I acknowledge the use of ChatGPT (www.chatgpt.com) on 30th November & 1st December 2025 to check my work using the prompt(s): 
1. Please review the following text for readability and grammar.
2. Check reference list is in line with UWTSD Harvard referencing guidance. 

I confirm that I have not presented any AI generated text as my own work. I confirm I have copies of my drafts, notes, and other resources I used before, and after the use of AI tools which I may be asked to provide in evidence.













Part I
This essay will critically evaluate the efficacy of Herman’s (1992) phased trauma model for displaced people experiencing ongoing cumulative trauma and systemic oppression. Herman’s (1992) phased model is widely used in therapeutic approaches because it is relational, removes blame from the sufferer, and has strong neuroscientific links (Zaleski, Johnson & Klein, 2016). However, the model was developed with a Western individualistic bias, assuming relative safety and that trauma is in the past. This ongoing adversity affects the ability to move through the phases, particularly stabilisation and processing. I will consider whether Herman’s (1992) model is appropriate or can be adapted to support people who have been displaced. Key themes such as cultural humility, boundaries and systemic barriers will be explored.
I have chosen this topic because it is a subject that I care strongly about. My personal experience with loved ones fleeing a war-torn country and my placement supporting asylum seekers and refugees has motivated my professional curiosity. For the purposes of this essay, I will use the term ‘displaced people’ when referring to people who are seeking refuge and asylum.
Defining Trauma & Displaced People
The World Health Organisation [WHO] (2024) estimates that 70% of people globally will experience trauma in their lifetime. Jae (2024) defined trauma into three categories; acute, chronic and complex, concluding that they can lead to Post-traumatic Stress Disorder (PTSD), depression and anxiety. Briefly, acute trauma is the result of a single sudden distressing event, chronic is when exposure to trauma is repeated and/or prolonged and complex relates to multiple, repeated events. Trauma disrupts the processing of emotions and memories, and an individual’s ability to make sense of and adapt to these experiences significantly influences their mental health (Cao et al., 2025).
There has been a significant increase in people migrating from their home countries to seek safety through refuge and asylum, due to environmental, social and political events worldwide. The trauma experienced by these people is classified as cumulative trauma, within the complex trauma category; when individuals experience repeated threat from war, natural disaster or persecution and continue to suffer adversity through relocation and insecurity (Paivio & Pascual-Leone, 2010, p. 30). Displaced people face further trauma through the loss of their culture, home, family and identity, as well as ongoing fears about integration and acceptance within their host country. Arriving in a ‘safe’ country does not necessarily end their stress, as threat may appear in different forms. This reality complicates treatment, as Herman’s (1992) model assumes that the traumatic events are in the past. 
Phased Approach
Herman’s Trauma Model (1992) informs a number of therapeutic approaches, particularly complex trauma, drawing up the main themes of safety/stabilisation, processing and integration. Emphasis is placed on the therapeutic relationship, the need to build trust that empowers the client to process their experience at a pace that feels safe and appropriate. However, stabilisation should be established before processing occurs. Examples of Humanistic approaches that integrate the phased approach include Sensorimotor Psychotherapy (Ogden, Minton & Pain, 2006), Internal Family Systems (IFS) (Schwartz & Sweezy, 2019) and Person Centred Therapy (PCT) (Rogers, 1951; 1957). Sensorimotor Psychotherapy follows the phased approach, focussing on stabilisation using mindfulness, somatic tracking and grounding, through to somatic processing of the trauma and finally, integration, in which new narratives are developed and a sense of agency. Although growing in popularity, there is a dependence on the client’s bodily awareness, risking overwhelm (Fisher, 2011). IFS, while not a linear, phased approach, considers safety, carefully touching upon traumatic content and supporting healing. Classic PCT does not follow a structure, however modern PCT practitioners integrate Herman’s (1992) phases into their trauma work to provide a relational approach, offering containment through emotion regulation, client led exploration of trauma at their own pace and meaning making with a reconnection to the self (Murphy & Joseph, 2013).
However, there are gaps in research, leading to limitations for these approaches, into how cultural scripts influence a person or community’s understanding of traumatic events and the impact that cultural values have in the development of PTSD and Complex PTSD (Eberle et al., 2024). Perkins et al. (2025) supports this noting that further research is required to understand the effects of trauma on specific client groups in developing interventions that are intersectional and adapted to the individual. This is relevant to displaced people because many treatment models have a Western bias and ignore intersectionality (Kapilashrami et al., 2025).
It is widely recognised that emotion regulation is a priority to support the client to recognise and manage symptoms associated with trauma; promoting control and pacing that prioritises safety (Siegel, 2020). Rothschild (2000) coined the ‘braking system’, explaining that before moving any further into trauma work, both the client and therapist must be confident that they are able to stop and move away from trauma to minimise overwhelm or re-traumatisation. Levine & Frederick (1997) demonstrates this through the concept of pendulation and titration within Somatic Experiencing (SE). This technique supports the client to move between distressed and calm states, strengthening the client’s ability to work with difficult emotions and experiences without becoming dysregulated (Payne, Levine & Crane-Godreau, 2015). Evidence has suggested that both SE and IFS are promising treatments for trauma and mental distress, however there is a need for more rigorous research to help practitioners assess their suitability for a client (Payne, Levine & Crane-Godreau, 2015) and (Buys, 2025). Meanwhile, as PCT in the purest sense is not specific to trauma, its focus on growth and self-actualisation will be impacted and require adapting when prioritising of stabilisation (Mearns, Thorne & Cooper, 2013). 
With this in mind, enabling displaced people, suffering from cumulative trauma, to move through the phases of Herman’s model (1992), the context of their situation and experience needs consideration. As proposed in Maslow’s (1970) Hierarchy of Needs, growth is hindered when a person’s basic physiological needs, safety, security and a sense of belonging, are not met or under threat. Papaleontiou–Louca, Esmailnia and Thoma (2021) critique Maslow’s pyramid for its rigidity, Western and individualistic perspective, however, despite this the framework offers useful insight into potential therapeutic challenges faced by displaced people. In these circumstances, a focus on current arising issues, personal strengths and building resilience in and out of the therapeutic space, through psychoeducation, may be more appropriate than traditional therapeutic models (Paivio & Pascual-Leone, 2010, pp 30-31). Handiso et al. (2025) went further to suggest that mental ill-health that persists ‘post resettlement’ would benefit from a combined approach in which social and structural support is available alongside specific trauma informed training for service providers to ensure early intervention, avoid re-traumatisation and build resilience. As Brown (2024) discussed in an interview with Babette Rothschild, while a person continues to experience threat and a lack of safety; connection is key to help manage everyday stressors and should be prioritised over processing traumas from the past. In short, it is likely an individual’s ability to move through the phases Herman’s (1992) model will be hindered until their basic needs are met. However, despite these limitations, the phased structure remains valuable as its emphasis on containment, pacing and stabilisation can still guide practice when adapted to ongoing adversity.
It would be unethical to encourage a client to tune into their body and traumas when they are not ready or feel unsafe (BACP, 2018). For some, a dissociative or frozen state may serve as a survival response while they continue to suffer insecurity, hostility and instability (van der Kolk et al., 2005). Miller and Rasmussen (2017) state that displaced people often mistrust authority and consider the therapist to represent the ‘system’, emphasising the importance to build trust and the therapeutic relationship. Davoren et al. (2024) discusses the need for therapists to be creative and offer flexibility in their boundaries to build the therapeutic alliance. In a world in which many displaced people experience a lack of agency and autonomy, the opportunity to feel seen and heard within therapy offers a sense of control and identity. These adaptations could be appropriate self-disclosure by the therapist, considering client needs outside of therapy (housing, education & employment), attendance by the therapist of community events and, controversially, gift giving/receiving.
Darley et al. (2024) noted that the concept of boundaries in Western training does not account for cultural diversity and the impact these have on those from a more collective culture. This raises the question as to whether boundaries, by creating a distance in the therapeutic relationship, serves the practitioner and/or organisation and not the client. Further consideration is needed of the implications for practice, clear guidance and the impact on practitioners (Davoren et al., 2024). To understand what is meant practically by flexible boundaries; further investigation to define these and to understand the experiences of therapists who work with displaced people, would be beneficial (Duden et al, 2020, pp. 76-100). There is a risk of boundary flexibility leading to dependency, role confusion and practitioner burnout. These risks can be managed or mitigated through practising reflexivity, personal therapy for the practitioner and the use of supervision; alongside clearer guidance from research, organisations and policies (Hawkins & Shohet, 2012). 
Displaced people are likely to have experienced marginalisation and disadvantage in housing, criminal justice, health, employment and education systems (Aspinall & Watters, 2010). Resulting in individuals developing a mistrust of these systems, which can extend into the therapeutic space. Therapists should be mindful of what they could represent, in terms of authority/system, and their own cultural preconceptions and biases. Mehra et al. (2025) noted the positive impact of therapists practising cultural humility, particularly early on in therapy. Although research is limited, findings indicate that clients who experienced cultural humility from their therapist felt a strong therapeutic bond noting an improvement in their symptoms. Cultural humility is an ongoing self-evaluation with a commitment to understand and respect other cultures. It is appreciating a person’s customs and values with an awareness of power imbalance. Conversely, those practitioners who do not, risk ruptures in the relationship and a lack of connection (Owen et al., 2016). PCT lends itself well in offering cultural humility by practising acceptance and unconditional positive regard to foster a strong alliance leading to a positive client experience (Hook et al., 2013). However, PCT is not without limitations, a non-directive approach may feel unhelpful for clients seeking guidance or expecting expertise. For collective cultures, the PCT emphasis on individual autonomy and personal growth can feel uncomfortable and inadequate. Currently, until further research is available into specific populations, there is a reliance on practitioner judgement and cultural humility/sensitivity (Kim, 2018). 
Policies, Systems & Processes
It is important to acknowledge that what happens in the therapeutic space is reflective of the outer world; and subsequently impacted by social injustice. The UNHCR (2025) states that 123.2 million people were forcibly displaced globally by the end of 2024. The process of seeking asylum in the UK is complicated; in 2024, 84,200 applications for asylum were made with 47% granted at initial decision (House of Commons Library, 2025). The process is confusing and lengthy, reinforcing the conditions that prevent stabilisation, aligning with the earlier critique of Herman’s (1992) model. Consideration should be given to the asylum process, with better collaboration of multiple agencies and the timing for health interventions and wellbeing support. For example, while these uncertainties are present, a provision of emotional wellbeing support, such as community groups to foster a sense of belonging and support integration, alongside psychoeducation, which involves working with the person to ground and self-regulate, may be more appropriate. Miller & Rasmussen’s (2017) ecological model for refugee distress aligns with the psychosocial approach, arguing that displacement and trauma impacts a person’s wellbeing and interventions need to consider the broader social and environmental conditions. 
Conclusion
In conclusion, Herman’s (1992) phased model has limitations in the treatment of displaced people insofar as it assumes that the trauma is in the past. When the trauma is ongoing and affected by social context, the model struggles as the body, mind and environment are connected (Maté and Maté, 2022). As many will experience ongoing threat, including systemic, social and economic, their ability to move on from stabilisation through processing and integration will be impacted. This increases the risk of overwhelm or re-traumatisation. However, it is a useful foundation for treatment and can be adapted by prolonging stabilisation, prioritising safety and trust, cultural humility, and/or providing psychosocial support. As discussed, empirical research and clinical guidance are limited in how therapists can adapt their approach through flexible boundaries and culturally adapted trauma models. Ethical clarity is necessary to better serve clients and support therapists. If we truly want to extend our support and promote the UK as a ‘safe country’, then governments and policymakers need to invest in understanding and recognising systemic discrimination in asylum systems, housing and healthcare to break down barriers. As global displacement continues to rise, a collaborative effort in research, policy and clinical training is needed. To support the whole person, we need to see beyond the trauma and adopt an intersectional approach. These considerations also invite reflection on my own positioning as a trainee practitioner, particularly my background, assumptions, limitations and emotional responses. I explore these further in Part II.







Part II
Self-positioning & Personal Influences
My chosen topic of trauma, and specifically the efficacy of Herman’s (1992) phased model for cumulative, ongoing trauma for displaced people, has been influenced by parallels in my personal experience of witnessing and caring for loved ones who are affected by war and displacement. I have seen first-hand the impact of fleeing traumatic events, combined with ongoing adversity can have on a person and their family. My husband fled Iraq during the second Gulf War as a child; however, discovered through therapy that the distress he experienced after moving to the UK had an equal impact on his mental health as the war did. This understanding and empathy led me to work with people who are seeking refuge and asylum. I now reflect on whether this motivation risks over-identification or a desire to rescue as discussed by Berg (2025).
Through reflection, I realise that I held a belief that life would be better for those who flee traumatic events and come to a ‘safe country’. I held the assumption that those traumatic events would outweigh any adverse experiences in the UK, believing that the only work needed would be the trauma work. Experience has opened my eyes to how distressing events do not have a hierarchy and should be considered as of equal importance (Downs, 2025). Through reflection, I recognise that my feelings of guilt and shame relate to internalised cultural scripts around gratitude and deservingness. Through my work and reading, I have a deeper understanding of intersectionality, how a person’s different social identities influence their quality of life, enabling me to practise deeper cultural humility (Crenshaw, 1989). I am more aware of the privileges that I am afforded in being white and Western, however, there is more work for me to reflect on my own social and cultural scripts to challenge any assumptions and guilt that I may continue to hold. Cultural humility is a lifelong process that needs to be practiced and developed (Hook et al., 2013). This awareness has developed my practice, to not assume sameness or to project my own interpretations of trauma.
Initial reactions & countertransference
For this reflection, I will focus on one particular client. During initial sessions, the client appeared to not be fully present, frozen and unable to open up. For me, this brought feelings of frustration and helplessness, in part because my own feelings of incompetence, that I am not equipped to help them. I was aware of an eagerness to please and prove that therapy can help, that I can help. Alongside, I could feel the desperation and helplessness of their current situation and their expectation for me to ‘fix it’. I believe that these indicated countertransference as my desire to help my husband was triggered. In recognising the countertransference, I responded reflexively in the moment and practised self-regulation by bringing awareness to my internal responses and bracketing these to remain present with the client (Spinelli, 2005). We talked about the client’s understanding of therapy and their expectations. To build trust, I was open and honest, stating that I am unable to change the situation, but I can offer a safe space and walk alongside them in their experience. Being mindful of language barriers, I chose my words carefully, using visual metaphors to explain my therapeutic approach. 
Adapting practice & boundaries
When attempting to engage the client with their emotions and to talk about what was coming up for them in the moment, it was apparent that it was difficult for them to move past a surface level. I was mindful to work within the client’s ‘Window of Tolerance’, a zone of emotion regulation that a person can work within safely (Siegel, 2020; Ogden, Minton & Pain, 2006). It was striking how matter of fact my client was about their painful experiences as if they were telling a story about someone else. I suspect that as part of the asylum process, the responses have become rehearsed and emotionless after being subjected to interviewing and questioning. This indicated to an imbalance of the power dynamic, in which what has happened in the outside world was being reflected in the therapeutic space (Khan, 2023, pp. 26–44). I became aware that the client saw me as an authority figure. To flatten this dynamic, I encouraged the client to move in a direction that felt safe for them, emphasising that they are in control. My practice is relational, to foster a trusting relationship and build the therapeutic bond (Di Malta et al., 2024, pp. 58–76). From this first interaction, I was acutely aware of the need to adapt my skills and consider becoming more flexible with my boundaries, however am hesitant on how to do this effectively without rescuing (Davoren et al., 2024). This triggered feelings of self-doubt and a questioning of my skills. I chose to take these feelings of insecurity to therapy and supervision. It has been helpful to reflect on the frustration and distress, unpicking areas of countertransference and learning to trust my instincts. Through researching cumulative trauma and taking this to supervision, I have been able to support myself in sitting with the feelings of helplessness, with the realisation that my frustrations are directed towards the treatment of the client (outside of therapy) and comes from a place of compassion.
It should be noted that the client has attended sessions with her young child. This is due to difficulties with childcare and a sense of safety to keep her child close due to trauma involving her other children. Naturally, this creates other challenges in the sessions, firstly distraction, as well as a concern about the sensitivity of the content disclosed and the impact it may have on the child. This was my first ‘flexing’ of boundaries, to allow the child to come to sessions. I believe this has helped build our relationship as it demonstrates an empathy and acceptance of the client’s needs, to come as who they are. As considered by Trueba, Axelrod and Ayeb-Karlsson (2023) another important adaptation is to focus on psychoeducation and psychosocial support. We have practiced grounding, breathwork and stretching, helping us connect in the moment and for practice outside of therapy. We explored activities that they enjoy and find restorative, supporting self-care. After a session, I took them to the community office to introduce them to the team and to find out more about activities in the area, to find opportunities for connection. Regarding the child being present, I discussed this with the centre’s lead counsellor and my supervisor as I was concerned about the ethics and risks associated, such as confidentiality, safeguarding, emotional impact on child, role clarity (BACP, 2018). There was a consensus that focussing on stabilisation and psychoeducation would be most appropriate. We were all in agreement that it was better to offer some form of support and connection to the client than none at all.
In line with PCT and research, the main focus is to build trust and a strong relationship, as it has been found that displaced people considered the therapeutic bond a strong contributor for a positive experience (Khairat, Hodge & Duxbury, 2023). By holding an awareness of my social scripts, such as Western autonomy, as well as the client’s, emphasis is made that they remain in control of the session. This is an ongoing process as I continue to consider how I can adapt appropriately and safely for both of us. As a trainee therapist, I am new to working with existing, more rigid boundaries and to now consider redefining them feels intimidating, underlined by fear that too much flexibility or the wrong type will collapse the boundaries (Davoren et al., 2024). The lack of research and guidance in how to appropriately adjust boundaries is challenging. This creates feelings of inadequacy, which I now understand as a natural part of developing as a therapist and as a response to the systemic barriers my client faces rather than my personal failing.
Use of supervision & learning
After a particularly challenging session, I took the feelings of helplessness, uncertainty and frustration to supervision. It was incredibly supportive to process the countertransference, put the emotions in the chair to recognise that they came from a place of compassion and anger at the injustices of the world. Although this did not give me control, I am able to alter my perspective to see that the failings are not mine but systemic. Supervision supported me in tolerating uncertainty and in acknowledging that I had reflexively adjusted with an awareness of my limitations to establish safety and stabilisation for the client (Lohani & Sharma, 2023). 
My current skills are influenced by the PCT and embodied approach, and I have become aware of which skills are helpful and which are not for my client. The non-directive approach with the use of silence caused discomfort for the client, so much so that they explicitly asked for me to ask them questions. This highlights cultural and contextual limitations of classical PCT, particularly in situations where clients expect direction or feel unsafe or disengaged, emphasising the importance of adapting to client needs (Cooper and McLeod, 2011). After much reflection, I have compromised by being more directive and questioning about the client’s current circumstances, discussing self-care and connections with the community. My main focus has been to offer a welcoming space for the client to experience a sense of agency. I have found that through offering acceptance and authenticity, the therapeutic bond has begun to grow, albeit slowly. Embodiment is an approach that I find useful in therapy as it supports presence, bringing awareness to sensations and emotions held in the body (Laricchiuta, Garofalo & Mazzeschi, 2023). However, it became clear early on that this is something that we need to work towards as the client found the experience overwhelming when connecting with the felt sense. This reinforced my understanding that trauma processing cannot precede stabilisation. Instead, we have been able to practise breathwork and stretching to self-regulate and gently make contact with the body. These interventions have also been helpful to calm myself, think in the moment and attune with the client.
Conversely, over the last few weeks, I am aware of becoming pre-occupied with the client’s distressing experiences both past and present. I have lived a fortunate life, and an old family script resurfaced to be grateful as ‘others are worse off’ causing feelings of shame for my own struggles. In writing this reflection, it is clear that alongside my client work, the conflict in Gaza has overshadowed my family life. This triggered a familiar fear of not being able to protect those I care about. I recognise that my desire to rescue may interfere with pacing, neutrality, or containment, highlighting the importance of emotional boundary setting. To further develop my understanding of trauma and confidence as a therapist, I have sought CPD opportunities and attended a recent workshop by Peter Levine on pendulation and titration. While it was very informative, I do not feel the client is ready for this embodied technique as stabilisation and safety precedes any work to process trauma (Payne, Levine & Crane-Godreau, 2015). Over time, once trust has been built between us and for themselves, it is a possibility however, perhaps not while there is a child present. In the meantime, this learning has given me confidence that the grounding and breathwork can be healing and lays the foundation for reconnecting with the body. To support my self-positioning and concerns about competence and limitations I will continue to seek out CPD opportunities to build my understanding and confidence.
Overall, my work with this client has reinforced that therapeutic practice cannot be separated from the systemic, cultural and relational dynamics discussed in Part I. The process of reflecting on my self-positioning, countertransference and ethical decision-making has been fundamental to my growth as a therapist. This awareness has strengthened my confidence to work flexibly, to prioritise safety and connection, and to recognise the limitations of therapy amid ongoing adversity. I am committed to continuing this reflective process, deepening my cultural humility and developing my skills so that I can offer safe, ethical and attuned support to those whose lives are shaped by displacement.
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