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Treatment in Barnahus: Implementing
Combined Treatment for Children
and Parents in Physical Abuse Cases

Johanna Thulin and Cecilia Kjellgren

Introduction

Even though corporal punishment has been banned in Sweden since
1979, 14% of children in the ninth grade report being subjected to
physical abuse by their parents (Janson etal. 2011). Being exposed
to parental violence increases the risk of trauma symptoms such as
traumatic stress, depression and behavioural problems (Garbarino
etal. 1991; Mofhte 2013). Child victims of physical abuse are also at
increased risk of future eating disorders, conduct disorders, alcohol and
drug abuse and sexual risk behaviour (Norman et al. 2012).
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In Sweden, research has shown that children who experience
parental physical abuse often continue to live with their parents, even
after the abuse has come to the attention of the child welfare ser-
vice (Lindell and Svedin 2006). Despite this, there has been a lack of
specialised intervention for this group of families. The starting point
for this chapter is the need for interventions aimed at preventing
further violence and increasing the well-being of the child.

The national guidelines for Barnahus in Sweden state that “The goal
of the collaboration is to ensure legal rights, good treatment and sup-
port, for children who it is suspected are victims of crime, and if nec-
essary immediate crisis and treatment interventions” (The Swedish
National Police Agency 2009, 7, author’s translation).

Since the decision to introduce Barnahus in Sweden in 2005, the estab-
lishment of new Barnahus has been rapid; however, surveys show that a
significant number of the Barnahus in Sweden do not adequately provide
support, crisis and treatment interventions (Landberg and Svedin 2013).

In this chapter, we describe and discuss an evidence-based interven-
tion that involves both abused children and their parents, in instances
where one or both parents are perpetrators of the abuse. The interven-
tion is Combined Parent—Child Cognitive Behavioural Therapy for fam-
ilies at risk of child physical abuse (CPC-CBT), which originates from
the USA (Runyon et al. 2004; Runyon and Deblinger 2014) and that
currently is being disseminated throughout Sweden in a research project
where Linnaeus University and Linkoping University collaborate. We
argue that the intervention is well suited to the Barnahus context.

Thirty treatment units across Sweden currently offer the treatment,
with additional teams being trained. The teams comprise 3-5 col-
leagues. Half of the trained teams consists of staff from a Barnahus.
Some of these teams have social workers from other departments as
co-workers in the treatment or cooperate with staff from child and ado-
lescent psychiatric units.

If this treatment was used systematically, a higher percentage of
Barnahus in Sweden would meet the criteria for Barnahus in the
national guidelines. Through their collaboration with other professionals,
Barnahus also has a unique opportunity to offer interventions to both
children and their families in cases of suspected parental physical abuse.
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Because the Barnahus staff meets families at a time of crisis, they are also
strategically positioned to offer them voluntary forms of treatment.

In the following, we first present the basics of the CPC-CBT model
and the Swedish version of the model named Kognitiv integrerad behan-
dling vid barnmisshandel (KIBB). We then present the results from a
large-scale dissemination project in Sweden and discuss possible impli-
cations for interventions in Barnahus.

Combined Parent-Child Cognitive Behavioural
Therapy (CPC-CBT)

The CPC-CBT intervention was developed in the USA by Runyon and
colleagues at CARES Institute (Child Abuse Research Education and
Service) in New Jersey (Runyon et al. 2004). The method was evaluated
with good results (Runyon et al. 2009; Runyon et al. 2010), and later,
the manual was thoroughly presented (Runyon and Deblinger 2014).
The method is unique in combining treatment for both children and
parents in families where physical abuse has occurred (Runyon et al.
2004). The CPC-CBT is included in the National Registry of Evidence-
based Programmes and Practices (NREPP) list of evidence-based prac-
tices in the USA. Cecilia Kjellgren, Ph.D., the second author of this
chapter, introduced CPC-CBT in Sweden in cooperation with Children’s
Welfare Foundation Sweden (Stiftelsen Allminna Barnhuset).! 2
CPC-CBT is an intervention that aims to help the whole fam-
ily, including the violent parent, according to the manual (Children’s
Welfare Foundation Sweden 2013; Runyon and Deblinger 2014).
The child welfare services may refer families to treatment where physi-
cal abuse has occurred. Initially, child welfare services assess whether
the intervention is appropriate in terms of both the needs of the fam-
ily and the safety of the child. The aim of the treatment is to end all
forms of physical abuse, including more severe child abuse. The child
welfare service is responsible for the child’s safety throughout the treat-
ment and keeps in contact with the family and the therapists. Before
treatment starts, the parents have to sign a non-violence contract. The
therapist also informs parents about their professional obligation to the
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mandatory reporting of possible new abuse events to the child welfare
services. Participation in treatment is voluntary.

The child receives treatment either individually or within a group of
children, and the parents meet a therapist individually or join a group
of parents for the sessions; consequently, the child meets one therapist
and the parents meet another therapist simultaneously. Every treatment
session ends with an integrated period where the family join together
with one of the therapists, where parents can rehearse and practice new
parenting strategies. Not all parents admit that they have been abusive,
at least not in the beginning of the treatment. Initially, the child’s story
will be the starting point, sometimes a story that has been told by the
child to the police. The parents usually admit having violent behaviour
to some extent, such as being too harsh or grabbing the child too hard.
Since the child holds the right to their own version and experience, the
therapist will work with that story, both with the child and with the
parents. Initially, the parents have to give the child permission to talk
about the abuse. Further, they have to agree that there should be no
more secrets, and this will be repeated several times during treatment
to encourage the child to openly describe the details of their experiences
and related thoughts and feelings.

CPC-CBT is an outpatient treatment intervention. Families attend
approximately 16 sessions over a 16- to 20-week period, where thera-
pists meet the family during a 2 h session weekly. Each week, specific
themes are addressed according to the structured treatment manual
(Runyon and Deblinger 2014). CPC-CBT has four phases: (1) engage-
ment and psychoeducation, (2) effective coping skills, (3) family safety
planning and continuation of skill building and (4) abuse clarification.
Parenting skills are addressed across all phases.

Child Treatment

During the initial phase, engagement and psychoeducation, children
learn about violence and abuse, and possible consequences in order to
understand their own reactions and to acknowledge them. This is the
beginning of a gradual process of exposing the child to abuse-related
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material to increase the child’s comfort level in dealing with, and
directly discussing, personal experiences of abuse.

During the effective coping skills phase, children learn to identify,
regulate and appropriately express their emotions, and learn productive
coping strategies for dealing with stress and anxiety in order to reduce
their anxiety and to prepare them to manage to share the details of
their abusive experiences. An essential part of the treatment is to help
the child to understand and express their feelings. Some children lack
the ability to regulate their feelings. The treatment is based on cogni-
tive behavioural therapy, and the therapist tries to clear the connection
between the child’s thoughts, feelings and behaviour. Many children ini-
tially blame themselves for the abuse and may explain that it all hap-
pened because of their own behaviour. Such beliefs will be clarified later
in treatment, together with the parents, and the parents can then take
responsibility for acting wrongly. Considering the child’s age and matu-
rity, activities such as games, role-play and tools can be used as part of
the therapy.

While safety is integral to every phase of CPC-CBT, the family safety
planning phase focuses specifically on having family members develop
and implement a safety plan that involves using the skills learned to
date, in order to enhance the safety of all family members. The treat-
ment starts with giving the child space and time to describe the specific
occasion that led to the police report or the report to the child welfare
service. This episode can be very frightening, and children may need to
repeatedly talk it over, to explain what they have experienced and how
their parents behaved. Children need to be reassured that they did not
do anything that made them deserve to be hit or abused.

The final phase of therapy, the abuse clarification phase, involves
the child developing a #rauma narrative. This occurs after there is evi-
dence in parent and child reports that the physical abuse has stopped
and that positive parent—child interactions have increased. The thera-
pist encourages the child to share a narrative about their specific experi-
ences of abuse. The child will describe the situation, how they thought
and felt. In this process, some children draw pictures or cartoons; other
will play in sand or use dolls or character cards. The child and thera-
pist will try to write the narrative down together and read it aloud to
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repeatedly expose the child to the anxiety-provoking memory in order
to decrease anxiety and trauma symptoms. The therapist also assists the
child with processing dysfunctional and self-blaming thoughts that may
surface/occur during joint sessions with the parents. The child is asked
whether they have questions concerning the abuse to ask their parents
and whether they want the parents’ therapist to forward the questions.
When the child is ready, the story will be shared with the parents, and

they will respond to it (see Section “Parent Treatment”).

Parent Treatment

During the engagement and psychoeducation phase, parents discuss and
process their personal experiences of abuse and violence, which can con-
tribute to an increase in empathy for their children’s experience of their
relationship and current parenting style. They examine how children
can be affected by growing up in a violent environment. Parents receive
psychoeducation and learn more about the consequences of child abuse
and maltreatment, about child development and the needs of a child.

Teaching parents alternative non-violent parenting strategies is a criti-
cal part of the treatment and is integrated into all phases. Parents learn
active listening to strengthen communication with the child and to pre-
pare them for the abuse clarification phase. The foundation of positive
parenting skills is to encourage parents to express more appreciation, to
affirm and praise their child. Parents are taught how to reinforce some
behaviours and to reduce others.

During the effective coping skills phase, parents learn a variety of
strategies for dealing with and expressing anger. They are also taught
how to understand and express their own feelings in a different way.
Many parents also need help to regulate their emotions, not least their
anger. Anger management is a central part of the treatment. In the
same way as the child, the parents will learn how thoughts, feelings and
behaviours interact. They will practice how to communicate with their
children, including how to listen.

In the final phase, abuse clarification, parents prepare an abuse
clarification letter for their child which demonstrates that they take
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responsibility for their abusive behaviour and alleviate the child of
blame. They also outline their commitment to parent their child in a
more positive way. The child’s trauma narrative is shared with the par-
ent, and the parent can thus respond directly to any misconceptions,
fears or concerns the child has about the abuse. This can be a very emo-
tional moment, and the parent is prepared by first reading the child’s
narrative together with the therapist. When both parent and child are
prepared, the child will share the narrative with the parent. The parent
will also respond by writing a letter of clarification, where the parents
will try to explain why they attended treatment, take full responsibility
for the abuse situation(s) and explain how they feel about the child talk-
ing about the abuse. The parents will also try to describe what they have
learned and how they hope to act differently from now on.

Joint Sessions

During joint sessions, children and parents will together create a security
plan in order to avoid the escalation of future stressful situations and to
prevent the risk of further abuse. The parents will also have opportuni-
ties to practice new parenting strategies. Both parents and children prac-
tice different skills, such as affirming and praising each other.

Implementation and Adaptions
to the Swedish Context

Four teams participated in a pilot project during the initial CPC-
CBT training in Sweden. The professionals had high expectations, but
expressed doubts about the applicability of the model in the Swedish
context due to cultural differences. The definition of physical abuse is
not the same in Sweden as in the USA, where there is zero tolerance for
parental physical violence in Sweden. This may indicate that victims of
physical abuse are more severely abused and more burdened when being
referred to treatment in the USA, compared to Sweden.
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When the interventions were introduced in a Swedish context, minor
adaptations were made in agreement with the programme developer
(e.g. modification of language and exclusion of parenting strategies that
are less relevant in the Swedish context) while maintaining the overall
structure and constructs of the original model.

Initially, it was not known whether the method would integrate well
with the work at the Barnahus. Three of the four teams in the pilot pro-
ject were teams of Barnahus staff, and they reported valuable positive
experiences while implementing CPC-CBT. The experience was positive
for those teams who could present the treatment as an option at an early
stage, provided they were in close cooperation with the child welfare
caseworker. Later practice further confirmed these initial experiences.

A pilot study was conducted in 2010-2011 (Kjellgren et al. 2013),
with a pre- and post-treatment design. The study had several positive
results for children and parents. Children showed significantly reduced
trauma symptoms and symptoms of depression at post-treatment. They
also reported that parents had significantly improved in positive parent-
ing and reduced corporal punishment. Significantly, fewer symptoms of
depression were reported by parents at follow-up post-treatment as well
as less use of violent parenting strategies and less inconsistent parenting
behaviours (Kjellgren et al. 2013). Previous studies in the USA showed
that similar effects of the treatment (more positive parenting, less physi-
cal abuse and increased emotional well-being for the children) persisted
at follow-up, 3 months later (Runyon et al. 2010). Following such posi-
tive experiences of the pilot project, the intervention was further imple-
mented by training a number of additional therapists across Sweden,
starting in 2013. When the first invitation for training was announced,
staff at the Barnahus were given priority. So far about one hundred
therapists have been trained in the method in Sweden. A large-scale
Swedish dissemination study to evaluate the outcomes associated with
CPC-CBT was also planned. This study consists of three data collection
periods, at pre-treatment before treatment has started, at post-treatment
approximately 4 months later when treatment is completed and at
a 6-month follow-up (see Fig. 4.1). The study is ongoing, and more
than 50 children have participated in the first data collection period.
The aim is to assess 50 children and their parents overall three data col-
lection periods. We also intend to collect data from control families to
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1. Pre-treatment data- 2. Post-treatment data- 3. Follow-up data collection.

collection. Before treatment collection. Approximately four After additional six months

starts. months after treatment started. (i.e. 10 months after treatment
started).

Fig. 4.1 Research design

make outcome comparisons possible. Families who have been assessed
and offered CPC-CBT treatment by one of the teams previously men-
tioned were all informed about the study and asked whether they (par-
ents and children) wanted to participate in the ongoing research.

Results

The results in this chapter have previously been published within a Swedish
report (Thulin et al. 2015). This chapter presents the data of a subsample
of 34 children and their parents (V= 45), from a total of 28 families, who
have completed pre- and post-data collections. Slightly, more boys (58%)
than girls (42%) participated in the study, and their mean age was 9.5 years
(SD = 2.2). In the parent group, 50% were mothers and 46% fathers, and
4% were step-fathers. The parents average age was 39 years (SD = 6.7).
Both children and parents completed self-assessment scales. The results
were statistically analysed. Mean values were compared (the data from pre-
versus post-treatment) using paired t tests in order to measure change at the
individual level. Effect size was calculated and is presented using Cohen’ d.
The cut-off points for Cohen’s d used in the analyses are > 0.80 (indicating
large effect), > 0.50 (moderate effect) and > 0.20 small effect).

Parenting Measurements
Trauma Symptoms
Parents were asked to estimate the child’s trauma symptoms on the

parent report scale Trauma Symprom Checklist for Young Children
(TSCYC, Briere etal. 2001). The scale contains 90 items, and these
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Table 4.1 Parents reporting differences in their children’s well-being before
and after treatment, N = 36

Before treatment After treatment

Variable M (SD) M (SD) t p d

Anxiety 12.89 (3.55) 11.31 (2.55) 3.75 0.001 0.52
Depression 13.15 (3.62) 11.24 (1.97) 3.56 0.001 0.71
Anger 14.37 (4.48) 12.20 (3.64) 3.67 0.001 0.54
PTS-intrusion 11.50 (2.83) 10.18 (1.66) 3.16 0.003 0.57
PTS-avoidance 11.12 (3.17) 10.18 (1.99) 2.06 0.047 0.35
PTS-arousal 13.56 (4.37) 12.38 (3.06) 2.39 0.023 0.32
Dissociation 12.94 (3.40) 11.29 (2.98) 3.27 0.002 0.50
Total trauma 120.46 (27.99) 106.43 (19.41) 3.65 0.001 0.61

symptoms

were translated into Swedish and validated in a Swedish study (Nilsson
etal. 2012). TSCYC contains eight subscales: anxiety, depression, anger,
post-traumatic stress disorder (divided into three subscales), dissociation
and sexual concerns. Parents rate whether the child shows symptoms
using a four-point scale where 1 = not at all and 4 = very often. Due
to the young age of the children participating in this study, the sexual
concern subscale, which measures sexual thoughts and feelings, was not
considered relevant.

The results showed that parents reported that the symptoms of the
children had significantly decreased on all variables (see Table 4.1), from
pre- to 4 months post-treatment. Parents reported that their children
showed significantly less extrovert behaviour such as anger, as well as
decreased introvert behavioural problems, such as anxiety, depression,
post-traumatic stress symptoms and dissociation after treatment.

Parenting Strategies

Parenting strategies were measured by the Alabama Parenting
Questionnaire (APQ, Frick 1991). The questionnaire measures five
parenting strategies. The results for three subscales, positive parent-
ing, inconsistent discipline and corporal punishment are presented in this
chapter (see Table 4.2). Positive parenting includes praising and reward-
ing children, and the extent to which the parents show affection for
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Table 4.2 Mean differences in parenting strategies after treatment (APQ-P),
N =41

Before treatment After treatment

Variable M (SD) M (SD) t p d

Positive parenting  24.37 (3.27) 24.20 (3.93) 0.42 0.680 0.05

Inconsistent 14.11 (3.45) 12.95 (2.94) 2.18 0.036 0.38
discipline

Corporal 3.56 (1.27) 3.05(0.32) 2.64 0.012 0.63
punishment

the child. Inconsistent discipline regards to what extent their parent’s
behaviour is predictable to the child. The corporal punishment subscale
includes items describing three kinds of punishing behaviour (spanking,
slapping or hitting with an object).

The results reveal that parents became significantly more consistent
and therefore more predictable for the children after treatment. This in
turn can be interpreted as leading to a sense of security, when the child
more easily understood the rules and how their parents might react. The
results also revealed that parents significantly reduced their use of cor-
poral punishment (the summarised value 3 indicates no use of physical
punishment); however, parent responses did not suggest that they had
been more positive in their parenting.

Parents’ Psychological Well-Being

Parent’s well-being changed after receiving treatment. The mean depres-
sion scores were significantly reduced, from M = 12.37 (SD = 13.28)
to M=6.14 (SD=7.63) (r=3.69, p=0.001). The questionnaire
used, Beck Depression Inventory (BDI, Beck, Steer and Brown 1996),
is a well-established self-assessment scale for measuring symptoms of
depression in adults. The total scores of symptoms are categorised into
four levels: minimal, mild, moderate and severe depression (Beck et al.
1996). The share of parents who reported mild, moderate or severe
depression was reduced after treatment. The treatment method does not
explicitly aim to reduce depression, but the results suggest that treat-
ment components affect depressive feelings. Previous feelings among
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parents, such as guilt about parental failure, are probably reduced by
treatment when parents achieved alternative strategies such as improved
consistent parenting. This could affect the reduction of symptoms.

Children and Trauma

Being subjected to abuse by a parent is serious and increases the risk
of trauma symptoms, depression and behavioural problems in children
(Garbarino et al. 1991; Mofhtt 2013). Previous research has also shown
that children who have been exposed to trauma are more likely to be
exposed again; re-victimised (Gilbert et al. 2009) and also to be exposed
to other types of trauma; and poly-victimised (Clarkson Freeman
2014). Children in this study completed the Linkiping Youth Life
Experiences Scale (LYLES) and were asked whether they had experienced
various events. The scale is divided into three types of events: non-inter-
personal events (nIPE), interpersonal events (IPE) and adverse child-
hood circumstances (ACC) (Nilsson etal. 2010). Examples of items
concerning non-interpersonal events are whether the child has experi-
enced a burglary or seen a fire. Interpersonal items include, for example,
whether the child has been exposed to violence or sexual abuse. Items
in the subscale of adverse childhood circumstances include whether the
child has been subjected to bullying or has had a prolonged illness.

Our sample of children who have been physically abused experi-
enced a mean of 13.1 (SD 6.1) potential traumatic events, with a range
between 3 and 22. Some of the most prevalent forms of potential trau-
matic non-interpersonal events were the experience of a family member
in hospital (85%) and experience of the death of a close person (72%).
The most frequent interpersonal events were being hit or injured by an
adult in the family (82%), being hit or injured by another adult (65%)
and being the witness when another person was hit or injured (42%).
The most frequent adverse childhood experiences were having experi-
enced parents separation or divorce (44%), having been bullied (41%)
and having been emotionally abused (33%).

Being exposed to such a high number of potentially traumatic
events is categorised as being poly-victimised (e.g. Turner etal. 2010).
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Children’s trauma symptoms are also likely to increase according to the
number of events (Turner et al. 2010). The result from our study con-
firms earlier studies, which revealed that physically abused children are
a vulnerable group where the likelihood is strong that they have been
exposed to other types of trauma in addition to the abuse.

Trauma Symptoms

The children completed the self-assessment scale 7Trauma Symprom
Checklist for Children (TSCC, Briere etal. 2001). The results (see
Table 4.3) revealed that the participating children significantly reduced
their trauma symptoms after treatment for all tested variables: anxiety,
feelings of depression, anger, post-traumatic stress and dissociation.

The results confirm those of previous research that the CPC-CBT
method supports child victims of physical abuse.

Children’s Experience of Parenting Strategies

Children were asked how they perceived the parenting strategies used by
their parents before and after treatment (see Table 4.4).

Children, as well as parents, responded that the use of corporal
punishment was significantly reduced after treatment (the summarised
value 3 indicates no use of physical punishment). Although both chil-
dren and parents reported that the violence had decreased significantly,

Table 4.3 Children’s trauma symptoms before and after treatment (TSCQ),
N =25

Before After

treatment treatment

M(SD) M(SD) t p d
Anxiety 5.84 (3.14) 4.0 (2.38) 2.85 0.009 0.64
Depression 4.72 (3.49) 2.68 (2.21) 2.81 0.010 0.69
Anger 5.88 (3.86) 3.72 (2.42) 3.02 0.006 0.69
PTSD 7.32 (4.58) 5.44 (2.89) 2.22 0.036 0.50
Dissociation 5.72 (3.18) 4.08 (1.96) 246 0.022 0.62

Total trauma symptoms  29.48 (13.82) 19.92(8.97) 3.70 0.001 0.84
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Table 4.4 Children’s reports of parenting strategies, N = 33

Before treatment After treatment

Variable M (SD) M (SD) t p d

Positive parenting  22.28 (5.00) 23.69 (4.00) 1.79 0.084 0.31

Inconsistent 14.28 (3.73) 12.86 (3.30) 1.74 0.093 0.40
discipline

Corporal 4.25 (1.68) 3.09 (0.39) 3.68 0.001 1.1
punishment

their responses differed. Children estimated that corporal punishment
was more common at pre-treatment than did the parents. This differ-
ence highlighted the need to also talk to children when various condi-
tions in a family are investigated. Previous studies have shown that
parents tend to under-report children’s experiences of abuse (Kjellgren
et al. 2013; Svensson 2013; Litrownik et al. 2003).

Discussion

In this chapter, we have described how the CPC-CBT intervention
aimed to reduce the risk of re-victimisation and to increase the well-
being of children who have been exposed to parental physical violence.
We have also described how the method has been implemented in
Sweden. Some noteworthy results can be highlighted from the ongoing
Swedish research.

We identified significantly reduced trauma symptoms in children
at post-treatment, reported by children as well as parents. The abused
children in the study reported high levels of various potentially trau-
matic experiences beyond being the victims of physical violence. The
findings underline the need to organise relevant support and interven-
tion for children so as to reduce traumatic stress. The treatment compo-
nents in CPC-CBT seem to meet those needs and to support children
by increasing their well-being. Parents reported significantly more con-
sistency in their child-rearing and less use of corporal punishment after
treatment. One of the aims of the treatment is to support parents in
developing alternative, non-violent parenting skills and improved
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communication with their child. When parents achieve improved par-
enting skills and experience positive changes within the family, this may
affect their well-being and probably affect the reduction of depressive
symptoms in parents, as identified in the study.

The data from the previous Swedish pilot study (Kjellgren etal.
2013) reflected comparable pre- and post-treatment results as found in
this study. When comparing Swedish data with US data (Runyon et al.
2009), the results of children as well as parents are very much the same
regarding how children and parents report positive changes in parent-
ing strategies and decreasing levels of depression and trauma symptoms
in children. This could indicate the similarities of families where child
physical abuse has occurred, despite several (other) differences when
comparing the USA and Sweden.

The aim of the research project presented here was to explore the out-
come of CPC-CBT compared to other interventions, by including a
comparison group of children and parents receiving treatment as usual
from child welfare services. Several attempts were made in different
municipalities to recruit families to a control group. Despite the willing-
ness of colleagues to assist, comparison data have not yet been collected
due to difficulties in recruiting families. We could only speculate about
the reasons. One reason could be that the staff at the Barnahus or child
welfare services that do not offer specialised interventions might find it
difficult to ask families to participate in research when the family is not
offered an intervention designed for parental abusive behaviour.

Some of the treatment units reported serving a large number of
immigrant families, using CPC-CBT. In one-third of the 28 families
participating in this study, one or both parents had an ethnic origin
other than Swedish. The post-treatment outcomes for these families are
equally positive, but as a future goal when the treatment method serves
families from other cultural contexts, the treatment programme as well
as the therapists needs to be sensitive to religious beliefs and values that
are central for the family, as concluded by a number of studies (Santa-
Sosa and Runyon 2015; Partridge and Walker 2015; Damra etal.
2014). This could lead to an improvement in the treatment by using
metaphors and beliefs that are more relevant to family values, beliefs
and traditions and thus, more helpful for families. It is also necessary to
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approach families with respect by offering support to children and fami-
lies from different cultural contexts in a sensitive way. It is important
to identify the strengths associated with their values, beliefs and tradi-
tions, and to integrate these constructs into treatment to enhance family
engagement throughout the treatment process.

Barnahus has an important role in, and potential to, identify and
support families in need of further interventions. Since both child
welfare services and child and adolescent psychiatric units collaborate
within the Barnahus, there is a strong foundation for organising the
support of families. Earlier evaluations have identified the need for fur-
ther interventions (Astrém and Rejmer 2008), but there has also been
discussion about the role of the Barnahus in giving further support and
long-term treatment (e.g. Stefansen et al. 2012; Chap. 16 in this book).

According to this ongoing research study, Barnahus is a suitable
agency for providing treatment to families when physical abuse had
occurred. The Barnahus staff meets families in crisis and could thus pres-
ent the treatment as an option at an early stage. Barnahus staff are well
experienced in assisting families where physical violence has been present
and do not fear talking about the abuse. When meeting new families
where physical abuse has been identified, the staff at Barnahus can also
talk about the potential for change in a trustworthy way, because they
have experienced such change in other families after treatment.

Conclusion

There have been a number of positive experiences in implementing
CPC-CBT in Sweden for physically abused children and their families,
which support the further dissemination of the intervention across the
country. The experiences of the 10 teams from Swedish Barnahus par-
ticipating in the project so far is that the method works very well in the
Barnahus setting, as a possible early intervention when child physical
abuse has been disclosed and the child welfare caseworkers have con-
cluded that CPC-CBT is the right intervention with regard to child
protection needs. The ongoing study confirms the previous research
findings of traumatic stress associated with child physical abuse.
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Given that child physical abuse has both short- and long-term
consequences for the individual child, it is important that Barnahus,
as well as other agencies, have the tools and ability to pay attention to
abused children and provide interventions that meet the needs of fam-
ilies in crisis, as well as prevent further violence. The positive results
of the study need to be further investigated in line with the research
plan (Fig. 4.1). It is important to evaluate whether parents maintain
the good, non-violent parenting strategies reported at post-treatment
(4 months) and whether the increased well-being of the children is still
present at the 6-month follow-up.

Notes

1. The Children’s Welfare Foundation holds the Swedish rights to use the
treatment manual that is provided for those who have participated in
the CPC-CBT therapist training. There is no financial gain in providing
the manual or disseminating the programme.

2. The Public Health Agency of Sweden (Folkhilsomyndigheten) sup-
ported the implementation of the intervention across the country.
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