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Part I : A critical review of the literature 

[bookmark: _Hlk213327071]This is a critical review of the literature around appropriate strategies and interventions in work with adult clients who have lived through adverse childhood experiences (ACEs) and are presenting with depression. For a person to be diagnosed with depression, a person has at least five symptoms from a list of nine with one of these symptoms either being having a depressed mood or no interest/pleasure in activities (American Psychiatric Association, 2013). With regards to what ACEs entail - ACEs do not only include physical, emotional and sexual child abuse, it also includes household disfunction, which encompasses exposure to domestic violence, substance abuse, mental illness and criminal behaviour  (Felitti et al., 1998). The rationale for the focus on this client population is the awareness of childhood trauma being a major risk factor of depression (Krakau et al., 2024). With this in mind, to consider the best intervention, from a student counsellor perspective, for people with depression who have lived through ACEs appears justifiable, even necessary. Although this discussion focuses on childhood trauma, without further training to work specifically with children, it would only be appropriate to use these interventions with adults because failing to work within one’s competence as a counsellor undermines the ethical principle of avoiding doing harm to the client, with this principle underpinning the counselling profession (Reeves and Bond, 2021). 


[bookmark: _Hlk214622996]There is increasing evidence to suggest that a depressed client with childhood trauma has a distinct version of the disease, as opposed to a depressed client with the absence of childhood trauma, in the sense that the brain has been altered differently and the stress system is dysregulated (Gathier et al., 2023). With this concept in mind, it would appear rational to assume that there would be a distinct intervention to target the distinct version of the disease. There is, however, no evidence-based strategy for depression that specifically targets childhood trauma (Gathier et al., 2023). This critique, therefore, will consider the theory supporting the treatments for depression in general, from the perspective of critiquing how these interventions will benefit the client with childhood trauma. There are numerous theories of depression, including biological, cognitive, psychoanalytical and humanistic perspectives of the disease. Each of these theories will be considered in this order. After this, consideration will be given to whether a generic trauma-focused intervention is able to target the depression and childhood trauma. 












A PHARMACOLOGICAL INTERVENTION FOR DEPRESSION FOR THOSE WITH LIVED ACES 

The Monoamine Theory of Depression (one of the biological theories), supports the intervention of pharmacology for depression because this theory suggests that the cause of depression is a reduction in the activity of the neurotransmitters noradrenaline and serotonin in the brain, with anti-depressants increasing this activity (Roy and Campbell, 2013). From a childhood trauma lens, it is suggested that there is a poor response to antidepressants (Wang et al., 2023). As a counterargument to this, a meta-analysis concludes that depressed people with childhood trauma improve well on evidence-based antidepressants and should be offered this treatment option (Kuzminskaite et al., 2022). From a student counsellor perspective, the relevance of knowing the pharmacological intervention will be offered to this client population is that the side effects of anti-depressants, in particular emotional blunting, will potentially increase the difficulty for the exploration in therapy to take place (Chiesa, 2025).  


 






A COGNITIVE INTERVENTION FOR DEPRESSION FOR THOSE WITH LIVED ACES

[bookmark: _Hlk212130428]Aaron Beck’s theory of depression is the cognitive theory framework and has been influential in the treatment of the disease as Cognitive Behaviour Therapy (CBT) is informed by this framework, with CBT viewed as the best psychological treatment for depression (Ahern, Bockting and Semkovska, 2019). The framework suggests that the main reason why the illness manifests is dysfunctional cognition (Ahern, Bockting and Semkovska, 2019). The framework also suggests that this dysfunctional cognition is a result of having lived through a stressful life event (Roy and Campbell, 2013). The current independent national guidelines in the UK for adults with a new episode of severe depression recommends combined antidepressants and CBT as the primary treatment option (NICE, 2022). Although the role CBT plays in the treatment for depression in the UK cannot be denied, the framework does not specifically mention childhood trauma. 

Schema therapy appears to be another cognitive intervention for depression, with this intervention being specific for adults that have experienced childhood trauma  (Pilkington, Bishop and Younan, 2021). The theory that this therapy is based on is that childhood trauma creates maladaptive schemas, leading to psychopathology, with a meta-analysis providing support of this (Pilkington, Bishop and Younan, 2021). 


A core component of schema theory is Early Maladaptive Schemas (EMSs), which are grouped into five different categories – disconnection and rejection, impaired autonomy and performance, impaired limits, other-directedness, over-vigilance and inhibition (Hawke and Provencher, 2011). 

From a humanistic student counsellor’s perspective, it would be unethical to consider using this therapy within practice as the student practices within competence to ensure the ethical principles of beneficence (to do good) and non-maleficence (to do no harm) are adhered to (Reeves and Bond, 2021). Although unable to practice this therapy, the significance of being aware of this theory is that within the category of disconnection and rejection is the EMS of mistrust, therefore the adult client with lived ACEs potentially is of the belief that others (the counsellor being one of these) will lie or take advantage. In reality, the counsellor will not lie or take advantage of the client as being trustworthy is one of the six ethical principles that BACP members commit to (BACP, 2018). It appears important to have this understanding that not all clients will be approaching therapy with the belief that the counsellor is someone who can be trusted, therefore the intervention of building trust appears a significantly important place to begin.  








A PSYCHOANALYTICAL INTERVENTION FOR DEPRESSION FOR THOSE WITH LIVED ACE

Psychoanalytical therapy (PAT) appears to be a therapy where the client tells a story about a traumatic event and during this re-telling of the event, the therapist notices any manifestations of patterns originating from the original story, with these patterns being either behavioural or the responses within the body (Krakau et al., 2024). The importance of this therapy is it allows the client to vocalise a definitive version of the event and during this process, helps the client to understand that the behaviour started during the traumatic event and has influenced thinking, feeling and behaving since the traumatic situation, although without being recognised by the client previously to therapy (Krakau et al., 2024). The client experiences interpersonal trust, which can counteract and correct interpersonal distrust originating from the traumatic experience (Krakau et al., 2024). 

The current independent national guidelines in the UK for adults with a new episode of depression (both less severe and more severe) places psychodynamic therapy lower than the other treatment options that have already been addressed in this critique so far (NICE, 2022). It might be valid to argue that the reason for this positioning is that the therapy is not necessarily cost effective, as opposed to this being a representation of the clinical effectiveness. To reinforce this statement, a five-year trial concluded that clients with more severe depression achieved comparable symptom change by PAT and CBT (Beutel et al., 2023). 

Specifically considering depression for those with lived ACEs, the result of a large, long-term study on the effects of PAT in comparison to CBT is that people with more childhood trauma improved more in PAT than in CBT over a period of five years (Krakau et al., 2024).  






















A HUMANISTIC INTERVENTION FOR DEPRESSION FOR THOSE WITH LIVED ACES 

The independent national guidelines in the UK for the treatment of depression places counselling tenth on the list of treatments for a person with a new episode of less severe depression (NICE, 2022). Although this statement appears to be a counter argument for the use of humanistic intervention, it is important to have a balanced perspective on these guidelines. Of particular interest, and perhaps concern, is that the order of treatment options is determined by clinical and cost effectiveness and not solely clinical effectiveness alone. Guided self-help is the first treatment option, and counselling is placed lower down the list in tenth position, not because it is less clinically effective than guided self-help but because it is not as cost effective. The reality of how cost is a determining factor of a patient’s treatment of depression in the UK has been evidenced here. 

Another supporting argument for the humanistic intervention is that the current NICE guidelines do not reflect the research paper that was published in 2017, suggesting that the outcomes for CBT and counselling in the treatment of depression are comparable (Pybis et al., 2017). The NICE guidelines state that there is good evidence for the effectiveness of CBT as a treatment option for more severe depression and some evidence for the effectiveness of counselling (NICE, 2022). The guidelines and the research are not in alignment with each other. 

A final supporting argument for the humanistic intervention is the use of this therapy within the NHS as a treatment for depression, with the significance of this being NHS treatments have to be evidence-based. The NHS Talking Therapies includes Counselling for Depression (CfD), with this being the name given to person-centered experiential therapy (PCET). This therapy was established by the BACP as a response to the 2009 NICE guidelines (which were referring to counselling as a second place intervention for psychological therapy, with CBT being referred to as the gold standard) so by creating an evidence-based humanistic therapy, the humanistic intervention is now practiced within the NHS (Haake, 2017). 

The humanistic intervention for depression in the UK has been evidenced. The discussion will now look at this intervention from a childhood trauma lens. It appears that people with depression who have experienced childhood trauma benefit from long-term therapy because these individuals will struggle to develop a therapeutic relationship with the therapist due to being unable to trust others (Krakau et al., 2024). Interpersonal trust, therefore, appears to be the starting point for these clients. How does the therapist demonstrate to the client that they can trust another? To answer this question, it seems important to consider it from the client’s perspective of what is important in building trust. 

One of the four themes that emerged from a review into thirteen research studies exploring the client’s perspective of the therapeutic relationship is the therapist’s ability to facilitate openness in the relationship (Noyce and Simpson, 2018). 

Within this theme of facilitating openness, it becomes clear that the client has a need for the therapist to be open and honest in order for a trusting relationship to build between the two people (Noyce and Simspon, 2018). Although this theme is not specifically labelled as congruence, it suggests that the client needs this attitude of congruence, from the therapist, to be able to experience interpersonal trust. The therapist being congruent is one of the six conditions that need to exist and continue as part of Carl Rogers’ theory for client change (Rogers, 1992).

Carl Rogers’ person-centred therapy (PCT) appears fundamental to the initial stages of therapy for this client population in question as it allows for a trusting relationship to develop. The importance of developing this trusting relationship is it contributes to the greater therapeutic relationship. Although ‘therapeutic relationship’ is difficult to define, evidence suggests that this concept is linked to successful therapy (Horvath, 2006). From a client perspective, the three core conditions of PCT (congruence, empathy and unconditional positive regard) are encompassed within this therapeutic relationship (Noyce and Simspon, 2018). 

The importance of PCT is it represents a significant part of the therapeutic relationship (with this relationship being linked to successful therapy). The aspect of PCT which seems to be of most significance to these individuals is the building of interpersonal trust, as this ability to trust might be non-existent prior to commencing therapy. Respect, however, should not be automatically applied to a theory within a different culture (Tudor, 2022). The culture in America in the 1950s differs to the culture in the UK in 2025. The UK perceives time as limited and costly so has a quick-fix attitude towards many aspects of life including well-being. 
This attitude does not diminish the effectiveness of PCT in therapy. The other aspect of culture in the UK to consider is the diversity in ethnicity so the individualist approach of PCT has the likelihood of being unfamiliar for all people i.e. people from a collectivist culture (Khan, 2023). It appears important for a student counsellor to be mindful of the client’s individual experience of culture e.g. not to assume a client with a history of living within a collectivist culture is still living within that culture now (Khan, 2023).   

As mentioned previously, the therapeutic relationship is linked to successful therapy (Horvath, 2006). It can, however, be argued that effective counselling outcomes are associated closer to relational depth at one moment in therapy, as opposed to the overall therapeutic relationship (Mearns and Cooper, 2017). The relational depth model is another humanistic intervention. David Mearns explains the term ‘relational depth’ for the first time in 1996 to be a depth of relating as a role in counselling which has an importance (Knox, 2012). When there is no agenda in therapy and there are consistently high levels of the PCT’s six conditions, this can result in the therapist meeting the client at relational depth (Mearns and Cooper, 2017). 









TRAUMA-FOCUSED TREATMENTS (TFTS) AS AN INTERVENTION FOR DEPRESSION FOR THOSE WITH LIVED ACES

Antidepressants, CBT, PAT and humanistic therapy are all clearly used as interventions for depression for people with childhood trauma. TFTs, which includes EMDR (eye movement desensitisation and reprocessing), are mainly used for PTSD. A current meta-analysis, however, suggests that EMDR is an effective intervention for depression too (Dominguez, Matthijssen and Lee, 2021). Furthermore, EMDR is used to treat a person with depression and childhood trauma (Yan et al., 2025). As referred to previously, an adult with lived ACEs might not have a trusting heart but the fascinating aspect of EMDR is that it can help without the client and therapist developing a trusting relationship (Van der Kolk, 2015).  













CONCLUSION

Despite increasing evidence to suggest that a depressed client with childhood trauma has a distinct version of the disease, there is no evidence-based strategy for depression that specifically targets childhood trauma (Gathier et al., 2023).  These people improve well on evidence-based antidepressants and in evidence-based psychotherapy (Kuzminskaite et al., 2022). The independent national guidelines in the UK recommend combined CBT and antidepressants as the primary treatment option (NICE, 2022). It can be argued that this is due to cost effectiveness, rather than clinical effectiveness. The reason for stating this is the results for counselling and CBT are comparable (Pybis et al., 2017). The results for PAT and CBT are also comparable (Beutel et al., 2023). 

The concept of interpersonal trust needing to be built between the therapist and a depressed adult client with lived ACEs appeared to be fundamental to the discussion. PAT and the humanistic therapies appear to emphasise the importance of building this interpersonal trust.  The benefit of the longer-term therapies is they allow for the trust to build as a starting point, to aid the exploration of the childhood trauma to take place further down the line. For some clients within this population, however, EMDR could be considered as an initial intervention because it has the ability to help without needing for that trusting relationship to form (Van der Kolk, 2015).  In summary, adults with lived ACEs would benefit from an EMDR intervention or from therapy that has an emphasis on building interpersonal trust (humanistic and psychodynamic interventions). 
The reason for this is trauma rarely leaves a person with an open, trusting heart (Van der Kolk, 2015).  
























Part II : Reflective Self-Positioning 

This concept of interpersonal trust between client and therapist in therapy is the basis of the second half of this piece of work. The second half of this assessment is a self-reflective report on my own personal therapy journey, which I engaged in between January and September this year. The rationale for focusing on my own personal therapy journey is that the development of a student counsellor’s self-concept is interlinked with their professional development (Rizeakou and Kefalopoulou, 2023). 

I started my personal therapy journey in January 2025, fully aware that I did not trust another human being. Although I had the awareness of my behaviour, I did not have the awareness of what had led to this behaviour. I have now learnt that my mistrust in others was a result of childhood trauma. Schema theory consists of EMSs, with one of these being mistrust, therefore as an adult client with lived ACEs, I was of the belief that others (my counsellor included) would lie or take advantage (Hawke and Provencher, 2011).
 
Although I was aware that I did not trust others, I did not voice this in therapy, in the hope that the process would work without my ability to trust another. A trusting relationship is a fundamental aspect of the therapeutic relationship (Noyce and Simpson, 2018). On reflection, as I had already started my counselling training, I’m unsure why I had this mindset of the process potentially working without trust. 
Whether my therapist had his own awareness around my lack of trust in him or not, after a few initial sessions, he suggested the idea of my engagement in EMDR. I had read ‘The Body Keeps the Score’ prior to therapy, so I was aware that EMDR had the potential to help me without a trusting relationship (Van der Kolk, 2015). 
This proved to be true. The heaviness of guilt that I had been carrying for years eased and I began to feel lighter. 

Although this is an accurate version of my experience, after the EMDR sessions had come to an end, it became clear that I needed to explore my childhood trauma further. I turned up to my 11th personal therapy session. By this stage in my personal therapy journey, I had outgrown my reluctance of going there so I was arriving with a feeling of indifference but I was unprepared with any specific content to speak about. My therapist began the session with, ‘What would you like to talk about today?’ I responded with, ‘I don’t mind, what do you want to work on?’ He then began to speak about my need to self-advocate i.e. choosing what I wanted to speak about in sessions and he also used an example of how I ended all other sessions with ‘Shall I leave now?’ He said, ‘Just say you’ve got to go and get up and leave’, referring to how I could have ended other sessions. His tone of voice sounded cutting. The tone created what I sensed as a hostile environment. The atmosphere of hostility was triggering, although I did not have the awareness of this trigger at the time. I felt physically unsafe. I did not vocalise how I felt unsafe. Instead I said, ‘I’m gonna be honest, I’m feeling a bit lost, what is it you want me to be thinking about?’ I did not voice the extent of the impact the opening of the session had on me. I sat through the remainder of the hour, which felt like torture and interrogation. This therapy session was terrifying. 

I’m currently thinking about my lack of honesty and transparency with my therapist about the awareness that I already had around not being able to fully trust another person and whether this contributed to this scenario that ended up unfolding. I could have possibly explicitly said ‘I don’t trust people’ at the start of the therapeutic work so he would have had that awareness too. I realise now that I had not been congruent during the first ten hours of therapy. The more I think about it, I’ve come to the conclusion that I wasn’t being honest about my incongruence, instead trying to present as someone who didn’t have any problems. Carl Rogers’ theory regarding client change is that six conditions need to exist and to continue, one of these being the client needs to be vulnerable (Rogers, 1992). Apart from the EMDR work, the therapy wasn’t working because I was too busy pretending that everything was OK. 

On reflection now, I believe I was in a state of incongruence during the earlier sessions of the therapy journey, in that I had the self-concept of ‘I don’t trust others’ and I was denying and distorting the positive experiences of a trustworthy counsellor (Nelson-Jones, 2000). The tone I perceived as cutting was later explained to me as a confident tone as he envisioned himself leaving somewhere with confidence. I referred to the concept of congruence earlier in the critique. I was viewing congruence from the perspective of how the therapist behaves and how this impacts the client - the client needs this attitude of congruence, from the therapist, to be able to experience interpersonal trust (Noyce and Simspon, 2018). As I reflect on being a client myself, I’m coming to a realisation that the concept of congruence in person-centered therapy exceeds the therapist having this attitude.
It appears that as the therapist demonstrates the attitude of acceptance, the client slowly moves towards having this same attitude towards him/herself and with more acceptance of oneself, the client becomes more congruent (Rogers, 1970). Congruence, therefore, is not only an attitude held by the therapist to allow for trust to build to allow for exploration to take place, it is also a state that the client can get to which will allow them to be free to change and grow in the direction that is more natural to the human organism (Rogers, 1970). 

On top of the session itself, my nervous system took a week to recover from being triggered and feeling as if there had been a threat to my physical safety. I reflected a lot for two weeks, came to the realisation that hostility is triggering for me, and returned to personal therapy after the two-week break from it. We discussed the previous session. My therapist explained that he thought his tone was a result of him envisioning himself leaving somewhere with confidence. Whether there was this atmosphere of hostility or not, my perception of it being so, was what later led to my awareness of verbal conflict being my main trigger. I shared the realisation with him and he asked me if I knew why it had been triggering for me, which I had reflected upon during the two week break, coming to the realisation that it is linked to childhood/ family memories. I shared this realisation with him but I didn’t feel ready to explore it at that point. 

During this session I disclosed, ‘I don’t trust you because I don’t trust anyone.’ 
My acknowledgment was met without judgement and total acceptance. I felt accepted as I was – a person who doesn’t know how to trust. 
This acceptance led to my own self-acceptance of my inability to trust anyone. After this self-acceptance, slowly over a period of time, I began to trust another soul for the first time. 

From a professional perspective of learning, I have learnt the importance of a therapist’s unconditional positive regard, leading to a client’s self-acceptance of their inability to trust and how this self-acceptance can bring about client change and their choice to trust another.  Unconditional positive regard is an attitude held towards another and Rogers associates warmth and acceptance with this attitude (Wilkins, 2000). The importance of unconditional positive regard in PCT is that this attitude held by the counsellor encourages the client’s self-acceptance, with this allowing for change (Wilkins, 2000). 

During this trusting relationship, I spoke about aspects of my childhood that I had never spoken to anyone else about. During the sessions that followed, we explored how hostility in my childhood had resulted in me coming to physical harm as a two year old and how I linked verbal conflict with a potential of me coming to physical harm over all the years that had followed. As referred to at the beginning of the discussion, ACEs do not only include physical, emotional and sexual child abuse, they also includes household disfunction, which encompasses exposure to domestic violence, substance abuse, mental illness and criminal behaviour (Felitti et al., 1998). Household disfunction, specifically domestic violence, had resulted in me coming to physical harm as a two-year old, although there was no intent to cause physical harm per se. 
During this process of personal therapy and its exploration, I gained so much self-awareness. I learnt fundamental parts of myself and how I lived – I associated verbal conflict with a threat to my physical safety, I didn’t trust others and I assumed responsibility over other people’s safety and wellbeing. Bringing these concepts into my awareness, has allowed for my behaviour in relation to these to change and my personal life has enhanced as a result. 

To summarise this piece of work as a whole, there is no evidence-based strategy for depression that specifically targets childhood trauma (Gathier et al., 2023). When considering the adult client with lived ACEs, the concept of trust emerged from the discussion, coming to life with my own personal therapy story. These clients have the potential to mistrust others. 

EMDR (which works without a trusting relationship) or therapies that have an emphasis on building interpersonal trust (humanistic and psychodynamic interventions) appear most suited to these clients. Working within competence, and therefore ethically, is fundamental to the counselling profession (Reeves and Bond, 2021). From a humanistic student counsellor perspective, therefore, the focus would be on the person-centered therapy and the core conditions to build trust with our clients. The client has a need for the therapist to be congruent to be able to experience interpersonal trust (Noyce and Simpson, 2018). UPR in PCT is an attitude held by the counsellor which encourages the client’s self-acceptance, with this allowing for change (Wilkins, 2000). 

When a therapist accepts the client’s inability to trust, the client accepts their own inability to trust and this self-acceptance can lead to a client being in a state of congruence and ultimately this results in a change in the client – the change being their choice to now trust another.  
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