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Introduction 
Trauma is an issue that therapy has been working with for several years. The diverse theoretical positions in therapy even the emerging ones have recognised the importance of this issue. Therapy reflects on the impact of trauma on psychological well-being, interpersonal functioning, and social participation. A working definition of trauma defines it as the emotional and psychological response to distressing or life-threatening events. It can be a singular event such as an accident or an assault, or the more complex and developmental forms which come out of prolonged exposure to the distressing or emotional event or events like abuse or neglect (Saunders et al.,2023). There is a recognition across the mental health services of the significance of the trauma informed approaches provided by the different schools within the therapeutic umbrella. Their emphasis is on the principles of safety, trust, empowerment, and collaboration as an essential grounding for effective intervention (Melillo et al.,2025; GOV.UK,2022).
The different therapeutic interventions have diversified and now encompass evidenced based modalities such as cognitive behavioural therapy (CBT) and eye movement desensitisation and reprocessing (EMDR). There is now the emerging somatic and body-oriented practices of Gestalt, with humanistic approaches using the techniques of relational depth and empathy as tools to address trauma 
All these interventions have shown varying degrees of success and have empirical support.  The application of them does however raise critical questions around effectiveness, ethical practices, cultural sensitivity, and most importantly how to avoid re-traumatisation  This paper will critically review the literature around these interventions, examining their strengths, effectiveness and more crucially their limitations and relevance to diverse client groups, before finally looking at the implications for therapy going forward in this area.

Understanding trauma and client populations 
Trauma-informed counselling works from the knowledge of the impact trauma has on clients and develops pathways with potential for recovery. It is aware of the signs and symptoms of trauma in the client but also how this can deeply affect the client’s functioning within their life. It integrates knowledge and understanding of trauma into policies, practice, and procedures to avoid re-traumatising the client.
In trauma-informed counselling it is important to acknowledge different client populations may experience trauma differently and uniquely. For example, combat veterans may be dealing with the specifics of combat related PTSD such as reliving times they have been vulnerable or even injured. Refugees may suffer from displacement trauma having to leave what is their whole lives behind them and assimilate a whole different culture. Children can be traumatised by abuse and neglect and can respond in unusual ways depending on the type of abuse or neglect.  Due to other factors like culture and socioeconomic status, they can experience developmental delays amongst other issues all of which can add another layer to the complexity of working with children and young people. Marginalised communities can suffer from a sense of disconnect due to abuse and family not accepting them. Indigenous communities often deal with inter generational trauma relating to historical injustices.
Counsellors across both established and emerging theoretical stand points are collectively trying to cultivate both cultural competence and trauma specific interventions. There is a realisation that therapists must create a safe and empathic therapeutic environment and that this in turn is crucial for fostering trust and promoting healing.

Core therapeutic approaches in dealing with trauma
Cognitive behavioural therapy (CBT) has for several years now been consistently identified as one of the most efficient and effective interventions for post traumatic stress disorder (PTSD). Meta analytic studies have shown that CBT particularly trauma focused such as TF-CBT has led to significant reductions in PTSD symptoms across a diverse client population with the outcomes supported over time (Wright et al.,2025). This evidence base has led to CBT becoming the most widely used response in clinical guidelines, for example the National Institute for Health and Care Excellence (NICE) recommend it for trauma of all kinds not just PTSD based on the results from meta-analysis (NICE.,2018). However, although CBT has strong results in studies there are questions raised about its suitability and applicability to all client groups. There has been research with its efficacy questioned around the younger populations which suggest age and developmental stages act as moderators of its success with young people and children. This group respond differently to the structured CBT protocols when compared with adults (The Lancet Child and Adolescent Health,2023). A current and emerging argument states that CBT’s emphasis on cognitive restructuring and exposure to the trauma may in fact carry the risk of the client being retraumatised, if there is not sufficient attention given to relational safety and clients readiness to examine these issues. This shows the importance of also integrating trauma informed principles of trust and empowerment into CBT delivery (Saunders et al.,2023). There is another limitation and that lies in the methodology used with in the meta studies which appeared to exclude the clients with complex trauma or other comorbidities which may limit its ability to generalise to practice in the real world. While CBT is seen as a corner stone for trauma therapy and interventions it is noted that its effectiveness is maximised when sessions are adapted to the individual needs of the client, and when it combines relational approaches with ongoing supervision to avoid ethical risks. According to this critic CBT must be applied flexibly rather than seeing it as a universal solution.
Eye movement desensitisation and reprocessing therapy (EMDR), like CBT, has in meta analysis shown comparable effectiveness in an NHS context. This would indicate it is a viable alternative for some client groups to CBT to help process trauma particularly in relation to PTSD. Developed by Shapiro (1987) it’s based on the premise that bilateral stimulation leads to the repressing of traumatic memories taking away their emotional intensity for the client. Recent evaluations in the context of the NHS Talking Therapy Service have demonstrated its effectiveness for clients who may not respond to or tolerate exposure based methods like those used within other theoretical approaches (Belli et al.,2025). Given the suggested need for client choice and the need for diverse responses to trauma this evidence is significant. However similarly to CBT, EMDR is criticised based on the fact that there is a suggestion that the results it achieves can also be achieved through other nonspecific therapeutic factors rather than bilateral stimulation (Stewart et al.,2025). The criticisms of this approach are similar to those for CBT for example relational safety and therapist competence. It also highlights the rigour with which EMDR has conducted its research on this stating small sample sizes and variability in how individual studies have been carried out it.  Therefore, like CBT it also is restricted in generalisation to the wider client base of trauma related therapy. So while it is a useful edition to trauma intervention its role appears to be as complementary to other evidence-based approaches. It is valuable but not universally sufficient. 
Somatic approaches are showing some results with PTSD in particular Somatic experiencing assists in regulating the nervous system focusing on the body’s sensations to release stored trauma. However, when compared with CBT and EMDR the research remains limited (Brom et al.,2017; Andersen et al.,2017). It also appears to lack empirical support for the foundational work of Levine (1997) who emphasises bodily regulation. The lack of empirical evidence highlights a gap between theory and evidence. In a scoping review by KuhfuB et al. (2021) they reviewed 16 previous studies and found preliminary evidence to suggest somatic experiencing does help with PTSD symptoms but that study quality was mixed, and more rigorous studies were needed. 
Humanistic therapies have a long history with trauma from the initial work of Roger’s (1957) who proposed the core conditions of empathy, congruence, and unconditional positive regard. The core conditions are seen as vital in trauma work and considered to be essential to the therapeutic alliance. The core conditions are acknowledged by many schools as central to building a relationship with the client. Joseph (2004) argued that putting the client at the centre of the therapy session fosters post-traumatic growth. Empathy when used in trauma care is about understanding and acknowledging the clients lived experience. It is about the therapist attuning to the client's emotional state validating their experiences. Congruence creates and builds trust which in turn gives the trauma survivor relational safety and reliability. Many trauma survivors carry guilt and shame in equal measure unconditional positive regard provides acceptance and a non-judgemental space and supports client autonomy and empowerment (McLeod, S.,2025; GOV.UK,2022).
It’s also worth noting briefly that along with CBT and EMDR there has been research into the effectiveness of remote therapy within the arena of trauma care. Remote delivery of trauma therapy using the vehicle of CBT to counsel in particular PTSD as shown it can be adapted to work online (Wild et al.,2020; Aguilera Psychology.,2025).
 
Cross Cutting Strategies 
It is clear there needs to be a coordinated response to trauma of all kinds within all client groups. Key responses to trauma need to be trauma informed and centralise care principles so much so the government issued a definition of trauma informed practice that has been adopted by the schools involved in trauma care, GOV.UK (2022); Saunders et al. (2023); Melillo et al. (2025). What as also become clear is that within trauma informed care the humanistic principles that underpin the therapeutic relationship and the building of empathy is used by those involved in trauma care, Rogers (1957); Joseph (2024). Finally, it seems appropriate to indicate that meta analysis whilst appearing to support the use of CBT and report some successes of EMDR and Somatic embodiment it does seem to suggest that the relational and trust building relationship contained in humanistic trauma responses is of benefit to the process and indeed helps establish the safety of the client reducing the risk of re-traumatisation. 

Critical evaluation and Conclusions 
So whilst CBT is the most recommended therapy in dealing with certain traumatic experiences and has the strongest empirical support (Wright et al.,2025). EMDR does offer similar outcomes perhaps indicating that what is needed is for the therapy to be client centred focused on client need and safety Belli et al., 2025). Somatic approaches focus on the importance of body regulation leading to better mental health. However during research and trials it is indicated there is methodological limitations which make it difficult for them to be applied to all client groups (Brom et al.,2017; Anderson et al.,2017). Trauma informed principles provide a framework but there are still gaps such as specific groups like children and young people and those with complex trauma, culturally sensitive interventions, and long-term outcomes from research (Melillo et al.,2025). There is also a need to be aware of ethical considerations such as therapist competence, therapist burn out, and the risk involved in a trauma client revisiting their trauma which could cause retraumatisation. This really adds weight to the need for ongoing training through continuing professional development, the use of personal therapy and supervision and the use of the core conditions in particular congruence, empathy and unconditional positive regard these key skills also assist in ethical considerations. 
Overall, it’s evidenced that there is weight through research that CBT has positive results in specific client groups and remains the recommended route for trauma and that somatic and humanistic approaches add relational depth and embodied elements. Essentially gaps still exist in relation to client groups, trauma informed principles and with culturally sensitive responses to meet diverse client needs basically what’s needed is to research and bring together a framework with special reference to providing clients with safe space that respects and puts them at the centre of their therapeutic experience. The gaps moving forward encourage more detailed research that’s culturally diverse and more integrated and willing to respond to the uniqueness of the client and their responses to their trauma. Clearly therapy needs to keep asking questions about trauma and trauma informed treatment in order to be able to best respond to the clients needs and issues around trauma and see the client as unique and their trauma response as unique to them.

Self positioning
I intend to reflect on my positioning around trauma from being a trainee therapist but also as an individual dealing with complex trauma in later life. I will also use experiences from personal therapy as they are important to self positioning on trauma. During this research there were both parallel experiences and triggers which were identifiable and created a sense of vulnerability and discomfort. I will be using a humanistic lens to reflect on my self positioning. Humanism provides a framework to guide my practice but also aids with understanding my own responses to my triggers and parallels. Using this framework allows me to critically reflect on the relationship between my values and spirituality, my lived experiences and any trauma related therapeutic encounter. It helps me to understand that a client's journey is theirs not mine and although there maybe parallels and triggers they are just that. It would be impossible to have a therapeutic career and not meet triggers or parallels.
Humanism as a platform 
Humanistic therapy is based on the early work of Carl Rogers he created the core conditions of empathy, congruence, and unconditional positive regard he developed more core conditions. These three core conditions are used across many different therapeutic schools to build the therapeutic relationship essential for change and growth. The literature review referred to studies having shown the value of the core conditions when dealing with diverse types of trauma. Trauma disrupts a client's sense of themselves, their sense of agency. It disrupts a client's sense of safety and trust, humanistic based therapies counter this by unconditional positive regard affirming the clients worth and capacity for growth. Rogers passionately believed that the client was the expert on themselves. For me, my positioning on trauma is very much centred within humanism in the sense that it acts as an anchor for my own capacity for change and growth. It challenges me to remain authentic, congruent, and attuned especially if trauma narratives make me feel vulnerable. For example, during my personal therapy I discussed actually how vulnerable I felt in a watch and wait situation with my heart condition I explored how this type of situation takes away your sense of agency. I cannot affect the watch and wait and at the same time staying as healthy as possible also means the watch and wait can be a longer process than I may want. However, as a trainee therapist I might be triggered by a client's situation in reference to their health. The balance is me recognising that it may carry similarities but as everyone is different and their responses are different it is incumbent on me to position myself as a professional and hold that space for the client. One way of doing this is having a good support system. In this case my own therapy, my therapist works from a humanistic lens which as well as holding my trauma and confirming my vulnerability they also provide a learning experience for me if I have trainee questions about my reactions I can ask which I find a useful support to my learning.
Parallels between Trauma and Humanism
Trauma exposes vulnerability and the fragility of a client's sense of self humanism authenticates vulnerability as part of the human condition. This for me speaks to the efficacy of humanism as a tool for trauma. Personally, for me, having been involved in other therapies during my recovery from brain surgery I felt like I did not achieve a balance until I received emotion focused therapy. It helped me expose the real sense of not having my own agency. Needing to be looked after was extremely difficult for me as I had always been independent. This really challenged my sense of self humanism gave me the mechanisms to accept my current situation and think about how and where I could grow. It anchored me in a new sense of self; I still will need to address this as my situation changes and evolves. Humanism assists a client to explore ways to reconnect to themselves in an authentic way. 
Trauma takes away a clients ability to make connections. Humanism emphasises relational repair using the healing potential of authentic presence holding space for a client is an essential skill in therapy without it relational depth and connection are hard to achieve. Trauma makes this even harder because a client lacks that sense of trust and safety it takes to begin to make connections. I am aware that on occasion I struggle with connection myself it relates to hearing loss and to previous trauma where I was largely due to the Covid pandemic alone not by choice but by infection control in the hospital situation the healing process from that level of isolation is one of my reasons for returning to training advice I was given from the specialists involved in my ongoing care was to return to a learning situation. I realised I needed time to be able to do that and of course therapy. As a trainee I have a deeper understanding of how important connection is in the recovery process from trauma it was at this point I realised how due to Covid regulations that had been missing from my recovery that reconnection in person. It took some time to connect with the students in my cohort. Learning and connecting the theory and practice this last term raised questions but the process of learning theory and applying it as helped me to see the aspects of the theory and practice to my practice of course I can only talk of this based on my skills sessions in university which is a controlled situation and so can only visit my learning from this base and my own experience of trauma. This of course could limit my understanding of practice; however, I am using the skills I have learnt both in university and outside of university giving me experience of a number of different professions and responses to trauma. 
Trauma can take away a clients control over their lives it is in part a very dehumanising process. Humanism returns agency to the client by centring on the clients voice and their choice. As a trainee reflecting back to the client what they have said is a powerful way to give a client agency. During skills sessions this as been essential in building a therapeutic relationship. During a session last year I noticed a clients uncomfortable shifting in the chair, I said “I notice you seem uncomfortable in your seat “they expressed a need to move to eliminate that feeling so I said please do move if you need to, that client who was a fellow student said that that sat with them. When  they noticed a client feeling uncomfortable, they remembered that experience and it felt really empowering so they used the same approach with their client. Giving a client the opportunity to connect with themselves during a counselling session can aid in restoring their control over their lives. This resonates with me as both trainee practitioner a place where a client reaches relational depth and becomes empowered to open up about their trauma to reach out and connect.
Triggers in Self -Positioning 
In my self positioning I am aware of my triggers around trauma and my personal vulnerabilities within this, I am aware of systemic barriers in therapy in relation to being a trauma sufferer and how these may frustrate me in both my own therapy and being a trainee. In this position humanism can be triggering, particularly when trying to give unconditional positive regard in order to build a relationship with the client when the clients behaviours challenge my ethical boundaries. During these moments I really need to reflect consciously on my positioning and to be able to differentiate between empathy and over identification this is a particularly difficult task when relating to trauma. It’s important to be able to maintain congruence without losing containment. I recognise I have had to work at this in skills sessions and keep returning to the skills and core conditions to help me to work towards changing and reframing this. More recently applying the core conditions and skills has aided me in being present but knowing that the clients story is theirs not mine. 
Integrating Reflection 
What as become clear is that my positioning is not static that with increasing self awareness, skills sessions with feedback, and ongoing personal therapy and relational encounters I am encouraged to reflect, to unpick and to address my issues as they arise. It’s about exploring my theory in relation to my practice and acknowledging where there are differences and how those tie into practice around trauma. Humanism emphasises openness and yet trauma work needs strong boundaries and grounding in order not to retraumatise a client. In order to integrate these, I both journal and have currently skills training and also personal therapy. In future I also hope to have supervision. Self care is also an integral part of grounding myself which allows me to remain present with clients in skills training without being overwhelmed. Feedback from tutors has also helped me ground in skills practice and I have taken onboard ways to improve my practice. Along with positioning my self on issues clients may bring to therapy. These interventions and learning enable me to embody humanistic values in my practice and therapeutic relationships whilst being able to explore in a contained way my relationship with trauma. So, I can embody safe practice with clients.

Conclusion 
This was not an effortless process for me to analyse my self positioning with trauma, my reluctance to engage was evidence that my personal trauma still plays a role in my responses. Leaving the question can I engage with a client in exploring their trauma whilst still addressing my own evolving journey and needs with trauma. I have worked hard to start the journey of rebuilding my awareness and my resilience through the skills I have learned on my journey in therapy training and have learned to explore my weaknesses to grow and reduce the impact they have on me.
So reflecting on my self positioning through a humanistic lens allows me to retain my values whilst acknowledging both the parallels and tensions when relating to trauma. Humanism does restore agency, affirms vulnerability and assists with rebuilding relationships. However, it also exposes triggers which need to be acknowledged and worked on via engagement with therapy, supervision, self-care, and grounding techniques like journaling all of these things provide a secure safe place by critically reflecting on these components and spending time sitting with the reflections. I feel I can sustain a practice that would be ethically grounded, human and allow space for growth for clients and myself. This reflects Roger's supposition that the client is the expert on themselves and that the counsellors role is to walk alongside the client on their journey towards growth. Everyone essentially has within them the potential for growth, this is my journey towards growth and I hope to convey that to clients on their journey that trauma is hard it’s not easy to find yourself again but with support it can be managed. I know this from my journey and my experience, and wish to support others to find their safe space again. It may not be possible to heal completely memories may take you back to that space or time when you were overwhelmed for me reframing is how I find a safe space again it’s what therapists from different schools have given me techniques to reengage with my safe space. This does seem to support the findings of the meta-analysis from theory that no one type of therapy covers all trauma and that in fact the important issue is to make any interventions targeted to the client it must be client centred and client led to produce that sense of self, trust, and empowerment. 
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