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NH Association for Infant Mental Health
From Community to Clinic: Best Practices 
in Early Identification

Addressing the Silent Crisis: 
Early Identification of Childhood Trauma

Friday Sept 16th, 2022 (9:00-10:30)

Cassie Yackley, Psy.D.
Psychologist/Director
Center for Trauma-Responsive Practice

Overview

• Early childhood vulnerability

• Addressing childhood trauma: Mental health capacity

• Identifying early childhood trauma

• Speaking the unspeakable

• Interventions to support young children with traumatic 
exposure
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Vulnerability of Young 
Children

Prevalence of IPV 
(Postmus & DiBella, 2016) 

• Annually in the U.S. IPV impacts 4 to 6 million people
• This is true regardless of SES, ethnicity, gender, 

sexuality, or religion
• Between 3.3 million and 10 million children in the United 

States are exposed to Domestic/Intimate Partner 
Violence each year (Domestic Violence and Children: 
Analysis and Recommendations Study)

• That IPV is ongoing, severe, physical violence for 
about 7 million children

• Children can provide detailed accounts of the violence in 
80-90% of the cases
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Infant 
Exposure to 
IPV

• In cross-sectional research (national 
telephone survey) that included 503 children 
under the age of 2 years

• Nearly 10% of infants had witnessed family 
violence

• And witnessing family violence and one 
other factor (sibling assault) had the highest 
correlations with infant emotional and 
behavioral symptoms

(Turner, H., Finkelhor, D., & Ormrod, R., & Hamby, S., 2010)

Young Children: Disproportionate Impacts of Child Maltreatment 
(NCANDS, 2020)
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Young Child 
Fatalities 
(NCANDS, 2020)

Child Maltreatment in New Hampshire in 2017
National Child Abuse and Neglect Data System (NCANDS) – 2017 Child Maltreatment Report

Type of Maltreatment (NH)

Medical Neglect Neglect Physical Abuse Psychological Abuse Sexual Abuse
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Child Exposure 
to Violence

• Prior to age 4 years about a quarter of all 
children in the U.S. will experience a 
traumatic event (National Center for Mental Health 
Promotion and Youth Violence Prevention, 2012)

• 1 in 6 children receive a psychiatric 
diagnosis between the ages of 2-5 years 
(Duke Early Childhood Study: Egger, 2016)

• For youth in juvenile detention, the average 
number of traumatic exposures is 14 (Abram 
et al., 2004)

Young Children and 
Mental Illness

• Contrary to typical views, young children CAN 
suffer from mental health problems

• 1 out of 7 U.S. children aged 2 to 8 years have 
a diagnosed mental, behavioral, or 
developmental disorder (National Survey of 
Children’s Health, 2012)

• Addressing mental health problems early is key, as 
they will disrupt brain development and hinder the 
capacity to learn and grow
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What We Believed About 
Young Children
• He/she won’t remember what 

happened

• Young children are resilient

• Adversity makes you stronger

• It might be distressing or re-
traumatizing to bring it up

What We KNOW About Early Childhood

• Every second more than a million new neural 
connections are created during the first few 
years of life

• Both genes and the baby’s experiences form 
these connections

• Built through serve and return interactions 

• These connections form the “brain architecture –
the foundation upon which all later learning, 
behavior, and health depend.”
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Adversity & Relationships

Relationships

Adversity/Trauma
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Addressing 
childhood 
trauma: Mental 
health capacity
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EC Mental 
Health Field 

Capacity 
(EFH)

Neurodevelopmental 
Impacts
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A Deeper Look 
at Brain 
Development

It involves the creation of a complex web 
of neural networks or associations -

“Neurons that fire together, wire together”

Development of 
the Prefrontal 

Cortex: 

“Use It or Lose It”
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Prefrontal 
Cortex
• Executive functioning

• Learn from consequences

• Plan for the future

• Think about one’s behavior

• Have empathy for others

• Start and stop behavior

This Photo by Unknown Author is licensed under CC BY-SA-NC

Memory and Stress

• Short-term stress
• Increased implicit memory encoding
• Explicit memory hindered

• Long-term stress
• Damage to hippocampus

21
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Forms of Memory

What Really 
Drives Our 
Behavior?
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Implicit Memories
• Memories for 

external AND internal 
events

• Physiological 
reactions

• Emotions/feelings 
(“emotional tagging”)

• Automatic

Neglectful Experiences & 
Lack of Brain Integration
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The Fear Response: The 
Path Most Taken

“How States 
Becomes 
Traits” (Bruce Perry, MD, PhD)

• Persistent states of arousal become 
neutrally-based habits of responding

• “Neurons that fire together, wire 
together”

• Sensitization of the fear response – (a.k.a., 
the “kindling effect”)
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ACEs and Neurodevelopment: Overview

• Overdeveloped fear response 
system

• Inability to use relationships for 
safety & regulation

• Lack of development of the 
prefrontal cortex

Early 
Experiences
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Understanding Brain 
Development

• Brain development is…
• Sequential & hierarchical 

(bottom up and inside out)
• Use dependent development
• Shaped by experiences

Disrupted Neurodevelopment
Earlier to Develop – Decreased Plasticity 

• Brain Stem
• ANS functions

• Cerebellum and Diencephalon
• Motor control
• Arousal level

• Limbic System 
• Emotions
• Relationships

• Prefrontal Cortex 
• Executive functions
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Early Childhood Experiences: The Building Blocks of Healthy Development

Intellectual & Developmental Disabilities (IDD)
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Birth to Nine Months of Age:
Brainstem Development –
“Bottom Up”

• Critical functions being organized:
• Regulation of arousal, sleep, & fear 

states
• Primary developmental goal:

• State regulation
• Primary attachment
• Flexible stress response
• Resilience

• I need…
• Rhythm & touch

Disrupted 
Neurodevelopment: 

Brain Stem 
Functioning (AAP)

Response to Trauma: Bodily Functions 
FUNCTION CENTRAL CAUSE SYMPTOM(S) 

 
Sleep 

 
Stimulation of reticular 
activating system 

1. Difficulty falling asleep 
2. Difficulty staying asleep 
3. Nightmares 

 
 
Eating 

 
Inhibition of satiety 
center, anxiety 

1. Rapid eating 
2. Lack of satiety 
3. Food hoarding 
4. Loss of appetite 

 

 
Toileting 

 
Increased sympathetic 
tone, increased 
catecholamines 

1. Constipation 
2. Encopresis 
3. Enuresis 
4. Regression of 

toileting skills 
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My Body in Space (6 months to 2 
years): Diencephalon & Cerebellum 
Development

• Critical functions under construction:
• Sensory input integration
• Control of fine motor functions

• “I’m learning to…”
• Move my body in complex rhythmic 

movements
• Experience emotional and physical 

warmth, nurturing, and closeness
• Develop a simplistic narrative or story 

about experiences/self
• I need music and movement

Limbic System Development (1-4 years): The 
Foundation of Social & Emotional Functioning
• Critical functions under construction:

• Understanding and managing 
emotions

• Connecting with others –
interpreting nonverbal 
communication

• Developing “social language”

• Developmental goals:
• Emotion regulation
• Empathy
• Affiliation
• Tolerance
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Limbic System Development (1-4 years): The Foundation 
of Social & Emotional Functioning

• I’m learning to…
• Move my body in complex 

ways
• Create a story about my 

life
• Engage in social 

experiences

• Help me to use play and 
creative expression to 
understand myself

Early Childhood 
(3-6 years): 
Cortex 
Development
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Self-Control & Executive Functioning

Critical functions:
Connecting emotional and social experiences 

meaningfully

Abstract thinking (not about concrete objects)

Developmental goals:
Reasoning in an abstract way

Being creative
Understanding respect

Starting to think about moral (values) and spiritual 
(meaning-making) issues

Developing the 
Cortex: “Everybody 
Has A Story”

I’m learning to…
• Be okay alone (solitude), feel satisfied in 

terms of needs (satiety), and feel safe 
and secure in the world

• Participate in social interactions
• Engage in complex conversations

Help me to…
• Use story to make sense of my world

• Drama
• Performing arts
• Educational experiences
• Thought-based (cognitive-behavioral) 

approaches
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Speaking the 
Unspeakable

“The Gold is 
in the 

Shadows” 
(Siegel)
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Knowing What You’re Not 
Supposed to Know

Distress NOT 
Disorder
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Does it hurt to ask? 
Meta-Analytic Study Results
Jaffe, E, A., DiLillo A., Hoffman L., Haikalis M., & Dykstra, E. R. (2015)

• Is It Distressing?

• “…although trauma-related research can lead to some 
immediate psychological distress, this distress is not 
extreme.”

• Trauma history and PTSD do increase distress, particularly 
with interviews

• Endorsing sexual trauma does not produce more distress 
than other forms of trauma

Why Talk About It?

• “Anything that’s human is 
mentionable, and anything that is 
mentionable can be more 
manageable. When we can talk about 
our feelings, they become less 
overwhelming, less upsetting, and 
less scary. The people we trust with 
that important talk can help us know 
that we are not alone.”

― Fred Rogers
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Share-ability Theory
(Goldsmith, Barlow, & Freyd, 2004)

• “Share-ability theory 
proposes that the 
process of sharing 
information makes 
information more 
discrete, stable, and 
communicable” (p. 455)

• Factors that facilitate 
memory:

• Rehearsal
• Corroboration by 

others
• Verbal skills

Empowering and Equipping the Field
“Good Afternoon Ladies,

I am so excited that I just have to share this story…This is a TRUE STORY, that just happened.

I just left a visit with a family.  Mom and dad both work full-time, and I was visiting during the brief 2 hours they have 
together during their shifts’.  Dad walks in the door shortly after I got there visibly exhausted from a long day at work.  
There are twin one y/o’s eating lunch in their highchairs, a 5 y/o and an 8 y/o all fighting for a brief second of 
attention from anybody.  Mom’s trying to get ready to go to work, I’m there on my first visit trying to explain our 
home visiting program and get out of their hair so they can go about their routine.  It was a little chaotic.  Dad was 
barking orders at his wife while also yelling at the kids to stay in the room and stop bothering “Home Visitor so she 
can get this done”. He clearly is not in the mood to work on any goals and wants me gone as soon as possible.  

Then mom looks at me and starts’ telling me how they never listen and their behavior is just awful.  BEHAVIOR!! IT’S 
THE WORD!    

The 8 year old boy has been talking about dogs since I had arrived.  Then he looks at me and says his grandma and 
grandpa’s dog bit him on the head and then they had to burn his bones.  Dad immediately scolds him saying, “you 
know we do NOT talk about that day”.  Mom covers it up to me saying he is lying and that is not what happened.  The 
child lowers his head in shame.  (Cassie by now my heart is pounding as I’m reciting in my head how I am going to say 
what I’m about to say that I just learnt from you yesterday.  This is the perfect scenario so far, almost word for word 
what you trained us.  BUT I COULDN’T MESS IT UP)  

I said, “that must have been really scary.  How did it make you feel?” 

He raised his little eyes and glanced at dad, stood up and as he walked past me to go back into his room he said, “it 
made me feel so sad my eyes did this thing where water came from them”.  He was off in his room.

It was such an uncomfortable awkward silence I just sat there waiting for them to ask me to leave and knew he was 
in big trouble….except that is not at all what happened.  Dad called him back into the room.  The boys eyes were red 
and bloodshot.  He took the little boy on his knee and told him that it made him sad too, but his job was to protect 
him first. They hugged and I felt like I was in the middle of a Hallmark movie. 

He went on to admit to me (really himself) that he has some issues with anger, he was abused as a child and has 
never been to counseling and he doesn’t want that for his family.  Our first goal in the IFSP was for him to call the list 
of numbers I left him to make an appointment.  

I’m sure this was a rare coincidence and they do not always falls so perfectly in place like this, but affirmation felt so 
good I had to share.”
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Trauma 
Screening 
Definition

Designed to be able to be administered to every child within a given 
system (such as child welfare) to determine whether he or she has 
experienced trauma or displays symptoms related to trauma exposure

Screening is often followed by a referral for a more comprehensive 
trauma-informed mental health assessment

Trauma screening should evaluate the presence of two critical 
elements: 

• (1) Exposure to potentially traumatic events/experiences, including 

traumatic loss

• (2) Traumatic stress symptoms/reactions

Is it within your role to:

Screen for traumatic exposure and symptoms?

Talk about trauma with young children?

Have conversations with caregivers about adverse experiences?

Provide trauma intervention individually?

Conduct groups for traumatized children?

Advocate for a trauma-informed lens in meetings?

Provide training and consultation to teachers about trauma?
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Whose Role Is It To Ask About 
Trauma?

• “It’s not my job”              

• “I’m not qualified”             

• “I’m not comfortable”     

• “That’s not my role”

• If you don’t do it, who will? May be that child’s only chance to be 
heard and get help

• May never get to mental health
• Sometimes mental health doesn’t ask

• What message does it send if we don’t ask?

• All of us!

The Pathway to Trauma Healing

Adapted from the Child Welfare Trauma Referral Tool Kit by the NCTSN & Nebraska Babies.

Step #3:
Trauma 
Therapy

Step #2:
Trauma 

Assessmen
t

Step #1:
Trauma 

Screening
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Screening 
Young 
Children

Difficult to screen specifically 
for “trauma symptoms” 

May screen for exposure to 
traumatic events and social 
and emotional difficulties

• Attachment difficulties 
• Mood dysregulation

Screening Measures

55
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Selecting A Measure: Resources

• National Child Traumatic Stress Network 
• www.nctsn.org

• Birth to 5: Watch Me Thrive
• www.acf.hhs.gov/ecd/child-health-development/watch-me-thrive#compendium

• Buros Center for Testing
• http://buros.org

Screening Measures for Young Children

57
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Introducing the 
Questions

• State the purpose, which is a reflection of the 
latest science about children’s learning

• “We believe that all aspects of a child’s well-
being contribute to their success 
academically.”

• Recognize the primary significance of their role
• We know that a child’s parents/caregiver are 

the ones who know them best and are 
responsible for their welfare.  

• Invite a partnership
• Therefore, we are asking for you to partner 

with us in fully understanding your child’s 
history.  

Introducing 
the 
Questions

Introduce the premise of trauma theory: our experiences 
impact our behavior

Invite the caregiver to identify if there have been upsetting 
events rather than point them out yourself (at least initially)

• We ask about this so we can know if there are experiences that have 
been challenging or potentially upsetting for your child that you believe 
may contribute to how he/she is developing and/or behaving.  

Encourage the caregiver to think about their child

Connect the questions to their child’s success at school

• Please share your thoughts about your child so that we can better help 
him/her to learn here at school. 
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Responding to 
Anger, Fear, or 
Defensiveness

• Check in with yourself – don’t be defensive

• Use listening as a tool for change

• Validate

• Allow the caregiver to hold the concern

• Frame benign intentions

• Use reflective language/process

• Focus on safety

Providing a 
Rationale for 
Talking About 
Trauma

It happens more frequently than we would like to believe it does

“Everybody has a story” – life can be hard

Meaning and words calm the amygdala

It can explain challenging behaviors and make them more bearable

It helps to build a connected (integrated) brain

It makes behavior more controllable

It builds insight

It prevents experiences and behaviors from becoming your child’s 
identity

To shield against shame (and blame)
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Introducing a Referral for Further Assessment & 
Intervention

Recognize that the caregiver has valid concerns about their child

Encourage them to think about what might be most supportive for their child and their family is addressing these concerns

Talk about the need for further exploration

Discuss the difference between screening, assessment, and psychological evaluations (if needed)

Acknowledge that it can be scary to seek an assessment for their child and fears they may have associated with reporting their experiences 
and concerns

Talk about what the process may look like

Encourage them to keep “trauma” the focus

Trauma 
Screening 
Rationale: 
The 
Elevator 
Speech

Why are we asking about traumatic 
experiences & impacts?

What is the role of the caregiver?

Statement of partnership

Invitation to reflect on events and impacts

How it is connected to your program

63

64



10/31/2022

33

NCTSN

www.childparentpsychotherapy.com
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Handling Big 
Emotions

Engagement in 
Fundamental 
Regulatory Activities

• Predictable routines
• Body movement
• Sharing hugs
• Talking & learning about 

feelings
• Sleeping well
• Eating Well
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Helping Young Children 
Heal
• NCTSN & the ETTN
• Offers tips to parents on how to help young 

children, toddlers, and preschoolers heal after 
a traumatic event.

• S = safety first
• A = allow expression of feelings
• F = follow your child’s lead
• E = enable your child to tell the story
• T = ties & reconnections
• Y = YOUR CHILD NEEDS YOU!

Acknowledging Grief (Megan Devine)
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Addressing the 
Problem: Examples 
& Exemplars 

Evidence-Based Intervention: Child-
Parent Psychotherapy CPP
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Child Parent Psychotherapy 
(CPP)
• CPP is a attachment-based treatment for young children 

exposed to interpersonal violence that focuses on the 
child-parent interaction and on each partner’s perception 
of the other. 

• “The primary goal of CPP is to support and strengthen the 
relationship between a child and his or her parent (or 
caregiver) as a vehicle for restoring the child’s sense of 
safety, attachment, and appropriate affect and improving 
the child’s cognitive, behavioral, and social functioning” 
(NREPP)

CPP: Basic Elements of the 
Model

• Session duration: 50 sessions
• Session length: 1 to 3 hours weekly
• Broad range of settings
• Includes ongoing consultation specific to 

the model
• Typically does NOT include child-only 

sessions, but often includes caregiver 
sessions (though it is not a substitution for 
individual therapy)
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CPP: Basic Elements of 
the Model
• Relationship-based form of 

intervention focused on parent-child 
interactions and perceptions

• Designed for children under age 7 
years and their caregiver(s) 
exposed to interpersonal violence

• Represents an integration of 
psychoanalysis and attachment theory

CPP: Basic Elements 
of the Model

• Techniques are derived from:
• Developmental theory
• Cognitive-behavior approaches
• Social learning theory

• Employs play, verbal interpretation, 
and behavioral strategies as agents of 
therapeutic change

• Initial and ongoing assessment is 
integral to the approach
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Support for the CPP Model

• Identified as an EBP by NCTSN and NREPP
• National Child Traumatic Stress Network 

(NCTSN)
• http://www.nctsnet.org/

• http://www.nctsnet.org/resources/
topics/treatments-that-
work/promising-practices

• National Registry of Evidence-Based 
Programs and Practices (NREPP)

• http://nrepp.samhsa.gov/

The “Ask Every Child” Initiative
(Post Traumatic Stress Center, Dr. D. R. Johnson)

• Post Traumatic Stress Center in New Haven, CT

• David Read Johnson, PhD

• Proposes a public health model for early detection and prevention

• Why?
• Prevalence of child maltreatment
• Demonstrated negative effects of maltreatment
• Costs associated with addressing maltreatment

• Calls for an urgent need for action

“How may times do we have to hear the same sentence from so many victims, often years after 
their abuse: “If only someone had noticed…if only someone had asked!” (p. 4)
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The “Ask Every Child” Initiative
(Post Traumatic Stress Center, Dr. D. R. Johnson)

• Attempts to prevent the prepetition of abuse 
by asking children frequently and openly 
about their experiences

• Recognizes that children may not report on 
their own

• Often there aren’t overt signs of abuse

Elementary School 
Program

• Miss Kendra’s List

• Red Bead Clubs – “Group 
events where students and 
parents share Miss Kendra 
activities, write letters to 
their families, and celebrate 
overcoming adversity.”

• Stress Reduction Sessions

• After School Support
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OUR MISSION:
Promote a trauma-responsive system of care for 
children and families in New England through the 
provision of high-quality training and consultation 

services to communities.

Trauma-responsive systems enhance equity, wellness, 
and post-traumatic growth with people and systems 

impacted by violence, adversity, and systemic  
oppression

BE THE CHANGE

Partner with Our Team

Licensed Psychologists & Trauma Experts

Cassie Yackley, Psy.D., Director

www.centerforTRPchange.com
www.cassieyackleypsyd.com

cassie.yackley@centerfortrpchange.com
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Under Stress 
We Regress

The Stress Response System 
via Polyvagal Theory (Porges)
1. Ventral vagal parasympathic (safety)

• The default mode of arousal
• “Rest and digest”
• Slows the fear response and allows for 

connection and co-regulation
2. Sympathetic (hyperarousal)

• Danger or play and joy
• Overrides the ventral vagal
• Results in bodily changes (increased heart 

rate, mobilization, rage & panic)
3. Dorsal vagal parasympathetic (hypoarousal)

• Life threat or deep rest and contemplation
• Overrides sympathetic
• Activated by helplessness and 

shame/humiliation
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State 
Dependent 
Functioning
This is your brain on 
fear/stress…

Bruce Perry, MD, PhD

Hierarchy of Brain Function (Bruce Perry, MD, PhD, 2006)
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State Dependent Functioning (Bruce Perry, MD, PhD)

Internal State CALM

Reflect

ALERT

Flock

ALARM

Freeze

FEAR

Flight

TERROR

Fight
Brain Regulating Region NEOCORTEX

Subcortex
SUBCORTEX
Limbic

LIMBIC
Midbrain

MIDBRAIN
Brainstem

BRAINSTEM
Autonomic

Arousal
Continuum

REST VIGILANCE RESISTANCE
Crying

DEFIANCE
Tantrums

AGGRESSION

Dissociative
Continuum

REST AVOIDANCE COMPLIANCE
Robotic

DISSOCIATION
Fetal Rocking

FAINTING

Cognitive Style Abstract Concrete Emotional Reactive Reflexive

Sense of time Extended
Future

Days
Hours

Hours
Minutes

Minutes
Seconds

No Sense
of Time

Brain Region 
Accessibility

Neocortex = 85%
Limbic = 90%
Lower Brain = 10%

Neocortex = 10%
Limbic = 60%
Lower Brain = 60%

Neocortex = 5%
Limbic = 30%
Lower Brain = 85%

Sequence of Engagement (Bruce Perry, MD, PhD)

Am I 
Safe?

Regulate

Relate

Reason                      Reflect

Internal World:
Somatic Input

External World:
Sensory Input
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Disrupted Neurodevelopment
Earlier to Develop – Decreased Plasticity 

• Brain Stem
• ANS functions

• Cerebellum and Diencephalon
• Motor control
• Arousal level

• Limbic System 
• Emotions
• Relationships

• Prefrontal Cortex 
• Executive functions

Disrupted 
Neurodevelopment

(AAP)

Response to Trauma: Bodily Functions 
FUNCTION CENTRAL CAUSE SYMPTOM(S) 

 
Sleep 

 
Stimulation of reticular 
activating system 

1. Difficulty falling asleep 
2. Difficulty staying asleep 
3. Nightmares 

 
 
Eating 

 
Inhibition of satiety 
center, anxiety 

1. Rapid eating 
2. Lack of satiety 
3. Food hoarding 
4. Loss of appetite 

 

 
Toileting 

 
Increased sympathetic 
tone, increased 
catecholamines 

1. Constipation 
2. Encopresis 
3. Enuresis 
4. Regression of 

toileting skills 
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“Neuro-archeology”: History & “Use Dependence”

Cduvtcev1 
Tghngevkxg Eqi pkvkqp 

Ocvj 1 
Uy o dqnke Eqi pkvkqp 

Pqp/Vgtdcn  
Eqi pkvkqp 

Oqf wncvg Tgcevkxkvy1 
Ko r wnukxkvy  

Vgtdcn1Tgcf kpi  Vcnwgu1Dgnkghu 

Ur ggej 1 
Ctvkewncvkqp 

Eqo o wpkecvkqp 
Gzr tguukxg1Tgegr vkxg 

Ugpuqtko qvqt 
Kpvgi tcvkqp 

Ugpug Vko g1Fgncy  
I tcvkhkecvkqp 

Ugnh/Cy ctgpguu1 
Ugnh/Ko ci g 

Eqpetgvg Eqi pkvkqp 

Tgncvkqpcn1 
Cvvcej o gpv 

Cvvwpgo gpv1 
Go r cvj y  

Tgy ctf  Chhgev Tgi wncvkqp1 
Oqqf  

Ruyej qugzwcn Uj qtv/Vgto  Ogo qty1 
Ngctpkpi  

 
 

 
 
 
 
 
 
 
 
 

 

Pgwtqgpf qetkpg1 
J y r qvj cnco ke 

Fkuuqekcvkxg  
Eqpvkpwwo  

Ctqwucn  
Eqpvkpwwo  

Rtko cty  Ugpuqty   
Kpvgi tcvkqp 

Hkpg Oqvqt 
Umknnu 

Hggf kpi 1 
Cr r gvkvg 

Unggr  Eqqtf kpcvkqp1 
Ncti g Oqvqt Hwpev0 

Uwem1Uy cnnqy 1 
I ci  

Cvvgpvkqp1 
Vtcemkpi  

Vgo r gtcvwtg1 
Ogvcdqnkuo  

Gzvtcqewnct  
Gy g Oqxgo gpvu 

Ectf kqxcuewnct1 
CPU 

Cwvqpqo ke 
Tgi wncvkqp 

“How States 
Becomes 
Traits” (Bruce Perry, MD, PhD)

• Persistent states of arousal become 
neutrally-based habits of responding

• “Neurons that fire together, wire 
together”

• Sensitization of the fear response – (a.k.a., 
the “kindling effect”)
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Behavioral 
Manifestations 
of Trauma 
(AAP)

Response to Trauma: Behaviors15,16 

 

CATEGORY 

 
MORE 
COMMON 
WITH 

 

RESPONSE 

MISIDENTIFIED 
AS AND/OR 
COMORBID 
WITH 

Dissociation 
(Dopaminergic) 

• Females 
• Young 

children 
• Ongoing 

trauma/Pain 
• Inability to 

defend self 

• Detachment 
• Numbing 
• Compliance 
• Fantasy 

• Depression 
• ADHD 

Inattentive 
Type 

• Developmental 
delay 

Arousal 
(Adrenergic) 

• Males 
• Older children 
• Witness to 

violence 
• Inability to 

fight or flee 

• Hypervigilance 
• Aggression 
• Anxiety 
• Exaggerated 

response 

• ADHD 
• ODD 
• Conduct 

disorder 
• Bipolar disorder
• Anger 

management 
difficulties 

Post-Traumatic Stress Disorder

A. Exposure to death, violence, injury

B. Intrusion
1. Distressing memories – recurrent, involuntary, intrusive
2. Nightmares
3. Dissociative reactions – flashbacks
4. Intense distress at exposure to reminders
5. Physiological reactions

C. Avoidance – memories, thoughts, feelings, external reminders

D. Negative alterations in cognitions and mood
E. Alterations in arousal – Irritability, recklessness, hyper-vigiliance
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Negative
Cognitive
Triangle

Core Shame
Worthlessness

Persistent and exaggerated 
negative beliefs or expectations 
about oneself, others, or the 
world

Beliefs About
Others:

Not   
Trustworthy

View of the  
World:

Malevolence

Negative Alterations in Cognitions and Mood
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