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capacities tend to disintegrate, leaving them disorganized cognitively, emotionally, and behaviorally and prone to
react with extreme helplessness, confusion, withdrawal, or rage.7

In middle childhood and adolescence, the most rapidly developing brain areas are those responsible for three core
features of "executive functioning" necessary for autonomous functioning and engagement in relationships. These
features, involving primarily the prefrontal cortex, are conscious self-awareness and genuine involvement with other
people, ability to assess the valence and meaning of complex emotional experiences, and ability to determine a
course of action based on learning from past experiences and an inner frame of reference informed by
understanding others' perspectives. Traumatic stressors or prior deficits in self-regulatory abilities that manifest
during adolescence, in the absence of sustaining relationships, may lead to disruptions in regulation of affeet,
behavior, consciousness, cognition, and self-concept integration.

It is important to note that stressors early or later in life that are predictable, escapable, or controllable, or in which
responsive caregiver contact is available and safe opportunities for exploration are reinstated, tend to enhance
biological integrity.

Affect Regulation

Posttraumatic impairment of attachment and neurobiological integrity can lead to severe problems with affect
regulation. Affect regulation begins with the accurate identification of internal emotional experiences, which requires
the ability to differentiate among states of arousal, interpret these states, and apply appropriate labels (eg, "happy,"
"frightened"). Deficits in the ability of maltreated children to discriminate among and label affective states in both self
and others have been demonstrated as early as age 30 months.8

Following the identification of an emotional state, a child must be able to express emotions safely and to modulate or
regulate internal experience. Complexly traumatized children show impairment in both of these skills. Children with
complex trauma histories evidence both behavioral and emotional expressions of pathology due to impaired capacity
to self-regulate and self-soothe. These expressions may include dissociation, chronic numbing of emotional
experience, dysphoria and avoidance of affectively laden situations (including positive experiences), and
maladaptive coping strategies (eg, substance use). These children therefore often present as emotionally labile, with
extreme rapidly escalating responses to minor stressors.

The long-term effect of complex trauma on affect regulation is illustrated by the findings of twin studies, where
genetic and family factors were controlled.9 Children who experienced sexual abuse involving penetration had
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responding to social support.
ADAPTATION TO COMPLEX TRAUMA IN THE FAMILIAL CONTEXT

The response of the child's social support system, and particularly the child's mother, is perhaps the most important
factor in determining the child outcomes and is more important than objective elements of the victimization itself.24
Caregiver support is a critical mediating factor in determining how children adapt to victimization. Familial support
and parental emotional functioning strongly mitigate the development of PTSD symptoms and enhance a child's
capacity to resolve the symptoms.25

There are three main elements in caregivers' responses to their children's trauma: believing and validating their
child's experience, tolerating the child's affect, and managing the caregivers' own emotional response. When a

caregiver denies the child’s experiences, the child is forced to act as if the trauma did not occur. The child also

learns he or she cannot trust the primary caregiver and does not learn to use language to deal with adversity.

Also, it is not caregiver distress per se that is necessarily detrimental to the child. Instead, when the caregiver's
distress overrides or diverts attention away from the needs of the child, the child is adversely affected. Children may
respond to their caregiver's distress by avoiding or suppressing their own feelings or behaviors, by avoiding the
caregiver altogether, or by becoming "parentified" and attempting to reduce the distress of the parent.26

In addition, victimized children often rekindle painful feelings in caretaking aduits. Caregivers who have had impaired
relationships with attachment figures in their own lives are especially vulnerable to problems in raising their own
children. Caregivers' ability to access information about their own childhood and to teil their own story coherently
may be the strongest indicators of parental capacity and effective parenting.27

Caregivers with histories of childhood complex trauma may avoid experiencing their own emotions, which may make
it difficult for them to respond appropriately to their child's emotional state. Parents and guardians may see a child's
behavioral responses to trauma as a personal threat or provocation, rather than as a reenactment of what happened
to the child or a behavioral representation of what the child cannot express verbally. The victimized child's
simultaneous need for and fear of closeness (ie, disorganized attachment) also can trigger a caregiver's own
memories of loss, rejection, or abuse, and diminish parenting abilities.

ETHNOCULTURAL ISSUES

Children's risk of exposure to complex trauma also can be affected by where they live and by their ethnocultural
heritage and traditions (eg, war/genocide are prevalent in some parts of the world; inner cities are frequently plagued
with high racial tension).28 Children, parents, teachers, religious leaders, and the media from different cultural,
national, linguistic, spiritual, and ethnic backgrounds define key traumarelated constructs in many different ways and
with different expressions (eg, flashbacks may be "visions," hyperarousal may be "attacque de nervios," dissociation
may be spirit possession).29 The threshold for defining a complex trauma reaction as a problem warranting
intervention differs not only across national and cultural groups, but also within sub-groups (eg, geographic regions
of a country with different subcultures; different religious communities within the same geographic area).

RESILIENCE FACTORS

A victimized child may function well in certain domains (eg, academic) while exhibiting distress in others.30 Areas of
competence also can shift as children are faced with new stressors and developmental challenges. The factors that
have been shown to be linked to children's resilience in the face of stress mirror the seven domains affected by
complex trauma: 30

* Positive attachment and connections to emotionally supportive and competent adults within a child's family or
community (attachment).

* Development of cognitive and self-regulation abilities (affect regulation, cognition, altered consciousness, biology).
* Positive beliefs about oneself (selfconcept).

* Motivation to act effectively in one's environment (behavioral control).

Additional individual factors associated with resilience include an easygoing disposition, positive temperament, and
sociable demeanor; internal locus of control and external attributions for blame; effective coping strategies; degree

of mastery and autonomy; special talents; and creativity and spirituality.31

COMPREHENSIVE ASSESSMENT OF COMPLEXTRAUMA IN CHILDREN
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superior to nonspecific supportive therapies. Those programs, however, are in an early phase of development and
require refinement and adaptation for culturally and geographically diverse populations. Finally, there is consensus
that interventions should build strengths as well as reduce symptoms. In this way, treatment for children and
adolescents also serves as a prevention program against poor outcomes in adulthood.

[Sidebar]

EDUCATIONAL OBJECTIVES

1. Describe a new theoretical framework for understanding complex trauma in children.

2, Explain how to apply new framework to assessment of traumatized children and families.

3. Discuss intervention models designed specifically for traumatized children and their families.

[Sidebar]

SIDEBAR 1.

Domains of Impairment in Children Exposed to Complex Trauma
|. Attachment

Problems with boundaries

Distrust and suspiciousness

Social isolation

Interpersonal difficulties

Difficulty attuning to other people's emotional states
Difficulty with perspective taking

Il. Biology

Sensorimotor developmental problems
Analgesia

Problems with coordination, balance, body tone
Somatization

Increased medical problems across a wide span (eg, pelvic pain,asthma, skin problems,autocimmune disorders,
pseudoseizures)

I1. Affect regulation

Difficulty with emotional self-regulation

Difficulty labeling and expressing feelings
Problems knowing and describing internal states
Difficulty communicating wishes and needs

IV. Dissociation

Distinct alterations in states of consciousness
Amnesia

Depersonalization and dereaiization

Two or more distinct states of consciousness
Impaired memory for state-based events

V. Behavioral control

Poor modulation of impulses

Self-destructive behavior

Aggression toward others

Pathological self-soothing behaviors

Sleep disturbances

Eating disorders

Substance abuse

Excessive compliance

Oppositional behavior

Difficulty understanding and complying with rules
Reenactment of trauma in behavior or play (eg, sexual, aggressive)
V1. Cognition

Difficulties in attention regulation and executive functioning
Lack of sustained curiosity

Problems with processing novel information
Problems focusing on and completing tasks
Problems with object constancy

Difficulty planning and anticipating

Problems understanding responsibility

Learning difficulties

Problems with language development

Problems with orientation in time and space

VII. Self-concept

Lack of a continuous, predictable sense of self
Poor sense of separateness
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