
Injury 51 (2020) 1203–1209 

Contents lists available at ScienceDirect 

Injury 

journal homepage: www.elsevier.com/locate/injury 

Parent perspectives and psychosocial needs 2 years following child 

critical injury: A qualitative inquiry 

Kim Foster a , b , c , Connie Van 

c , Andrea McCloughen 

c , Rebecca Mitchell d , Alexandra Young 

c , 
Kate Curtis c , e , f , g , ∗

a Australian Catholic University, School of Nursing, Midwifery & Paramedicine, 115 Victoria Parade, Fitzroy, Victoria, 3065, Australia 
b Northwestern Mental Health, Melbourne Health, Grattan Street, Parkville, Victoria, 3050, Australia 
c Susan Wakil School of Nursing and Midwifery, Sydney Nursing School, Faculty of Health and Medicine, The University of Sydney, 88 Mallett Street, 

Camperdown NSW 2006, Australia 
d Australian Institute of Health Innovation, Macquarie University, Level 6, 75 Talavera Road, Macquarie University NSW 2109, Australia 
e Illawarra Shoalhaven Local Health District, Wollongong Hospital, Loftus Street, Wollongong NSW 2500, Australia 
f Illawarra Health and Medical Research Institute, Building 32, University of Wollongong, Northfields Avenue, Wollongong NSW 2522, Australia 
g The George Institute for Global Health, Level 5, 1 King Street, Newtown NSW 2042, Australia 

a r t i c l e i n f o 

Article history: 

Accepted 15 January 2020 

Keywords: 

Paediatric critical injury 

Parent 

Qualitative 

Psychosocial 

Family 

Nursing 

Trauma 

Resilience 

a b s t r a c t 

Introduction: To provide effective care and promote wellbeing and positive outcomes for parents and 

families following paediatric critical injury there is a need to understand parent experiences and psy- 

chosocial support needs. This study explores parent experiences two years following their child’s critical 

injury. 

Methods: This multi-centre study used an interpretive qualitative design. Parent participants were re- 

cruited from four paediatric hospitals in Australia. Semi-structured interviews were audio recorded and 

transcribed verbatim. Qualitative data were thematically analysed and managed using NVivo 11. 

Results: Twenty-two parents participated. Three themes were identified through analysis: Recovering 

from child injury; Managing the emotional impact of child injury; Being resilient and finding ways to 

adapt. 

Conclusions: A long-term dedicated trauma family support role is required to ensure continuity of 

care, integration of support and early targeted intervention to prevent long-term adverse outcomes for 

critically injured children and their families. Early and ongoing psychosocial intervention would help 

strengthen parental adaptation and address families’ psychosocial support needs following child injury. 

© 2020 The Author(s). Published by Elsevier Ltd. 

This is an open access article under the CC BY license. ( http://creativecommons.org/licenses/by/4.0/ ) 
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Traumatic injury is a leading cause of death of children and

dolescents worldwide [1] . Each day the lives of more than 20 0 0

amilies are changed irrevocably by the loss of a child to uninten-

ional injury [2] . Most injuries of children are caused by falls and

oad traffic collisions [3 , 4] . In Australia, childhood injury is a ma-

or public health problem, with injury hospitalisation rates not re-

ucing in over a decade [3 , 5] . Even when critically injured chil-

ren survive their injuries, they often face long-term health con-

equences, such as physical disability and reduced health-related
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uality of life [6 , 7] . These sequelae of critical injury impact not

nly the child but also their parents and other family members

8] . 

Children are dependent on their parents to meet their physi-

al, emotional and social needs, however child injury can be highly

tressful for parents and may impact their ability to effectively

eet these needs [9] . When injury has an ongoing impact on child

ellbeing and functioning and they require long-term care and

reatment, parental stress can persist over time. Parents’ psychoso-

ial (i.e., mental, emotional, and social) health and wellbeing can

e substantially affected. Evidence indicates that parents of injured

hildren are at a higher risk of mental health conditions, such as

epression, anxiety, acute stress disorder (ASD) and post-traumatic

tress disorder (PTSD) [10–13] . A systematic review by Woolf et al.

11] found that within the first three months following a seri-
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ous illness (e.g. diabetes requiring intensive care unit admission),

or injury in their child, 12–63% of parents experienced ASD and

8–68% experienced PTSD. Parents with the highest prevalence of

PTSD were those of children hospitalised following road or burn

injury. These effects were not limited to the initial period immedi-

ately following injury and can persist over time. Wade et al. [14] ,

followed families over an extended period (on average 4 years) and

found that families of children with severe traumatic brain injury

experienced high levels of stress associated with the child’s recov-

ery for several years following the injury. 

Understanding the factors involved in positive parental adapta-

tion following a child’s critical injury is important for prevention

of future adverse mental and physical health outcomes for par-

ents, and for effectively addressing parent and family psychoso-

cial needs. Resilience, or the process of positive adaptation fol-

lowing adversity, involves dynamic interaction between personal

characteristics and resources such as self-mastery and optimism,

and available external resources, such as social support and effec-

tive healthcare [15] . While there is emerging evidence of resilience

of parents of an injured child in the initial year following injury,

there is no literature on parent resilience at longer-term follow-up

[16] . A consensus meeting of European trauma experts on quality

of life after injury [17] indicated the assessment of long-term out-

comes should take place at least two years post-injury. There are

few studies on parents’ experiences and wellbeing and factors in-

fluencing their emotional wellbeing following their child’s injury

[9 , 18–20] and even fewer studies on parent experiences two or

more years following their child’s injury [14] . 

Aim and questions 

The overall aim of the study was to explore parent experiences

and psychosocial support needs two years following their child’s

critical injury. Research questions were, two years following child

injury: 

1) What are parents’ experiences of having a critically injured

child? 

2) What are parents’ psychosocial and practical support needs? 

3) What psychosocial factors helped or hindered parents and the

family to recover? 

Methods 

This multi-centre study examined the experiences and support

needs of parents of critically injured children 0–12 years of age,

two years following the child’s injury. An interpretive qualitative

design with thematic analysis was used to explore parents’ expe-

rience after a child’s critical injury and hospitalisation. Collection

and analysis of data were inductively approached, as this is a suit-

able method for studies investigating how people make meaning

of a situation [21] . Ethics approval was gained prior to study com-

mencement: HREC/13/SCHN/404; HREC/14/QRCH/149; and 34,089

A. 

Setting and participants 

A purposive sampling technique was used to recruit parent par-

ticipants from four paediatric hospitals in three Australia states

(New South Wales, Victoria and Queensland). Eligibility criteria

were: (1) aged over 18 years of age; (2) able to speak, read and

write English; (3) had a critically injured and hospitalised child 0–

12 years with an Injury Severity Score > 15 [22] and/or requiring

admission to the intensive care unit. 
ata collection 

Telephone interviews were conducted with participants and

udio-recorded with consent. A semi-structured interview guide

as utilised and covered four main areas: 

1) Child’s recovery – the child’s physical and emotional recovery; 

2) Needs – parent and family psychosocial needs, including how

these were met and by whom; 

3) Impact – how the injury impacted the child, parent and family,

e.g. how life had changed, what had been challenging and what

had been helpful; and 

4) Resilience – what resilience meant to parents and how they

managed the impacts of injury. 

To allow for a fuller understanding of the meaning they made

f their experience, parents were also encouraged to discuss any

ssues important to them at any point in the interview [23] . 

ata analysis 

Interviews were transcribed verbatim and analysed using the-

atic analysis. Data were managed using the QSR International

ualitative data software NVivo 11 TM . The thematic analytic pro-

ess involved data familiarisation where transcripts were read mul-

iple times and each transcript was initially coded against the re-

earch questions. Detailed analytic memos were kept during the

oding process. Codes were collated and then patterns across data

dentified, with initial themes developed. These were reviewed and

iscussed by three researchers until consensus was reached and fi-

al themes were defined and described [24] . 

esults 

arent and injured child characteristics 

Twenty-two parents participated in the study. Of the parents

ho provided demographic information, 89.5% were partnered or

arried and 84.2% had two or more children. The majority (89.5%)

f parents were born in Australia and less than half (42.1%) had

ompleted a university degree ( Table 1 ). These 22 participants

ere parents of 18 children who were critically injured and hos-

italised. The majority of children (61.1%) were female with a me-

ian age of 8 years ( Table 2 ). Three themes were identified through

nalysis: Recovering from child injury; Managing the emotional

mpact of injury; and Being resilient and finding ways to adapt. 

ecovering from child injury 

A child’s recovery from injury involved both physical and emo-

ional recovery. Parents identified that for most children, their

motional recovery from injury was closely associated with their

hysical recovery, that is, where children regained function and

ad fully recuperated from their physical injury; they also experi-

nced positive emotional recovery. Two years following injury, the

ajority of parents reported that their child/children had fully re-

overed physically ( n = 16) and emotionally ( n = 13) and required

o further treatment or support from healthcare services. Parents

escribed life for their child and family as having ‘returned to nor-

al’, being ‘back on track’, or ‘as if the injury had never happened’:

‘She’s doing everything that all the other kids do, if not more.

Like she’ll sit down and she enjoys puzzles, she interacts with

all the kids, her speech is excellent, she likes learning new

things. I haven’t noticed anything that’s really held her back

from progressing like any other three year old’ (Mother, 1 year

old girl, head injury) 
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Table 1 

Parent characteristics. 

Characteristics n (%) 

Gender ( n = 22) 

Male 10 (45.5) 

Female 12 (54.5) 

Age ( n = 22) 

Age range male 24–53 years 

Mean age male 42 years 

Age range female 32–51 years 

Mean age female 41.4 years 

State of residence ( n = 22) 

New South Wales 4 (18.2) 

Queensland 9 (40.9) 

Victoria 9 (40.9) 

Marital status ( n = 19) 

Single 1 (5.3) 

Partnered or married 17 (89.5) 

Separated or divorced 1 (5.3) 

Number of dependent children (under 18 years) ( n = 19) 

1 3 (15.8) 

2 9 (47.4) 

3 7 (36.8) 

Country of birth ( n = 19) 

Australia 17 (89.5) 

Other country 2 (10.5) 

Level of highest education ( n = 19) 

Year 10 1 (5.3) 

Year 12 2 (10.5) 

College/TAFE 8 (42.1) 

University 8 (42.1) 

Employment ( n = 19) 

Paid employment 16 (84.2) 

Unknown 3 (15.8) 

Gross weekly household income (AUD) ( n = 19) 

$1–649 1 (5.3) 

$650–1699 10 (52.6) 

$1700–3999 8 (42.1) 

Table 2 

Child characteristics. 

Characteristic ( n = 18) n (%) 

Age Range: 1–12 years 

Mean: 8.2 years 

Injury Severity Score Range: 4–38 

Mean: 21.1 

ICU stay 

Yes 15 (83.3) 

No 3 (16.7) 

Gender 

Male 7 (38.9) 

Female 11 (61.1) 

Type of Injury ∗

Head injury 10 (55.6) 

Spinal injury 5 (27.8) 

Limb fractures 5 (27.8) 

Multiple intra-abdominal injuries 3 (16.7) 

Lung/airway injury 2 (11.1) 

Facial injury 1 (5.6) 

Neck injury 1 (5.6) 

Rib fractures 1 (5.6) 

∗ Some children sustained more than one type of injury. 
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However, a third of children had either ongoing functional

 n = 4), emotional ( n = 1) or both functional and emotional ( n = 1)

roblems due to their injuries. Some continued to experience phys-

cal problems (e.g. bladder and bowel problems, loss of manual

exterity), while others may have recovered physically but not

motionally. Children who experienced continuing emotional is-

ues in relation to their injury were reported to have PTSD (of-

cially diagnosed), difficulty managing and expressing emotions,

anic attacks, anxiety, depression, anger, sleeping problems and

ersonality changes: 
‘It’s changed her personality [she’s] more reclusive, more in-

bound, certainly less happy because of [her limited mobility]’

(Father, 10 year old girl, spinal column and limb fractures) 

Physical recovery was particularly challenging for a couple of

hildren who sustained a head injury. Two years following injury,

hese children continued to have ongoing issues including prob-

ems processing information, difficulty with working memory, and

hallenges regulating their feelings. This presented as tantrums,

rying and angry outbursts. A father explained how his son strug-

led to keep up with online conversations, which impacted on his

riendships: 

‘He’s always a minute behind the conversation… he’ll bring

something up that was talked about a minute or two before….

It’s in his processing, processing information and then having to

recall and then working out an answer or a response… he’s ac-

tually stopped using Messenger now to communicate with his

friends… he has been kicked out of [the group message]… it’s

hard on him’ (Father, 9 year old boy, head, spinal and limb in-

juries) 

anaging the emotional impact of injury 

Parents’ emotional wellbeing was closely linked with their

hild’s overall wellbeing and recovery. When the child’s physical

r emotional recovery was slow or problematic, parents often ex-

erienced stress, anxiety and changes in mood, which limited their

motional wellbeing. Two years following injury, the majority of

arents (18/22) had mostly or fully recovered their emotional well-

eing. These parents witnessed improvements in their child’s phys-

cal state and emotions and felt positive about the future for them-

elves and their child. The family unit had moved on from the in-

ury and life had generally returned to how it was pre-injury. These

arents felt very lucky their child had survived and recovered so

ell. 

However, some of these parents also admitted that some things

ad changed because of the injury. For example, some parents’

erspectives on life and priorities in life had shifted. Aspirations

or their child had changed dramatically after injury. Before in-

ury, parents had wanted their child to excel in different endeav-

urs (e.g. sport, school) but after injury, they wished only for a

egular child with a happy childhood. They were concerned other

hildren might not treat their child the same as others because of

hanges in the child’s functioning and/or appearance, and worried

bout lost friendships and school yard bullying: 

‘[It’s] changed my point of view about what is important in life.

Before [I wanted my daughter to be in the] best school and [be]

the best student …but nowadays I talk to her and say, you try

your best, [the] most important thing is just be a happy girl’

(Mother, 8 year old girl, head injury) 

Some parents were more protective of their child because the

hild was still recovering (physically and/or emotionally) from in-

ury. Others were protective even though the child had recovered,

ecause they now believed ‘ life is so fragile ’ (Father, 12 year old boy,

ead injury). A focus on protection led some parents to restrict the

ypes of activities they allowed their child to participate in, such as

ontact sports: 

‘It just sort of brought us to the realisation that you know, you

could lose your child at any time [so you have] to be careful’

(Mother, 1 year old boy, head injury) 

A few parents identified they would sometimes inadvertently

reat their injured child differently to their other children. For ex-

mple, they would praise ordinary things their injured child did,

uch as completing homework, which they would not do for their
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other children. This change in parents’ behaviour often made sib-

lings resentful of their injured sibling’s ‘special’ treatment. Con-

versely, a couple of parents reported that the injury had brought

their children closer together. For example, siblings banded to-

gether to support their injured brother or sister and make sure

they were never left out of activities because of their injury: 

‘He’s got lots of brothers and sisters and they help him out

and do everything for him, if he needs to go somewhere or do

something they make sure that he’s included’ (Mother, 12 year

old boy, spinal cord injury) 

Two parents who were directly involved in the incident that

resulted in their child’s injury, for example driving a car involved

in a collision, continued to experience feelings of guilt and regret

two years following the event. These parents acknowledged that

although family, friends and health professionals told them the in-

cident was not their fault, it was hard not to blame themselves: 

‘They told me that the car [collision] is just an accident, it’s not

your fault, but sometimes that guilty feeling still comes back’

(Mother, 8 year old girl, head injury) 

One father described how his wife, who was involved in the

injury-causing incident, continued to have PTSD two years after

their child’s injury: 

‘The greatest impact has been on my wife [because] she was

involved in the accident herself… she still suffers PTSD quite

severely and that manifests in being overwhelmed with situa-

tions, being very claustrophobic and just not able to handle a

lot of pressure’ (Father, 4 year old girl, head injury) 

Four parents (father of 9 year old boy with head, spinal and

limb injuries; mother of 7 year old girl with multiple intra-

abdominal injuries; father of 10 year old girl with spinal column

and limb fractures; mother of 12 year old boy with spinal cord

injury), continued to experience negative emotions as a result of

their child’s injury. These parents struggled to regain their wellbe-

ing because their child’s physical and emotional recovery was slow.

They often wondered whether their child would ever make a full

recovery and felt helpless knowing there was nothing they could

do to help their child: 

‘[There’s] this worry in the back of my head all the time…

is this going to affect her for the rest of her life?… She still

sometimes wakes up at night scared and the other night she

[had] another nightmare about cars and monsters and us in

cars’ (Mother, 7 year old girl with multiple intra-abdominal in-

juries) 

It was especially difficult for parents who believed the injury

or associated complications had robbed their child of a bright fu-

ture. Parents felt sadness for what could have been, and were frus-

trated about life limitations for their child and the family. Injury

had substantially changed their life circumstances and the future

outlook for their child. These parents were distressed and anxious

and lacked optimism or hope for the future: 

‘[She was] a high functioning athlete and then suddenly that’s

all gone… all ball sports are gone because [she] can’t catch and

throw and raise [her] arms over [her] head…and there’s no po-

tential for recovery… it’s pretty demoralising’ (Father, 10 year

old girl, spinal column and limb fractures) 

Most parents who were struggling with their emotional well-

being sought professional support from their family doctor/general

practitioner, mental health social workers, psychologists or psychi-

atrists to help them manage. Two parents continued to receive pro-

fessional care for their mental wellbeing two years following their
hild’s injury, and another parent was taking antidepressant medi-

ation to manage their mood. 

eing resilient and finding ways to adapt 

Parents described their perspectives on resilience in the face of

hild injury, and identified various strategies they used to support

hemselves, their child, and family. Most parents viewed that being

esilient was important to helping them and their child manage

he impact of injury and also influenced the child’s recovery. Al-

hough resilience was defined in different ways by parents, it was

enerally considered to be about: being strong in the face of ad-

ersity, ‘ keep on going, regardless of what happens’ (Father, 9 year

ld boy, head, spinal and limb injuries); having a positive mindset;

eing able to cope with hurdles in life, ‘ coping with what’s before

ou and getting through it the best you can’ (Mother, 12 year old

oy, spinal cord injury); being flexible and adaptive; and having

he determination to make things work. 

Some parents believed they were resilient people but admit-

ed that ‘staying strong’ was not always easy. One father (12 year

ld girl, multiple intra-abdominal injuries) admitted that ‘ some-

hing as simple as having enough sleep’ was important to being re-

ilient. Other parents felt they had become more resilient as a re-

ult of their child’s injury due to changing how they viewed stress-

ul events or situations: 

‘[It’s] probably made us a bit more resilient… little things that

used to be a big deal [are] not a big deal anymore…. you get

upset or angry about certain things and then you sort of stop

and think about it and go, hey, that’s really not a big problem

[I’ll just] move on [and] not make a big deal out of it’ (Father, 1

year old boy, facial injuries) 

Parents also admired and praised their child’s ability to adapt

ositively in the face of challenging experiences like long-term

ain and functional impairments. They were inspired by their

hild’s positive adaptation which in turn positively influenced their

wn responses to their child’s injury: 

‘He’s absolutely amazingly happy. Nobody can believe how

happy. He’s got a wheelchair but he’s got a very good attitude

to life and he doesn’t let it get him down’ (Mother, 12 year old

boy, spinal injury) 

Parents drew on a range of strategies and resources ( Table 3 ) to

elp them adjust following their child’s injury, including keeping a

ositive outlook, being flexible, adaptable and grateful. Most par-

nts acknowledged that what kept them going was gratitude for

he fact their child was still alive. No matter how hard things be-

ame after the injury, parents felt they were still more fortunate

han families who had lost a child. This was especially the case for

hose who had a child with poor physical outcomes: 

‘Every now and then when I see his scar I’m mixed with joy

for the fact that he’s fine… [it’s a] little bit like, geez we were

lucky’ (Father, 12 year old boy, head injury) 

Parents also highlighted the importance of accepting support

hen it was offered to them and seeking out support for them-

elves when they needed it. For example, accepting support from

thers was especially important when ongoing medical care for

heir child was needed. They, for instance, accepted flexible work

rrangements offered by their employer or help with childcare and

ousehold tasks from family and friends: 

‘[If] someone offers to cook you a meal, take it; [if] someone of-

fers you to go have a lie down for a few hours while they watch

your child, take it’ (Mother, 12 year old girl, multiple abdominal

organ injury) 
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Parents also had to identify and seek out the support they

eeded for themselves, for example psychological support provided

y health professionals, or, for those parents residing in the state

f Victoria, financial support provided by the Transport Accident

ommission (TAC): 

‘the TAC have been absolutely brilliant financially… any bills

that came through, TAC just said, send them to us, we’ll sort it

out… it was reassuring to get a ten thousand dollar helicopter

bill and ring up and say, this is our TAC number and then [the

bill] was gone’ (Father, 1 year old boy, head injury) 

‘[He’s got a] teacher’s aide at school, so he’s got someone with

him at school… his physio and his OT and counsellor [are all]

paid through the TAC’ (Father, 9 year old boy, head, spinal and

limb injuries) 

Many parents also reported that getting back to a ‘normal’ life

nd returning to routine as soon as possible, was important to

heir ability to adapt following child injury. These parents made

 conscious effort to do the things they used to do before their

hild’s injury, such as spending time with family and friends, or-

anising and going on family holidays, exercising, and making time

or themselves to pursue their interests, education or career. 

iscussion 

This is the first study to report on parent psychosocial wellbe-

ng and resilience two years following child injury and the find-

ngs provide new knowledge in the field. A key finding was that

arents’ experiences and needs were closely related to their child’s

hysical and emotional recovery, and the support services avail-

ble to them. Parents reported that the impact of their child’s emo-

ional recovery and mental health following the injury were linked

o their physical recovery. For most children, if a positive physi-

al recovery resulted, their emotional recovery was also positive.

here a child’s physical recovery was limited or slow in progress,

reater attention was needed to support emotional recovery for

oth the child and parent. These findings are supported by a previ-

us study where 12-month health related quality of life remained

elow baseline for psychosocial health in children who were ad-

itted to NSW paediatric trauma hospitals [25] . 

Parents reported they were offered psychological and emotional

upport by family and friends but not by health professionals. Par-

nts who required emotional support for themselves at any stage

f the two years post their child’s injury, had to independently

eek it. These findings confirm those of an Australia wide survey

f health professionals who reported physical needs are better met

han psychosocial needs and that there are no routine follow-up

upport services post-discharge for injured children or their fami-

ies [26] . Given the evidence that some parents and children con-

inue to experience psychological distress two years following child

njury, it is recommended that health professionals provide parents

ith anticipatory guidance and information on how to access psy-

hological support for them and their child, at the child’s discharge

rom hospital. 

In respect to their psychosocial wellbeing, parents in this two

ear follow-up study reflected each of the three psychosocial re-

overy trajectory patterns identified in a study at one year fol-

owing child injury: resilient; recovering and distressed [16] . Par-

nts who were resilient and doing well in the current study re-

orted finding multiple positive ways to adapt, and identified key

sychosocial resources including support from family and friends,

sychological support, and financial support for their child’s treat-

ent. Financial support was an important resource that alleviated

amily burden and distress in relation to child injury. Parents in

ictoria were grateful they had access to the Transport Accident

https://doi.org/10.13039/501100001250
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Commission (TAC), especially those who were aware that had they

resided in another state in Australia, they would not have access

to the same level of financial support. TAC is a statutory insurer of

third-party personal liability operating in only one state (Victoria)

in Australia. The purpose of the TAC and similar schemes across

Australia is to fund treatment and support services for people in-

jured in vehicle crashes, although the level of support varies. To

alleviate parent and family financial distress and burden follow-

ing child injury financial and treatment support services should be

consistent across Australian states and territories. 

Many parents reported that getting back to a ‘normal’ life and

returning to routine as soon as possible was important for their

own and the family’s wellbeing. These parents made a conscious

effort to do the things they used to do before their child’s injury.

A number of parents also reported changing their perspectives on

stressful situations, and how they viewed their child’s injury. Posi-

tive meaning-making and cognitive appraisal of stressful events are

key resilience factors [27] and can be supported by health profes-

sionals to help improve parent adaptation following child injury.

Most parents were also grateful for the healthcare received and

their child’s survival. Gratitude has been found to promote posi-

tive outcomes following trauma. Vieselmeyer et al. [28] concluded

that resilience operates to prevent adverse outcomes while grati-

tude may promote positive outcomes following trauma. 

Parents reported changes in expectations for their injured child,

and different parenting approaches to their injured and non-

injured children. In the aftermath of major disruption in a family,

like child injury, a key parental role is to maintain or restore fam-

ily routines and rules that promote a sense of stability and well-

being amid adversity [29] . Adjustments to parenting can broadly

impact on family function and dynamics, and while some adapta-

tions may promote family cohesion and flexibility post injury [29] ,

others may contribute to stress, for example discord between sib-

lings. Given the impact of parenting on family resilience and well-

being, there is a clear need for parenting support post child in-

jury, to prevent potential adverse outcomes for family dynamics

and child development, particularly when an injured child experi-

ences ongoing functional and behavioural impairment. These find-

ings should be considered by clinicians when supporting parents

following injury. Given the life changing nature of critical injury,

clinicians should consider a multifaceted approach to buffer the ef-

fects of emotional trauma by cultivating resilience and enhancing

gratitude as a means to decrease post-traumatic stress [28] . 

These results reflect the numerous individual, family and soci-

etal impacts of injury and provide further evidence that improved

psychosocial care and outpatient follow-up is required to minimise

the long-term emotional impact of injury for injured children, and

related psychosocial wellbeing of parents. 

Each family unit and family member has different traits and

coping mechanisms, and family appraisal and any interventions

should be tailored as such. A coordinated model of care that

provides psychosocial care both during hospitalisation and post-

discharge would reduce the psychological care gap for injured chil-

dren and their families, particularly in key care transitions such

as from hospital to community [30] . The ‘Family Forward’ inter-

vention reported reductions in trauma and grief responses at six

weeks post a child’s injury [31] ; however it appears that a long-

term social work family case management approach is required to

ensure continuity of care, integration of support and early targeted

intervention to prevent long-term adverse outcomes. 

Limitations 

This study is limited to one group of English-speaking parents

from the Australian context. Other parents may have had different
erspectives. Future research could include a wider group of par-

nts from a range of cultural backgrounds and contexts. 

onclusions 

A long-term dedicated trauma family support role is required

o ensure continuity of care, integration of support and early tar-

eted intervention to prevent long-term adverse outcomes for crit-

cally injured children and their families. Early and ongoing psy-

hosocial intervention would help strengthen parental adaptation

nd address families’ psychosocial support needs following child

njury. 
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