
How a traumatic experience in childhood can affect an individual across their life span is explored to understand the impact it can have on health and development. The interventions and support available to those who have experienced trauma are evaluated to find which would be beneficial in reducing the negative consequences, and what would transpire if an individual does not have access to services. The types of therapeutic interventions are discussed to understand what is appropriate when supporting children and adults who have experienced trauma and how they can best be supported. Other factors that influence an individuals’ capacity to overcome the consequences of experiencing trauma are also included to emphasise the varying degrees of support required and to identify when and what intervention is required.

Trauma is an umbrella term that encompasses a diverse range of experiences such as natural disasters, war, neglect, or emotional, physical and sexual abuse. If these events are experienced as a child they are known as adverse childhood experiences (ACE’s) which a person could have experienced directly or witnessed, which as suggests, has adverse effects on the health and development of that individual. (Deblinger et al, 2006). It has been noted that stress can affect brain functioning can lead to latent vulnerability, which increases the likelihood of the individual experiencing mental health challenges. This can be due to the brain perceiving new people or environments as threats, reducing trust and missing positive social cues (Anna Freud NCCF, 2020). This is understood to alter cognition as the brain adapts to detect threats, stemming from a traumatic experience, which can be inappropriate for daily life situations. This hyper-vigilance to potential threats has been linked to PTSD, mood and anxiety disorders, drug addiction and difficulties forming relationships (Gerin et al, 2019). This avoidant behaviour is thought to be attempts of an individual controlling or numbing the lasting effects of trauma (Bellis and Zisk, 2014).  It is important to be aware of what the processing of a traumatic event would look like normally and what is problematic. For example, the stages of grief are known therefore, being aware of the distinctions between low mood and depression are important to determine whether an intervention is appropriate and to ensure the right support is provided. Each event is subjective, therefore there will be a variance in how people respond to the experience (Gibbs et al, 2014). Yet an objective criterion of physical and mental health disorders is set by the ICD-11 used within the UK, and also the DSM-5. This helps to professionally determine whether a person requires support and reliably diagnose. In the example of grief, it is recognised under the ICD-11 to become problematic if depressive symptoms are prolonged, providing criteria to know when intervention is required (Stein et al, 2020). When a person has the opportunity to express their emotions after a traumatic experience it can reduce the need for an intervention, as they have stable resources to support them. It has been highlighted that having a secure home life contributes to how well a child copes with potentially traumatic events and can access the parts of the brain required for learning, which is essential when adopting therapeutic practices to interrupt any maladaptive behaviours or emotional responses. If a child is supported by having their basic needs met they are more likely to have the strategies to process these experiences and develop essential cognitive skills that can reduce the impact of the event later in life (Gibbs et al, 2014). For individuals that attend some form of therapy, it is suggested that parents would benefit in attending where appropriate to develop their  skills in effectively supporting the child and to form trusting attachments (Lawson, 2015). For children that operate on restricted resources such as poverty or neglect, it is likely to negatively impact how well a child can process events. Without a stable home environment or appropriate support, it can directly affect their learning and development of skills and are more likely to respond defensively, instead of engaging in therapeutic interventions (Blair and Cybele, 2016). Therapeutic intervention may not be accessed because of parental engagement and socio-disadvantages (Crowley, 1997). Experiencing trauma and not having a safe environment to recover could cause the development of maladaptive behaviours to cope with the sensitivity to stress and learn that others cannot be trusted. Without a child having access to caring figures after a traumatic event will make them more susceptible to having emotional regulation difficulties. (NCTSN, unknown). 

It is recognised that a school setting is a key area to promote good mental health and teach positive strategies to overcome emotional and behavioural difficulties. By embedding therapeutic practices within the school ethos and curriculum it supports the development of understanding how to either prevent mental health difficulties or build positive coping strategies at a key stage in life (National Assembly Wales, 2018). By observing children’s behaviour, it could highlight disruption, bullying or identify concerning behaviours. Trauma can cause the onset of maladaptive behaviours, therefore identifying these early can help provide appropriate support. Yet it is recognised that if a school does not have staff with the essential training to effectively support individuals, or that these provisions are overwhelmed by demand, that it is likely the children who are struggling will go undetected (Atkinson et al, 2014). Yet if a sense of alliance and trust can be formed this can help reduce problems escalating until a child is engaged in therapy (Moreno, 2014). Resistance to help and support is also a factor that can prevent a child from receiving the right support in finding appropriate ways to process a traumatic event. It has been noted that a child in poverty is more likely to end support early or not receive it at all (Kazdin et al, 1997). As the child is already vulnerable to trauma, having limited resources is a disadvantage and increases the risk of them developing physical or mental health problems (Blair and Cybele, 2016). Therefore, having a safe school environment that has staff with therapeutic practice training could benefit these at-risk individuals. 

Trauma is considered whilst assessing individual needs and diagnosing physical and mental health disorders. This is essential when addressing Post-traumatic stress disorder (PTSD) as it is understood that the feeling of fear is often triggered in circumstances that are of no threat to the individual which could increase the likelihood of a person isolating themselves (Bremner, 2005). Experiencing trauma whilst attachments are still forming can lead to difficulties self-regulating and is known to disconnect the individual from others, yet in order to recover it requires supporting relationships (Lawson, 2015). This can be formed within psychotherapy which requires a collaborative and trusting relationship to effectively facilitate the acceptance and healing of trauma (Herman, 2002). When an individual experiences trauma, negative memories can be strongly embedded and actively disturb daily interactions therefore, forming a trusting relationship in which a therapist can actively address inappropriate reactions or responses can reduce the effects of these disturbances. Yet forming a relationship within psychotherapy may not be appropriate for all, especially if there are limited memories of the event. This is because false memories can easily be created as an attempt to understand any symptoms that can be linked to trauma, such as depression or PTSD (Rubin and Boals, 2010). However, forming a trusting counselling relationship can be key for an individual to understand that they can acquire the skills to overcome the impact of trauma. As trauma can be complex, there is not a specific line of action for intervention as responses to trauma vary, yet for those that are experiencing emotional disturbance, therapeutic interventions can help an individual accept, acknowledge and allow their emotions, and normalise their emotional response to trauma. However, care is required in this process to ensure that an individual who requires support does not develop the belief that their reactions to trauma are normal even if prolonged (Geldard and Geldard, 2005). Environmental influences such as financial security and a safe living environment will impact how well an individual will cope with a traumatic experience. For many that did not have access to support at the time of the event are found to have maladaptive behaviours that spread throughout their whole life. This could include sleep problems, eating disorders, social, emotional and behavioural challenges, alongside health problems. Yet it is more likely that an individual who experienced long-term neglect or abuse during childhood perceives trauma as normal and put themselves at risk by remaining in abusive relationships or engaging in risky behaviour such as self-harm or impulsive risk-taking, which is likely to echo the original trauma (Herman 2002). The brain function of an individual that has experienced childhood trauma adapts to numb stress responses, which reduces their awareness of dysfunction in their relationships (Bellis and Zisk, 2014). 

 Cognitive behavioural therapy (CBT) is a form of therapy that has shown to support an individual that has experienced trauma, as the therapy is founded on the premise that psychological difficulties are maintained by distorted thinking patterns and inappropriate emotional and behavioural responses, learnt as a protection mechanism (Stallard, 2014). This is based on the theory that how an individual is feeling and behaving is determined by their perception, which is controlled by their thoughts. When an individual is able to recognise what type of thoughts are triggered in certain situations or interactions, they are able to build awareness in whether they are catastrophising or generalising a situation, triggering a cycle of negative emotions and behaviours. Therefore, CBT aims to address negative thoughts and perceptions to change any dysfunctional behaviours or emotional reactions to a situation or interaction (Corey, 2001). For an individual that has experienced trauma, this enables them to identify how it distorted their way of thinking and engage in therapeutic exercises to ultimately change how they perceive events so that they can go on to create new positive habits as a response to events that have previously acted as a trigger to the individual. Cognitive behavioural group therapy has shown to be an appropriate form of intervention when individuals feel ostracized from wider society, therefore building relationships within a group that can understand and support can be a key step in building trust in others (Foy and Larson, 2006). This is a crucial step for trauma survivors as they are a group at risk of experiencing challenges connecting with others, resulting in isolation (Gerin et al, 2019). Within trauma focus sessions individuals with identifying trauma and exposing to key aspects of those memories in a systematic way. This facilitates the reduction of how an individual reacts to stimuli or memories linking to the trauma and can empower them by actively developing coping strategies (Foy and Larson, 2006). Cognitive behavioural therapies have shown to be most effective when delivered during the acute stage of the trauma response, yet any form of debriefing during this phase can have negative consequences (Bremner, 2005). It is only when the individual has formed trusting relationships within a therapeutic setting that they are at a stage to share the detail of a trauma which can reconstruct and integrate the trauma into their life story. This can be empowering as it changes an individual’s emotional response to the memories or external triggers (Herman, 2002). For children this form of therapy can help them recognise emotions and develop strategies of communicating any distress so that parents or care-givers can respond appropriately to prevent the situation escalating. This helps a child feel in control and can help them address any attitudes or beliefs that may be (Geldard and Geldard, 2005). 

Alongside negative behaviours and mental health issues, experiencing trauma as a child has shown to have negative health consequences and are at higher risk of heart disease and cancer therefore, providing an appropriate intervention could reduce the health risk to those that have experienced trauma (Putnam, 2006). Another form of therapeutic intervention appropriate for trauma is psychotherapy which is focused on the three systems of personality; ID, ego and super-ego, which are the biological, psychological and social components of a personality. By developing the individuals’ awareness of how trauma could have impacted their development in childhood, they can begin to address negative behaviours associated with the trauma (Corey, 2001). A therapy that can be linked to psychotherapy is transactional analysis (TA) where personality traits or ‘ego states’ are categorised into parent, adult and child, which each represent a subjective experience of the individual. With the acknowledgement of a natural drive to develop as a person and find completion, this is a form of therapy where the therapist is able to identify how an individuals’ ‘ego states’ are controlling their perception of reality (Tudor, 2005). This aids the therapist in facilitating the individual taking control of dysfunctional behaviours and choose to actively engage in new positive behaviours (Stewart and Tilney, 2002). This can be used with children by incorporating play therapy, art therapy and story-telling so that the therapist can gain understanding of how a traumatic event is negatively impacting the life of a child (Moreno, 2014). TA essentially facilitates an individuals’ self-discovery and is based on the philosophical assumptions that people decide their own destiny and have the power to transform their life, should they choose to (Stewart and Tilney, 2002). This compounds the fact that despite the negative impact of trauma, it is ultimately an adults’ responsibility to be self-autonomous and seek help to change their life. This is unless a person is displaying extreme behaviours which are highlighted to professionals, which could be an indication of the person not receiving any therapeutic intervention at the time of the trauma. 

An integrative approach has a strong person-centred approach and also draws upon multiple therapeutic approaches which can be effective in supporting a child or adult in addressing the effects of trauma. Psychotherapy can be restrictive and may not address a child’s individual stage, instead referring to the psychosexual stages (Kegerreis and Midgley, 2014). By adopting an integrative approach, a therapist can use a diverse range of theories to help an individual process trauma in a safe way. (Cooper and Swain-Cowper, 2014). Sand therapy is an activity that allows a therapist to interact with a child in a natural way as it allows the child to ‘play out’ a traumatic event or express difficult emotions. As it can be a non-verbal activity it can also be beneficial to adults who find talking therapies challenging or unhelpful (Webber and Mascari, 2008). No singular therapy can address the diverse needs of those who require therapeutic intervention therefore, being an integrative practitioner increases how effectively an individual can address their problems (Geldard and Geldard, 2005). It requires a therapist to be authentic to ensure they are not prescribing a set of skills based upon one theoretical assumption and instead considers how each branch of therapeutic practice could benefit the individual in the stage of their healing. A joint effort within the therapeutic relationship is also essential so that a holistic practice can be achieved with a secure attachment (Cooper and Swain-Cowper, 2014).

[bookmark: _GoBack]To conclude, experiencing childhood trauma can directly affect the quality of a person’s entire life and highlights the deep connections which exist between psychological and physical health. Factors such as poverty and secure attachments can influence how an individual adapts after a traumatic event and to what extent that experience impacts their life. When a child receives therapeutic interventions such as CBT it has shown to reduce the effects of trauma, providing that the individual’s needs have been properly identified to receive the appropriate support (Corey 2001). Without this, trauma can be further embedded into the individuals’ psyche, increasing their risk or mental health problems and emotional and behavioural challenges. With the right support individuals are able to reduce or eliminate maladaptive responses to triggers (Gerin et al, 2019). CBT has shown to be more effective in the treatment of PTSD and trauma responses than psychotherapy (Mendes et al, 2008). Yet it is clear that an integrative approach enables a therapist with strong self-awareness, to fully support an individual regardless of what stage an individual is at in healing from trauma. With a focus of developing essential skills to change behaviour and prevent traumatic experiences echoing throughout a persons’ life, an integrative approach provides a diverse range of practices to fully support an individual (Geldard and Geldard, 2005). 
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