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Brief Summary of Preliminary Findings: Feasibility Study Evaluating
the ‘Talking-Together’ Focused Response Protocol

Note. Study conducted in Ma'alot—Tarshiha, North Israel, January—July 2025. Findings
represent preliminary analyses from partial sample; complete dataset analysis pending.

Principal Investigator: Dr. Tahl I. Frenkel, Baruch Ivcher School of Psychology, Reichman
University.

Method

Participants and Procedure. Between January and July 2025, 109 families participated in the 2-
session Focused Response intervention conducted in Ma'alot—Tarshiha (Mchild age = 4.6 years, 30%
age 3 years and below). Data were collected across four time points: baseline (T1), pre-intervention
(T2), 10 days post-intervention (T3), and one-month follow-up (T4). Complete data were available for
65 families across three time points and 44 families across all four time points.

War Exposure Characteristics. Participants demonstrated substantial exposure to war-related
stressors: 97% reported frequent exposure to missile alert sirens, 81% experienced missile strikes
within their municipality, and 63% reported direct or proximate missile impacts to their residences.
Additionally, 57% evacuated their homes, 35% lacked access to fortified safe rooms, 29% had a
parent deployed for military reserve duty, and 31% experienced significant economic hardship.

Measures. Child psychological distress was assessed at all four time points using the Pediatric
Emotional Distress Scale (PEDS; Saylor et al., 1999). Maternal posttraumatic stress symptomatology
was measured at pre-intervention (T2) and post-intervention (T3) via the PTSD Checklist for DSM-5
(PCL-5; Weathers et al., 2013). Treatment acceptability was evaluated through subjective impact
scales assessing perceived intervention efficacy across multiple domains.

Results

Child Symptomatology. At baseline, 92% of children exceeded the clinical threshold for anxiety and
69% for behavioral problems. Paired-samples ¢ tests revealed statistically significant and clinically
meaningful reductions in anxiety symptoms, #70) =4.11, p <.001, and behavioral difficulties, (71) =
6.11, p <.001, from pre- to post-intervention, with a medium-to-large effect size (Cohen's d = 0.65).
The proportion of children exhibiting clinically elevated symptomatology decreased from 92% to
68% for anxiety and from 69% to 53% for behavioral problems.

Repeated-measures ANOVA demonstrated a significant main effect of time, F(3, 129) = significant, p
<.001, indicating progressive symptom reduction from pre-intervention (M = 48.98, SE =1.41) to
immediate post-intervention (M = 41.68, SE = 1.75), with therapeutic gains maintained at one-month
follow-up (M =42.59, SE = 1.92). Pairwise comparisons confirmed that the principal symptom
reduction occurred during the intervention phase (T2—T3: Mdiff = 7.30, p <.001) and remained stable
thereafter (T3-T4: Mdiff =-0.91, p = .413). See Figure 1.

Maternal Posttraumatic Stress. Parental PTSD symptomatology exhibited significant amelioration
from pre- to post-intervention, #(44) = 3.64, p <.001. The proportion of parents exceeding the clinical
cutoff (PCL-5 > 33) decreased from 26% at pre-intervention to 19% at post-intervention assessment.

Treatment Acceptability. Among the 87 parents who completed subjective impact assessments
approximately two weeks post-intervention, greater than 85% reported enhanced comprehension of
their child's behavioral patterns, modified parental responses to child affect and behavior,
strengthened emotional communication, and improvements in the parent—child dyadic relationship.
Notably, 69% of respondents perceived direct amelioration in their child's emotional functioning.
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Discussion

These preliminary findings provide empirical support for the feasibility and acceptability of the 2-
session Focused Response intervention protocol for families experiencing war-related psychological
trauma, with promising preliminary evidence of therapeutic benefit. The intervention demonstrated
significant and sustained reductions in both child anxiety and externalizing symptomatology, with
medium-to-large effect sizes. Concurrently, parental posttraumatic stress symptoms evidenced
meaningful clinical improvement. The high treatment satisfaction rates and substantial proportions of
parents reporting enhanced parenting competencies suggest robust intervention acceptability and
perceived utility. Critically, therapeutic gains were maintained at one-month follow-up, indicating
potential durability of treatment effects. These findings warrant continued investigation through
comprehensive randomized controlled trials to establish intervention efficacy and identify potential
moderators of treatment response.

Figure 1. Change in Child Emotional Distress Over Time
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Figure Note. Repeated-measures ANOVA revealed a significant main effect of time on Pediatric
Emotional Distress Scale (PEDS) scores across four assessment points: baseline (T1), pre-intervention
(T2), 10-14 days post-intervention (T3), and one-month follow-up (T4). PEDS scores exhibited
significant reduction from intervention onset (M = 48.98, SE = 1.41) to immediate post-intervention
(M =41.68, SE = 1.75), p <.001, with therapeutic gains largely maintained at one-month follow-up
(M =42.59, SE = 1.92). Pairwise comparisons demonstrated modest yet statistically significant
symptom reduction from baseline to pre-intervention (T1-T2: Mdiff = 2.86, SE = 1.28, p =.030),
followed by substantial symptom amelioration during the intervention phase (T2—-T3: Mdiff = 7.30, SE
=1.39, p <.001). Critically, no significant change was observed between immediate post-intervention
and one-month follow-up (T3-T4: Mdiff =—0.91, SE = 1.10, p = .413), confirming maintenance of
treatment effects.
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Brief Summary of Findings: Feasibility Study Evaluating the ‘Talking
Together’ Extended Response Protocol

Note. Study conducted in the Western Negev, January—June 2024. Complete methodology and
results are available in the original study documentation.

Principal Investigator: Dr. Tahl I. Frenkel, Baruch Ivcher School of Psychology, Reichman
University

Method

Participants and Procedure. Between January and June 2024, 233 families (Mage = 5.63 years, SD =
1.74, 20% under the age of 3 years; 49% female) from the western Negev region of Israel participated
in the 12-session Extended Response intervention. All families experienced extreme trauma exposure
during the October 7, 2023, attack. Data were collected at two time points (pre- and post-
intervention). Complete data on primary outcomes were available for 129 participants (69.7%).
Little's Missing Completely at Random (MCAR) test confirmed that data were missing completely at
random, x3(703) = 715.94, p = .36.

War Exposure Characteristics. All families experienced extreme trauma exposure. Specifically, 78%
spent prolonged time in a secure shelter, 74% reported armed terrorists entering their community,
60% witnessed or heard combat, 49% were cut off from electricity, food, or communication, 12% had
a parent outside the shelter exposed to immediate danger, and 8% witnessed injured or murdered
individuals.

Measures. Child psychological distress was assessed via the Pediatric Emotional Distress Scale (PEDS;
Saylor et al., 1999). Maternal posttraumatic stress was measured using the PTSD Checklist for DSM-5
(PCL-5; Weathers et al., 2014). Maternal parenting self-efficacy was assessed with the Me as a Parent
Scale-Short Form (MAAPS; Matthews et al., 2022). Treatment acceptability was evaluated through
subjective impact scales assessing perceived intervention efficacy across multiple domains.
Additional measures assessed hypothesized mechanisms of change, specifically maternal trauma-
related parenting strategies and beliefs, including: (1) maternal endorsement of child avoidance
strategies (i.e., the extent to which mothers encourage their child to avoid trauma-related thoughts,
feelings, or reminders), (2) maternal beliefs that children's experience of negative emotions is
dangerous or harmful, (3) maternal beliefs that trauma-related conversations may be dangerous or
harmful to the child, and (4) maternal emotional reactivity (worry, anxiety) when contemplating
trauma-related conversations with the child.

Analytic Objectives. Primary analyses examined pre- to post-intervention changes in children's
emotional distress. Importantly, repeated-measures ANCOVA analyses were conducted to examine
whether therapeutic benefit varied as a function of trauma exposure level, maternal PTSD
symptoms, and socioeconomic status. Secondary analyses evaluated pre- to post-intervention
changes in parenting self-efficacy and hypothesized mechanisms of change (i.e., trauma-related
parenting strategies and beliefs), as well as associations between changes in parenting variables and
changes in child symptoms.
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Results

Feasibility Indicators. Recruitment yielded 233 of 250 families approached (93.2% enrollment rate).
Retention was robust, with 209 families (89.7%) completing the intervention (defined as attending at
least half of the parent—child sessions). Among completers, adherence was 88.5% for parent—child
sessions, 76.3% for maternal sessions, and 41.3% for paternal sessions. Attrition (10.3%) was
associated with lower trauma exposure levels, t(189) = —2.47, p < .05, suggesting non-completers
perceived reduced intervention necessity.

Child Symptomatology. At baseline, all children exceeded the clinical threshold for total emotional
distress. Paired-samples t tests revealed statistically significant reductions across all PEDS
dimensions: total score (Mpre = 56.38, Mpost = 46.63), t(129) = 10.15, p <.001, Cohen's d = 0.89.
McNemar's tests confirmed statistically significant reductions in the proportion of children exceeding
clinical thresholds across all domains: anxious/withdrawn, x*(1) = 20.34, p < .001; fearful, x*(1) =
27.03, p < .001; and acting-out, x*(1) = 36.88, p < .001. Post-intervention, 67.1% of children remained
above the clinical cutoff for total emotional distress.

Examining Potential Moderators of Symptom Change. Repeated-measures ANCOVA analyses
revealed no significant moderating effects of trauma exposure dose, maternal PTSD symptoms, or
family income on therapeutic benefit (all ps > .18), indicating consistent symptom reduction across
diverse clinical presentations and socioeconomic contexts.

Parenting Variables. Significant improvements were observed across all trauma-related parenting
variables (all ps < .001), including increased parenting self-efficacy and decreased maternal
endorsement of child avoidance, trauma-talk reactivity, and maladaptive beliefs regarding child
negative emotions and trauma-talk danger. Effect sizes ranged from small to medium (d = 0.28-0.65).
Residual change score correlations revealed significant associations between improvements in
maternal variables and reductions in child distress.

Treatment Acceptability. Parents reported high perceived intervention benefit on both general
impression scales and domain-specific measures. More than 70% reported enhanced parenting
insight and psychoeducation, parent-child conflict repair, and enhanced child emotional
understanding and expression (complete descriptive statistics reported in original study).

Discussion

These findings provide robust evidence for the feasibility and acceptability of the 12-session
Extended Response intervention protocol for families experiencing acute war-related trauma, with
promising preliminary evidence of therapeutic benefit. The intervention demonstrated excellent
recruitment and retention rates, with high treatment adherence and parent-reported satisfaction.
Statistically significant and clinically meaningful reductions emerged across child anxiety and
externalizing symptomatology, with large effect sizes. Importantly, symptom reduction remained
consistent across varying levels of trauma exposure, maternal psychopathology, and socioeconomic
status. Maternal parenting self-efficacy and trauma-related parenting strategies and beliefs also
evidenced significant improvement. These preliminary findings support the intervention's promise as
an accessible treatment modality for trauma-affected families and warrant rigorous evaluation
through fully powered randomized controlled trials.
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Brief Summary of Qualitative Exploratory research on the ‘Talking-
Together’ Focused Response Protocol

Note. Study conducted in the Western Negev, October-December, 2023.

Principal Investigator: Dr. Yuval saar-heiman, Ben Gurion University of the Negev.

Short, structured open interviews were conducted with 410 parents who participated in the
intervention and 27 in-depth interviews with therapists who took part in this phase. Content
analysis of the parents' responses to the short interview regarding their feelings following
the intervention indicates high satisfaction with the intervention and a sense of
improvement in the overall emotional state of the family following the intervention. Among
parents who answered all of the questions: approximately 81% reported an improvement in
their sense of competence as a parent, about 71% reported an improvement in their child's
emotional state, about 74% reported an improvement in their own emotional state, and
about 64% reported that they felt an improvement in their relationship with their children
following the intervention. In addition, about 82% reported that they continued engaging in
an emotional dialogue with their children in a manner similar to the one demonstrated in
the intervention. The words of Ronit, a mother who participated in the acute intervention,
illustrate the components of the intervention that were meaningful and significant for many
families:

"It was very meaningful for me to hear the children and understand that they understood
much more than we thought. It was a shocking experience. It turns out that they have heard,
listened, understood. Our jaws dropped from what they said. | tried to defend them from
what had happened, and only in the meeting did | realize how much they knew and how
frightened they were. The therapist helped me see what was going on inside their world, and
that they needed me and my support in all of this. And that's at a time when | can barely
hold myself. Having another adult hold this with me helps me hold [the story for the
children] and to explain and to be able to hear what the children are saying. It helps me to
know how to answer them... This is very, very important. It also gives me support and helps
me be with them. And what surprised me most was how my little girl came at the end of the
meeting and curled up in my arms."

A comprehensive qualitative analysis of the parent interviews is currently underway. The
analysis of the interviews with the clinicians echoes the satisfaction reported by the parents.
The findings suggest that clinicians experienced the intervention as both feasible and

effective, even within the extreme constraints of a post-mass-trauma context. Across diverse
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settings, clinicians reported that the intervention helped re-establish emotional connection
between caregivers and children, enabled shared processing of the traumatic experience,
and offered a focused and structured model that could be implemented without intensive
training or long-term engagement. Despite the brevity of the intervention, practitioners
consistently described a deep and meaningful process that unfolded within a highly time-

limited format.

Another significant finding from the therapists' interviews is the very high level of fidelity in
their implementation of the intervention model as designed by its developers. In particular,
the following components stood out in the therapists' narratives: (a) the perception of the
parent as a central partner in the process, demonstrated in the creation of a strong
therapeutic alliance with the parents based on acceptance and appreciation of their
functioning, psycho-educational work regarding the meaning of trauma and intervention,
and providing space for the parents' emotional experience before meeting with the children;
(b) processing the events of the 7/10 with a focus on the variety of emotional experiences of
all family members from that day; (c) interventions that focus on the relationship between
parents and children, and allow children to receive validation from their parents of their
emotional experiences.

In the following quote, Ditza, a therapist who worked in the acute phase of the intervention,
describes how the application of these principles is expressed in working with a family:

"The younger brother also found the courage to talk about the things that scare him, and
then the others remembered more details from the incident. It was a deeply moving
moment, the mother's eyes filled with tears, and she said to him, "Wow!, | didn't know you
could feel all this, and I'm so proud of you that you can now tell me all this, and now that |
know, I'll help you too." It was an organic reaction that came from her spontaneously. She
was very excited about this sharing. And then he ran to her for a hug, and then the second
child also came, and then the father asked if it was possible to have a family hug."
Grounded in the findings of the study, a five-domain framework for understanding and
assessing fidelity in ‘Talking Together’ protocol. These domains—relational, emotional,
trauma framework, parental engagement and procedural fidelity—capture the essential
therapeutic mechanisms clinicians described as necessary for delivering the intervention
with integrity. Each domain is framed by a core clinical question and a set of practice-based
indicators, offering a practical and conceptually coherent lens through which to examine

fidelity.



