a nationwide state-
funded TF-CBT implementation covering 75 percent of 
all clinics. Children are referred to the specialist services 
by their medical doctor, the child protective services, or 
municipality first-line services.

Procedures
Data were collected in 2015–2021. At a clinic level, inclu-
sion criteria were that the leadership would provide time 
for the therapists to learn and use TF-CBT, that the clinic 
would implement systems for routine trauma screening, 
and that the leaders would take part in implementation 
leadership activities to support the implementation of 
TF-CBT. Inclusion criteria at a therapist level included 
working as a therapist in their current position and being 
motivated to learn TF-CBT. These criteria were included 
in the collaborating agreement signed by each clinic 
and the implementing institution. Inclusion criteria for 
patients receiving TF-CBT were age between 6–18 and 
clinically significant PTSS (≥ 15) based on the Child and 
Adolescent Trauma Screen (CATS; [50, 51].

Implementation strategies
Different single implementation strategies were used 
simultaneously, i.e. a multifaceted approach [26], for 
therapist and implementation leadership training and 
subsequent consultations, with higher and lower inten-
sity. The implementation strategies were selected and 

tailored based on identified determinants (facilitators 
and barriers). The implementation strategies used (in 
italic) are named in accordance with the Expert Rec-
ommendations for Implementing Change (ERIC) [46]. 
Implementation strategy 1 included higher-intensity 
therapist training and lower-intensity leadership train-
ing. Implementation strategy 2 included lower-intensity 
therapist training and lower-intensity leadership train-
ing. Implementation strategy 3 included lower-intensity 
therapist training and higher-intensity leadership train-
ing. Finally, implementation strategy 4 included lower-
intensity therapist training and lower-intensity leadership 
training, and the therapist and leadership training were 
fully digital while the therapy sessions with the patients 
were partly digital (see Fig. 1).

Lower-intensity therapist training included the 
following:

•	 Educational meetings: All therapists at the clinic 
received in-person training in trauma and PTSS 
screening and assessment. A sub-group of therapists 
received training in TF-CBT and participated in a 
1-day pre-recorded digital course followed by a 2-day 
in-person training course in TF-CBT led by TF-CBT 
trainers.

•	 Audit and provide feedback: The TF-CBT trainers 
listened to the audio recording of an average of one 
case based on clinical judgement of the therapists’ 
need.

•	 Provide ongoing consultations and clinical supervi-
sion: Weekly general case consultations with groups 
of 4–5 therapists. Therapists could present cases and 
challenges, which were discussed in the group. The 
trainers did not systematically listen to audio record-
ings of ongoing therapies before the consultations.

Higher-intensity therapist training included the 
following:

•	 Educational meetings: All therapists at the clinic 
received in-person training in trauma and PTSS 
screening and assessment. A sub-group of therapists 
received training in TF-CBT and participated in a 
3-day in-person training course in TF-CBT led by 
TF-CBT trainers.

•	 Audit and provide feedback: The TF-CBT trainers 
listened to the audio recording of all sessions in the 
therapists’ three first cases and provided feedback.

•	 Provide ongoing consultations and clinical supervi-
sion: Weekly session-by-session case consultations 
with groups of 4–5 therapists. The trainers sys-
tematically listened to audio recordings of ongoing 
therapies before the consultations which formed the 
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basis for the consultations. In addition, the therapists 
could present challenges, which were discussed in 
the group.

Lower-intensity implementation leadership training 
included the following:

•	 Recruit, designate, and train for leadership and Tailor 
the strategies and purposely reexamine the implemen-
tation: Monthly 30–60 min semi-structured consul-
tation calls with the clinic leaders focusing on trou-
bleshooting.

Higher-intensity implementation leadership training 
included the following:

•	 Recruit, designate, and train for leadership and Tai-
lor the strategies and purposely reexamine the imple-
mentation: Leaders received high-intensity training 
through participating in the one-year Leadership and 
Organizational Change for Implementation (LOCI) 
to support and strengthen implementation leader-
ship and implementation climate [1]. This included 
a 360 degrees assessment of implementation and 
general leadership skills among first-level leaders 
and implementation climate at the clinic level every 
fourth month for a year, a 2-days in-person workshop 
at baseline and a 1-day in-person workshop at month 
4, 8, and 12; leadership development plans based on 

individual feedback reports from the 360-assess-
ments; organizational implementation plans based 
on aggregated data on implementation climate from 
the 360-assessments; weekly consultation calls (30 
min) with first-level leaders and monthly strategic 
meetings (30-60 min) with the executive manage-
ment to follow up on the leadership and organiza-
tional development plans respectively.

Measures
The therapists provided data on the child’s age, gender, 
trauma exposure, and symptoms of posttraumatic stress 
at baseline and post-treatment. Gender was coded as 
0 = boys and 1 = girls.

Potentially traumatizing events
A 15-item self-report screening developed for use within 
mental health services in Norway for children between 
6 and 18 years was used to measure exposure to poten-
tially traumatizing events according to the DSM-5 defini-
tion [6]. Respondents answered yes or no to the different 
potentially traumatizing events (sexual abuse, commu-
nity violence, severe bullying or threats, domestic vio-
lence, accidents/illness). The number of different events 
experienced by the child is added to create a total trauma 
score.

Fig. 1  Implementation strategies
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Posttraumatic stress symptoms
Posttraumatic stress symptoms were measured using the 
Child and Adolescent Trauma Screen (CATS) [50]. From 
2018, version 2.0 of CATS was used [51]. The CATS is 
based on the diagnostic criteria in the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5), and version 2.0 measures PTSS according to 
both DSM 5 and ICD-11. Scores are added for a total 
symptom severity score (ranging from 0 to 60). In the 
current dataset, we only had access to sum scores of the 
measure, and we could therefore not examine its internal 
reliability. However, CATS has been widely used inter-
nationally with good psychometric properties [50, 51]. 
Recommended  clinical cut-off  score for probable PTSD 
is ≥ 21 points.

Fidelity
An online quality monitoring system was developed for 
therapy self-monitoring of treatment sessions. Further-
more, TF-CBT trainers scored treatment fidelity using a 
modified version of the TF-CBT Brief Practice Fidelity 
Checklist [16] based on audio recordings of treatment 
sessions. Fidelity was coded as 0 = fidelity is not met, and 
1 = fidelity is met.

Nonresponse and drop‑out
Nonresponse was conceptualized as posttraumatic stress 
symptoms above the clinical cut-off for probable PTSD 
(≥ 21) after receiving the full TF-CBT protocol (patients 
who scored below the clinical cut-off for possible PTSD 
at baseline were excluded from this analysis). Treat-
ment drop-out was conceptualized as not receiving the 
full TF-CBT protocol according to therapist judgement, 
and coded as 0 = no retention, and 1 = retention. This 
means that therapists recorded drop-out in cases when 
the patients stopped showing up at the therapy sessions 
when this was not agreed upon between the therapist 
and the patient.

Analysis
The analyses were done in R studio [48]. Odds ratio was 
used to investigate the relationship between the depend-
ent variables (drop-out and nonresponse) and the indi-
vidual patient, therapist, therapy, and implementation 
factors. The odds ratio estimate was exponentiated after 
running a generalized linear mixed effect model using the 
glmer function in the lme4 package in R [7]. To account 
for the nested data, we included clinic as a random effect. 
Odds ratio signifies the odds that an outcome will occur 
in one group, compared to the odds of the outcome 
occurring in another group. OR = 1 means that exposure 
does not affect odds of outcome, OR > 1 that exposure is 
associated with higher odds of outcome; and OR < 1 that 

exposure is associated with lower odds of outcome [54]. 
All variables were first analyzed individually, and then 
with the adjustment of PTSS scores at baseline.

T-tests and chi-square analyses were reported to illus-
trate differences between girls and boys regarding num-
ber and type of trauma experiences, PTSS at baseline and 
change in PTSS from pre- to post-treatment. Trauma 
experiences was coded as 0 = under 3, and 1 = 3 or above. 
This cut-off was used as it was the median number. To 
investigate differences between the four implementation 
strategies and whether the sessions had adequate fidel-
ity or not, we used the “glmer” function in the R package 
“lme4” [7]. This function allows for fixed effects param-
eters and random effects. In the current case, we used 
patients as random effects. We used Cramer’s V to report 
effect sizes between two categorical variables, for exam-
ple between drop-out and gender [3], and Cohen’s D with 
at least one continuous variable, for example between 
PTSS baseline scores and gender.

Results
Patients (n = 1240) had a mean PTSS score of 33.5 
(SD = 9.74) pretreatment, and 14.1 (SD = 10.6) at the end 
of treatment (t = -7.53, p < 0.001). When controlling for 
baseline PTSS scores, girls had a significantly larger drop 
in PTSS scores (M = 18.9-point drop on the CATS) from 
baseline to end of treatment compared to boys (M = 16.1-
point drop) (t = -2.61, p = 0.001) (see Table 1).

Fidelity
Fidelity was high throughout the different implementa-
tion phases. In implementation strategy 1, 92.4 percent 
(n = 6601) of the 7142 sessions scored met the criteria for 
fidelity [16]. In strategy 2, the percentage was 87.5 (553 
of 632 sessions scored), in strategy 3 the fidelity score 
was 91.0 (559 of 614 sessions scored), and in strategy 4 
the percentage was 91.7 (1144 of 1248 sessions scored). 
Generalized mixed effects analyses showed that imple-
mentation strategy 1 had a significantly higher number 
of sessions with fidelity when compared to implementa-
tion strategy 2 (Estimate = 0.49, p = 0.027). Implementa-
tion strategies 3 and 4 did not significantly differ from 
implementation strategy 1 (p = 0.689, p = 0.683), or when 
using any of the other strategies as reference. As the 
number of participants in each strategy varies, we con-
ducted a chi-square test to examine differences between 
the two variables. The results show a significant differ-
ence between the implementation strategies and fidelity 
(Estimate = 19.8, p < 0.001). However, the chi-square esti-
mate does not account for nested data. The Cramer’s V 
estimate was 0.05 (CI = 0.03 – 0.07). Both the generalized 
mixed effects analysis and the chi-square test indicate 
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significant differences between the implementation strat-
egies and fidelity.

Nonresponse
Almost one fourth of the patients (24.4%) who com-
pleted TF-CBT were categorized as non-responders, as 
they scored above the clinical cut-off for possible PTSD 
(≥ 21) at the end of treatment. The bivariate relation-
ship between nonresponse and patient, therapist, and 
implementation factors are listed in Table  2. Patients 
under 15  years old were less likely to not respond to 
therapy compared to older participants (OR = 0.64, 
p = 0.039). However, after controlling for PTSS base-
line scores, age was no longer significantly related to 
nonresponse (OR = 0.85, p = 0.468). There was no sig-
nificant difference in nonresponse based on child gen-
der. Patients with PTSS scores above 33 (median PTSS 
score) pretreatment (OR = 3.05, p < 0.001) and patients 
who reported three or more potential traumatizing 
experiences (OR = 1.90, p < 0.001) were more likely to 
be categorized as nonresponders.

There was no significant effect of the educational 
background of the therapists on nonresponse. Regard-
ing the implementation strategy, results showed that 
patients from clinics receiving implementation strategy 

1 were less likely to not respond compared to clinics 
receiving implementation strategies 2–4 (OR = 0.50, 
p < 0.001). Those receiving implementation strategy 
2 were more likely to not respond compared to the 
three other strategies (OR = 1.74, p = 0.010). No other 
variable than "Age" changed significantly after adjust-
ing for PTSS scores at baseline, which changed to not 
being significant. When adding all variables in a mul-
tivariate model, age (< 15, OR = 0.59, p = 0.048) and 
higher PTSS levels at baseline (OR = 2.80, p =  < 0.001) 
were significant predictors of nonresponse. As seen in 
Table 2, the effect size estimates were relatively low for 
all variables.

Drop‑out
A total of 13.3 percent of the patients dropped out from 
the treatment. Table  3 summarizes the bivariate analy-
sis results investigating the ratio between drop-out and 
patient, therapist, and implementation factors. Firstly, 
there was a statistically significant difference between 
patients under and over the age of 15, with the former 
being less likely to drop out (OR = 0.65, p = 0.016). There 
was no significant effect of child gender on drop-out 
(OR = 1.25, p = 0.271). Patients reporting exposure to 
three or more potentially traumatizing events were more 

Table 2  Bivariate analyses. Nonresponse and patient, therapist, and implementation factors

* Sample size is indicated by the degrees of freedom (DF) + 1. The sample size for each parameter varies due to missing values in the data set

Variable DF* p-value Odds ratio Confidence intervals
Lower CI Upper CI

Cramer’s V estimate
(Lower CI – Upper 
CI)

Patient factors
  Age (< = 15) 516 .039 0.64 0.42 0.97 0.09 (0.01–0.17)

  Gender (girl) 545 .142 1.39 0.90 2.19 0.06 (0.00–0.14)

   >  = 3 trauma 
experiences

644  < .001 1.90 1.32 2.73 0.13 (0.05–0.21)

  PTSS pretreat‑
ment (total 
score > 33)

644  < .001 3.05 2.09 4.53 0.23 (0.16–0.31)

Therapist factor (educational background)
  Bachelor 514 .304 1.45 0.69 2.91 0.06 (0.00–0.14)

  Master 514 .974 1.27 0.77 2.05 0.05 (0.00–0.15)

  Medicine 514 .196 0.64 0.37 1.10 0.07 (0.01–0.15)

  Psychologist 514 .614 0.88 0.57 1.35 0.02 (0.00–0.11)

Implementation factor
  Implementation 
strategy 1

644  < .001 0.50 0.34 0.73 0.16 (0–08-0.24)

  Implementation 
strategy 2

644 .010 1.74 1.13 2.65 0.11 (0.04–0.19)

  Implementation 
strategy 3

644 .420 1.22 0.74 1.95 0.05 (0.00–0.13)

  Implementation 
strategy 4

644 .356 1.32 0.72 2.37 0.05 (0.00–0.14)
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likely to drop out than those who reported fewer than 
three traumas (OR = 1.74, p < 0.001). Patients with PTSS 
pretreatment scores over 33 (median PTSS score) did 
not differ significantly from those under 33 on the like-
lihood of drop-out (OR = 1.32, p = 0.104). Among those 
dropping out, the majority did so during the Skills phase 
(40.0%), followed by the Narrative phase (38.8) and the 
Consolidation phase (10.9%). There was no significant 
difference between the educational background of the 
therapists on patient drop-out.

Those in the clinics receiving implementation strat-
egy 1 were less likely to drop out compared to patients 
in clinics receiving the other implementation strategies 
(OR = 0.60, p = 0.008), and those receiving implementa-
tion strategy 2 were more likely to drop out compared 
to those in clinics who received the three other imple-
mentation strategies (OR = 2.19, p < 0.001). After con-
trolling for PTSS baseline scores, none of the significant 
relationships changed. An additional multivariate model 
with all variables was also computed regarding drop-out. 
Results revealed that only number of trauma experiences 
(> = 3) signficantly increased the likelihood of dropping 
out (OR = 2.41, p < 0.001). Similar to the results regarding 
nonresponse, effect size estimates related to treatment 
dropout were low (see Table 3).

Discussion
Nonresponse and drop-out from therapy can be costly 
for both patients (e.g., continuing suffering), therapists 
(e.g., feeling of failure and worry about the patient), and 
healthcare systems (e.g., costs related to mental health 

issues including health care, drop-out from school, and 
work absence). To maximize the effect of trauma therapy, 
there is a need for knowledge on factors related to non-
response and drop-out to inform the utilization of evi-
dence-supported implementation strategies. This study 
investigated whether the intensity of training of thera-
pists in TF-CBT and the intensity of leadership train-
ing (implementation factor), as well as child age, gender, 
trauma experiences, and symptoms (child factors), and 
educational background (therapist factor) predicted non-
response and drop-out.

Among the 1240 patients, the mean level of PTSS 
decreased from 33.5 pretreatment to 14.1 post-treatment. 
Still, about a quarter (24.4%) of those scoring above the 
clinical level for possible PTSD before treatment also did 
so following the full TF-CBT treatment protocol. Fur-
thermore, a total of 13.3 percent of the patients dropped 
out from treatment. This is comparable with results of 
meta-analysis that found drop-out rates of 11.7 percent 
from trauma therapy [52] and 14.6 percent for treatment 
of depression [65]. Yet, a drop-out prevalence of 13.3 
percent in the current effectiveness trial is substantially 
lower than reported in the meta-analysis of de Haan and 
colleagues [18], which found a drop-out prevalence in 
trauma treatments of 50 percent in effectiveness studies 
and 28.4 percent in efficacy studies.

Contrary to Knutsen et  al. [35], who found that girls 
had a higher probability of nonresponse following TF-
CBT than boys, there were no differences in nonre-
sponse or drop-out based on gender in the current study. 
Higher child age (> 15) predicted both nonresponse 

Table 3  Bivariate analyses. Drop-out and patient, therapist, and implementation factors

*Sample size is indicated by the degrees of freedom (DF) + 1. The sample size for each parameter varies due to missing values in the data set

Variable DF* p-value Odds ratio Confidence intervals
Lower CI Upper CI

Cramer’s V estimate
(Lower CI – Upper CI)

Patient factors
  Age (< 15) 1032 .016 0.65 0.44 0.93 0.07 (0.02–0.13)

  Gender (girl) 1066 .271 1.25 0.85 1.90 0.03 (0.00–0.09)

   >  = 3 trauma experiences 751  < .001 1.74 1.17 2.60 0.04 (0.00–0.07)

  PTSS pretreatment (total score > 33) 1238 .104 1.32 0.94 1.85 0.05 (0.00–0.10)

Therapist factor (educational background)
  Bachelor 951 .722 1.11 0.52 2.13 0.01 (0.00–0.08)

  Master 951 .837 1.05 0.65 1.66 0.01 (0.00–0.07)

  Medicine 951 .363 0.75 0.38 1.35 0.03 (0.00–0.08)

  Psychologist 951 .766 1.06 0.71 1.61 0.01 (0.00–0.08)

Implementation factor
  Implementation strategy 1 1238 .008 0.60 0.41 0.87 0.08 (0.03–0.13)

  Implementation strategy 2 1238  < .001 2.19 1.54 3.12 0.13 (0.07–0.20)

  Implementation strategy 3 1238 .373 0.80 0.49 1.28 0.03 (0.00–0.07)

  Implementation strategy 4 1238 .327 0.80 0.50 1.24 0.02 (0.00–0.07)
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and drop-out. After controlling for posttraumatic stress 
scores at baseline, age was no longer a significant predic-
tor of nonresponse. Yet, multivariate analyses revealed 
both age and higher PTSS baseline scores as significant 
predictors of nonresponse, hence we might anticipate 
that both higher age and higher PTSS serves as risks for 
nonresponse. Knutsen and colleagues [35], investigat-
ing responders versus nonresponders among 155 youth 
receiving TF-CBT, found that baseline PTSS predicted 
nonresponse. Other studies have demonstrated that 
lower pretreatment symptoms and fewer trauma experi-
ences predict treatment response among youth receiving 
TF-CBT [59, 60]. Even though we did not find evidence 
of any effect on number of trauma experiences on non-
response, these findings, taken together, indicate that the 
more complex cases serve as risk factors for treatment 
outcomes.

In terms of drop-out, adolescents were more likely to 
terminate the treatment than younger children, even 
when controlling for level of PTSS pretreatment. This 
might reflect that adolescents’ developmental trajectories 
towards independency and a larger focus on peer rela-
tions while spending less time with their caregivers might 
influence their likelihood of making individual choices 
related to no-shows compared to younger children who 
are dependent on their caregivers for therapy attendance. 
Even though we acknowledge that non-significant effects 
are not indicative for an absent effect in the population 
[63, 67], the multivariate analysis revealed that number of 
trauma experiences (> = 3) at baseline was the only pre-
dictor of drop-out. Trauma exposure is related to a higher 
probability of experiencing new traumas (e.g., [23]), and 
it could be that those experiencing several types of trau-
mas might experience additional mental distress, such 
as depression or anxiety, which might have influenced 
drop-out.

The therapists’ educational background was not 
related to the risk of nonresponse or drop-out among the 
patients, signifying that TF-CBT is a treatment method 
suitable for clinical therapists with various academic 
backgrounds. This is in line with findings from Pfeiffer 
and colleagues [45], who found no association between 
the educational background of the therapist (n = 52) and 
posttraumatic stress outcomes in the patients (n = 153). 
This is promising, as there is a lack of specialized profes-
sionals in many parts of the world. A study from Zambia 
[41] found decreased trauma and stress-related symp-
toms following TF-CBT provided by lay health workers, 
and group formats compared to individual interventions 
and interventions delivered by lay people compared to 
professional therapists were related to fewer dropouts in 
the meta-analysis of Simmons et al. [52]. More research 
is required on how to effectively implement and scale up 

EBPs for posttraumatic stress in low-income settings and 
in low-and-middle income contexts, and the potential of 
lay health workers and group therapy should be explored 
further.

Regarding the multifaceted implementation strate-
gies, ranging from low- to high-intensity of therapist 
and leadership training, patients in the implementation 
strategy 1 condition (higher-intensity therapist training 
and lower-intensity leadership training) had a lower risk 
of nonresponse and drop-out than patients in the other 
implementation strategy conditions where the therapists 
received less intensive training. Those in the implementa-
tion strategy 2 condition, where both the therapists and 
the leaders received lower-intensity training, were more 
likely to not respond to the treatment and more likely 
to drop out than in all other conditions. Based on fidel-
ity checks of 11,491 treatment sessions, nearly 90 percent 
of the sessions across all four implementation conditions 
were conducted with fidelity. Fidelity above 80 percent 
is perceived reasonable high [10], hence adherence does 
not seem to explain the differences in nonresponse and 
drop-out across the implementation conditions. Yet, the 
data did not allow for direct comparison of fidelity and 
PTSS outcomes. A likely explanation of the seemingly 
larger positive treatment effect of implementation strat-
egy 1 is that more thorough case consultations based on 
audio recordings enhances the possibility of individual 
tailoring of the consultations for the individual patient. 
Also, by providing case consultations based on "real time" 
data, the therapist might get help, advice, and support 
towards a more proactive approach towards potential 
barriers to and in therapy. A recent study reported that 
therapists’ self-reports of higher competency with TF-
CBT predicted positive treatment response [22].  This 
might help us understand why implementation strategy 
1 with higher-intensity therapist training predicted posi-
tive treatment responses among the patients because 
it may have helped the therapists feel competent and 
encouraged them to stay with the important exposure 
work. This is an important finding that should be consid-
ered in future studies to generate knowledge on building 
therapist competency. For example, future studies could 
consider investigating whether high-intensity thera-
pist training might strengthen general therapeutic skills 
beyond the specific EBP skills in focus.

Training in implementation leadership is related to a 
more positive therapist view on implementation leader-
ship and climate (e.g., [1, 53]), however less knowledge 
is available related to the association between leadership 
training and patient outcomes. From the results, it seems 
like leadership support might positively affect patient 
nonresponse and drop-out, although not enough to com-
pensate for less intensive therapist training. A recent 
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qualitative study [9] including first-level leaders (n = 11) 
from some of the same clinics that took part in the cur-
rent study demonstrated that training in implementation 
leadership through the LOCI strategy made the leaders 
realize and act upon their role as implementation leaders 
in line with identified key dimensions of implementation 
leadership where the leader is “knowledgeable, support-
ive, perservant, available, encouraging, and effectively 
communicate about the importance of the EBP” [2]. In 
turn this might have influenced therapist behaviour and 
patient outcomes [21]. Sustainability of EBPs is impor-
tant from a system level, and as such, strengthening of 
leaders and systems have huge potentials. A systematic 
review found a positive relationship between leadership 
and patient outcomes [64], but there is a need for more 
in-depth knowledge on if and in what way implementa-
tion leadership training is associated with implementa-
tion and patient outcomes. Future studies should include 
economic evaluations of the costs and benefits of high-
intensity leadership training versus high-intensity thera-
pist training. Even if the latter was associated with more 
favorable patient outcomes in the current study, we need 
understanding about socioeconomic impacts to make 
evidence-informed decisions and priorities.

Finally, during the Covid-19 pandemic, both therapist 
and leader training and many treatment sessions were 
entirely digital. It is optimistic that this approach did not 
seem to have any substantial impact on nonresponse or 
drop-out. As the society may move towards more digi-
tal solutions including tele-mental health following the 
Covid-19 pandemic, more research is needed to under-
stand how digital training and treatment best can be 
utilized to benefit both therapists and patients. In addi-
tion, there is a need for evidence-based tools to deter-
mine which children that could benefit from tele-mental 
health [49]. Feedback from the therapists in the current 
implementation effort suggest that it might be important 
to have at least one face-to-face therapy session to build 
trust and alliance before moving into the virtual therapy 
room. This is an empirical question which should be 
tested so that we can make evidence-based recommen-
dation for digital therapy for PTSD among youth. Based 
on previous research, we know that the first treatment 
session(s) is vital to reduce drop-out through motivat-
ing caregiver attendance and approval [44], addressing 
caregiver avoidance, and build child-therapist alliance 
[66]. This is in line with the findings that there were most 
drop-outs during the first two phases (40% from the 
Skills phase and 39% from the Narrative phase, whereas 
11 percent dropped out from the Consolidation phase. 
Similarly, a study with 8482 adults from 24 countries 
reported that dropout from mental health treatment was 
more prevalent early in the treatment, particularly after 

the second visit [62]. We cannot know from the current 
data whether early termination is due to the patients hav-
ing reached the desired effect or whether the treatment 
is considered too challenging or non-useful. As it is chal-
lenging to predict on an individual level what leads to 
treatment interruptions, therapists should address drop-
out and talk with the child and family about the treat-
ment components, expectations, how the therapy can 
be adapted to the individual child, and what treatment 
interruptions may entail. As higher pretreatment symp-
tom load was associated with increased risks of continu-
ing high symptom level following treatment, therapists 
should screen for trauma exposure and related post-
traumatic symptoms and monitor these throughout the 
therapy process to include this knowledge into the treat-
ment planning. It is also important to identify those who 
experienced symptom worsening from before to after 
treatment, which should receive focus in future studies. 
As such, the results, both from this and previous studies, 
emphasize the importance of personalized treatment and 
knowledge of the patient you meet – both to ensure good 
therapy and to avoid drop-out.

On a system level, we must ensure that evidence-based 
therapy is well implemented in the services. By moving 
the focus to therapy and implementation factors while 
simultaneously focusing on individual care, we might 
increase effective therapy. According to the meta-analytic 
study by de Haan et al. [18], therapist and treatment fac-
tors are stronger predictors of drop-out than child and 
family factors, which is partly supported in the current 
study. Furthermore, a meta-analysis including more than 
32 000 youth showed that demographic and pre-trauma 
factors are only weakly correlated to the development of 
PTSD, whereas post-trauma factors and certain PTSS are 
more strongly related to the development of PTSD [56]. 
This might indicate that clinicians and leaders, as well as 
future studies on nonresponse and drop-out, should be 
attentive towards both pre- and post-treatment factors 
as well as post-trauma factors. For example, therapists 
should address drop-out in one of the first sessions to 
prevent drop-out, which is most likely to happen dur-
ing the first two treatment phases. Lastly, leaders should 
receive the support needed to be effective implementa-
tion leaders.

By using a relatively large sample, the present study 
investigated both individual, therapist, and implemen-
tation factors likely to influence nonresponse and drop-
out from TF-CBT. The need for research on discrete, 
multi-faceted, and tailored implementation strategies 
has been underscored in the implementation literature 
[47], and this study expands the previously suggested 
barriers-to-treatment models related to drop-out at the 
individual, setting, community, and culture levels [40] 
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by demonstrating the importance of implementation 
strategies for successful treatment outcomes. The results 
from this study can be used to make informed decisions 
on implementation strategies, and be helpful for under-
standing how to best organize training and implement 
evidence-based practices in an efficient way. The study 
was conducted in a real-world clinical context, which 
indicates that the results might mirror actual practice. 
Nevertheless, the naturalistic design also poses some 
limitations to the study. We had less control of the data 
collection, so we cannot rule out reporting bias, e.g., 
towards high-responding patients. Furthermore, data 
collection was based on the strict minimal principal, 
which was deemed ethical as this study was conducted as 
part of regular practice, yet it means that we lack infor-
mation that would have strengthen the study. We are 
unfamiliar with potential barriers related to the thera-
pist’s [44] or the patient’s [27] experience of the thera-
peutic relationship, which in previous research has been 
demonstrated to predict drop-out. As in most literature 
on PTSD treatment [37], we had only minimal demo-
graphic information about the participants. For example, 
we did not have information on ethnic minority back-
ground, which in previous research has shown a higher 
risk of treatment drop-out [18]. There was an overlap of 
clinics in the different implementation conditions which 
might pose a limitation when interpreting the findings. 
Yet, as some therapists who received training within the 
implementation strategy 1 condition continued to work 
with TF-CBT in the implementation strategy 2 condi-
tion, it might indicate that the results are robust. Yet, the 
effect size estimates were relatively low for all variables, 
which should be noted to avoid possibly overvaluing the 
observed effects [24].

The lack of clear definitions and operationalizations of 
nonresponse (e.g., treatment response, remission, recov-
ery, treatment nonresponse, and worsening) [57] and 
drop-out hampers generalization across studies and may 
lead to inconsistent results. A need-based definition for 
drop-out has been suggested, where "the optimal number 
of treatment sessions a client requires should vary based 
on their need at intake" [20]. The current study used 
therapist judgement of treatment drop-out, and even if 
the therapists were trained to make judgement of num-
ber of treatment session based on the patients’ individual 
needs, we did not have information on the actual choices 
being made, hence there was probably natural variations 
among therapists on how they interpreted and recorded 
drop-out. Future studies should investigate whether a 
more systematic approach toward recording the optimal 
number of treatment sessions a client requires based on 
their need at intake might mitigate the disadvantages of 

previous definitions related to therapist judgement (e.g., 
variations between therapists) or number of treatment 
sessions (assumption that all patients need the same 
number of sessions). In this respect, future studies should 
consider a consensus-driven approach as suggested by 
Varker and colleagues [57]. Future studies should extend 
beyond a drop-out/non-drop-out dichotomy by including 
the information at which point a dropout occurred. Most 
importantly, the complexity of individual and implemen-
tation factors on treatment response should be consid-
ered to build the evidence base needed for children and 
adolescents to respond optimally to TF-CBT and other 
evidence-based treatment methods for mental health dis-
orders. The goal is that more children should get the best 
treatment possible.

Lastly, we did not have data on PTSS at the time of 
drop out, which means that we do not know whether 
the patients dropped out because they had already 
experienced adequate improvement or because they 
did not experience any improvement. Hunsley and 
colleagues [28], among others, argue that the effect 
of the treatment affects motivation and that some 
patients might discontinue therapy if they experience 
no improvement from the treatment (nonresponders) 
or if expected progress already has been reached (early 
responders). One study found that adolescents who 
drop out from depression treatment have comparable 
clinical outcomes to those who do not drop out [43], 
signifying that future studies should include clinical 
outcomes measures at the time of patient drop-out. It 
has been suggested that one way to prevent drop-out 
could be to implement more intensive treatment pro-
grams with several sessions within a shorter period, 
with existing data showing a 90–100 percent retention 
rate [58]. Future studies on PTSD treatment for chil-
dren and adolescents should investigate this hypoth-
esis, which would potentially have benefits both on 
the individual and societal level. As previous research 
suggests that children who drop out from treatment 
show greater impairment both at home, at school, 
and in the community [32], we also encourage future 
studies to investigate whether there is an association 
between psychosocial functioning and nonresponse 
and drop-out.

Acknowledgements
We would like to thank the children, caretakers, clinic leaders, and TF-CBT 
therapists participating in the study, as well as the TF-CBT implementation 
team at the Norwegian Center for Violence and Traumatic Stress Studies 
(NKVTS). The Norwegian Directorate of Health funded the implementation of 
TF-CBT. The current research is part of a larger research project supported by 
grants from the Dam Foundation through the Council for Mental Health. We 
thank our funders for their support and cooperation.



Page 12 of 13Skar et al. BMC Health Services Research         (2022) 22:1212 

Authors’ contributions
TKJ was the project leader of the implementation project from 2015 and initi‑
ated the data collection. SMO took part in the planning of the implementation 
project. AMSS was responsible for the day-to-day management including data 
collection and was the project leader of the implementation project from 
2018 [42]. NB conducted the analysis. AMSS initiated the current study and 
had the main responsibility for drafting the paper. All authors contributed to 
write-up the paper. All authors approved the final version of the manuscript.

Funding
The implementation of TF-CBT was funded by the Norwegian Ministry of 
Health. The study received funding from the Dam foundation through the 
Norwegian Council for Mental Health (ref. 2016/FO75610).

Availability of data and materials
The datasets generated and analysed during the current study are not publicly 
available as we do not have consent from the participants to share the data, 
but are available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The project was approved and received an exemption to the informed 
consent requirement by the Regional Committees for Medical and Health 
Research Ethics southeast Norway, REK southeast (ref. 2009/2304/REK sør-øst, 
2017/1619/REK sør-øst A, 2018/153/REK sør-øst A). A minimal amount of data 
was collected, and no ID could link the data to the participants. The Commit‑
tees for Medical and Health Research Ethics follow the Helsinki convention 
and Norwegian laws regarding research with humans.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Norwegian Center for Violence and Traumatic Stress Studies, Gullhaugveien 
1‑3, 0484 Oslo, Norway. 2 Department of Psychology, University of Oslo, Forskn‑
ingsveien 3A, Oslo, Norway. 

Received: 22 December 2021   Accepted: 22 August 2022

References
	1.	 Aarons GA, Ehrhart MG, Farahnak LR, Hurlburt MS. Leadership and organi‑

zational change for implementation (LOCI): a randomized mixed method 
pilot study of a leadership and organization development intervention 
for evidence-based practice implementation. Implement Sci. 2015;10:11.

	2.	 Aarons GA, Ehrhart MG. (2022). Leading implementation by focusing on 
strategic implementation leadership. Implementation Science, 1st Edition, 
Routledge.

	3.	 Akoglu H. User’s guide to correlation coefficients. Turk J Emerg Med. 
2018;18(3):91–3.

	4.	 Alisic E, Zalta AK, Wesel F, Larsen SE, Smid GE. Rates of posttraumatic 
stress disorder in trauma-exposed children and adolescents: meta-analy‑
sis. Br J Psychiatry. 2014;204:335–40.

	5.	 Amaya-Jackson L, Hagele D, Sideris J, Potter D, Briggs EC, Keen L, Murphy 
RA, Dorsey S, Parchett V, Ake GS, Socolar R. Pilot to policy: Statewide 
dissemination and implementation of evidence-based treatment for 
traumatized youth. BMC Health Serv Res. 2018;18(1):589.

	6.	 American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders, Fifth edition. (DSM-5). 2013.

	7.	 Bates, D., Maechler, M., Bolker, B., Walker, S., Christensen, R. H., Singmann, 
H., Krivitsky, P. N. (2021). LME4: Linear mixed-effects models using ’Eigen’ 
and S4. Retrieved November 6, 2021, from https://​cran.r-​proje​ct.​org/​web/​
packa​ges/​lme4/​lme4.​pdf

	8.	 Bear HA, Edbrooke-Childs J, Norton S, Krause KR, Wolpert M. Systematic 
review and meta-analysis: outcomes of routine specialist mental health 
care for young people with depression and/or anxiety. Child AdolescPsy‑
chiatr. 2020;59(7):810–41.

	9.	 Borge RH, Egeland KM, Aarons GA, Ehrharat MG, Sklar M, Skar A-MS. 
“Change Doesn’t Happen by Itself”: A Thematic Analysis of First-Level 
Leaders’ Experiences Participating in the Leadership and Organizational 
Change for Implementation (LOCI) Strategy. Adm Policy Ment Health. 
2022;542:5.

	10.	 Borrelli B, Sepinwall D, Ernst D, Orwig D. A new tool to assess treatment 
fidelity and evaluation of treatment fidelity across 10 years of health 
behavior research. J Consult Clin Psychol. 2005;73(5):852–60.

	11.	 Cohen JA, Deblinger E, Mannarino AP, Steer R. A Multi-site, randomized 
controlled trial for children with abuse-related PTSD symptoms. J Am 
Acad Child Adolesc Psychiatry. 2004;43(4):393–402. https://​doi.​org/​10.​
1097/​00004​583-​20040​4000-​00005.

	12.	 Cohen JA, Mannarino AP, Iyengar S. Community treatment of posttrau‑
matic stress disorder for children exposed to intimate partner violence: a 
randomized controlled trial. Arch Pediatr Adolesc Med. 2011;165:16–21.

	13.	 Cohen JA, Mannarino AP, Deblinger E. (2006). Treating trauma and trau‑
matic grief in children and adolescents. Guilford Press.

	14.	 Cohen JA, Mannarino AP, Deblinger E. (2016). Treating trauma and trau‑
matic grief in children and adolescents. Guilford Publications.

	15.	 Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-imple‑
mentation hybrid designs: combining elements of clinical effectiveness 
and implementation research to enhance public health impact. Med 
Care. 2012;50:217–26. https://​doi.​org/​10.​1097/​MLR.​0b013​e3182​408812.

	16.	 Deblinger E, Cohen J, Mannarino A, Runyon M, Hanson R. TF-CBT PRAC‑
TICE fidelity Checklist. Unpublished instrument. Stratford: CARES Institute, 
RowanSOM; 2014.

	17.	 Deblinger E, Mannarino AP, Cohen JA, Runyon MK, Steer RA. Trauma-
focused cognitive behavioral therapy for children: impact of the trauma 
narrative and treatment length. Depress Anxiety. 2011;28(1):67–75.

	18.	 de Haan AM, Boon AE, de Jong JTVM, Vermeiren RRJM. A meta-analytic 
review on treatment dropout in child and adolescent outpatient mental 
health care. Clin Psychol Rev. 2013;33(5):698–711.

	19.	 Diehle J, Opmeer B, Broer F, Mannarino AP, Lindauer RJL. Trauma-
focused cognitive behavioral therapy or eye movement desensitization 
and reprocessing: what works in children with posttraumatic stress 
symptoms? A randomized controlled trial. Eur Child Adolesc Psychiatry. 
2015;24(2):227–36.

	20.	 Dossett KW, Reid GJ. Defining dropout from children’s mental health ser‑
vices: a novel need-based definition. J Child Fam Stud. 2020;29:2028–38.

	21.	 Egeland KM, Skar A-MS, Endsjø M ... Aarons GA. Testing the leadership 
and organizational change for implementation (LOCI) intervention in 
Norwegian mental health clinics: a stepped-wedge cluster randomized 
design study protocol. Implement Sci. 2019;14(1). https://​doi.​org/​10.​
1186/​s13012-​019-​0873-7.

	22.	 Espeleta HC, Peer SO, Are F, Hanson R. (2021). Therapists’ Perceived 
Competence in Trauma-Focused Cognitive Behavioral Therapy and Client 
Outcomes: Findings From a Community-Based Learning Collaborative. 
Child Maltreatment. https://​doi.​org/​10.​1177/​10775​59521​10036​73

	23.	 Finkelhor D, Ormrod RK, Turner HA, Holt MA. Pathways to poly-victimiza‑
tion. Child Maltreat. 2009;14(4):316–29.

	24.	 Fritz CO, Morris PE, Richler JJ. Effect size estimates: current use, calcula‑
tions, and interpretation. J Exp Psychol Gen. 2012;141(1):2.

	25.	 Green JG, McLaughlin KA, Berglund P, Gruber MJ, Sampson NA, Zaslavsky 
AM, Kessler RC. Childhood adversities and adult psychopathology in the 
National Comorbidity Survey Replication (NCS-R) I: Associations with first 
onset of DSM-IV disorders. Arch Gen Psychiatry. 2010;62:113–23.

	26.	 Grol R, Wensing M. (2013). Effective implementation of change in health‑
care: a systematic approach. Wiley online Library. In Grol R, Wensing M, 
Eccles M, Davis D. Improving Patient Care, 2nd Edition. The Implementa‑
tion of Change in Health Care. Wiley Blackwell, BMJ Books.

	27.	 Hauber K, Boon A, Vermeiren R. Therapeutic Relationship and Dropout in 
High-Risk Adolescents’ Intensive Group Psychotherapeutic Programme. 
Front Prychol. 2020. https://​doi.​org/​10.​3389/​fpsyg.​2020.​533903

	28.	 Hunsley J, Aubry TD, Verstervelt CM, Vito D. Comparing therapist and 
client perspectives on reasons for psychotherapy termination. Psychother 
Theory Res Pract Train. 1999;36(4):380.

https://cran.r-project.org/web/packages/lme4/lme4.pdf
https://cran.r-project.org/web/packages/lme4/lme4.pdf
https://doi.org/10.1097/00004583-200404000-00005
https://doi.org/10.1097/00004583-200404000-00005
https://doi.org/10.1097/MLR.0b013e3182408812
https://doi.org/10.1186/s13012-019-0873-7
https://doi.org/10.1186/s13012-019-0873-7
https://doi.org/10.1177/10775595211003673
https://doi.org/10.3389/fpsyg.2020.533903


Page 13 of 13Skar et al. BMC Health Services Research         (2022) 22:1212 	

	29.	 International Society for Traumatic Stress Studies, ISTSS (2021). From 
https://​istss.​org/​home

	30.	 Jaberghaderi N, Rezaei M, Kolivand M, Shokoohi A. Effectiveness of 
cognitive behavioral therapy and eye movement desensitization and 
reprocessing in child victims of domestic violence. Iran J Psychiatry. 
2019;14(1):67–75.

	31.	 Jensen TK, Holt T, Ormhaug SM, Egeland K, Granly L, Hoaas LC, Wentzel-
Larsen T. A randomized effectiveness study comparing trauma-focused 
cognitive behavioral therapy with therapy as usual for youth. J Clin Child 
Adolesc Psychol. 2014;43(3):356–69.

	32.	 Kazdin AE, Mazurick JL, Siegel TC. Treatment outcome among children 
with externalizing disorder who terminate prematurely versus those 
who complete psychotherapy. J Am Acad Child Adolesc Psychiatry. 
1994;33:549–57.

	33.	 Kar N. Cognitive behavioral therapy for the treatment of posttraumatic 
stress disorder: a review. Neuropsychiatr Dis Treat. 2011;7:167–81.

	34.	 Kessler RC, McLaughlin KA, Green JG, Gruber MJ, Sampson NA, Zaslavsky 
AM, Williams DR. Childhood adversities and adult psychopathology in the 
WHO World Mental Health Surveys. Br J Psychiatry. 2010;197:378–85.

	35.	 Knutsen ML, Sachser C, Holt T, Goldbeck L, Jensen TK. Trajectories and 
possible predictors of treatment outcome for youth receiving trauma-
focused cognitive behavioral therapy. Psychol Trauma. 2020;12(4):336–46.

	36.	 Lee E, Bowles K. (2020). Navigating treatment recommendation for PTSD: 
A rapid review. Int J Ment Health, https://​doi.​org/​10.​1080/​00207​411.​2020.​
17814​07

	37.	 Lee E, Faber J, Bowles K. A Review of Trauma Specific Treatments (TSTs) for 
Post-Traumatic Stress Disorder (PTSD). Clin Soc Work J. 2022;50:147–59.

	38.	 Lenz SA, Hollenbaugh MK. Meta-analysis of trauma-focused cognitive 
behavioral threapy for treating PTSD and Co-occurring depression 
among children and adolescents. Counseling Outcome Research and 
Evaluation. 2015;6(1):18–32.

	39.	 McLaughlin KA, Green JG, Gruber MJ, Sampson NA, Zaslavsky A, Kessler 
RC. Childhood adversities and first onset of psychiatric disorders in a 
national sample of adolescents. Arch Gen Psychiatry. 2012;69:1151–60.

	40.	 Mendez JL, Carpenter JL, LaForett DR, et al. Parental engagement and 
barriers to participation in a community-based preventive interven‑
tion. Am J Community Psychol. 2009;44:1–14. https://​doi.​org/​10.​1007/​
s10464-​009-​9252-x.

	41.	 Murray LK, Skavenski S, Kane JC, Bolton PA. Effectiveness of trauma-
focused cognitive behavioral therapy among trauma-affected 
children in Lusaka, Zambia: a randomized clinical trial. JAM Pedriatr. 
2015;169(8):761–9.

	42.	 National Institute for Health and Care Excellence, NICE (2018). From 
https://​www.​nice.​org.​uk/

	43.	 Keeffe SO, Martin P, Goodyer IM, Kelvin R, Dubicka B. IMPACT Consortium, 
Midgley, N. Prognostic Implications for Adolescents With Depression Who 
Drop Out of Psychological Treatment During a Randomized Controlled 
Trial. J Am Acad Child Adolesc Psychiatry. 2019;58(10):983–92.

	44.	 Ormhaug SM, Jensen TK. Investigating treatment characteristics and first-
session relationship variables as predictors of dropout in the treatment of 
traumatized youth. Psychother Res. 2018;28(2):235–49. https://​doi.​org/​10.​
1080/​10503​307.​2016.​11896​17.

	45.	 Pfeiffer E, Ormhaug SM, Tutus D, Holt T, Rosner R, Wentzel Larsen T, Jensen 
TK. Does the therapist matter? Therapist characteristics and their relation 
to outcome in trauma-focused cognitive behavioral therapy for children 
and adolescents. Eur J Psychotraumatol. 2020;11(1):1776048.

	46.	 Powell BJ, Waltz TJ, Chinman MJ, Kirchner J. A refined compilation of 
implementation strategies: results from the Expert Recommendations for 
Implementing Change (ERIC) project. Implement Sci. 2014;10(21). https://​
doi.​org/​10.​1186/​s13012-​015-​0209-1.

	47.	 Powell BJ, Fernandez ME, Williams NJ, Weiner BJ. (2019). Enhancing the 
Impact of Implementaiton Strategies in Helathcare: A Research Agenda. 
Fron. Public Health. https://​doi.​org/​10.​3389/​fpubh.​2019.​00003

	48.	 R Core Team (2020). R: A language and environment for statistical com‑
puting. Vienna, Austria.

	49.	 Racine N, Hartwick C, Collin-Vèzina D, Madigan S. Telemental health for 
child trauma treatment during and post-COVID-19: Limitations and con‑
siderations. Child Abuse Negl. 2020;101. https://​doi.​org/​10.​1016/j.​chiabu.​
2020.​104698.

	50.	 Sachser C, Berliner L, Holt T, et al. International development and 
psychometric properties of the Child and Adolescent Trauma Screen 

(CATS). J Affect Disord. 2017;210:189–95. https://​doi.​org/​10.​1016/j.​
jad.2016.12.040-DOI-PubMed.

	51.	 Sachser C, Berliner L, Risch E, et al. The child and Adolescent Trauma 
Screen 2 (CATS-2) – validation of an instrument to measure DSM-5 and 
ICD-11 PTSD and complex PTSD in children and Adolescents. Eur J Psy‑
chotraumatol. 2022;13(2):2105580.

	52.	 Simmons C, Meiser-Stedman R, Baily H, Beazley P. A meta-analysis of 
dropout from evidence-based psychological treatment for posttraumatic 
stress disorder (PTSD) in children and young people. Eur J Psychotrauma‑
tol. 2021;12(1):1947570.

	53.	 Skar A-MS, Braathu N, Peters N ... Egeland KM. A stepped-wedge rand‑
omized trial investigating the effect of the Leadership and Organizational 
Change for Implementation (LOCI) intervention on implementation and 
transformational leadership, and implementation climate. BMC Health 
Serv Res. 2022;22(298).

	54.	 Szumilas M. Explaining odds rations. J Can Acad Child Adolesc Psychiatry. 
2010;19(3):227–9.

	55.	 Teicher MH, Samson JA. Annual research review: enduring neurobiologi‑
cal effects of childhood abuse and neglect. J Child Psychol Psychiatry. 
2016;57(3):241–66.

	56.	 Trickey D, Siddaway AP, Meiser-Stedman R, Serpell L, Field AP. A meta-
analysis of risk factors for posttraumatic stress disorder in children and 
adolescents. Clin Psychol Rev. 2012;32(2):122–38.

	57.	 Varker T, Kartal D, Watson L, Hinton M. Defining response and non-
response to post-traumatic stress disorder treatments: A systematic 
review. Clin Psychol Sci Pract. 2020;27(4).

	58.	 Wachen JS, Dondanville KA, Evans WR, Morris K, Cole A. Adjusting the 
Timeframe of Evidence-Based Therapies for PTSD-Massed Treatments. 
Curr Treat Options Psychiatry. 2019;6:107–18.

	59.	 Wamser-Nanney R, Steinzor CE. Factors related to attrition from trauma-
focused cognitive behavioral therapy. Child Abuse Negl. 2017;66:73–83.

	60.	 Wamser-Nanney R, Scheeringa M, Weems CF. Early treatment response 
in children and adolescents receiving CBT for trauma. J Pediatr Psychol. 
2016;41(1):128–37.

	61.	 Weisz JR, Kuppens S, Eckshtain D, Ugueto AM, Hawley KM, Jensen- Doss 
A. Do Evidence-Based Youth Psychotherapies Outperform Usual Clinical 
Care? A Multilevel Meta-Analysis. JAMA Psychiatry. 2013;70(7).

	62.	 Wells JE, Browne MO, Aguilar-Gaxiola S, Kesller RC. Drop out from out-
patient mental healthcare in the World Health Organization’s World 
Mental Health Survey initiative. Br J Psychiatry. 2013;2020:42–9.

	63.	 Wasserstein RL, Schirm AL, Lazar NA. Moving to a world beyond “p< 0.05.” 
Am Stat. 2019;73(S1):1–19. https://​doi.​org/​10.​1080/​00031​305.​2019.​15839​
13.

	64.	 Wong CA, Cummings GG, Ducharme L. The relationship between nursing 
leadership and patient outcomes: a systematic review update. J Nurs 
Manag. 2013;5:709–24.

	65.	 Wright I, Mughal F, Bowers G, Meiser-Stedman R. Dropout from ran‑
domised controlled trials of psychological treatments for depression 
in children and youth: a systematic review and meta-analyses. J Affect 
Disord. 2021;281:880–90.

	66.	 Yasinski C, Hayes AM, Alpert E, McCauley T, Ready CB, Webb C, Deblinger 
E. Treatment processes and demographic variables as predictors of 
dropout from trauma-focused cognitive behavioral therapy (TF-CBT) for 
youth. Behav Res Ther. 2018;107:10–8.

	67.	 Ziliak S, McCloskey D. (2008). The cult of statistical significance: How the 
standard error costs us jobs, justice, and lives. University of Michigan 
Press.

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

https://istss.org/home
https://doi.org/10.1080/00207411.2020.1781407
https://doi.org/10.1080/00207411.2020.1781407
https://doi.org/10.1007/s10464-009-9252-x
https://doi.org/10.1007/s10464-009-9252-x
https://www.nice.org.uk/
https://doi.org/10.1080/10503307.2016.1189617
https://doi.org/10.1080/10503307.2016.1189617
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.3389/fpubh.2019.00003
https://doi.org/10.1016/j.chiabu.2020.104698
https://doi.org/10.1016/j.chiabu.2020.104698
https://doi.org/10.1016/j.jad
https://doi.org/10.1016/j.jad
https://doi.org/10.1080/00031305.2019.1583913
https://doi.org/10.1080/00031305.2019.1583913

	Predictors of nonresponse and drop-out among children and adolescents receiving TF-CBT: investigation of client-, therapist-, and implementation factors
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Introduction
	Methods
	Participants
	Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)
	Setting
	Procedures
	Implementation strategies

	Measures
	Potentially traumatizing events
	Posttraumatic stress symptoms
	Fidelity
	Nonresponse and drop-out

	Analysis

	Results
	Fidelity
	Nonresponse
	Drop-out

	Discussion
	Acknowledgements
	References


