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Abstract

Emerging research highlights important distinctions in symptomatology between Posttrau-
matic Stress Disorder (PTSD) resulting from a single, discrete event, complex interpersonal
traumas in the past, and the pervasive effects of chronic, ongoing complex trauma. De-
spite these well-documented differences, much of the existing practice and professional
guidelines for PTSD-focused interventions apply a uniform framework across the distinct
clinical presentations resulting from different types and timing of trauma exposure. This
gap carries significant clinical consequences, as individuals may be treated for PTSD and
comorbid diagnoses or behavioral difficulties without recognition of the impact of persis-
tent ongoing exposure to trauma. The present article is a clinical applications paper that
directly builds upon a prior published theoretical and empirical literature review study
that introduces the construct of persistent trauma. The objectives are to (1) examine the
effects of persistent trauma; (2) explore four types of persistent trauma exposure differ-
entiated by the predictability and preventability of past and current trauma; and (3) offer
intervention strategies tailored to each type of persistent trauma. Using a composite case
study methodology, we present intervention strategies to inform treatment for children
and families who continue to experience each form of persistent trauma.

Keywords:
predictability; preventability; assessment; engagement; treatment planning

complex trauma; developmental trauma disorder; persistent trauma;

1. Introduction

Many useful treatment models have been developed to support youth and their
families in recovering from traumatic experiences; however, the intervention strategies
have typically focused on alleviating the symptoms of Posttraumatic Stress Disorder (PTSD)
in the aftermath of singular traumatic events, with limited attention to differential clinical
presentations that manifest from prolonged, recurrent exposure to trauma. In more recent
years, there has been an increased recognition of the need for intervention models focused
on complex trauma:

Complex trauma is best understood as a dual problem of (1) ongoing or recurrent
exposure to interpersonal trauma typically originating in the context of a child’s caregiv-
ing system and (2) the consequent developmental deficits and emergence of emotional,
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social, cognitive and behavioral difficulties [1-3]. The most prevalent combination of risk
factors involves exposure to some blend of impaired caregiving (e.g., due to parental
substance abuse, mental illness, or intimate partner violence), neglect, emotional abuse,
and physical abuse [4-6]. Additionally, complex trauma exposure intersects with other
pervasive forms of life adversity including systemic racism, identity-based trauma, poverty,
intergenerational trauma, and ancestral or historical trauma [7-10].

Complex trauma-informed intervention models have significantly expanded the lens
of treatment, based on the assumption that early and chronic childhood traumatic expe-
riences disrupt normative child development [11-13]. There are several complex trauma-
oriented treatment models that offer clinicians specific techniques to integrate into prac-
tice including Attachment, Self-Regulation, and Competence [14], Integrative Treatment
for Complex Trauma [15,16], Real Life Heroes: Resiliency-focused Therapy for Complex
Trauma [17], Sensory Motor Arousal Regulation Therapy [18], Structured Psychotherapy for
Adolescents Responding to Chronic Stress [19], Trauma-Adapted Family Connections [20],
and Trauma Affect Regulation Guide for Education and Therapy [21]. In addition to rec-
ognizing classic PTSD symptoms, these intervention frameworks emphasize building or
enhancing attachment relationships, developing self-regulation capacity, and supporting
the growth of developmental competencies that may have been inhibited as a result of
the deprivation, threat, harm, and losses caused by complex trauma [4]. Moreover, these
treatment models recognize the added complexity of treatment that is the focus of this
article, when exposure to complex trauma is not only in the past but is also ongoing in the
present and into the future [22].

2. Persistent Trauma

Building upon notable advances in the treatment of children and youth exposed
to complex trauma [11,23], Kagan and colleagues [24] introduced the concept of per-
sistent trauma to capture trauma exposure that is ongoing or recurrent and at times
unpredictable and unpreventable. Introducing a Multi-Dimensional Therapy Plan-
ning Guide for Complex Trauma (MTP) for complex trauma, these scholars delineated
four categories of persistent trauma exposure: (1) ongoing, predictable and potentially
preventable trauma exposure; (2) recurrent, predictable trauma exposure that is only
partially preventable with periods of transient safety; (3) pervasive, unpredictable and
unpreventable trauma exposure; and (4) past persistent trauma exposure that is not
continuing in the present or likely in the future. Persistent trauma is associated with
greater vulnerability, worse outcomes, limited access to resources, and the cooccurrence
of complicating factors including systemic and structural traumas [24]. Elaborating on
this seminal theoretical and empirical framework, the objective of the present paper
is to inform clinical practice by describing the unique challenges posed when treating
children and youth who are survivors of those four distinct forms of complex trauma
and offer strategies for engagement and interventions.

2.1. Differential Intervention Strategies for Persistent Complex Trauma Exposure

The present paper outlines strategies in complex trauma intervention, guided by an
understanding of the chronicity of trauma exposure. In other words, has the direct threat
of danger abated, or is the client still dealing with ongoing peril? Utilizing the metaphor of
navigating the ongoing storms of life, the following four categories outline the different
types of trauma exposure chronicity to consider when formulating the treatment needs
for families who are still facing danger and adversity that strike in different patterns, over
different periods of time, and at varying levels of intensity.
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2.1.1. Storm Warnings: Ongoing Predictable & Preventable Complex Trauma Exposure
with Persistent Complex PTSD/Developmental Trauma Disorder (DTD) Symptoms

Storm Warnings represent chronic relational trauma that co-occurs with an expectation
of adversity. Safety gains may be possible with the development of supportive, protective
practices. For these children and families, the storms are cyclical. There are often brief
seasons of relative calm in which there might be a moment to stabilize, but with the
knowledge that ominous clouds are often gathering on the horizon. With the threat of
recurring adversity that is relatively predictable in nature, there is opportunity for treatment
to build on existing strengths and resources in families and communities [1,25]. Treatment
can enhance security by working collaboratively on strengthening relationships, coping
skills and tangible safety planning practices with the child, parents/caregivers, extended
family and the community [26-28].

2.1.2. Living in the Path of the Storm: Ongoing Predictable & Unpreventable Complex
Trauma Exposure & Persistent Complex PTSD/Developmental Trauma Disorder
(DTD) Symptoms

This category parallels the previous one but is defined by ongoing, inherently unpre-
ventable exposure to trauma that is built into family and community structures. Children
and families with a history of recurring, predictable but unpreventable stressors may also
experience transient periods of relative security. However, they may never settle into a
sense of psychological or physical safety as there are continued risks and exposures to
adversity embedded into the structure of their families and/or communities which may
have been experienced over multiple generations [29-31]. For these clients, collaborative
treatment must focus on discovering and enhancing what works to create transient security
and to increase youth, family and community capacities for predicting, preventing and
protecting themselves [26,32].

2.1.3. The Endless Storm: Ongoing Unpredictable & Unpreventable (Pervasive) Complex
Trauma Exposure & Persistent Complex PTSD/Developmental Trauma Disorder
(DTD) Symptoms

In this group, there is both a history of considerable trauma and an ongoing exposure to
adversity that is indefinite and without an expected end. Youth and families with past and
present-day trauma exposure may be living with a history of ongoing, multigenerational
trauma [9,33,34]. Trauma exposure tends to be unpredictable and chronic [8]. This is the
most complicated trauma exposure and intervention category. Effective treatment requires
validating the child and family’s experiences of chronic trauma and increasing the capacity
to navigate relentless storm conditions and ongoing risks [22,24,27]. Further, treatment
often involves strengthening or building essential relationships and coping skills to help
youth and families increase relational security and resilience [35,36].

2.1.4. Reliving the Storm: Past Complex Trauma Exposure & Persistent Complex
PTSD/Developmental Trauma Disorder (DTD) Symptoms

Reliving the storm concerns the long-lasting impact of chronic complex trauma ex-
posure and the continued experience of significant distress despite present safety and
stability. For these children and families, the actual danger of the storm itself has dissipated,
often following steps taken by parents/caregivers, extended families or communities to
increase protection of the youth [26,32,36]. Nevertheless, youth or families may continue
to experience the world as if they were living in the eye of a storm in survival mode with
symptoms of Complex PTSD/DTD that interfere with optimal development [1,37].

For each of these categories of trauma chronicity, we present case studies to suggest
and illustrate practices that can supplement evidence-supported trauma treatments and
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bridge the gaps between youth, caregivers, and clinicians that often lead to treatment
ruptures. The primary objective of the present paper is to use case study methodology
to illustrate strategies for delivering evidence-supported trauma treatment to youth and
families affected by four different types of persistent trauma. Case vignettes are composites
of our collective work with numerous children and families contending with these four
categories of persistent trauma exposure and contain no protected health information or
data from specific, identifiable individuals.

3. Composite Case Study Methodology

Design: A practice-based, multiple-case study was conducted to explore the four
categories of trauma exposure chronicity and the applicability of intervention strategies
centered on enhancing engagement and relational safety, developing self-regulation skills,
and processing traumatic memories. Composite cases were authored and assigned to
each category using theory-informed clinical judgment based on a client’s history of rela-
tional trauma, predictability and preventability of trauma exposure, ongoing exposure to
adversity, and barriers to treatment.

Participants: A cross-case synthesis was conducted to identify recurrent patterns in
(1) severity and chronicity of trauma exposure; (2) ecological and contextual circumstances;
(3) clinical presentations; and (4) intervention strategies. We reviewed multiple real cases to
construct four composite case vignettes that preserved these common elements while omit-
ting any potentially identifying details. Individual consent was not required as these were
fully de-identified composites drawn from multiple clients in the authors’ practices [38].

Procedure: The cases were derived from the clinical experiences of the authors working
with children and families impacted by persistent trauma across a variety of service settings
throughout the United States. Composite cases were constructed to map onto one of the
four categories of persistent trauma exposure. A second author provided a peer review
of these assignments and included their rationales. Once a consensus was reached, the
composite cases were finalized.

4. Complex Trauma-Focused Intervention

Drawing on the guidelines of the National Child Traumatic Stress Network’s complex
trauma workgroup, each of the categories of trauma exposure chronicity outlined above will
be considered under the treatment components of (1) building engagement and relational
safety; (2) self-regulation & psychoeducation around past, present & future danger; and
(3) processing traumatic experiences and expanding resilience [1].

4.1. Building Engagement and Relational Safety

At any level of persisting trauma exposure, it is helpful for therapists to begin by
providing psychoeducation to caregivers related to the various types of safety that are
essential for healing (e.g., emotional, relational, and physical) then guide them in how
to build and enhance safety in these areas over time [22,27,39]. Therapists model and
support connection between youth and their caregivers, while assisting them in practicing
new ways of interacting that validate youth’s experiences [40]. There are many existing
intervention strategies that can guide caregivers in fostering attunement to their child’s
needs and strengthening the relationship; however, the caregiver must simultaneously feel
supported and understood by the therapist (and other adults in their life) in order to most
effectively learn how to manage their own reactions to the ongoing process of healing and
change [41,42]. For youth who lack safe, emotionally supportive and committed caregivers,
we look for opportunities to strengthen existing caregiving relationships and cultivate new
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ones with appropriate mentors, community leaders, elders, and trained non-specialists
where feasible [23,43].

4.2. Self-Regulation and Psychoeducation Around Past vs. Present Danger

Psychoeducation for youth around the stress response system and learning to distin-
guish their activated triggers is paramount, as they are learning to distinguish between
past and present-day threats [8,23]. Therapists can support clients to cultivate awareness
of their emotions, thoughts, and bodily sensations, and can teach youth and caregivers
about concepts such as hyperarousal vs. hypoarousal [34,40,44]. It is equally important
that caregivers are well informed about the slow and steady process of separating past and
present triggers, as it will inevitably be confusing and taxing on the caregiver’s patience
when their youth are demonstrating non-linear progress over time [27]. When caregivers
are able to regulate and care for themselves in the midst of understanding the nature of
complex trauma, they are best able to support the growing regulation capacity of their
children [1,40]. This, in turn, can open up the possibility of living in the present and
envisioning a future.

4.3. Processing Traumatic Experiences and Expanding Resilience

In the context of emergent relational security and regulation capacity, youth can begin
to process traumatic memories [41]. Depending on the age and developmental stage of the
youth, there are a variety of modalities that can facilitate such processing, including but
not limited to: play therapy, sand tray therapy, EMDR, or other more structured models
of developing a trauma narrative [23,45]. In the long term, the goal of successful complex
trauma treatment is to guide the youth and families toward an identity that is beyond
survival and adversity. Youth benefit from opportunities to explore their interests and
passions and expand their identities beyond trauma history and treatment context [40].
As youth and families begin to heal, they can shift identity in a manner that is focused on
engaging in a connected and meaningful life.

The treatment recommendation sections below are written using the language of youth
and caregivers, which acknowledges the ideal that as clinicians we can engage and work
with youth in the context of an adult support system as much as possible. However, we
recognize that so many of our vulnerable clients are transition-age youth, falling in the
developmental stage of older adolescence to young adulthood. These young people are
often truly without family support, and treatment will need to be adapted to supporting
the youth independently while striving to foster a possible social system that can support
treatment goals over time [40,46,47].

5. Category 1: Storm Warnings: When the Storms Keep Coming

When working with youth and families in this and the following categories, it is of the
utmost importance from the initial therapeutic engagement to demonstrate awareness and
understanding around the reality of ongoing threats to emotional and physical safety [27].
For these clients, there is valid concern and hypervigilance around risk factors that reemerge
regularly in the clients’ lives, and if clinicians are not honoring of these factors, they cannot
be attuned or relevant in shaping treatment [22]. From the beginning of the treatment pro-
cess, it is important that clinicians are exploring and naming ongoing, present-day trauma
exposures so that treatment can be designed to be useful in distinguishing and addressing
past trauma, while seeking to prevent or mitigate the severity of present/future stressors.
Youth and families in this category have both a history of chronic relational trauma and an
expectation of continuous adversity. However, safety in the midst of recurring trauma has
the potential to be significantly enhanced by concrete safety planning, and the development
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of new supportive or protective practices by youth, parents/caregivers, extended family or
the community [23,25]. Examples in this category may be:

e  Children who have supervised or unsupervised visits with caregivers with whom
there is a history of maltreatment or ongoing conflict or relational strain;

e  Children with a loved one who is incarcerated;

e  Children in residential juvenile justice or mental health placements;

e  Families with increased vulnerability during predictable periods of financial strain or
fluctuating demands on primary caregivers.

5.1. Building Engagement and Relational Safety

Treatment providers work to build upon the existing attachment connections, while
supporting caregivers in learning to validate and comfort the youth in their care. Adult
caregivers in this category of chronic adversity have often lived in such a heightened state of
survival themselves that they have not developed the self-awareness or co-regulation skills
to support their children [10,42,48]. Therapists can begin by providing psychoeducation for
caregivers in understanding their child’s emotions and behaviors that fall in the category
of triggered response to past trauma [39]. Additionally, whenever there is expected risk of
ongoing trauma exposure, it is of critical importance to guide caregivers in the distinction
between triggered response and present-day hypervigilance, so they are aware of how to
respond accordingly [27].

In order to address the ongoing, predictable exposures to adversity, therapists can
work with primary caregivers to brainstorm around safety planning. With support, families
can put structures in place to distinguish between times of relative safety versus increased
risk and can learn to address fears and support needs more explicitly [45]. When possi-
ble, it is of great value to draw upon the practical assistance of a client’s social support
system, whether it be extended family and /or community resources that might enhance
emotional and physical safety. Therapists can guide clients in brainstorming how to better
access specific networks beyond the therapy office to address the tangible needs of the
family (e.g., educational support, legal advocacy, food and housing support, financial
assistance) [24,49,50]. Engaging clients in conversations about added reinforcements to
safety can encourage a process of collaboration with community organizations, faith-based
communities, or extended family when available, to expand the youth and family’s safety
net in seasons of increased risk [39,43].

5.2. Self-Regulation & Self-Reflective Processing Around Past vs. Present Danger

Therapists work with youth directly to help identify coping skills and practices that are
most useful for regulation when they are triggered by past trauma reminders [36]; likewise,
providers validate the simultaneous existence of the hypervigilance that has served to
support survival when danger presents itself [34]. For the youth who still needs to be able
to activate self-protective instincts in the face of physical or psychological danger, providers
should engage openly about honoring the role of the stress response system in keeping that
youth safe in the scenarios in which ongoing risk exists [22]. Therapists can get practical
and specific with youth to begin to distinguish safe versus unsafe places, people, and time
periods in their lives, and support engaging new regulation strategies in those instances
over time. For youth who have the active support and participation of caregivers in the
therapeutic process, it is helpful to utilize activities and interventions that strengthen or
build caregiver attunement and co-regulation. Supporting caregivers in differentiating
between youth’s triggered reactions to past events and their responses to actual present
danger is critical, as each requires a different intervention approach. For youth and families
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with known and predictable ongoing stressors, such as recurring mental health crises with
a family member or visits with a triggering caregiver, therapists can help by:

e  making explicit plans around how to prepare for the stressor ahead of time when possible
e identifying ways to actively cope in the midst of the anticipated event
e  engaging in a recovery process after the stressor

Supporting youth in the development and practice of skills to better manage adversity
can build a felt sense of success that is cumulative and confidence-building. As families
work together in this process, it can also serve the purpose of enhancing trust between
youth and their supporting caregivers [39].

5.3. Processing Traumatic Experiences and Expanding Resilience

Helping a client begin to process their experiences should go beyond the trauma
narrative to include their larger life story. Such a story can ultimately include the challenges
and periods of suffering, the various strategies of survival over the years, the strengths that
have contributed to resilience in light of ongoing stressors, and possibilities for increasing
those strengths over time to build a safer future [41]. For those who are still facing the
storms gathering on the next horizon, any trauma processing must be approached with the
caveat that those storm clouds exist. If a youth is able to begin sharing their story and still
holds fear for the portions of their present life that are frightening or tenuous, the attuned
therapist must hold that complexity and assist the client in piecing together their story in a
manner that acknowledges the past trauma and the stressors yet to be faced [40].

5.4. Case Study

Danny is an 8-year-old, biracial boy who lives with his mother and 3 older siblings in a
rural community a few miles outside of a mid-sized city. His mother, Tara, is an Indigenous
American and his father, Michael, is Caucasian. Michael and Tara have been divorced
for 3 years, and Tara has full custody; however, the kids still have supervised visitation
1-2 times/month with their father who is on court probation after serving a prison sentence
for assault and battery. Prior to the divorce and arrest, Michael lived in the home and was
verbally abusive to Tara. He was physically abusive to Danny and his siblings, although
this was never substantiated as Michael would explain to the police when they were called
that he has the right to physically discipline his children. This behavior was only taken
seriously after the assault that occurred toward an adult peer in a local bar.

Michael often mentions his dream of shared custody in the future when spending
time with the children, and Danny has repeatedly expressed to his mother that he gets
scared when his father brings up this topic, begging her to not let his father take him.
After visitation days, Danny’s mother reports that he will act out for several days at home
and school, with both verbally and physically aggressive behavior. At home, Danny has
recently started making disrespectful comments to his mother, blaming her for allowing
his father to treat him and his siblings badly. He has begun to repeat some of the phrases
that his father used to say to his mother, but he is now making these statements toward his
mother and female peers in his class. Danny’s mother is perplexed because her “sweet little
boy” on one hand appears terrified of being alone with his father, and on the other hand is
beginning to mimic his behavior. After getting called in for a parent-teacher meeting at the
school, Tara reaches out to a local community mental health agency in the nearby city to
see if there is a therapist who will be able to help her manage Danny’s behavior.

Given Danny’s age, the therapist at the community mental health center scheduled an
initial intake session with Tara to get a thorough developmental history, and to learn about
the overall family and community context. The therapist explored Tara’s perspective of how
the past traumatic experiences and ongoing contact with Michael have impacted Danny,
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as well as her other children. Although Tara always feels awkward and fears judgment in
medical settings, she found the therapist to be warm and truly invested in understanding
her concerns and hopes for Danny’s treatment. The therapist directly asked about Tara’s
cultural identity and values and explored how Danny and his siblings identify in terms
of the diverse heritage on both sides of their family. Tara has the opportunity to share the
ways in which Danny’s early childhood years were entrenched in what she described as
constant emotional upheaval, and how she often feels intense guilt for what she perceives
as a failure to protect Danny from violence.

Danny was reluctant to be meeting a therapist, as a result of past encounters with
case managers whom he experienced as forcing him to have supervised visitations with
his father. His first impression however is that she seemed nice enough and made him
feel good by telling him about the affection and pride that his mother shared when they
talked about him. The therapist also informs him that although she is aware of some of
his past experiences, she is not going to rush him into talking about those topics until he
feels a bit more ready. Although this all feels like a relief and is better than Danny thought
it would be, it still takes the next few weeks—and a lot of silence—before he begins
opening up to the therapist. In exploring the contents of the therapist’s toys and tools on
her shelf, Danny was eventually drawn to the basket of action figures and superheroes.
The therapist was quiet for a few moments the first time he picked out a couple action
figures and began playing out a physical altercation. As he experimented with getting a
bit louder and more aggressive between the two characters, he was surprised that the
therapist allowed him to demonstrate this conflict and did not immediately jump in to
make him calmer like the other adults in his life had. Over time, the therapist would
ask some questions about his characters and their conflict, and ultimately Danny was
able to label himself and his father as the main characters. Over the next few weeks,
Danny was gradually able to share some of his experiences and fears around his father,
as well as his anger and confusion about his mother: “Why didn’t she protect me from
him when he hit me?” “Why didn’t she put him in jail earlier?” “What is she going
to do if the court makes me see him more?” As Danny was able to verbalize these
questions—first to the therapist and eventually to his mother—they were able to start
having hard conversations in therapy, which began to decrease the volatile reactions
at home. In addition, the therapist worked with Danny’s mother to develop ways to
respond differently, as she was dealing with her own trauma recovery.

Danny’s ongoing visitation schedule with his father needed to be addressed early
in the work, as this was going to be an ongoing stressor for the foreseeable future. The
therapist worked with Danny to start exploring what starts to happen to him in his thoughts,
emotions, body sensations, and behaviors when he has an upcoming visit, and then they
talked about those same reactions and what they look like after the visits. Danny and his
therapist were able to identify action figures that helped him represent his before-, during-,
and after-visitation reactions and they started working on a plan to help him learn how to
better manage those reactions. They came up with tools that he could use, and eventually,
he found a miniature action figure that he would carry in his pocket on visitations just
to remind himself that he would be okay. Just knowing that the figure was in his pocket
seemed to help him calm down and breathe when he started to panic. Danny’s therapist
worked concurrently with his mother to understand these new resources, so that she could
encourage his healthier coping at home.

Practically, a few strategies targeting the legal process were useful for Danny and his
mother over the next few months of treatment. It was useful for Danny to learn—at an
age-appropriate level—the timeline of his visitation and what his family rights were in
the process of custody and visitation. Although his dad might be able to take his mother
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to court to request changes to custody, Danny came to understand that there were many
steps involved, and that his mother and therapist would help him understand any possible
changes well before they transpired. The increased commitment to transparency helped
Danny’s hypervigilance settle a bit, although he found an action figure to represent the
“always-there guard” who lived inside of him just in case there were any surprises.

Additionally, the therapist helped Danny notice that some of those fears were coming
out in school in ways that were both getting him in trouble and making him lonely as
his peers would stop wanting to spend time with him. Danny was actually quite funny;,
charming, and athletically skilled, and when he was able to start managing his outbursts
with the tools he learned in therapy, his behavior at school began to improve and he
learned to channel his intense feelings into sports and activities. Danny would continue
to benefit from therapeutic support as he navigated the coming years moving into early
adolescence—as his insight and reactions to his father evolved with maturity—with the
foundation provided by this early phase of therapy.

6. Category 2: Living in the Path of the Storm with Transient Protection

This category of recurrent exposure builds on the previous category, with the dis-
tinction that the ongoing traumatic stressors are, by definition, not preventable, despite
transient periods of safety. Those periods of safety are likely to always be shadowed by the
inevitable return of danger and adversity. Examples in this category include:

e  Children with safe and stable foster care, but with uncertainty about long-term rela-
tionships with caregivers or the potential return to previously neglectful or abusive
homes or communities;

e  Children who are living with a caregiver who was historically neglectful or abusive,
but has been able to make sufficient changes to maintain custody;

e  Children with a caregiver or sibling who is in and out of treatment for a mental or
physical illness that has contributed to risks for family members;

e  Children and young adults who have previously been gang-involved and continue to
live in the community under the threat of peer/community violence, despite develop-
ing new ways of living;

e  Children and families with complex trauma exposure who are continually dealing
with the chronic adversity of poverty in their home and community, leaving them at
risk for loss of support or resources that can come with little warning;

e  Children and families with relatives who are living with life-threatening illnesses, with
periods of time when the illness is contained or receding.

6.1. Building Engagement and Relational Safety

Children and families in this category may often describe themselves as “on guard”
and hyperalert to real and present danger, which creates a constricted perspective of the
world during moments when threat may not be present [10,51,52]. Initial and ongoing
engagement with this population requires the utmost respect toward the ways that clients
have survived and found coping strategies thus far, validating the ongoing risks and threats.
Engagement and treatment efficacy can be enhanced by helping children, their caregivers,
and relevant community support systems better understand the cycle of traumatic stres-
sors [53]. This, in turn, can help children and families learn to better anticipate and prepare
for seasons of adversity and engage in safety enhancing strategies with intentionality [24].
It is of critical importance to understand that caregivers of children in this category are also,
by definition, living in the path of the storm, thereby requiring the treatment providers to
engage with patience, humility, and empathy for the role these caregivers play in support-
ing their children in the midst of collective adversity [48]. Psychoeducation around the



Children 2025, 12, 1650

10 of 23

understandable reactions to the child and family’s triggered experience will be paramount,
alongside support for caregivers to shift their responses and stance toward the children in
their care to one that is increasingly calm and protective [27].

6.2. Self-Regulation & Self-Reflective Processing Around Past vs. Present Danger

Any discussion of building or enhancing regulation capacity with this population
must be built on a foundation of honoring the survival strategies that have served the
client thus far, while beginning to acknowledge practices that may not be sustainable long
term [8,23]. The skills and distinction between past and present are similar in this category
to those discussed under Storm Warnings, with the distinction that the storms may be
less predictable and the calm seasons are less reliable than when living in the path of the
persisting storm.

6.3. Processing Traumatic Experiences and Expanding Resilience

For children or families who are facing ongoing adversity, therapists can take ad-
vantage of periods of relative calm. These may occur on a predictable basis, for instance,
when a grandparent is present or a chronically ill caregiver is experiencing a reprieve from
symptoms. During these time periods, providers can help identify and build on existing
children’s interests and talents, as well as family and cultural strengths, expanding possibil-
ities for growth [9,54]. Pockets of transient safety can also provide opportunities to explore
new interpersonal resources for the family. This can include identifying mentors [10],
gleaning wisdom from the family’s cultural heritage and practices [55] or re-connecting to
a relative or family friend who can be an added resource moving forward [33]. Caregivers
who feel supported and respected by providers may engage in conversations about the
resilience of past generations, introducing children to stories representing strength in the
midst of adversity and offering insight into their family heritage—a part of themselves that
they may not have had the opportunity to learn about previously [43].

Providers can work with children, their caregivers, and their cultural communities
to reflect upon and reinforce a strength-oriented identity and cultural heritage, honoring
the resilience that has sustained them thus far. Developing a life narrative that denotes
individual and community resources, protective factors and competency in the midst of
adversity is encouraged. Building on a perspective of time—extending from the past into
the future—can also help enable children and parents/caregivers to elicit connections
with previous generations and strengths in their cultural heritage [54,56]. Life story work
can bring out memories of being nurtured by a parent from earlier years, the love of a
grandparent, or a child’s hope for caring for their own family in the future. Safe place or
safe relationship imagery of caring relationships can be enhanced through creative arts
(e.g., drawing, music, movement) and other sensory-motor activities [40]. The aim of this is
to help children identify and solidify their values and build a sense of identity, even in the
path of the storm.

6.4. Case Study

Carlos Almeida is an 11-year-old, Hispanic boy who lives with his biological father
and stepmother, after the death of his mother to cancer when he was 5. Carlos is one of
5 children in the home, with 2 older brothers (ages 14 and 16) and 2 younger half-sisters
(ages 1.5 and 4). Prior to his mother’s cancer diagnosis, Carlos’s father was physically and
verbally abusive toward her and the boys, which mostly happened when he was intoxicated.
He got sober during his wife’s treatment which remained until after her death, with a
few episodes of relapse in recent years. In the present, he drinks intermittently and has
periodically become physically threatening toward Carlos and the younger girls; however,
when this happens now, the older boys will step in and there will be physical altercations
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that escalate to a severe level of violence. The police have been involved a few times now,
with dad spending time in jail and Carlos’s oldest brother going to juvenile detention for a
couple months. Carlos’s stepmother is someone who he describes as kind, but both she and
his father work long hours, often leaving him to babysit his young sisters. The Almeida
family lives in low-income housing, and Carlos reports being nervous when he walks to
and from school, as he is often approached by his older cousins and their friends, who are
believed to be gang-involved. Carlos has witnessed 2 incidents of community violence
leading to death in the past year and has not yet told anyone that he often throws up after
arriving home from school, due to the symptoms of anxiety. Carlos struggles to sleep at
night, panicked by sounds inside and outside the house—as he has become vigilant both to
the sound of his father’s voice when he comes home from work, as well as the sounds of
rising conflict in the courtyard below his 2nd story apartment window. When he does get
to sleep, he often awakes to nightmares and cold sweats, leaving him exhausted and often
falling asleep in class during the day. Carlos has begun to get identified as “checked out”
at school due to his sleepiness, and he does not know how to begin to tell his teachers why
he is unable to stay awake in class. Carlos was referred to treatment by his school social
worker, and his father has expressed willingness to bring him to sessions and attend his
own meetings to support his sobriety. However, Mr. Almeida’s family expresses skepticism
regarding his commitment to sobriety.

When Carlos, his father, and stepmother first enter the clinic, Carlos expresses to
his parents that it feels “stupid and pointless” to be there. He spots a couple of young
Caucasian staff members coming in and out of the lobby who do not look like they would
relate to life in his neighborhood. He feels the same shut down hopelessness that often
arises when he is at school. When the therapist meets with Carlos and his parents, however,
he actually asks questions and makes statements in response that feel like he might be
interested in things that are important to Carlos. Carlos notices that the therapist is not
immediately blaming him for his behavior, being harsh with his parents, or even trying
to convince him to be more positive, which is something that some of his teachers will
do. Carlos is surprised, as he has had to participate in mandated family therapy sessions
before related to his father’s and brothers’ trouble, and as the first few sessions of treatment
continue, this therapist seems to be more of a real person, who is also realistic about the
actual scary and uncertain circumstances of his life. The therapist will meet with him and
his parents—mostly separately and occasionally together—and has been teaching everyone
about trauma and linking Carlos’s struggles (depression, anxiety, intrusive thoughts and
memories, school problems) to the past experiences in his family. Carlos observes that
his father has not stopped coming to the sessions yet, and he suspects it is because this
therapist is somehow able to talk to him about his past aggression and his drinking as a
problem, but with kindness and without judgment. While learning about the impact of
the past, the therapist also seems to “get it” when talking to Carlos that many of the past
issues could happen again if his brother gets aggressive and ends up back in trouble, if
his dad drinks again, and if something else happens because there are many risks in his
neighborhood that are not going away soon. The most helpful thing Carlos’s therapist does
is teach him to pause and ask himself if a panicky feeling is about the past or something
that is going on right now.

There are a few practical strategies that the therapist helps the Almeida family implement:

e  The family identified an aunt whom Carlos trusts and is able to accompany him to
school in the morning, and they also found an afterschool program where he can
spend time for a couple of hours after school until his stepmother can bring him home.
This has significantly decreased his day-to-day anxiety and physical reactivity related
to his fear of community trauma exposures.
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e  For days when things go as planned, his family was able to get him an inexpensive
phone through a community safety program which has helped him feel more confident
that he can call for help if needed.

e  After disclosing his fear about the sounds of violence outside his window at night,
Carlos rearranged his bedroom with the bed being as far away as possible from the
window, and his parents found him a white noise application on his phone that can
mute the sounds that were triggering his fear and keeping him awake.

e  Being better rested and more aware of the reason behind his sleepiness/shutdown at
school is helping him be more engaged, and with the prompting and collaboration of
his outpatient therapist, he has been able to use his school counselor for support when
he is getting upset at school.

Once he started feeling a bit more settled in his daily life, Carlos and his therapist
started processing some of his memories and grief around the loss of his mom when he
was younger, as well as the memories of domestic violence in the same childhood era.
Additionally, since Carlos’s parents have been participating in his therapy, his father has
remained committed to sobriety. Separately in parent check-in sessions, the therapist has
been able to work with Mr. Almeida in reflecting on his own past trauma and the ways
that his drinking and aggression were patterns developed from his own childhood survival
repertoire. Carlos is able to use his individual time with his therapist to remain cautiously
hopeful for the best but prepared to get support should he need to handle a relapse on his
father’s part.

7. Category 3: The Endless Storm

Children in this category have not only already endured extensive traumatic ex-
posure, but they also continue to live in circumstances in which they continue to be
endangered with no foreseeable end. When working with children and families for
whom the chronic trauma exposure persists in day-to-day life, professionals are often at
a loss to know how to best intervene, given that symptoms continue and are exacerbated
by re-traumatization. Treatment models that do not help these children to maintain nec-
essary vigilance may be grossly misattuned to the reality of these individuals’ lives and
be experienced as invalidating how the child and family are coping with real ongoing
threats and harm. This can lead to clients not showing up for appointments, not allowing
home visits or dropping out of treatment. Therapists can promote engagement and
treatment efficacy by recognizing both vulnerabilities and possibilities for these children
and parents/caregivers beginning with validation of ongoing risks and injuries [24].
Examples in this category include:

e  Children and families living with violence, neglect, emotional, physical, or sexual
abuse, addiction, threats of abandonment or self-harm by family members that
have not been validated or where steps cannot be taken to increase prevention or
promote healing;

e  Children and families who live with chronic exposure to severe community violence,
necessitating ongoing awareness of actual physical risk and loss;

e  Children in placement programs who have been told by parents or authorities that
they will be returning to homes where they experienced neglect, emotional, physical
or sexual abuse, threats of abandonment or family violence;

e  Children (and transitional age young adults) who are living with continuous adversity
in the absence of an obvious support network;

e  Children and families with ongoing exposure to racial, cultural, or identity-based
discrimination, hate crimes, institutional betrayal, or religious persecution;
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e  Children and families dealing with the ongoing fears, losses, and uncertainty due to
their immigration status;

e  Children and families dealing with the stressors related to chronic poverty, homeless-
ness, or a lack of other essential resources.

7.1. Building Engagement and Relational Safety

Moving toward greater safety and stability entails increasing safe, emotionally support-
ive relationships. The challenges of engaging caregivers or creating stronger connections
for trauma-impacted children are even more profound in this category of trauma exposure
chronicity, because everyone directly involved is likely to be highly impacted and symp-
tomatic [26,42]. Therefore, relational engagement for these children and parents/caregivers
can often benefit from casting a wide net within and outside of the family to provide a
multidisciplinary professional and peer support system for the care management necessary
to address their complex unmet needs.

7.2. Self-Regulation & Self-Reflective Processing Around Past vs. Present Danger

For individuals and families living under such circumstances, there may be limited
opportunity to decrease hypervigilance, as the heightened awareness of danger remains
necessary for survival. In such cases, clinicians would be doing children and caregivers
a grave disservice if they are not attuning to the persisting threats to safety. Rather, it is
important to be working with children and their caregivers to increase awareness of their
stress response system and normalize understandable reactions that emerge in crisis
moments. Children living in the endless storm are often referred because of high-risk
behaviors that have led to harm to the children or others [49,51]. The predominant focus
on behavioral change or narrowly on skill development in many systems of care can make
it harder to uncover the fears driving high-risk behaviors, as well as complicate efforts
to foster relationships that could promote safety and growth [24,36]. With these realities
in mind, therapists should seek to both understand the high-risk behaviors through
the frame of survival and simultaneously brainstorm progressively safer alternatives to
support regulation.

7.3. Processing Traumatic Experiences and Expanding Resilience

For children and families in the midst of pervasive traumatic stress, processing trauma
is complicated because the trauma is ongoing and significant. Processing in the way that
we classically consider with symptoms of PTSD is not a predominant goal, as children
are still very much in “survival mode” [23]. However, if a child is feeling overwhelmed
or paralyzed by a particularly intrusive memory that is getting in the way of adaptive
functioning, there may still be value in processing specific experiences. Naming and
identifying the past and present traumatic exposures also provide significant value, for the
purpose of differentiating past and present threat, and brainstorming how to continue to
utilize the safest and most effective survival-based coping mechanisms to optimize safety.

Stories of navigating intergenerational trauma, historical trauma, ongoing racism and
oppression can be a powerful component of a life narrative for children who have access to
caregivers who can provide such insight and reflection. This includes learning from older
generations and community groups who have grappled with risks or threats faced by the
child including historical traumas, marginalization and microaggressions linked to race,
religion, sexual orientation, gender identity, immigration status or ethnic origin [33,57].
Activities that explore learning from the past can help create increased safety for children
and parents/caregivers to move beyond the limits of living in daily survival mode [54].
Such a focus can help children and families hold the complexity of acknowledging and
grieving traumas and losses, naming the ways they have attempted to cope in the past
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(even when the strategies were not optimal), while also growing stronger together in
solidarity around the strengths they can draw upon in ongoing adversity [29,31,58]. This is
a “both/and” approach to trauma processing, in which we are helping clients and families
identify and validate adverse experiences and survival adaptations, while also avoiding
the pitfall of asking them to process trauma that still remains tenuous with realistic threat
of danger or risk factors reemerging.

7.4. Case Study

Ava is a 17-year-old African American female who lives with her grandmother, who
was recently diagnosed with Parkinson’s disease. She moved out of her biological mother’s
home to live with an aunt after an incident at the age of 12 in which her mother’s boyfriend
propositioned her for sex, and her mother did not believe her when she told her. This was
not the first time that she had been approached in such a manner, but it was the last straw
when she told her mother and was accused of lying for attention. In reality, this proposition
triggered memories and panic due to sexual abuse she experienced between the ages of
5-7 by another one of her mother’s male partners.

Ava spent a few years living with her aunt Tina, and although Tina was willing to
allow her to stay, Tina’s emotional dysregulation due to her own mental health struggles
often left Ava feeling unsafe in the home environment. Ava’s grandmother was someone
who had been a resource in her life earlier in childhood, but she rarely saw her as she
lived on the outskirts of the city, and it took 45 min to get to her apartment by train. When
she became desperate enough at the age of 15, Ava applied to transfer to the school in
her grandmother’s district, forged the necessary documents, packed her belongings, and
showed up at her grandmother’s apartment to live with her. Although her grandmother
took her in, she was increasingly showing signs of weakness and changes in personality,
which ultimately resulted in her Parkinson’s diagnosis. Simultaneously, Ava began to
experience bullying at school and racial discrimination in the community, which has
traditionally been a white, working-class neighborhood. Ava was fired from her job at
the grocery store after being falsely accused of stealing merchandise and struggled to get
another job after this incident. A year after her move to her grandmother’s community, she
was sexually assaulted in an abandoned building close to her school by 2 male classmates,
whose identities she chose not to reveal due to her assumption that they would deny or
blame her. Left with the triggering option of going to school and seeing them every day,
Ava stopped attending school altogether 2 months into her junior year. Ava had a couple
of friends from her old neighborhood who she stayed in touch with, but she was mostly
isolated in her grandmother’s town. Her grandmother’s health seemed to be declining,
and it was the nurse at her grandmother’s recent medical appointment who referred Ava to
consider speaking with the social worker on staff, after she noticed that Ava looked pale and
underweight compared to earlier weeks. Ava declined and shut down, but reconsidered in
the coming weeks when she found herself dealing with intrusive thoughts about suicide.
Most recently, Ava has learned that her grandmother is moving into a nursing facility, and
Ava is forced to move back to her old neighborhood. She is able to use the spare room of
her maternal aunt and uncle but will need to work to contribute to the rent and groceries.
She feels lost, hopeless, and panicked given the state of danger she recalls that seems to
still be accurate in her family neighborhood.

When Ava returns to her old neighborhood, she ambivalently takes the advice of the
social worker at her grandmother’s medical clinic and calls a local mental health clinic to
make an appointment. Ava is 17 years old by the time she begins therapy, which affords
her the right to sign her own treatment consent in the state in which she lives. She is
glad about this, as her aunt and uncle would not be supportive if they knew she was
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seeking therapy. The community-based clinic has a funded treatment scholarship program
for which she is eligible, and she begins out of a state of desperation. Ava spends her
first several weeks of therapy struggling to find the language to articulate the story of
her life, which is compounded by the practical anxiety of needing to find a job without
a high school degree. Her therapist works hard to balance addressing the time sensitive
pragmatic survival needs while creating space for Ava’s severe level of depression and
passive suicidality that she has disclosed. Ava’s level of physiological distress and paralysis
make it complicated for her to present herself in a manner that is appealing to employers,
so she and the therapist begin by learning how her depression and anxiety are manifesting
in her body and building some simple day-to-day soothing skills that begin to calm her
nervous system.

As Ava builds trust with her therapist, she is able to share more of her history of life
growing up with her mother, her early adolescent years with Tina, and her transition in
and out of her grandmother’s home. Ava does not have contact with her mother—a fact for
which she holds tremendous guilt—and she worries constantly about her grandmother’s
care in the nursing facility. When her therapist comments about the ways in which she
carries the weight of the world on her shoulders, she breaks down in tears and also feels
validated and understood.

There are a few practical strategies that the therapist helps Ava explore and implement
over the coming months:

e  With the therapist’s steady support and focus on social skills related to the job search,
Ava is able to obtain employment at the front desk of a local boys and girls club, which
is accessible to public transportation from her apartment.

o  The center where she is receiving therapy offers a trauma-informed yoga class, which
Ava ambivalently agrees to try with the patient encouragement of her therapist. When
she begins, Ava finds that she benefits from the growing awareness of the tension she
holds in her body—and this proves to be enlightening when she and her therapist
eventually begin to explore her history of sexual trauma.

e  The combination of yoga class and initial exploration of sexual trauma history high-
lights the fact that Ava is living in daily fear and hypervigilance when walking any-
where in the city. She feels keyed up and panicky in her body and often spirals into a
sense of helplessness and fear that she would not be able to defend herself if attacked
again. Ava’s therapist begins to explore the combined physical and cognitive processes
associated with her abuse/assault history and helps her look into self-defense training.
Through a friendly contact at the boys and girls club where she works, she is able to
find a female-led martial arts gym with affordable rates where she can begin to learn
strategies to feel stronger and more powerful in her body.

o It becomes clear to the therapist early on in the therapeutic process that Ava is
highly intelligent and talented, and she begins to explore with Ava ideas around
seeking her General Education Development in order to move forward in possible
career exploration.

Over time, Ava learns to discuss her past and present-day life through the lens of
what her therapist calls complex trauma and so many of her experiences make sense to
her. She is currently trying to decide if she is going to re-initiate contact with her mother,
an action that she knows could carry interpersonal risks to her stability. She has begun to
visit her grandmother as often as she can on weekends, and as she has stabilized in her
own mental health, she is able to spend connected time with her grandmother and enjoy
meaningful conversations on her grandmother’s “good days.” Ava learns stories about
her grandmother’s past trauma and resilience that explain why she moved to the suburb

where she rebuilt her life, and these stories empower her to continue her own journey of
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education and future job exploration, despite the challenges she continues to navigate in
her daily life.

8. Category 4: Reliving the Storm

In this category, we address the needs of children who have endured childhood,
chronic relational trauma, but for whom exposure has ceased. For example, children who
have been adopted into what is objectively an emotionally and physically safe home but
continue to demonstrate significant distress. These children and the adults caring for
them likely still need years of support to work through the impact of childhood exposure,
as the effects on development related to DTD typically present long-term based on the
chronicity and severity of early exposure [2,4,14]. For these children, symptoms and life
struggles are based in survival-based adaptation rooted in earlier years, resurrected by
present-day triggers that bring back reminders of the past and activate behavioral and
relational patterns of coping [4,11].

8.1. Building Engagement and Relational Safety

Although treatment can be slow and tedious, caregivers who are dedicated to un-
derstanding and intervening in children’s recovery can participate in building nurturing
attachment relationships, while supporting the growing regulation capacity and healthy
functioning of trauma-impacted children. When working with children and families falling
in this category, therapists begin by providing psychoeducation to caregivers related to
the various types of safety that will be essential for healing—emotional, relational, and
physical—guiding caregivers in how to build and enhance safety in these areas over time.
Therapists also model and support connection between children and their caregivers, while
assisting them in practicing new ways of interacting that validate the child’s experiences.
The caregiver must simultaneously feel supported and understood by the therapist (and
other adults in their life) in order to most effectively learn to manage their own reactions to
the ongoing process of healing and change.

8.2. Self-Regulation & Self-Reflective Processing Around Past vs. Present Danger

The assumption for clients in this category is that they have the capacity to grow and
can begin to dedicate internal resources toward recovery, rather than survival, because
they are out of harm’s way. However, children may not yet identify with this capacity
because they do not have a frame of reference for feeling emotionally or physically safe.
Psychoeducation for children about their body’s stress reactions and learning to notice
their activated triggers is of the utmost importance, as the child learns to live in a world
without active threats. Therapists teach children and caregivers about concepts such as
hyperarousal vs. hypoarousal, which also provide insight about the complicated process of
separating past traumas from present reminders. When caregivers are able to regulate and
care for themselves in the midst of understanding the nature of complex trauma, they are
best able to support the growing regulation capacity of their children and increase relational
security. For children and caregivers alike, building or strengthening emotionally support-
ive relationships and regulation skills can provide the foundation for the re-integration of
traumatic memories [14,21,27].

8.3. Processing Traumatic Experiences and Expanding Resilience

As children in this category begin to stabilize and experience growth in their coping
capacity, there is increased emotional, cognitive and interpersonal space to engage in
new relationships, skills, and competencies [37]. As these skills continue to increase,
children are gradually able to process the past traumatic experiences, particularly within a
system that has learned how to safely hear and respond to their story. Helping children
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to develop a life narrative—which includes but is not limited to their trauma stories—is
highly recommended, as this can begin to expand children’s perspectives on potential
strengths and resources that have existed in their past and present [27,40,56].

8.4. Case Study

Frannie is a 12-year-old, Caucasian female who has been adopted in the past year.
Frannie was born into a chaotic biological home and spent the first 3 years of her life in
emotionally and physically impoverished conditions. Frannie’s father left prior to her
birth, and her mother was severely depressed and dealing with significant drug addiction.
Frannie was removed from the home after a neighbor discovered her crying and home
alone in the apartment on more than one occasion, and she was placed in the temporary
care of her maternal grandparents. Frannie’s grandparents took her in reluctantly as they
were already raising the two teenage sons of their adult son who was incarcerated. When
Frannie was 5, they gave up guardianship after it was reported by a kindergarten teacher
that there was suspicion of physical and sexual abuse by Frannie’s cousins in the home.
Frannie’s grandparents decided they could no longer keep her safe in the home with her
cousins, with the added burden of being on a fixed income with their own health problems.
It was at this time that Frannie entered the foster care system, and eventually her mother
worked with the agency to make an adoption plan, acknowledging that her challenges were
too overwhelming to her capacity to parent. At this time, Frannie’s mother had become
sober and was maintaining sobriety but decided it was in the best interest of her daughter,
herself and other family members that Frannie grow up in another family.

Throughout her early and school age years, Frannie would get quickly triggered
into inconsolable tantrums which left new caregivers feeling helpless and overwhelmed,
leading to a series of failed placements and school transitions. By 5th grade, she was
reading 3 grade levels behind and cycling out of her 5th foster home when she met the
Thompson family. Mr. and Mrs. Thompson were patient and caring foster parents who had
previously adopted an adolescent who was now in college. They took the risk of taking
on a longer-term foster placement with Frannie. After a slow and rocky period of getting
to know Frannie and her interpersonal and emotional patterns, the Thompsons began
to develop a level of trust with her. When Frannie turned 11, the Thompsons made the
commitment to adopt Frannie and seek treatment for her and consultation for themselves.

Although Frannie’s adoptive parents had some experience with parenting a child
with a trauma history, the intensity of her dysregulation and the focus on her adoptive
caregivers as the target of her panic and rage when she perceived rejection, were new
to them. During the intake session, the therapist thoroughly explored the patterns of
Frannie’s emotional and behavioral dysregulation and reviewed the extensive records of
Frannie’s Child Protective Services file which outlined early childhood trauma exposures
and available details related to her foster care placements and disruptions. She was able to
frame Frannie’s symptoms through the lens of DTD which was a new concept for them
and enabled them to better understand her extreme interpersonal reactions, her cognitive
delays, and her regressive behaviors when triggered.

The therapist began working with Frannie individually and was able to negotiate an
arrangement in which Frannie agreed they could connect with her adoptive parents in
the last 15 min of most sessions to help them better support her needs at home and/or
discuss any pressing communication issues in their relationship. Frannie quickly and easily
connected with the therapist at a surface level, but it became clear that she would often
present in a manner to look pleasing and compliant to the therapist, even though she
struggled to manage the perceived threats of rejection at home with her adoptive parents.
Frannie had learned over the years from her experience that treatment providers have the
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power to move you out of your home and even though this was not technically true in the
current situation, it still felt true for Frannie. She and the therapist had to work together for
some time to develop more of an authentic relationship in which she could express her true
worries or frustrations without tempering with a fawn response.

The therapist worked steadily with Frannie and her adoptive parents—separately and
together—to pinpoint her relational triggers that were ultimately leading to her outbursts
at home, then to build co-regulation and self-regulation capacities. Frannie would not only
get triggered by interpersonal cues that activated her fears (e.g., body language, tone of
voice), but she would also be activated by the fear of abandonment and home displacement
when her awareness of her own outburst had set in. Caregivers needed to learn to intervene
as proactively and preventatively as possible at the initial trigger level, then work to soothe
and reassure her of her safety and permanence in their family in the aftermath of explosions.
Concurrently, the therapist worked directly with Frannie to understand and catch her own
responses as early as possible, and to practice skills to regulate herself.

When Frannie got to the point of being sufficiently regulated to feel safe in her daily
life, she was able to engage in processing some of the past traumatic experiences. Through
a combination of sand tray therapy and EMDR, Frannie was able to work through some of
the more intrusive memories of her earlier childhood traumatic exposures and frightening,
abusive foster care placements. In time, Frannie’s system started to settle, and she began to
make friends in her school.

Although Frannie and her adoptive parents stabilized considerably in the first year of
therapy, Frannie’s treatment needs shifted when she turned 14 and landed more solidly in
adolescence. With dating opportunities and sexual impulses emerging, a new chapter in
therapy emerges. Despite the gains made in therapy, her adoptive parents were distressed
upon learning that she had begun to dabble in risky relational behavior online with older
boys and men who are giving her the attention she still so desperately craves. The ground-
work laid earlier in treatment predicted this type of possibility in such a manner that the
parents were able to recognize the behavior not as an afront to their nurturing, but as a
continuous struggle against the intense need for emotional and physical care beyond what
they can even give, due to her profound level of early neglect.

Although this case reflects a client for whom active traumatic exposure is not present,
it would be shortsighted to assume that Frannie will not face a variety of internal struggles
related to her adoption and her biological family of origin. Traumatic grief related to the
loss of connection to her mother and extended family is a critical factor that will present
differently at various stages of development across Frannie’s life. Given that she lived
with her biological family until the age of 5, she would likely have enough memories
and awareness of their presence in her early life, and as she gets older, she may naturally
begin to wonder and ask questions about her mother who gave up parental rights. If she
knows or recalls the stories of her mother’s early addiction and battle to get sober and her
grandparents health problems, she might worry about them and mourn the ability to have
access to them. As Frannie continues to explore her identity over time, questions about her
biological roots in both curious and anxious ways might emerge for her: “Are some of my
interests and talents inherited from my biological parents? Will I develop a mental illness
or become addicted to substances like my family of origin?” The questions and losses that
can surface for children like Frannie are important to hold in mind as their own form of
trauma complexity, even when the storms have seemingly settled externally.

9. Discussion

Throughout this paper we identified four categories of persistent trauma exposure
and their relevant treatment considerations: storm warnings (ongoing, predictable, and
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preventable trauma exposures), living in the path of the storm (ongoing, predictable, but
unpreventable exposure), the endless storm (ongoing, unpredictable, and unpreventable
exposure), and reliving the storm (continuing to live as if one is in the eye of the storm in
the absence of ongoing exposure). We incorporated a case study within each category to
demonstrate how the nature of trauma chronicity affects the client’s functioning and how
treatment can be adapted accordingly.

For storm warnings, Danny benefited from psychoeducation and anticipatory planning
before, during, and after visitations, which demonstrates how reframing hypervigilance as
a normative response to tremendous stress can open up space for identifying and utilizing
coping strategies. At the living in the path of the storm level, Carlos demonstrates how
windows of transient security can be further extended through concrete environmental
modifications, improvements in the family structure, and community resources, which
in turn, create opportunities to develop resilience and practice self-regulation skills. In
the endless storm, Ava underscores the value of individualized care that is responsive
to both her treatment needs and her immediate, practical needs. A holistic approach
that integrates her trauma history, treatment barriers, current adversities, and future
goals—while prioritizing safety and stabilization—highlights the functional gains that
are achievable when care is guided by a framework of persistent trauma exposure. Finally,
through reliving the storm, Frannie illustrates how relational safety with her parents,
coupled with the gradual processing of traumatic memories brought awareness to and
mitigated some of her survival-driven activations, to help her adjust to a life that is no
longer organized around trauma.

All four case studies suggest that engagement is a key driver of treatment retention
in the face of persistent current or past adversity. Engagement fosters trust in the clini-
cian and helps establish a robust therapeutic alliance which propels treatment into skills
development and memory processing. Beyond engagement, complex trauma-informed
intervention with persistent trauma exposure entails that clinicians (1) provide explicit
validation of ongoing risks and present symptoms; (2) identify specific triggers and coping
skills to alleviate distress; and (3) build caregivers’ co-regulation skills. It should be em-
phasized that sociopolitical contexts are heavily embedded in the clinical presentations of
persistent trauma exposure. Historical trauma, intergenerational trauma, systemic racism,
armed conflict, and other forms of oppression are not background variables; they are active
determinants of clients” exposure to danger, access to care, and mental health outcomes.
Situating care within these contextual factors encourages the clinician to integrate other
safety nets into the clients’ lives and tailor treatment to be culturally sensitive, emotionally
attuned, and responsive to their specific needs.

10. Limitations and Future Directions

Although effective intervention practices are presented, this paper is not without its
limitations. First, the qualitative nature and reliance on illustrative vignettes limit gener-
alizability and causal inference. The suggested strategies should be validated in future
empirical research including program evaluations and treatment outcome studies. Sub-
sequent research should complement qualitative insights with quantitative data through
validated diagnostic measures to examine the association between these intervention strate-
gies and changes in symptoms. Second, because these case studies did not employ validated
outcome measures at standardized time points (baseline, mid-treatment, post-treatment,
follow-up), we cannot confirm diagnoses, quantify domain-specific changes, or identify
mechanisms of change. While the children described in the case studies would meet criteria
for multiple diagnoses including PTSD, complex PTSD, and depression, we intentionally
omitted diagnostic information to offer a humanistic, strengths-based, and non-stigmatizing
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approach to partnering with children and families who have been impacted by ongoing
adversity to empower them to be active participants in their recovery. The present paper
does not describe a full course of treatment for each case study, but rather provides gen-
eral strategies on fostering engagement, relational safety, self-regulation, and resilience.
Thus, conclusions about which treatment components contributed to improvements can-
not be determined. Future studies should operationalize and test intervention strategies
that target clinical, behavioral, and functioning outcomes relevant to persistent trauma.
Third, inequity remains to be an ongoing problem. In certain parts of the United States
and around the world, access to mental health providers may be limited or unavailable,
particularly in rural and remote communities or areas stricken with poverty. Similarly, dis-
advantaged and marginalized children and families remain underrepresented in outcome
studies due to structural barriers (e.g., unemployment, unstable housing, transportation)
that hinder engagement and lead to treatment dropout. Future research should identify
which environmental resources (e.g., perceived safety, transportation, family supports) and
resource-navigation strategies most effectively increase treatment initiation, attendance,
and retention. Finally, we recognize that the present paper does not sufficiently address
specific considerations for vulnerable and historically marginalized populations, including
Indigenous/Native and refugee communities, which merits more in-depth exploration
in future research. All these limitations should be considered as we seek to establish an
evidence base for the intervention strategies, reduce barriers to treatment, and promote
more equitable access to care.

11. Conclusions

When working with children and families who are exposed to complex trauma, treat-
ment outcomes may improve as clinicians explicitly differentiate the types of trauma
chronicity, address the impact of persistent ongoing trauma, and subsequently select in-
tervention strategies to target specific domains of functioning. Maintaining a consistent
“both/and” stance of validating “symptoms” as reflections of understandable distress and
as survival adaptations while fostering self-regulation, relational security, developmen-
tal competencies, and resilience is essential for sustaining engagement in treatment and
preventing treatment ruptures. It is important to note that there will be fluidity between
these categories for children receiving treatment. Conditions can change for families in
both positive or negative directions based on factors outside of anyone’s control, and as
clinicians it is important that we are always assessing for the impact of such change in
our client’s healing process. When working with children and families through a complex
trauma lens, and particularly with those for whom trauma exposure and adversity persist,
there are key assessment and treatment foci to bear in mind:

e  From the beginning stages of assessment and treatment, acknowledging immediate
needs/priorities and how treatment can help with critical needs;

Identifying immediate dangers and enhancing physical, emotional, and relational safety;
Distinguishing adaptive responses from symptomatic reactions;

Identifying accessible and reliable attachment persons and support systems;

Developing a life narrative that includes traumatic adversities but focuses on self-
capacities and protective/facilitative resources;

Co-envisioning an immediate future that provides security and is self-affirming;
o  Co-envisioning a long-term future that provides paths to agency and achievement.

With these principles as a guide, treatment can support by children and families as
they navigate the pervasive storms created by persistent and ongoing complex trauma.
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