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Exposure to Trauma

Trauma is under-reported and under-diagnosed.
(NTAC, 2004)

Trauma can be:

•A single event 

•A connected series of events

•Chronic lasting stress

Used with permission from Trauma Informed Florida Project 

http://www.djj.state.fl.us/trauma-informed-care/index.html



What is trauma

“Prolonged exposure to repetitive or severe events such as 

child abuse, is likely to cause the most severe and lasting 

effects.”

“Traumatisation can also occur from neglect, which is the 

absence of essential physical or emotional care, soothing 

and restorative experiences from significant others, 

particularly in children.”

(International society for the study of Trauma and Dissociation, 2009)



Responses to a traumatic event may 

include

 Intense fear

 Helplessness

 Horror

 Attachment



https://www.youtube.com/user/HarvardCenter


Interpersonal trauma?

 Interpersonal violence tends to be more traumatic than natural 

disasters because it is more disruptive to our fundamental 

sense of trust and attachment, and is typically experienced as 

intentional rather than as “an accident of nature.”

(International society for the study of trauma and dissociation, 2009)



Attachment

 Genes have little to do with Attachment

 Temperament and attachment are independent!

 Attachment patterns are solely built by experience

L. Alan Sroufe, et al  “The Development of the 

Person,” 2005.

 In every culture, healthy relationships are contingent on 
relational interactions



Children, trauma & attachment

 The earliest relationships are 
critical for developing the capacity 
to regulate state

 Neglectful and traumatic early 
relationships set up the person to 
respond with state dysregulation 
to interpersonal cues  in 
subsequent relationships (Glover)

 Children need to move through 
stages of development smoothly

 The response to trauma is learned, 
mediated by the brain and social 
environment



Impact on Relationships
 Relationships are developed through the emotional bond 

between the child & primary caregiver. It is through this 

relationship we learn to:

 Regulate emotions/“self soothe”

 Develop trust in others

 Freely explore our environment

 Understand ourselves & others

 Understand that we can impact the world around us



Relationships are vital

Reference: Gerhardt (2004), 
Parsons et al (2010), 

Perry (2002). 



So, What is the prevalence? 

 Studies (NZ and Internationally) report 51-98% prevalence 
rate of trauma amongst people with a diagnosis of serious 
mental illness.

 Most have multiple experiences of trauma.

 Consumers who have been abused during childhood:

 Have longer and more frequent hospitalisations

 Spend more time in seclusion

 Are more likely to attempt suicide 

(Goodman et al. 1997; Muesar et al, 1998; Glover & Sims, 2011)



ACE Study (Adverse Childhood Events) 

 CDC and Kaiser Permanente Collaboration (USA).

 Over a decade long. 17,000 people involved.

 Looked at effects of adverse childhood experiences over the 

lifespan.

 Largest study ever done on this subject



HMO Members in ACE Study

 80% White, including 

Hispanic

 10% Black

 10% Asian

 About 50% men, 50% 

women

 74% had attended college

 62% age 50 or older



Adverse Childhood Experiences ACE 

Categories (Birth – 18)
Abuse of Child

 Emotional Abuse

 Physical Abuse

 Contact Sexual Abuse

Neglect of Child

 Physical Neglect

 Emotional Neglect

Trauma in Child’s 

Household/Environment

 Alcohol and/or Drug user

 Chronically depressed, emotionally 

disturbed or suicidal household 

member

 Mother treated violently

 Not raised by both biological 

parents. (Loss of parent – best by 

death, unless suicide. –Worst by 

abandonment)



Adverse Childhood Experiences are 

Common

Of the 17,000 HMO Members:

 1 in 4 exposed to 2 categories of ACEs

 1 in 16 was exposed to 4 categories. 

 22% were sexually abused as children.

 66% of the women experienced abuse, 
violence or family strife in childhood. 

 Women were 50% more likely than  men 
to have experienced 5 or more ACEs



ACE Study Findings

 Childhood experiences are powerful determinants of who 

we become as adults.



The evidence

Reference: Gilkerson & Klein 
(2008)





 Severe and persistent emotional problems 

 Health risk behaviors 

 Serious social problems

 Adult disease and disability

 High health, behavioral health, correctional and social service 
costs

 Poor life expectancy

The higher the ACE Score, the 
greater the likelihood of  :



Health Consequences of Early Life 

Trauma
Vincent Felitti, M.D., 

 Health in all domains is related to 

childhood experience

 Health risks:

 Stroke

 Heart disease

 Depression and suicide

 Substance abuse

 Smoking



22

ACE STUDY, 1999 – Anda & Felitti
2

2



Stress SSSSsst

Positive ToxicTolerable

Reference: Mueller et al (2010), 
National Scientific Council on the 
Developing Child (2005).



Positive Stress

 Moderate, short-lived physiological response 
 Increased heart rate, higher blood pressure

 Mild elevation of stress hormone, cortisol , levels

 Activated by: 
 Dealing with frustration, meeting new people

(National Scientific Council on the Developing Brain, Harvard University 2006) 



Tolerable Stress

 Physiological responses large enough to disrupt brain architecture

 Relieved by supportive relationships:

 that facilitate coping, 

 restore heart rate and stress hormone levels

 reduce child’s sense of being overwhelmed

Activated by:

 Death of loved one, divorce, natural disasters

(National Scientific Council on the Developing Brain, Harvard University 2006)



Toxic Stress

 Strong & prolonged activation of stress response systems in 

the absence of buffering protection of adult support

 Recurrent abuse, neglect, severe maternal depression, substance 

abuse, family violence

 Increased susceptibility to cardiovascular disease, hypertension, 

obesity, diabetes and mental health problems
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PTSD

 PTSD is the only diagnostic category in the DSM that is 

based on etiology.

 In order for a person to be diagnosed with PTSD, there 

had to be a traumatic event.

 Because most diagnoses are descriptive and not 

explanatory they focus on symptoms or behaviours 

without a context: they do not explain how or why a 

person may have developed those behaviours (e.g. to 

COPE with traumatic stress). 



TRAUMA

For the purposes of identifying trauma and its adaptive 

symptoms, it is much more useful to ask “What HAPPENED 

to this person” rather than “What is WRONG with this 

person”.



Additional Sources of Stress
 Children in the child welfare system frequently face other sources of 

ongoing stress that can challenge workers’ ability to intervene. Some of 
these sources of stress include:

 Poverty

 Discrimination

 Separations from parent/siblings

 Frequent moves

 School problems

 Traumatic grief and loss

 Refugee or immigrant experiences



The impact of a potentially traumatic event depends on 

several factors, including:

 The child’s age and developmental stage

 The child’s perception of the danger faced

 Whether the child was the victim or a witness

 The child’s relationship to the victim or perpetrator

 The child’s past experience with trauma

 The adversities the child faces following the trauma

 The presence/availability of adults who can offer help and 

protection





Impact of Trauma on Child 

Development  

 Physical and Neurodevelopment 

 Psychosocial and Relational Development

Borderline Personality Disorder



Developmental Factors

 Chronic early trauma – starting when the individual’s 

personality is forming – shapes a child’s (and later adult’s) 

perceptions and beliefs about everything.

 Severe trauma can have major impacts on the course of life.

 Childhood trauma can cause the disruption of basic 

developmental tasks.





Disruption of Developmental Tasks
Survivors of childhood trauma can 

have mild – several deficits in 
abilities such as:

 Self soothing

 Seeing the world as a safe place

 Trusting others

 Organised thinking for decision 
making

 Avoiding exploitation

Disruption of these tasks in 
childhood can result in adapted 
behaviour, which may be 
interpreted as “symptoms:”

 Disrupted self-soothing can be 
labelled as agitation

 The disrupted ability to see the 
world as a safe place looks like 
paranoia

 Distrust of others can be 
interpreted as paranoia (even 
when based on experience)

 Disruptions' in organised 
thinking for decision making 
appears as psychosis

 Avoiding pre-empting 
exploitation is called self-
sabotage.



Prevalence of Trauma

What this means…….

 A majority of adult and children in inpatient psychiatric 

treatment settings present with trauma histories (Lipschitz et. Al., 

1999)

“ Many providers may assume that abuse experiences are 

additional problems for the person, rather than the 

central problem….” (Hodas 2004)



Impact of Trauma

 Hyperarousal: nervousness', jumpiness, quickness to 

startle

 Re-experiencing: intrusive images, sensations, dreams, 

memories

 Avoidance and withdrawal; feeling numb, shutdown or 

separated from normal life, pulling away from 

relationships and/or activities

 Avoiding things that trigger memories of trauma/s



Symptoms as Adaptations
 The traumatic event is over, but the person’s reaction to 

it is not.

 The intrusion of the past into the present is one of the 
main problems confronting the trauma survivor.

 Often referred to as re-experiencing, this is the key to 
many psychological symptoms and psychiatric disorders 
that RESULT from traumatic experiences.

 This intrusion may present as distressing intrusive 
memories, flashbacks, nightmares, or overwhelming 
emotional states.



Trauma “symptoms” as adaptations
It is useful to think of all trauma “symptoms” as adaptations.

 Symptoms represent the clients’ attempt to cope the best way they 
can with overwhelming feelings.

 When we see “symptoms” in a trauma survivor, it is always 
significant to ask ourselves: what purpose does this behaviour 
serve?

 Every symptom helped the survivor cope at some point in the past 
and is still in the present – in some way.

 As humans we are incredibly adaptive creatures. If we help the 
survivor explore how behaviours are an adaptation, we can help 
them learn to substitute a less problematic behaviour.  



The use of Adaptive Coping Strategies

 Survivors of repetitive early trauma are likely to 

instinctively continue to use the same self-protective 

coping strategies that they employed to shield themselves 

from psychic harm at the time of the traumatic 

experience.

 Hypervigilance, dissociation, avoidance and 

numbing are examples of coping strategies that may 

have been effective at some time, but later interfere with 

the persons' ability to live the life s/he wants



WHAT DOES IT MEAN TO PROVIDE 

TRAUMA INFORMED SERVICES?

• Trauma informed care delivers services, (mental health, legal, child 
welfare, education, public health, addiction, housing supports, 
vocational or employment counseling services, etc.,) in a manner 
that acknowledges the role that trauma, (violence and 
victimization) plays in the lives of many people seeking these services 
. . . 

(adapted from Harris and Fallot, 2001)



Definition of Trauma Informed Care
 Mental Health Treatment that is directed by:

✓A thorough understanding of the profound neurological, 
biological, psychological and social effects of trauma and 
violence on the individual and, 

✓An appreciation for the high prevalence of traumatic 
experiences in persons who receive mental health services.

(Jennings 2004)



Trauma informed Care

 Aims to avoid re-victimisation

 Appreciates many problem behaviours began as 

understandable attempts to cope

 Strives to maximise choices for the survivor and control 

over the healing process

 Seeks to be culturally competent

 Understands each survivor in the context of life 

experiences and cultural background

(Alvarez and Sloan, 2010)



WHAT ARE TRAUMA-SPECIFIC 

SERVICES?

• Designed to treat the actual "symptoms" of traumatic 
experiences (e.g. PTSD, Complex Trauma, Trauma related 
depression)

• Provided by trained mental health clinicians

• Often combine psycho-education, cognitive behavioral 
therapy 

• Include concepts of trauma-informed services 
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Resiliency 

 A vigorous approach to life

 A sense of meaningfulness

 An internal locus of control (vs. external)

 A way to conceptualise this is the “ability of a person to 

bounce back from challenges through feelings of control, 

commitment and the ability to see change as a challenge.”  
Phelps et al., 2009)



Post-traumatic Growth
 “Resilient survivors continue therefore, to grow and even thrive in 

spite of, and quite often because of their histories.”  (Armour 

2007)

 Survivors of trauma who strengthen their abilities to find wisdom 

that allow them emotional growth in relationship with others are 

often referred to as experiencing post-traumatic growth.

 Post-traumatic growth is reflected in the following:

✓ Strengthening of relationships/sense of connection

✓ Increased sense of personal strengths

✓ Awareness of increased possibilities in life













 “Secondary Traumatic Stress (STS) is the emotional duress that 
results when an individual hears about the first-hand trauma 
experiences of another….Accordingly, 

individuals affected by secondary stress may find themselves re-
experiencing personal trauma or notice an increase in arousal or 
avoidance reactions related to the indirect trauma exposure.”

National Child Traumatic Stress Network (NCTSN)



• Increased irritability or impatience with clients
• Difficulty planning and implementing work 

responsibilities
• Decreased concentration
• Denying that traumatic events impact clients or 

feeling NUMB or DETACHED (“I just don’t 
care.”)

• Intense feelings or intrusive thoughts about 
clients

• Dreams about clients/sleep problems
• Changes in eating—more or less
• Increased use of stimulants, alcohol, cigarettes, 

spending or food to make it through the 
day/week

Know the warning SIGNS



Early years tEdhe foundation
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Resources

 International Society for Traumatic Stress Studies 
http://www.istss.org/Home.htm An international collection of studies, 
research and education regarding trauma. Also provides guidelines for 
treatment of trauma.

 National Child Traumatic Stress Network http://www.nctsn.org/ Programme 
works to educate professionals and non professionals about trauma and evidence 
based practices for trauma interventions. Site provides definitions of different 
types of trauma and evidence based practice resources.

 Sidran Institute: Traumatic Stress Education and Advocacy 
http://www.sidran.org/index.cfm

 www.annainstitute.org

http://www.istss.org/Home.htm
http://www.nctsn.org/
http://www.sidran.org/index.cfm
http://www.annainstitute.org/

