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PREFACE TO THE CLASSIC EDITION

I spent most of my career learning about, supervising, teaching, and training in the area of trauma-in-
formed care. My understanding of trauma comes from my work in adolescent residential treatment, then 
in family residential reunification, and finally in outpatient mental health and veteran care.

My first story was written in 1978, to help a fairly non-verbal young boy process his anger through 
identification with a dragon character. Starting in the 1990s, my colleagues and I began using my stories 
with teens in residential care, and we found that adolescents were less defensive and more ready to disclose 
when talking through story characters. Stories became a gateway to help the teens process loss, trauma, 
grief, anger, abandonment, and hopelessness.

When I moved to outpatient community mental health, I self-published my stories and shared them 
with colleagues. We discovered that stories, with drawing, puppet play, and family discussion, were pow-
erful tools to help children and teens with self-esteem, depression, anxiety, out-of-home placement, or 
family problems.

In 2008, I accepted a position to direct clinical services in a unique family residential treatment pro-
gram for families trying to regain custody of their children. We provided on-site family, group, play, and 
individual therapy to parents and children. In that setting, stories targeted parent–child interaction im-
pacted by cross-generational trauma, attachment development, trauma recovery, and effects of substance 
abuse and intimate partner violence. In that setting, sensitive material was more palatable when offered 
in the form of a story. In the women’s group, stories reduced defensiveness, and mothers began discussing 
their own childhood, how they were raised, and what was missing or lacking. The stories presented, some-
times with slightly dark humor, new ideas about safe and nurturing parenting.

It became clear that others outside our agency also needed the material we were using in our program. 
I and my students presented widely, at state and local levels, on trauma, attachment, and the use of story 
and metaphor. Child protection, residential service staff, court-appointed advocates, and even special ed-
ucation teachers communicated that they found the information useful to the understanding of trauma, 
attachment, and developmental indicators.

In 2014, I compiled my stories into the original Using Trauma-Focused Therapy Stories: Interventions for 
Therapists, Children, and their Caregivers. This was to fill a void in the clinical treatment literature for chil-
dren who were 8 and older, as well as their caregivers. There were quite a few book resources for younger 
children about touch, safety, and going through a bad experience. There were some resources for teens to 
help them recover from abuse. However, there was nothing at that time specifically written for the elemen-
tary to pre-teenage child about coping with trauma.

Written at the third-grade reading level, this publication remains unique. The transtheoretical nature 
of stories allows their use in a variety of settings (educational, child welfare, therapy). A brief therapist 
section summarizes the developmental impact of trauma and how to utilize metaphor and story. There is 
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a larger section of stories for children, adolescents, and caregivers, each with discussion questions. These 
are roughly categorized using the trauma-focused cognitive behavioral therapy model of Cohen, Mannarino, 
and Deblinger (2012).

A Child’s Guide to Trauma is provided to help children understand trauma from a child’s perspective. 
This is followed by a Caregiver’s Guide to Trauma, a resource that might be used in women’s shelters, treat-
ment settings, or parenting groups.

In 2018, Routledge published Using Stories, Art, and Play in Trauma-Informed Treatment: Case Examples 
and Applications Across the Lifespan. This casebook sequel provides case examples where stories, in combina-
tion with art and play, contribute to positive clinical outcomes in children, adolescents, and adults.

Recently, I have been using metaphor and story with veterans who struggle with trauma and what 
can be described as moral injury. Moral injury is unresolved guilt or blame after someone experiences or 
engages in behavior that violates core values or beliefs. Initially, I had been doubtful about the use of story 
and metaphor with veterans. However, stories, in conjunction with matched treatment interventions, con-
sistently lowered defenses and increased personal self-disclosure. Several stories from Pernicano (2014) have 
been incorporated into our moral injury group curriculum, Acceptance and Forgiveness Therapy: The Burden 
Bag, Floating in Quicksand, The Self-Weaving Tapestry (formerly The Unraveled Tapestry), and The Cracked Glass 
Bowl help veterans describe traumatic experiences and changes in themselves pre- and post-treatment.

I was pleased to be invited to reissue my 2014 book as a Classic Edition, because the material remains 
relevant, and we all need to understand trauma and its impact. In 2020, unabated at-risk psychosocial 
conditions result in high rates of family disruption, intimate partner violence, and child abuse or neglect. 
Homelessness, unemployment, sexual trafficking, poverty, drug abuse, lack of adequate childcare, and lack 
of affordable housing contribute to higher rates of trauma. Veterans have been subjected to multiple high-
risk deployments during long-lasting wars, and they struggle with conditions that result from military-re-
lated trauma.

I have been aware since 1978 that story and metaphor are powerful tools to be utilized in the change 
process. Human beings have communicated through storytelling and narrative throughout history, and we 
use stories to make meaning and sense of the world, to teach values, and to engage others. Neurobiological 
processes are activated through storytelling, and it is these processes that make stories memorable. As a 
story unfolds, the listener’s brain waves start to synchronize with those of the storyteller. The part of the 
brain that makes predictions is activated when we try to figure out motives and what might happen next. 
Information in a story has the potential to shift beliefs, and words in a story activate brain areas (taste, 
tactile, motor) associated with those words.

There is a science behind how stories affect the brain. Listening to a story activates the auditory cortex, 
and emotional engagement takes place when the frontal and parietal cortices are stimulated. Brain activity 
can last several days after a storytelling, and stories improve our ability to recall information that is embed-
ded in them. Mental activity while listening to stories can release cortisol, a stress hormone, during high 
tension points in the story and can reduce stress hormones at the point of resolution. Character-driven 
stories consistently contribute to oxytocin synthesis, which results in higher levels of compassion, empathy 
(experiencing another’s emotions), and sensitivity to social cues.

We have known for a long time that trauma affects stress hormones, memory consolidation, and amyg-
dala activation. Trauma-focused stories and metaphor have the potential to improve memory consolida-
tion, lower cortisol, alter cognitive stuck points, increase empathy/compassion (for self and others), and 
plant seeds for change. The stories in this book may be read, told, shortened, or paraphrased to match the 
age and attention span of the recipient. I encourage you to read this classic volume and use the stories and 
material within to guide understanding and change. 
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This book is intended as a treatment resource for social workers, psychologists, expressive therapists, and 
counselors who work with abused or neglected children ages nine years and older, as well as their caregiv-
ers. It is particularly difficult to communicate trauma concepts to children and their caregivers, yet it is 
impor-tant that they understand how abuse and neglect impact attachment, behavior, cognition, moods, 
and relationships. Children in older elementary through young teen age- groups have, to this point, been 
neglected with regard to treatment resources; they are, however, avid readers in their areas of interest 
(dino-saurs or historical fi ction, the Harry Potter collection, or the books within A Series of Unfortunate 
Events ), creative organizers (scrapbooks and journals), faithful viewers of Discovery Zone and Animal 
Planet, and receptive to new ideas. Many abused children in these age- groups are eager to learn about the 
impact of abuse and how to heal that impact. 

 There are many excellent clinical and academic resources that address interpersonal neurobiology, at-
tach-ment, post- traumatic stress, and the impact of trauma (Badenach, 2008, 2011; Bremner, 2002, 2003, 
2006, 2012; Briere, 2012; Briere & Jordan, 2009; Briere & Langtree, 2008; Briere & Scott, 2006; Cozolino, 
2006, 2010; Perry, 2009; Perry & Hambrick, 2008; Perry & Pollard, 1998; Perry & Szalavitz, 2006; Schore, 
2001; Siegel, 1999, 2010; and Siegel & Hartzell, 2003). There are also fi rst- rate trauma- informed treatment 
approaches for working with children and families (Blaustein and Kinniburgh, 2010; Cohen, Mannarino, 
& Deblinger, 2006, 2012; Crittenden, 2008, 2013; Drewes, 2009; Gil & Briere, 2006; Greenwald, 2005; 
Lieberman & Van Horn, 2008; Malchiodi, 2008; Pernicano, 2010a and 2010b; Saltzman & Goldin, 2008; 
and Tinker & Wilson, 1999). The author makes the assumption that the reader already has core knowledge 
and skills in these areas, as this book is not meant to educate about trauma but rather to translate trauma 
concepts for clinical use with children and caregivers. 

 The book also is not intended as a stand- alone treatment model or “cookbook” for trauma intervention. 
The material is meant to be integrated and used adjunctively with available treatment approaches such as: 
Child–Parent Psychotherapy (CPP); Trauma- focused Cognitive Behavioral Therapy (TF-CBT) (Cohen et al. 
2006, 2012); Attachment, Self- regulation, and Competence (ARC) (Blaustein & Kinniburgh, 2010); Mind-
fulness- based Stress Reduction (MBSR) for school- age children (Saltzman & Goldin, 2008), and child- 
focused Eye Movement Desensitization and Reprocessing (EMDR; Tinker & Wilson, 1999) among others. 

 Part I, Therapist Guide for Use of Trauma-Related Therapy Stories , includes a brief overview of the 
impact of child trauma on development and functioning, as well as information about how to develop and 
use trauma- related stories with children and caregivers. The author provides case examples to illustrate the 
develop-ment and use of such stories in addition to explaining how to move from stories to intervention. 
The case study used in the fi rst chapter—in which therapy stories were central to the change process—is 
included with permission of the mother. 

 Parts II, III, and IV are sections of therapy stories: Child, Adolescent, and Caregiver. The stories allow 
easy identifi cation with characters and themes, illustrate trauma concepts, guide trauma narrative and 
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cognitive restructuring work, reduce avoidance or denial, illuminate caregiver blind spots, and lead logi-
cally into one or more treatment interventions. 

 Parts II and III, the Child and Adolescent stories, address issues and symptoms that arise following 
trauma as well as the coping skills needed to reduce symptoms and build efficacy. A section of stories for 
caregivers in Part IV targets adult issues central in cases where caregiver behavior or the presence of cross- 
generational trauma (abuse, neglect, or witnessing domestic violence) impedes child or family progress. 

 The decision was made to include a set of adult stories in the book because caregivers’ own prior trauma 
experiences may interfere with the capacity for attunement, the development of positive attachment and 
parenting strategies with children, and result in barriers to healthy adult functioning. Many caregivers 
with early trauma self- medicate through the use of drugs and/or alcohol and select partners who can re-
kindle childhood experiences of rejection or abandonment. Adult treatment, including attachment work, 
needs to take place with caregivers in order to ensure safety and successful reunifi cation: this is particu-
larly the case with those who were themselves abused or neglected as children, who witnessed domestic vi-
olence, who had substance- abusing parents, or who have been adult victims of intimate partner violence. 

 The psychoeducational material in Parts V and VI, the Child and Caregiver Guides to Trauma, written 
at a third- to fourth- grade reading level, reviews trauma concepts and parallels the story themes. The word 
“caregiver” refers to any caring adult involved in the life of an abused child, so the materials may be used 
in a variety of settings, including treatment, school, and child welfare. The caregiver section may be used 
with parents, teachers, caseworkers, foster parents, or kinship placements. 

 The Child and Caregiver Guides introduce readers to Bruce Perry’s Neurosequential Model of Thera-
peutics (Perry, 2009; Perry & Hambrick, 2008; Perry & Pollard, 1998) and the state- dependent functioning 
materials used in the Child Trauma Academy Video Training Series (Perry, 2004). The guides and appendi-
ces describe the ways in which traumatic stress impacts child development at different ages and stages and 
how adult responses to child victims can exacerbate symptoms or help children develop better self- control. 

 The stories are intended to be read with the child and caregiver to allow interaction, and the simple 
questions following the stories allow the child to apply the material to his or her own life. The Child’s 
Guide to Trauma includes workbook- type activities to help young clients think about and process home 
life and traumatic experiences in step- by-step ways that will not be overwhelming and which will allow 
them to be active participants in their treatment. The material in the Caregiver’s Guide to Trauma allows a 
caregiver to better understand the child in the context of the his or her past experiences and educates the 
caregiver about the ways in which caregiver behavior can exacerbate symptoms or support recovery. 

 Those working with abused and neglected children realize that many of their young clients do not 
meet diagnostic criteria for post- traumatic stress, yet these children present with a constellation of attach-
ment- related life problems and traumatic stress- related symptoms that are deeply tied to prior life expe-
riences (Briere, 2012). John Briere pointed out during a 2012 workshop that when working with victims 
of complex trauma, it is hard to know “which exactly of the 14 prior abuse episodes” most triggers stress 
and impacts current functioning. Bruce Perry (2009) points out that an abused child’s brain continues to 
exist in a state of fear unless something changes via treatment and interpersonal relationships. It is hard 
for a child to “behave,” have good relationships, and live a normal life while existing in a state of fear. It 
is important that adults living with such children recognize the signs of complex trauma and intervene to 
help children recover from past abuse and neglect. 

 As mentioned earlier, this book is not intended as a “stand- alone” protocol; rather, the stories and psy-
choeducational material can be easily incorporated into other evidence- based models of treatment. They 
should, however, be read and worked through with the child and parent and the work continued at home 
to solidify and expand upon the work of the session. 

 The best and heartiest stew has many savory ingredients, and the fi nished product is tastier than any 
of its individual components. It should be no surprise, then, that the fl avor of an already delicious casserole 
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can sometimes be enhanced, made richer and more satisfying by adding a new ingredient. It behooves us 
to incorporate new ingredients in trauma intervention, especially ones that impact the child’s relationships 
with caregivers; ultimately it is relationships that result in neurobiological integration of emotion and cog-
nition and improve the capacity for self- regulation. 

Note: The author acknowledges that perpetrators can be men, women, or older children. For simplicity’s 
sake, the author has chosen to use the word he throughout this book as an inclusive term. Readers are en-
couraged to substitute whatever word suits the nature of their work with children and families. 

The stories and psychoeducational guides for use with children or caregivers in treatment are available 
to download as eResources here: www.routledgementalhealth.com/9780415726924

http://www.routledgementalhealth.com
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    CHAPTER 1 

 OVERVIEW: IMPACT OF TRAUMA ON CHILD 
DEVELOPMENT AND CAREGIVING BEHAVIOR   

     1.1   Complex Trauma—A Case Example 

 A twenty- something mother of four had been referred by the local child welfare department to participate 
in a six- to-12-month family- in-residence program where families receive campus housing, case manage-
ment, transportation, linkage to community resources, and treatment services. The program offers parent 
education, parent–child interaction skills training, trauma- informed play therapy, family and individual 
therapies for trauma recovery, a women’s relationship recovery group, and a dual diagnosis group. 

 The mother moved into the program with her two boys, one a preschooler and the other in elementary 
school, and child welfare offi cials wanted her and her children to be self- suffi cient within six to nine months. 
The mother’s own sexual abuse had begun at age four at the hands of her older brother and lasted eight 
years. When she was nine, her fi rst  boyfriend  (client’s term), age 16, began molesting her although she did 
not initially understand that this had been a form of abuse. Her three marriages had been unstable, her 
partners emotionally and physically abusive to her and her children. 

 Interestingly, this mother had never had diffi culty maintaining employment, but she left her children 
in the care of unstable friends for days at a time. Early in the program, she had diffi culty multitasking and 
became easily overwhelmed, confused, and depressed. When her sons hit her or yelled at her, staff observed 
that she became scared and tearful. She reported that it  felt  as if she was being abused  all over again . 

 Psychological testing showed cognitive defi cits and other psychological problems: poor abstract 
reasoning, slow processing speed, impaired working memory, features of dependent personality, and symp-
toms of trauma and depression. The treatment team set therapy goals that took her limitations into account 
and referred her for a psychiatric evaluation, at which point she began taking antidepressant medication. 

 As her children began to disclose prior physical and sexual abuse at the hands of her partners, she 
experienced nightmares and fl ashbacks about her own abuse. Her own mother had been sexually abused as 
a child and had not understood how to protect her daughter. 

 With regard to the children, there were many emotional, interpersonal, and cognitive developmental 
delays to address. Their mother’s parenting skills included yelling, ignoring serious safety risks, and putting 
the children in their rooms for long periods of time. All four of the children in this family were  hyperactive 
and emotionally dysregulated . Expressive language and communication defi cits were present. We learned 
through communication with the school that the children did not own a toothbrush or know how to brush 
their teeth; the mother believed that teeth develop cavities if brushed too much. One of the older children 
had been shown pornography by an older family member and had become sexually reactive with his 
brothers prior to entering the program, so a safety plan had to be implemented around bathing and privacy. 

 The mother showed visible favoritism for the younger child, since the older boy looked like and reminded 
her of his abusive father. The younger child had failed to thrive in his fi rst year of life. When he joined his 
mother to live on campus, he would not sit and eat at the table and instead wanted to be fed. He had delayed 
speech, would not walk on his own, and hit his mother during angry outbursts that lasted between 20 and 
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30 minutes. He had nightmares and was terrifi ed of being in the bathtub. His older brother had soiling acci-
dents and poor eye contact. His intense  rage meltdowns  lasted up to 30 minutes, and his play was regressed 
and compulsive. 

 Child Services was often more concerned with the cleanliness of this mother’s home than with the 
bonding that was taking place with her children, and they wanted a  quick fi x . One social worker said to the 
mother, “You need to forget about all this therapy stuff and focus on taking care of your home and your 
fi nances,” and at one point was going to recommend termination of parental rights rather than give the 
family three additional months in the program to complete trauma work. The treatment providers and the 
case judge understood the need to address the family’s complex issues, however, and so the mother was 
granted the extra time to continue her family’s slow and gradual healing progress. 

 It should be mentioned that this well- intentioned mother attended every session, did her psychotherapy 
homework, and called staff for advice when she did not know what to do. She participated in parenting 
classes and learned how to make informed choices and use consistent discipline through repeated feedback. 
She practiced problem- solving skills and rules for dating relationships that helped her override her lack of 
common sense. In time, she became more nurturing, emotionally regulated, and attuned to her children. 
She also became very  attached  to the campus therapy staff and used those attachments to  grow up . 

 In retrospect, a turning point for this client was a set of therapy stories that touched her emotionally and 
helped her understand and talk about her childhood trauma experiences. The reader might be curious about 
how a woman with somewhat low cognitive functioning became interested in reading therapy stories. Early 
in placement, a story was used in the women’s group, and she asked me if I had “any more.” She borrowed 
a book of trauma- related therapy stories, read each one, wrote answers to the story questions in her journal 
(without prompting), and dropped in weekly to talk about how the characters reminded her of her life. She 
took time to think about and process what was in the stories. About eight months later, when she was 
coping much better, she said to me, “You know you always reminded me of my grandmother. She was the 
one person in my childhood that made me feel safe. Thank you for being there for me.” I did not realize until 
then the ways in which our discussions had contributed to the development of a positive adult attachment. 

 The therapy stories were well matched to someone with cognitive and emotional defi cits. Reading them 
grounded the client and helped her understand, week by week, how her childhood trauma had infl icted 
damage and how she might  take charge of her life and function better as an adult. She became aware of and  
better able to manage her behavior and emotions in the face of trauma cues; she also developed a strong 
attachment to her children. 

 This client  changed from within , at least in part because of stories that brought back memories, allowed 
her to process her abuse, allowed her to  feel and behave more like an adult  around her children, and helped 
her develop a signifi cant attachment with persons who cared about and believed in her. She came to believe 
that she could give her children a better life. 

 For her children, it was a story about  Lucky the Junkyard Dog  that gave them words to talk about their past 
abuse. They identifi ed with Lucky’s fear and discussed why he was still scared long after his abuse. The older 
boy did a  Mad List (Pernicano, 2009) with his therapist and he began to engage in trauma-  focused play 
therapy. He delighted in a bathroom intervention where he could poop and pee (like a dog) in the toilet and 
fl ush the waste down on his perpetrator’s head in the sewer. 

 It took over a year, but her youngest son is now doing well and sets good boundaries for privacy, seeks 
out his mother when he is distressed, has normal weight and eating habits, is making friends at preschool, 
has age- appropriate verbal skills, and openly displays affection. His older brother eliminated soiling, plays 
well with his younger brother, is attached to his mother, and is able to talk about his trauma. At the present 
time the mother is employed, lives back in the community, and parents her children in a  good enough  
fashion. Child welfare is in the process of closing her family’s case. 

 This case illustrates the complex needs encountered in families that experience cross- generational and 
repeated trauma: interpersonal, emotional, cognitive, and environmental. With these types of families, 
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change is needed at multiple systemic levels and must be matched to the cognitive, emotional, and devel-
opmental functioning of the children and their caregivers. Fortunately, treatment providers are now better 
able to access information and training in evidence- based practice, both online and through comprehensive 
training programs. Providers are referred to the National Child Traumatic Stress Network ( www.nctsn.org/ ), 
the SAMHSA evidence based repository ( www.nrepp.samhsa.gov ), and the Child Trauma Academy ( www.
childtrauma.org ) for resources.  

    1.2 Diagnostic Clarification   

 Traumatized children, especially those with complex trauma, present for treatment with any number of 
symptoms: somatic complaints, disruptive behavior, attention problems, stubborn defi ance, odd thinking, 
mood swings, poor eye contact, rage outbursts, obsessive compulsive habits, attachment diffi culties, rule 
violations, oppositional behavior, delayed language, or poor social reciprocity. Clinicians need to be aware 
of the ways in which trauma impacts child development, functioning, and behavior and assess carefully in 
areas often not shared spontaneously by caregivers. 

 Recently, a ten- year- old boy and his mother sought treatment for his  school and anger problems . He had 
been diagnosed with attention defi cit hyperactivity disorder (ADHD) by the school based on an ADHD 
screening measure, and they were recommending medication. He was restless and inattentive in class and, 
over a two- year period, displayed interpersonal confl ict. He had diffi culty keeping friends, did not concen-
trate on his work, and needed a lot of attention and validation from the teacher. His parents were seeking a 
second opinion. 

 During assessment that included parent interview and social- emotional personality testing, it became 
clear that the child’s signifi cant anxiety was interfering with his focus and attention. He ruminated about 
school incidents in detail, used “victim” language, and shared concerns about his friends (and him) getting 
hurt by bullies. He often felt the need to step in and protect them. During the interview with the boy and 
his mother, the therapist asked if things were happening at home (like arguments) that might be upsetting 
him and setting the stage for his anger outbursts. The mother acknowledged that the dad had “a  very  bad 
temper” and was quite intimidating, to the point of verbal abuse (and prior partner violence). The child said 
that he worried a lot about his parents’ fi ghting and kept thinking something worse might happen. This boy 
met all the criteria for ADHD, but his symptoms were better explained by a diagnosis of anxiety triggered by 
verbal abuse that was occurring in the home. 

 Diagnoses of disruptive behavior disorder (DBD), ADHD, oppositional defi ant disorder (ODD), psychosis, 
bipolar disorder, obsessive compulsive disorder (OCD), or pervasive developmental disorder not otherwise 
specifi ed (PDD-NOS) may not be  wrong  given the presenting symptoms (see Appendix D), but evidence- 
based treatments for these diagnostic conditions alone will not address root family problems of attachment 
and trauma. The neurobiological dysregulation of abused and neglected children results from the cumula-
tive impact of a lifetime of highly stressful life events. 

 Traumatized children need to develop and maintain relationships with nurturing, consistently respon-
sive adults within stable, predictable environments, whether in a group home, residential placement, foster, 
kinship, or biological home. The importance of attachment through the lifespan has never been ques-
tioned, but with growing knowledge about interpersonal neurobiology we now better understand what goes 
on when parent–child relationships break down and how to remediate those diffi culties. We also under-
stand the harm that comes when children are forced to endure multiple placements and repeatedly lose 
attachment fi gures. 

 In Patricia Crittenden’s  Dynamic Maturation Model of Attachment  (2013), attachment patterns 
are understood as adaptive, protective strategies used by children to reduce arousal/stress and cope with 
different types of caregiving. Infants are dependent on the caregiver, and their attachment strategies are 

http://www.nctsn.org
http://www.nrepp.samhsa.gov
http://www.childtrauma.org
http://www.childtrauma.org
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meant to ensure survival in response to caregiver expectations and behaviors. By preschool years, relation-
ship co- regulation should be present, whereby the child is able to seek care (when the attachment behav-
ioral system is activated by stress), engage in mastery- related activities, and self- regulate when the parent is 
absent. 

 With consistent, congruent, sensitive care that is responsive to the child’s individual needs and person-
ality, the child develops true, integrated cognitive and affective information about the self and caregiver. 
When the caregiver is punitive, non- validating, inconsistent, non- congruent, or demanding, the child 
“twists” him/herself to match the parent’s needs or view of reality and develops a  false self  (Crittendon, 
2013). In doing this (to survive, increase consistency, protest the lack of congruence, gain approval, or seek 
attention), the child’s view of self and others becomes distorted. 

 Caregivers’ own mental health symptoms, prior abuse, attachment defi cits, mistaken beliefs, lack of 
developmental understanding, and relationship problems make it diffi cult for them to develop  secure attach-
ments. Mental health systems are sadly lacking in appropriate trauma-  informed treatment for the neglectful 
or abusive caregiver. Therapists working with traumatized children should ensure that caregivers have 
adequate cognitive coping skills, can engage in effective attachment strategies, and manage their own distress. 

 It is unwise and even risky to work with a traumatized child without active caregiver involvement. 
Attachment strategies develop within a cultural and family context and are sustained by the pattern of inter-
actions within the family. The child’s behavior serves an adaptive purpose to maintain safety and security 
within a family context; therefore, a change in the child’s functioning can stress the parent–child dyad 
and alter family dynamics. If professionals take away an adaptive yet unhealthy parent–child strategy 
without offering something in return, they risk negatively disrupting the family system and bringing harm 
to the child. 

 For example, an 11-year-old boy had been exposed to multiple episodes of abuse at the hands of his 
older sister, largely due to his mother’s blind spots and non- protective behavior. He was serious- natured, 
provided compulsive caregiving toward his mother, performed very well in school, and dealt with his own 
distress through rigid coping strategies. The therapist’s fi rst inclination was to move him more into a  child 
role  and teach his mother to be more protective. Yet early on during sessions, his mother smiled oddly and 
her eyes had a glazed look either of medication or dissociation. She laughed inappropriately and did not 
make good eye contact. 

 The client loved drawing and creating therapy stories (most of which were about someone being ugly or 
defective) and we ended most sessions with this activity. About six sessions into treatment, at the end of a 
family session, the client mentioned a test at school where he had missed three questions. 

 He then pulled out the dry erase board, smiled and said, “Don’t forget this!” 
 He wanted to go fi rst, so he drew his picture and told a story about a boy that entered a science 

competition.

  He had a big birthmark on his face, spiked hair and looked funny. He did not think they would let him 
enter the science competition because he looked different from everyone else. They let him enter, and 
he ended up being one of three fi nalists. In the fi nal round, the boy looked out into the audience. His 
mother was not there. He started worrying about her and got distracted. He missed three questions 
because he could not focus, so he did not win. Later he tried to tell his mother what happened but she 
just smiled.   

 As he fi nished the story, he looked at the therapist with a solemn look on his face and said, “That’s like me.” 
His mother sat across from him with a smile on her face, tears in her eyes. 

 With some help, he was able to talk about being abused by his sister and that he wanted his parents to 
take it  seriously . The therapist talked with him and his mother about a safety plan he could be in charge of, 
given the family circumstances and his mother’s visible limitations. 
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 After his mother went back to the waiting room, the therapist said, “I really like your story. In a few 
places it did not turn out the way I expected. Would you like to hear how I thought it would go?” He was 
curious and agreed.

  The boy had spiky green hair and a big birthmark on his face, so he did not think he would be invited 
to compete in the science competition and he assumed no one would like him. But he was wrong. He 
entered the contest and they said, “Thank goodness you are not like everyone else. We need someone 
new and different. All these science contest kids are geeks, nerdy and too serious, and they all look alike. 
You are  one of a kind. We need someone who is one of a kind.” The boy competed and in the fi  nals, he 
looked out and saw his mother was not there. Well, his mother was often not all there, and he had come 
to know and accept that. He took a deep breath, focused on the questions, and managed to win the 
contest, not that winning or losing was the most important thing. Later he told his mother he had won. 
She smiled, and he knew she was really proud of him.   

 Not surprisingly, he smiled at the therapist’s story. 
 It is important to assess caregiver expectations with regard to communication, discipline, and parent–

child interaction as well as the ways in which family members manage stress. When a child does not live up 
to unrealistic, pre- conceived caregiver expectations, problems may arise. 

 Information about caregiver–child interaction may be gathered throughout treatment and interven-
tions tailored to those interactions and family dynamics. A parent who seems disconnected, sits across the 
room, texts during session, allows the child to wander untended, or ignores a child’s needs may have diffi -
culty tuning in to the needs of a child. Does the parent push, hold, slap, caress, or hug the child? Does the 
parent readily touch the child to comfort or redirect? Does the parent move abruptly toward the child or 
demonstrate calm patience? What is the quality and intensity of the parent’s mood in response to the 
child’s behavior? It is important to note whether caregivers are  on the same page regarding values, child disci- 
pline, and communication; and subtle cues, such as a mother always looking at her partner before speaking, 
provide useful information. It can take a while to  put the pieces of the family interaction puzzle together , and the 
conceptual  roadmap  may change as new information emerges.  

    1.3 Evidence-   Based Practice 

 There are a variety of evidence- based trauma informed therapy approaches that facilitate cognitive, 
emotional and behavioral change. 

 Regardless of a therapist’s theoretical orientation, the PRACTICE  elements  included in Cohen et al.’s 
Trauma- focused Cognitive Behavior Therapy (TF-CBT) are critical ingredients in trauma recovery: psycho-
education and parenting, relaxation (and stress reduction), affective identifi cation and expression, cogni-
tive coping (to lay the groundwork for later restructuring), trauma narrative development,  in vivo exposure,  
conjoint child–caregiver sessions, and enhancing future safety, relationships and self development. 

 Therapists will also fi nd the Attachment, Self-Regulation, and Competency (ARC) model developed by 
Blaustein and Kinniburgh well suited for work with traumatized children and caregivers with multiple, 
prolonged traumatic stress. ARC includes relationship development (resilience through attachment), self 
regulation, and dimensions of cognitive and emotional competency. It also suggests intervention for the 
management, identifi cation, modulation, and expression of affect. The competency component of the 
program, in addition to self- effi cacy, addresses executive functioning and individuation. It is a  must- read  for 
every trauma- informed therapist. 

 Child–Parent Relationship Therapy (Landreth & Bratton, 2006) strengthens the relationship between 
the caregiver and abused child. Dialectical Behavior Therapy (DBT) helps abused teens learn to regulate 
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moods and combat faulty beliefs. Schema Therapy and Acceptance and Commitment Therapy (ACT) assist 
older teens in developing new coping abilities. 

 Parent–Child Interaction Therapy (PCIT) (Zisser & Eyberg, 2010), Filial Therapy (VanFleet, 2005) and 
Child–Parent Psychotherapy (Lieberman & Van Horn, 2005, 2008) are excellent models of evidence- based 
parent–child training. PCIT is an empirically supported treatment for behaviorally disordered young chil-
dren with an emphasis on improving the quality of the parent–child relationship while changing patterns 
of parent–child interaction. In this model, parents are taught specifi c skills to establish a nurturing and 
secure relationship with their child while increasing their child’s prosocial behavior and decreasing negative 
behavior. This treatment focuses on two basic play- based interactions: Child-Directed Interaction (CDI) for 
strengthening the parent–child relationship; and Parent-Directed Interaction (PDI) for specifi c behavior 
management techniques. We have found that the Child-Directed Interaction allows the parent to become 
more sensitive to the child, build positive attachment, and respond more consistently. 

 EMDR and Mindfulness- based Stress Reduction training are effective treatments with school-aged chil-
dren for emotion focused right- brain work and neurobiological integration. EMDR is being used clinically 
with children for both single and complex trauma (Gomez, 2013; Lovett, 2007; Tinker & Wilson, 1999). 

 Gomez speaks succinctly of how EMDR impacts neural pathways and cites controlled randomized 
studies with children. EMDR taps into use of memory function and right- brain experiential contributions 
to trauma. The interventions activate right- brain areas through sensory stimulation (tapping, tones) and 
then integrate those neural pathways with left- brain functions through verbal processing. The Child Welfare 
League of America (CWLA) now includes EMDR as one of their approved evidence- based practices for 
traumatized children. 

 Mindfulness- based Stress Reduction training for school- age children and a wide variety of mindfulness 
practices are also recommended interventions with abused children, since they allow the child to improve 
self effi cacy, increase cognitive focus, achieve relaxation, improve distress tolerance, and seek body/mind 
integration. Some mindfulness resources are listed in the parent resource list in the appendix and these 
practices offer opportunities for caregivers and children to practice breathing, meditation, and acceptance 
together at home. 

 And fi nally, play therapy techniques have long been used in trauma intervention within both psycho-
dynamic and cognitive behavioral therapies (CBT; Drewes, 2009; Gil & Briere, 2006; Kaduson & Schaffer, 
2003; Malchiodi, 2008; Markell & Markell, 2008; McGee & Holmes, 2008; and Pernicano, 2010a and 2010b). 
Play therapies may be integrated into almost any trauma- informed work, and they can be tailored to the age 
and developmental functioning of the child.  

    1.4 The Four “F” Words: Stages of the Trauma Stress Sequence   

 Freak out, Freeze, Flight, and Fight (the four “F” words) are terms used by this author in the Child and 
Caregiver Guides and Appendix B to describe the neurobiological stages of the stress response, in part 
because they will be easy terms for readers to remember. The stages—and behaviors during each stage—
parallel the child’s brain functioning under stress and the neurobiological resources being used to deal with 
threat to the child’s well- being (Bremner, 2012; Cozolino, 2006, 2010; Perry, 2004a, 2004b, 2006, 2009; 
Perry & Hambrick, 2008; Perry & Pollard, 1998; Siegel, 1999). The nature of stress, and its impact on brain 
development and functioning, have been widely researched in recent years. 

 When I worked in a residential treatment program for teens and later in a group home/family reunifi ca-
tion program with infants, preschoolers, and school- age children, I observed the ways in which staff or 
caregiver behaviors triggered dysregulation. Child functioning reliably changed in the face of threats, ulti-
matums, a loud or harsh tone of voice, fast movements toward the child, criticism, lack of consistent atten-
tion, and/or visible frustration. Abused and neglected children of all ages were especially sensitive to changes 
in vocal tone or facial expressions; they also reacted to both verbal and nonverbal signs of stress in the staff. 
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 It was clear that certain staff had a knack for helping children calm down; they softened their voices, 
ensured proximity, provided nurture, and lessened control. Other staff  unwittingly triggered fear and protective 
responses  in children—responses that looked a lot like anger or defi ance  . A fearful, angry, defi ant child was 
usually given a behavioral consequence for his or her perceived actions, yet it was often the caregiver who 
needed to learn to engage with the child in a less threatening manner. 

 One staff member, when discussing the defi ance of the teens in the group home, said zealously, “We 
need to show them who is in control/in charge around here!” I replied, “What we need to do is help them 
gain better control over their own moods and behavior.” This person did not realize that traumatized chil-
dren need to be given as much control as possible in order to reduce their fear and help them feel safe. His 
power- control strategies often led to physical management with the young people, and he did not under-
stand that his behavior triggered negative caregiver–child interactions. 

 In searching the web a number of years ago for materials (on trauma- informed treatment) that I might 
use in teaching and training, I came across the Trauma Academy Web site ( www.childtrauma.org ). Dr. Bruce 
Perry and his colleagues have written extensively about what I observed in my clinical practice with trauma-
tized children and their caregivers, i.e. that treatment needs to be “matched to” a child’s strengths and limi-
tations, and that the age of onset and duration of abuse (beginning in infancy) have neurobiological 
ramifi cations (Perry, 2004, 2006, 2009; Perry & Hambrick, 2008; Perry & Pollard, 1998). The Neurosequential 
Model of Therapeutics trains professionals to evaluate and “map” a child’s neurobiological capacities and 
identify interventions that utilize skills already mastered by the child (Perry, 2009; Perry & Hambrick, 2008; 
Perry & Pollard, 1998). 

 At a play therapy convention several years ago in Louisville, KY, I attended a workshop that incorpo-
rated Dr. Perry’s training materials on state- dependent functioning (2004a, 2004b). These materials describe 
how children react neurobiologically (to cope with stress) following trauma, and how caregiver behaviors 
can either escalate a traumatized child’s stress and fear orhelp children calm down and regain control. 
Perry’s materials integrate much of what we have learned over the past 20 years about traumatic stress; a 
chart in the training materials walks one through the stages of neurobiological coping that occur as a child 
is increasingly stressed. The Child Trauma Academy training materials are available for purchase at  www.
childtrauma.org  and are strongly recommended for those working with traumatized children and their 
caregivers. I provide my own example of state- dependent functioning in Appendix B following on from the 
chart in Perry’s training materials and summarize in the Caregiver Guide how caregiver behavior can 
exacerbate or alleviate fear in a traumatized child. 

 In my practice, I fi nd it helpful to give copies of Appendix B to caregivers and review the material in 
session using examples of their recent parent–child interactions, to bring points home. Once a caregiver 
understands the connection between child functioning and trauma, that person can adapt his or her 
response to the child. Following is a quick review of the freeze–fl ight–fi ght response that can occur in chil-
dren following trauma. 

   1.4.1   Freak Out  

 Since an abused child’s brain and nervous system remain in a state of fear even after the mistreatment ends, 
the child is likely to be vigilant and watchful and less calm than a non- abused child. In essence, children 
who have undergone this trauma are  on the lookout for the abuse to happen again and their nervous systems  
remain at a higher level of arousal (Perry, 1998, 2004a, 2004b, 2006, 2009). These children are easily startled 
or  triggered by sensory, interpersonal, or environmental cues that remind them of past abuse.   Vigilant chil- 
dren also become easily stressed by raised voices, multiple demands, signs of adult criticism or frustration, 
and perceived failure. As their stress increases, they fi nd it hard to think clearly and are less likely to pay 
attention or comply with adult directives. When the children are startled, they become highly alert and  freak 
out (a state of internal dysregulation).  

http://www.childtrauma.org
http://www.childtrauma.org
http://www.childtrauma.org
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 If a caregiver misunderstands a child’s fear- based stress response and becomes more frustrated with him 
or her, the child is likely to  freeze  or become very emotional. The caregiver can be coached to notice early 
signs of stress and dysregulation and intervene to prevent the freeze; this can include helping a child  calm 
down  with mindfulness, relaxation, and guided imagery.  

   1.4.2   Freeze  

  Freeze  is the second stage of the stress response. Here, the child is in a state of alarm and may be too afraid 
to move or talk because he or she perceives that something bad is about to happen. During  freeze , a child 
might become suddenly very emotional or simply more quiet and watchful,  like a deer in the headlights. A  
child in  freeze  may seem inattentive, disobedient, disorganized (doing random things without a clear goal), 
or paralyzed (still). 

 The goal is for caregivers of children in  freeze  to help those children relax and regain control. During 
 freeze , most children respond to slow movements, light touch, invited contact (“do you want a hug?”), and 
quiet soothing words. These responses can reduce the child’s  fear  and help the child calm down and regulate 
affect. A loud or threatening voice, a raised hand, or a fi nger pointing in the child’s face will increase fear for 
a child in freeze (Perry, 2004a, 2004b).  

   1.4.3   Flight  

  Flight , the third stage of the stress response, occurs when the child’s fear or stress increases to the point that 
he or she perceives the need to  escape  in body or mind to ensure protection or survival. The midbrain is 
activated prior to  fl ight, and the child’s response will be a form of shutting down (during which he or she is  
not capable of listening or talking) or escape (running or hiding from the perceived danger). A child in  fl ight  
might leave the room or run from the therapist or caregiver due to the increased state of fear. During  fl ight  
the child is unable to think and is emotionally reactive (likely to do or say something without thinking). 
Dissociation is a serious type of fl ight that may result from severe or repeated trauma during early child-
hood, where a child goes somewhere else in his or her mind and tunes out reality. 

 It is helpful to remain quietly present or offer an attachment object (pet, blanket, stuffed animal, etc.) 
when a child starts to tune out or appears ready to run. It also helps to reduce noise and distractions and to 
 disengage  (back off or give the child some space). When the child is in  fl ight, a caregiver should not raise his  
or her voice, lecture, threaten, show increased frustration, show fear, grab the child, or make demands/
ultimatums (Perry, 2004a, 2004b). If an adult responds in any of these ways, the child is likely to move into 
 fi ght .  

   1.4.4   Fight  

  Fight  is the fi nal stage of the stress sequence, and is a state of terror during which the child is concerned only 
with self- protection and survival. During terror, or  fi ght, the child’s brain moves to a primitive, lower level  
functioning (brainstem); he or she cannot think or reason, although a caregiver may interpret this response 
as willful defi ance or intentional aggression. A child’s fi ght may be verbal or physical. Once in a state of 
 physical fi ght, the child may hit, bite, throw things. or kick anyone that comes too close.  

 Therapists need to teach caregivers the difference between a  meltdown that arises out of fear (self- protection)  
and a  tantrum that comes from defi ance (oppositional) . These can look very much the same, but when adults 
can’t tell the difference, children get accused of  acting out on purpose when in fact they are actually trying to  
stay safe. Traumatized children do not  behave well  until they feel safe, can self- regulate, and develop the 
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capacity for cause–effect thinking. If a caregiver grabs, shakes, harshly restrains, or screams at a child in  fi ght , 
it will remind the child of prior abuse and intensify the child’s fear. The caregiver should give the child space 
to calm down and focus on safety and protection. Restraint should not be used with an abused child except 
as a last resort to maintain or restore safety, since restraint itself can trigger fear.   

    1.5 Working within the Developmental Context   

 The Neurosequential Model of Therapeutics (Perry, 2009; Perry & Hambrick, 2008) is beyond the scope of 
this book, but the model stresses the importance of assessing a child’s developmental strengths and limita-
tions, understanding at what ages trauma occurred, and matching interventions to a child’s neurobiological 
and developmental limitations and competencies. Due to the neurobiological impact of trauma (which 
differs by stage of development), a child may subsequently have functional limitations. A child’s play 
capacity, sensory- motor skills and cognitive/language development need to be carefully evaluated early in 
treatment, since they establish the scope of developmentally appropriate interventions. For example, 
expressive or receptive communication diffi culties may indicate the need for play or expressive therapies 
even with older children. The treatment provider also needs to help the caregiver respond appropriately to 
the child’s developmental needs. 

 Many traumatized children, especially those who have undergone complex trauma, have develop-
mental delays. It used to be thought that children would recover better than adults from the experience of 
traumatic events since their brains are malleable and still developing. However, neurobiological research 
suggests that the experience of overly high, debilitating stress (during prenatal development, infancy, or 
childhood) can result in changes to the developing brain and nervous system that impact attachment, 
health, and coping, and may last into adulthood if left untreated (Bremner, 2012; Briere, 2012; Cozolino, 
2006, 2010; McCollum, 2006; Perry, 2006, 2009; Perry & Hambrick, 2008; Perry & Pollard, 1998). It is 
unclear whether neurobiological differences are present in individuals prior to their experience of trauma or 
 caused/exacerbated by high stress/trauma; this seems a moot point given evidence for prenatal transmission  
of stress.  

    1.6 Psychoeducational Needs of Children and Caregivers   

 It is important to educate children and caregivers about the impact of trauma on child development, 
including cognitive processing, mood regulation, and parent–child attachment. Caregivers such as teachers, 
foster and adoptive parents, and kinship care providers need to understand the many types of cues that can 
trigger fear and arousal in abused children, even those abused or exposed to violence preverbally. Caregivers 
who believe children were  too young to remember their abuse will be better able to put a child’s behavior in  
context once they understand that trauma memories and triggers can be sensory (right- brain, non- verbal, 
limbic) and/or cognitive (verbal, left- brain, hippocampus- mediated). 

 In doing caregiver–child conjoint work, it is important that the therapist evaluate the caregiver’s 
own trauma and attachment experiences, as memories of these may be triggered by, and impact, the child’s 
therapy process. Avoidance of trauma work by the caregiver can be related to his or her unresolved 
trauma. 

 Mental health providers become positive advocates for abused children in school and other settings. 
They can help caregivers understand the sorts of things that trigger a child’s fear and learn to respond in 
ways that reduce the risk of further trauma. It is not surprising that many children with prior trauma end up 
suspended from school, incarcerated, or hospitalized when adults misread signals and respond in ways that 
intensify their fear. Ross Greene’s  Explosive Child (2001) and   Treating Explosive Kids: The Collaborative Problem-
Solving Approach (Greene & Ablon, 2006) describe the problems of “infl  exible” children and the ways 


