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COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

Vignette

Michael is a 14-year-old Caucasian boy who was placed with his maternal grandparents after he and
his two younger siblings were removed from the home of their biological parents. Although multiple
reports had been made to Child Protective Services, there had been insufficient evidence to remove
the children because neither Michael nor his siblings had been willing to speak with authorities. At
the age of 11, however, Michael showed his school guidance counselor some bruises, stating that
his father had hurt him and that he didn’t want to go home anymore. He and his two siblings were
removed that day. Following their removal from the home, the children described: frequent fights in
which their parents screamed and threw things; unpredictable violence by their father, including his
hitting them with a miniature baseball bat; being isolated and denied food and water for over a day
at a time; and ongoing substance use by both parents. The youngest sibling reported that his father
had touched his private parts. Although both older siblings denied any memory of sexual abuse,
Michael was found to have a sexually transmitted disease on physical exam. All three children
indicated that Michael had been particularly targeted in the home, with each parent aligning with
one of the other siblings. Michael was frequently restricted to his room, and both of his parents
made statements blaming him for the family’s problems. Michael reported that he purposefully
made himself a target to protect his younger siblings from being hurt. Based on the children’s
statements, their father was charged and criminally prosecuted for assault and battery against his
two older children.

After their removal from the home, the three siblings were separated. After court proceedings
terminated parental rights, the youngest sibling was placed in a pre-adoptive foster home, and the
two oldest were placed in different relatives’ homes. Michael initially presented as withdrawn and
quiet after removal and placement with his maternal grandmother. He spent long periods alone in
his room and created an inner world that he scrupulously hid from his grandmother. Although he
was polite and cooperative with adults, he had difficulty with peer relationships and was unable to
sustain involvement in activities. Despite testing which indicated that he had an above average 1Q
with no evidence of learning disability, Michael consistently received failing grades in his classes,
due in large part to a refusal to complete homework assignments. Michael also suffered from
repeated migraine headaches, and numerous tests had ruled out a physical etiology. At night,
Michael surrounded himself with stuffed animals, stating that they made him feel safer.

Michael’s behavior became increasingly dysregulated after his middle sibling was placed in the
home with him; he was strongly reactive to indications that she was receiving more attention than
him and became easily angered by her statements. He stated in therapy that being around his sister
was like “all this old stuff coming back again.” His presentation shifted from constricted to volatile,
with frequent angry outbursts, verbal and physical aggression toward family members, and multiple
indications of arousal (e.g., difficulty sleeping, impaired concentration, edginess and irritability). His
grandmother, who had her own history of childhood trauma, became increasingly depressed and
overwhelmed by his emotional outbursts and had difficulty providing consistent caretaking to either
sibling. Child Protective Services became re-involved and considered more intensive level of care for
each sibling.
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COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

What Is Complex Trauma?

The term complex trauma describes the dual
problem of children’s exposure to traumatic
events and the impact of this exposure on
immediate and long-term outcomes. Complex
traumatic exposure refers to children’s
experiences of multiple traumatic events that
occur within the caregiving system — the social
environment that is supposed to be the source
of safety and stability in a child’s life. Typically,
complex trauma exposure refers to the
simultaneous or sequential occurrences of child
maltreatment—including emotional abuse and
neglect, sexual abuse, physical abuse, and
witnessing domestic violence—that are chronic
and begin in early childhood. Moreover, the
initial traumatic experiences (e.g., parental
neglect and emotional abuse) and the resulting
emotional dysregulation, loss of a safe base,
loss of direction, and inability to detect or
respond to danger cues, often lead to
subsequent trauma exposure (e.g., physical and
sexual abuse, or community violence).

Complex trauma outcomes refer to the range of
clinical symptomatology that appears after such
exposures. Exposure to traumatic stress in early
life is associated with enduring sequelae that
not only incorporate, but also extend beyond,
Posttraumatic Stress Disorder (PTSD). These
sequelae span multiple domains of impairment
and include: (a) self-regulatory, attachment,
anxiety, and affective disorders in infancy and
childhood; (b) addictions, aggression, social
helplessness and eating disorders; (c)
dissociative, somataform, cardiovascular,
metabolic, and immunological disorders; (d)
sexual disorders in adolescence and adulthood;
and (e) revictimization (Dube, Anda, Felitti,
Chapman, et al., 2001; Dube, Anda, Felitti, Croft

et al., 2001; Felitti et al., 1998; Gordon, 2002;
Herman, Perry, & van der Kolk, 1989; Lyons-
Ruth & Jacobovitz, 1999; Simpson & Miller,
2002; van der Kolk, Roth, Pelcovitz, Mandel, &
Spinazzola, in press; Yehuda, Spertus, & Golier,
2001).

The Cost of Child Complex Trauma

Exposure to complex trauma in children carries
an enormous cost to society, both in lives
impacted and dollars spent. Although in many
ways the costs are inestimable, the
repercussions of childhood trauma may be
measured in medical costs, mental health
utilization, societal cost, and the psychological
toll on its victims.

Incidence of childhood abuse and neglect may
be estimated from the records of public Child
Protection Service agencies and from national
epidemiological research. Although both
methods are thought to underestimate actual
trauma incidence, the rising incidence of
childhood maltreatment is indisputable even
when relying upon the most conservative
estimates gleaned from official records. In
2001, according to the National Child Abuse and
Neglect Data System developed by the
Children’s Bureau of the U.S. Department of
Human Services, 903,000 cases of child
maltreatment were substantiated, including
neglect, medical neglect, physical abuse, sexual
abuse, and psychological maltreatment.

Epidemiological research has yielded evidence
of considerably higher incidence of children’s
exposure to complex trauma. The Third National
Incidence Study of Child Abuse and Neglect
(NIS-3; 1996), a congressionally mandated
study, examined incidence of abuse and neglect
using a nationally representative sample of
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COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

5,600 professionals spanning 842 agencies in
42 counties (Sedlak & Broadhurst, 1996). Using
the Harm Standard, which includes only children
who have already experienced harm from abuse
or neglect, an estimated 1,553,800 children
were abused or neglected in 1993. This figure
includes 217,700 sexually abused children,
338,900 physically neglected children, 212,800
emotionally neglected children, and 381,700
physically abused children. Using the Endanger-
ment Standard, defined as children who
experience abuse or neglect that puts them at
risk of harm, the estimated incidence of child
abuse or neglect in 1993 nearly doubled
(2,815,600 children). These rates reflect sharp
increases from the previous NIS-2 study in
1986; the total number of abused or neglected
children based upon both the Harm and
Endangerment Standards quadrupled between
1986 and 1993.

Using the Harm Standard incidence numbers
from NIS-3, the total annual cost of child abuse
and neglect has been estimated at 94 billion
dollars (Fromm, 2001). Direct costs associated
with child abuse and neglect (24.4 billion
dollars) included hospitalization, chronic health
problems, mental health, child welfare, law
enforcement, and judicial system costs. Indirect
costs (69.7 billion dollars) included special
education, juvenile delinquency, adult mental
health and health care, lost productivity to
society, and adult criminality. The daily cost of
childhood abuse and neglect is estimated to be
$258 million (Pelletier, 2001).

Diagnostic Issues for

Complex Trauma

The current psychiatric diagnostic classification
system does not have an adequate category to
capture the full range of difficulties that
traumatized children experience. Although the

narrowly defined PTSD diagnosis is often used, it
rarely captures the extent of the developmental
impact of multiple and chronic trauma exposure.
Other diagnoses common in abused and
neglected children include Depression, Attention
Deficit Hyperactivity Disorder (ADHD),
Oppositional Defiant Disorder (ODD), Conduct
Disorder, Generalized Anxiety Disorder,
Separation Anxiety Disorder, and Reactive
Attachment Disorder. Each of these diagnoses
captures an aspect of the traumatized child’s
experience, but frequently does not represent
the whole picture. As a result, treatment often
focuses on the particular behavior identified,
rather than on the core deficits that underlie the
presentation of complexly traumatized children.

An Organizing Framework of
Complex Trauma Outcomes in Children

The present paper highlights seven primary
domains of impairment observed in children
exposed to complex trauma. These
phenomenologically based domains have been
identified based on the extant child clinical and
research literatures, the adult research on
“Disorders of Extreme Stress Not Otherwise
Specified” (Pelcovitz et al, 1997; van der Kolk,
Pelcovitz, Roth, Mandel, McFarlane, & Herman,
1996; van der Kolk, Roth, et al., in press), and
the combined expertise of the NCTSN Complex
Trauma Taskforce. These domains of impairment
include: (1) Attachment; (Il) Biology; (Ill) Affect
regulation; (IV) Dissociation; (V) Behavioral
regulation; (V1) Cognition; and (VII) Self-concept.
Impairment is considered to occur within a
developmental context and in turn to impact
further development. Table 1 provides a list of
each domain along with examples of associated
symptoms. Valid diagnostic classification of
complex trauma sequelae in children awaits
formal epidemiological research. However, we
believe that this phenomenologically based
framework for the impact of complex trauma
exposure possesses sufficient clinical utility to
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COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

serve as a vitally needed starting place for
research, treatment development, and policy

initiatives bearing on children’s adaptation to
complex trauma exposure.

I. Attachment

Uncertainty about the reliability and predictability of
the world

Problems with boundaries

Distrust and suspiciousness

Social isolation

Interpersonal difficulties

Difficulty attuning to other people’s emotional states

Difficulty with perspective taking

Difficulty enlisting other people as allies

II. Biology

Sensorimotor developmental problems

Hypersensitivity to physical contact

Analgesia

Problems with coordination, balance, body tone

Difficulties localizing skin contact

Somatization

Increased medical problems across a wide span,
e.g., pelvic pain, asthma, skin problems,
autoimmune disorders, pseudoseizures

lll. Affect Regulation

Difficulty with emotional self-regulation

Difficulty describing feelings and internal experience
Problems knowing and describing internal states
Difficulty communicating wishes and desires

IV. Dissociation

Distinct alterations in states of consciousness

Amnesia

Depersonalization and derealization

Two or more distinct states of consciousness, with
impaired memory for state-based events

Table 1.
Domains of Impairment in Children Exposed to Complex Trauma

V. Behavioral Control

Poor modulation of impulses

Self-destructive behavior

Aggression against others

Pathological self-soothing behaviors

Sleep disturbances

Eating disorders

Substance abuse

Excessive compliance

Oppositional behavior

Difficulty understanding and complying with rules

Communication of traumatic past by reenactment in
day-to-day behavior or play (sexual,
aggressive, etc.)

VI. 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 own contribution to what
happens to them

Learning difficulties

Problems with language development

Problems with orientation in time and space

Acoustic and visual perceptual problems

Impaired comprehension of complex visual-spatial
patterns

VII. Self-Concept

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

Disturbances of body image

Low self-esteem

Shame and guilt
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Impact of Complex Trauma

on Development

Complex trauma outcomes are most likely to
develop and persist if an infant or child is
exposed to danger that is unpredictable and
uncontrollable because the child’s body must
allocate resources that are normally dedicated
to growth and development instead to survival
(Ford, in press; van der Kolk, in press). The
greatest source of danger, unpredictability, and
uncontrollability for an infant or young child is
the absence of a caregiver who reliably and
responsively protects and nurtures the child
(Cicchetti and Lynch, 1995). The caregiver’s
ability to help regulate bodily and behavioral
responses provides experiences in “co-
regulation” that contribute to the acquisition of
self-regulatory capacities (Schore, 2002; Siegel,
1999). Lack of sustaining regulation with a
primary caregiver puts the child at risk for
inadequate development of the capacity to
regulate physical and emotional states.

Hence, when examining traumatized children,
the status of the attachment relationship is
often a critical element. In the current
conceptualizations of traumatic stress in
children, little effort has been spent on
distinguishing between the impact of specific
traumatic events and that of disruptions in the
attachment relationship. In order to understand
the behavior of these children and to formulate
an adequate treatment plan, the impact of
disruptions in the early caregiving relationship
must be integrated into developmental models
of trauma exposure and outcome.

Attachment

The early caregiving relationship provides a
relational context in which children develop their
earliest models of self, other, and self in relation
to others. This attachment relationship also

COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

provides the scaffolding for the growth of many
developmental competencies, including the
capacity for self-regulation, the safety with which
to explore the environment, early knowledge of
agency (i.e., the capacity to exert an influence
on the world), and early capacities for receptive
and expressive communication. The child-
caregiver relationship can be the source of the
trauma, and/or it can be greatly impacted by
another type of traumatic exposure; therefore,
many of these critical developmental
competencies are disrupted.

A secure attachment pattern, present in
approximately 55-65% of the normative
population, is thought to be the result of
receptive, sensitive caregiving. The caregiver
responds in a contingent way to infant cues,
providing the infant with both stimulation and
nurturing. Infants are able to internalize
regulation strategies offered to them by their
caregivers, and learn to communicate and
interpret nonverbal signals. Responsive
caregiving in the face of traumatic stress
provides the young child with a supportive
environment in which to recover from and
metabolize overwhelming experience.

Insecure attachment patterns have been
consistently documented in over 80% of
maltreated children. These failures to create a
secure dyadic relationship may leave an
environment of vulnerability which may allow for
the occurrence of complex trauma exposure. In
the aftermath of exposure, insecure or anxious
attachments may be further compounded if
children perceive a caregiver as too distressed
to deal with their experience (e.g., due to the
caregiver’s own level of stress, dissociation,
avoidance, intoxication or own unresolved
trauma history).

Children with insecure attachment patterns may
be classified as avoidant, ambivalent, or
disorganized. The avoidant attachment style has
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COMPLEX TRAUMA IN CHILDREN AND ADOLESCENTS

been associated with predictably rejecting
caregiving. Children whose parents repeatedly
dismiss or reject them may learn to disregard or
distrust their emotions, relationships, and even
their own bodies. Moreover, they may avoid,
dismiss, or feel profoundly ambivalent about
attachment relationships, not only with
caregivers, but also with other adults and with
peers (Ainsworth, 1978).

When children experience parents alternating
between validation and invalidation in a
predictable manner, they may develop
ambivalent attachment patterns (Ainsworth,
Blehar, & Waters, 1978) and learn to anticipate
the adults’ change from detachment and
neglect to excessive intrusiveness in predictable
patterns. These children often cope by
disconnecting themselves from others at the
first signs that parents, teachers, or other
important adults are acting in either a rejecting
or overly engaging manner.

When co-regulation is not provided or results in
aversive consequences early in life, the child is
at risk for a complex and severe type of
disruption of all of the core biopsychosocial
competencies that has been described as
disorganized attachment (Cassidy & Mohr,
2001; Cicchetti & Toth, 1995; Lyons-Ruth &
Jacobovitz, 1999; Maunder & Hunter, 2001).
Disorganized attachment in young children
involves erratic behavior in relation to caregivers
(e.g., alternately clingy, dismissive, and
aggressive). In older children, adolescents, and
adults, disorganized attachment appears to
reflect primitive survival-based relational
working models that are rigid, extreme, and
thematically focused (Lyons-Ruth & Jacobovitz,
1999). These working models focus on either
helplessness (e.g., abandonment, betrayal,
failure, dejection—"Any expression of anger is
deadly,” “I'm damaged and deserve to be
rejected”) or coercive control (e.g., blame,
rejection, intrusiveness, hostility—"1 have to force

people to do what | want,” “No one can be
trusted to help—they’ll just use you”). Parents of
children with these behaviors have been
described as often failing to protect their
children and feeling helpless in their roles as
mothers (George & Solomon, 1996).

Children living with unpredictable violence and
repeated abandonment often fail to develop
appropriate language and verbal processing
abilities. They then cope with threatening events
and feelings of helplessness by restricting their
processing of what is happening around them.
Thus, these children are repeatedly unable to
organize a coherent response to challenging
events in their lives and instead act with
disorganization (Siegel, 1999).

Disorganized attachment has been hypothesized
to interfere with the development of neural
connections in critical brain areas (e.g., the left
and right hemispheres of the orbital prefrontal
cortex and their connective pathways; Schore,
2001). This attachment style may result in
impairment in affect regulation, stress
management, empathy and prosocial concern
for others, and the use of language to solve
relational problems. Over time, disorganized
attachments lead to symptoms of PTSD, as well
as borderline and antisocial personality
disorders (Herman, Perry, & van der Kolk, 1989;
Main, 1995).
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In a recent review, Maunder and Hunter (2001)
concluded that disrupted attachment in animals
and humans often is not transient but can lead
to a lifelong risk of physical disease and
psychosocial dysfunction. This risk occurs along
three pathways that reflect impairments in the
core biopsychosocial competencies which
parallel the key features of disorganized
attachment: (1) increased susceptibility to stress
(e.g., difficulty focusing attention and
modulating arousal; i.e., detection, activation,
conservation, orientation); (2) an inability to
regulate emotions without external assistance
(e.g., feeling and acting overwhelmed by intense
or numbed emotions; i.e., activation,
conservation, exploration; consolidation), and
(3) altered help-seeking (e.g., excessive help-
seeking and dependency or social isolation and
disengagement; i.e., deficiencies in affiliation
and in exploration). Moreover, it is not only
separation, but also the disruption of the
development of a secure attachment bond, that
appear to produce lasting biological
dysregulation.

Biology

Neurobiological development follows genetically
“hard-wired” programs that are modified by
external stimuli. Extreme (low or high) levels of
stimulation (i.e., stress) are thought to trigger
adaptive adjustments that depend on the brain
structures and pathways that were formed in the
course of development (Perry & Pollard, 1998).
Thus, the brain “sculpts” itself in response to
external experiences at the same time as it is
developing via genetically-based maturation.

During the first few months after birth, only the
brainstem and midbrain (i.e., locus coeruleus
and cerebellum) are sufficiently developed to
sustain and alter basic bodily functions and
alertness. These primitive structures regulate
the “autonomic nervous system” (ANS),
mobilizing arousal through the sympathetic

branch of the ANS and modulating arousal
through the parasympathetic branch.
Deprivation of responsive caregiving due to
persistent maltreatment, neglect, or caregiver
dysfunction (e.g., maternal depression) can lead
to lifelong reactivity to stress. Following a history
of early deprivation, even mild stress later in life
can elicit severe reactivity and dysfunction
(Gunnar & Donzella, 2002).

In toddlerhood and early childhood, the brain
actively develops areas responsible for: (1)
filtering sensory input to identify useful
information (thalamus; somatosensory cortices),
(2) learning to detect (amygdala) and respond
defensively (insula) to potential threats, (3)
recognizing information or environmental stimuli
that comprise meaningful contexts
(hippocampal area), and (4) coordinating rapid
goal-directed responses (ventral tegmentum;
striatum). During this time there is a gradual
shift from right hemisphere dominance (feeling
and sensing) to primary reliance on the left
hemisphere (language, abstract reasoning and
long range planning) (De Bellis, Keshavan, &
Shifflett, 2002; Kagan, 2003). A young child
gradually learns to orient to both the external
and internal environment (rather than
responding reflexively to whatever stimulus
presents itself), and to detect and react.

Trauma interferes with the integration of left and
right hemisphere brain functioning, which
explains traumatized children’s “irrational” ways
of behaving under stress. In non-abused
children, their semantic (i.e., verbal and left
brain based) schemas of themselves and the
world are generally in harmony with their
emotional response to their surroundings (right
brain based). In contrast, abused and neglected
children often display vast discrepancies
between how they make sense of themselves
and how they respond to their surroundings.
Under stress, their analytical capacities (left
brain based) disintegrate, and their emotional
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