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Giving Voice to the
Unsayable : Repairing
the Effects of Trauma
in Infancy and Early
Childhood

Alicia F. Lieberman, PhDa,*, PatriciaVan Horn, PhD, JDb

The impact of traumatic events on infants, toddlers, and preschoolers is a well-docu-
mented phenomenon, which, in spite of its gravity, has failed to galvanize the actions
demanded by the scope of the problem, either in terms of clinical attention or in the
form of broad and sustained public policy initiatives. In spite of pervasive evidence
to the contrary, there is a widespread misconception among mental health profes-
sionals and the public at large that young children are immune to trauma, because
they are too cognitively immature to understand, remember, and be affected in other
than transitory ways by acts of violence, accidents, intrusive medical procedures, wit-
nessing accidental injury or death, and other traumatic events. The research on early
trauma establishes conclusively that, although there are marked individual differences
in how children in the first 5 years of life respond to and recover from trauma, they
consistently show negative biologic, emotional, social, and cognitive sequelae after
enduring traumatic events (see1 for a review). This evidence lends particular urgency
to the development, evaluation, and implementation of approaches to prevention and
treatment, which are both empirically supported and can be effectively adapted to
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mental health community programs and other service systems that serve traumatized
children and their families. This article describes the clinical applications and commu-
nity dissemination of child-parent psychotherapy (CPP), a relationship-based trauma
treatment for young children and their families, which has substantial empiric evidence
of efficacy in decreasing symptoms of traumatic stress and restoring young children’s
normative developmental trajectories (see Lieberman and colleagues2 for a review).

EARLY EXPOSURE TO TRAUMATIC EVENTS: A CONTEXTUAL FRAME FOR INTERVENTION

The statistics about the prevalence of traumatic events in early childhood are stag-
gering, yet mental health professionals do not, as a rule, receive training in age-appro-
priate assessment and treatment for children in the birth–5 years age range. There is
a profound gap between the prevalence of early trauma and the recognition of this
phenomenon in the field of mental health. Among abused children, 40% are younger
than 6 years of age.3 Children in the first year of life account for 44% of abuse-related
fatalities, and 78% of the fatalities are children younger than 3 years of age.4,5 Children
younger than 5 years of age are at greater risk of hospitalization and death than older
children as the result of drowning, burns, falls, chocking, and poisoning.6 The imme-
diate postpartum period is particularly vulnerable: one-third of maltreated infants
younger than 1 year are injured in the first week of life.7 Contextual violence is also
prevalent in young children’s environments. Children younger than 5 years of age
are disproportionately represented in homes with domestic violence, and exposure
to domestic violence in the first 6 months of life is a significant predictor of child
neglect through 5 years of age.8,9 Some subgroups are at greater risk than others
as a result of the cumulative effect of numerous risk factors.10 A nationally represen-
tative sample of children aged 2 to 9 years showed that those at highest risk for victim-
ization were in families exposed to multiple stresses, including single-parent and
step-parent households as well as ethnic minority and low-income groups.11

These figures provide a frame for designing assessment and treatment models,
because exposure to traumatic events has grave mental health repercussions for
infants and young children. Clinicians must be prepared to ask specific questions about
trauma exposure to provide appropriate intervention. For example, in a pediatric
sample of 305 children aged 2 to 5 years, 42% of the 2-year-olds and 52.5% of the entire
sample had experienced at least one severe traumatic stressor, and there was a strong
association between the number of traumatic events and the likelihood of an emotional
or behavioral disorder according to the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition (DSM-IV), which was documented in 17.4% of the children.12

The importance of adopting diagnostic criteria specifically geared to the develop-
mental characteristics of infants and toddlers is highlighted by findings that using the
standard DSM-IV criteria yielded a posttraumatic stress disorder (PTSD) diagnosis in
only 13% of severely traumatized infants and toddlers, whereas using developmentally
appropriate alternative criteria led to the diagnosisofPTSD in69% of thesample.13 Using
the same alternative criteria with preschoolers referred to treatment as the result of expo-
sure to domesticviolence andphysical maltreatment, Lieberman andcolleagues14 found
that the diagnosis was met by 45% of the sample. It is important of point out, however,
that children exposed to traumatic stressors may be in need of treatment even in the
absence of a formal diagnosis, because the psychological impact of traumatic events
often derails the child’s normative acquisition of developmental capacities, with long-
term consequences for emotional, social, and cognitive competence.15,16

Assessment and treatment of traumatic stress in young children must be geared to
identifying and addressing environmental risk factors. It is now widely accepted that
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child development is best understood using an ecological-transactional model that
encompasses the biologic characteristics of the child in the context of family, commu-
nity, and cultural protective and risk factors.17,18 For children exposed to chronic sour-
ces of adversity and cumulative traumatic stressors, the combined effect of multiple
risk factors and scarcity of protective resources has far-ranging effects on mental
health and overall functioning.16,19 Contextual factors were identified in the DSM-IV
field trials as having a major effect on the extent of psychological damage. Primary
predictors of the child’s functioning are the child’s age at first traumatization, the
frequency of traumatic experiences, and the extent to which caregivers were impli-
cated in the traumatic event.20 The parents’ psychological status and responsiveness
to the child significantly influence the child’s functioning and ability to recover from the
impact of traumatic events.17,21–23 Unless clinicians are alert to these findings, they
might focus narrowly on the traumatized child’s symptoms and miss the ecological
context that triggers and sustains these symptoms. These findings highlight both
the need for prompt clinical attention to early trauma and the importance of incorpo-
rating the child’s primary caregivers into the treatment.

IDENTIFYING TRAUMATIC STRESS IN INFANCYAND EARLYCHILDHOOD

Assessment and treatment must also attend to how the child’s developmental capac-
ities influence her response to trauma.16,24 The expression of traumatic stress in
infants, toddlers, and preschoolers is shaped by the rapid pace of development in
the first 5 years of life, including the acquisition and consolidation of patterns of attach-
ment, affect regulation, discrete emotions, independent locomotion, and language.
Students of trauma going back to Freud25 pointed out that early trauma involves
a shattering of the young child’s ‘‘protective shield’’ represented by the parents’
care and nurturance. The young child’s developmentally appropriate expectation
that the parent will be available as an effective protector is violated by the experience
of trauma, with possible long-term ramifications for the capacity to place trust in inti-
mate relationships. Fraiberg26 observed that preverbal infants use fighting, freezing,
and avoidance to defend against the overwhelming emotions elicited by perceived
danger. Toddlers in the second year of life may also show aggression against the
parents as perceived aggressors or failed protectors. They may also turn aggression
against the self in an effort to deflect their anger away from the all-important attach-
ment figure who failed to protect them, as shown for example in biting or hitting them-
selves, banging their head, pulling their hair, holding their breath, and engaging in
reckless and self-endangering behavior. These behaviors can be misinterpreted as
expressions of the child’s constitutional regulatory problems in the absence of a clin-
ical lens that incorporates systematic assessment for the possibility of trauma.

Careful clinical observations of very young children have not yet yielded a widely
accepted diagnostic classification relevant to them. In planning assessment and treat-
ment, clinicians should be aware of the finding that the DSM-IV category of PTSD
resulted in a high number of false negatives when applied to young children.13 In an
effort to develop a more useful diagnostic instrument for infancy and early childhood,
the DC: 0-3 classification27 maintained the three PTSD symptom clusters defined in
the DSM IV (reexperiencing, withdrawal, and hyperarousal) but made the category
more relevant to the first 5 years of life by adopting the following changes: (1) calling
the condition traumatic stress disorder to highlight the role of ongoing traumatic
events in the child’s life, such as recurrent physical abuse, sexual abuse, and
domestic violence; (2) including threat to the psychological (not only physical) integrity
of the child or others in the definition of a traumatic event; (3) giving specific examples
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of age-appropriate behavior, such as posttraumatic play, loss of previously acquired
developmental skills, play constriction, and sleeping problems; (4) adding a fourth
cluster comprising symptoms not present before the traumatic event, such as new
fears, somatic symptoms, separation anxiety, aggression, or sexualized behavior;
and (5) requiring that the child display only one symptom in each of the symptom clus-
ters. In its recent revision, DC: 0-3R28 adopted the DSM-IV nomenclature of PTSD to
make the diagnostic language consistent across the age spectrum and opted to cate-
gorize new symptoms as an associated feature of the disorder rather than as a fourth
cluster. Although DC: 0-3R offers clinicians the best available instrument for diagnosis
in infancy and early childhood, the diagnostic criteria will undoubtedly continue to
change as new research data emerge. An example is the current interest in develop-
mental trauma disorder as a distinct diagnostic category to conceptualize the perva-
sive disorganization of core competencies that characterizes the psychiatric effects of
chronic, cumulative trauma.

THE RELATIONAL IMPACT OF TRAUMATIC STRESS

Traumatic events occurring in infancy and early childhood tend to affect every
member of the family regardless of the nature of the event. Accidents such as car colli-
sions, dog bites, falls, burns, and near-drownings occur frequently in the first years of
life and may leave both the child and the parents with enduring fears and anticipatory
anxiety. Adult caregivers may blame themselves or each other for their failure to
protect the child. These emotions may trigger a cascade of changes in the parent-
child relationship, with mutually reinforcing negative feelings and difficulty repairing
lapses in empathy.

Most children and parents recover from these challenges and use the experience to
become more consciously alert to realistic danger. For those who are unable to do so,
the traumatic event can mark a turning point for the worse in their ability to trust them-
selves and each other. The security of attachment may be affected in the aftermath of
trauma, particularly when there is chronic exposure to danger. From this perspective,
patterns of disorganized attachment may be an overlooked expression of the child’s
traumatic stress response, which denotes fear of the parent as the source of maltreat-
ment or uncertainty about the parent’s capacity to protect from danger.29 For
example, when there is family violence, there is a significant relationship between
the child’s traumatic experiences and the mother’s symptoms of PTSD.30 This finding
complements the findings by Scheeringa and Zeanah31 that young children show
higher symptoms of PTSD when they witness their mother being the victim of
domestic violence than when the child himself or herself was the victim of abuse.
Taken together, these two sets of findings suggest that the mother and the young child
are each deeply traumatized by the trauma of the other. This relational impact of child
trauma is the foundation for focusing on the child-parent relationship as the most
expedient vehicle toward the child’s recovery. For traumatized young children, a simul-
taneous clinical focus on attachment issues and on traumatic responses holds the
greatest promise for improvement.

CPPAS A RELATIONSHIP-BASEDAPPROACH TO EARLY TRAUMATREATMENT

CPP is based on the premise that the most effective and long-lasting means of sup-
porting and restoring the mental health of traumatized young children is to enable
the child and the parents to accomplish the following goals:

(1) Create a common language to describe what happened; (2) regulate the over-
whelming affects associated with the experience; (3) enhance the parents’ capacity
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to respond in developmentally appropriate ways to the child’s basic needs for protec-
tion, nurturance, and socialization; and (4) restore trust in the parent’s ability to protect
the child from external and internal danger.32

Clinical focus on the parent-child relationship as the quintessential mutative factor in
treatment for infants and toddlers dates back to the pioneering work of Fraiberg,33

whose careful clinical studies illustrated the intergenerational transmission of psycho-
pathology when the baby becomes the representative of figures from the parent’s past
who were associated with now unrecognized fear, anger, and unfulfilled longings. Frai-
berg created a treatment approach called infant-parent psychotherapy to guide
parents of children aged birth–3 years to the early sources of their conflicted feelings
toward the child, and she stated that as a result of this process, the ‘‘baby is liberated,
as it were, from the distortions and displaced affects which have engulfed him in the
parental neurosis.’’33 Intimate relationships are particularly colored by the metaphor-
ical ‘‘angels in the nursery’’ of having felt unconditionally loved and protected while
growing up34 and the ‘‘ghosts in the nursery’’ of early experiences of loneliness, rejec-
tion, and terror.35,36 The past lives on in a multiplicity of guises, including perceptions
of the present and expectations of the future that carry the imprint of what was already
experienced in the formative stages of one’s life.

The concept of the baby as a transference object who evokes unresolved parental
conflicts is also a core element of trauma-focused CPP. Parental negative attributions
to the child are often the manifestation of a process of projective identification in which
the child becomes the recipient of unconscious wishes, fears, and fantasies that were
rooted in early traumatic experiences but that the parents cannot acknowledge as
a part of their own self. These unconscious processes lead the parent to become
selectively attuned to child behaviors that can be interpreted as confirming the
parent’s attributions. The meanings that the parent attributes to the child become
the substrate for childrearing attitudes and behaviors that bring pressure on the child
to align his or her behavior in conformity to the parent’s attributions.35 Harsh physical
maltreatment and abuse can result when the parent’s negative perceptions are
enacted in outbursts of rage, which may be justified by the parent as efforts to disci-
pline the child.

Clinical Example

A child-mother dyad was referred for treatment after the childcare provider found
bruises on the 15 month-old’s bottom. The child protection worker who investigated
the possibility of abuse described the child as ‘‘out of control,’’ ‘‘impossible to
stop,’’ and ‘‘recklessly throwing himself on the floor and running off’’ when frustrated.
She made a referral for treatment after accepting the mother’s explanation that he was
bruised when he fell while trying to climb on the dining room table to reach his bottle.
During the initial assessment, the mother described her 15-month-old son as ‘‘diabol-
ical,’’ ‘‘impossible to control,’’ ‘‘reckless,’’ and ‘‘suicidal.’’ As she spoke, the child hit
the cat and tried to climb on the windowsill of the family’s fourth-floor apartment.
The mother did nothing to stop the child’s behavior but pointed to it as an example
of the accuracy of her perceptions. As treatment unfolded, this mother described
horrific episodes of maltreatment by her psychotic mother as she was growing up.
In her mind, her son had become the representative both of her ‘‘diabolical’’ mother
and of the repressed self-destructive aspects of herself that were shaped by her
mother’s abuse. The son, in turn, dutifully enacted his mother’s expectations in an
effort to please his mother by becoming the uncontrollable, aggressive, suicidal child
that she was pressuring him to be.
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During a session 1 month into the treatment, the clinician asked the mother whether
she ever found herself doing to her son the same things that her mother had done to
her. The mother at first denied this possibility. The clinician gently persisted, explaining
that her query was prompted by the intense frustration that the mother often showed in
her interactions with the child. Very slowly and hesitantly, the mother disclosed that
she sometimes lost control of herself and could not stop hitting the child, although
she always managed to hit him over his clothes in order not to leave marks. The
bruises that prompted the referral to Child Protective Services occurred when the child
was in the bathtub and started splashing water on the mother’s new cashmere
sweater. The mother had interpreted this behavior as a purposeful effort to ruin her
beautiful new garment and was flooded by a feeling that she was trapped in a relation-
ship with this ‘‘monster’’ who gave her ‘‘no peace.’’ As she spoke, the mother started
crying, and the clinician asked her what the tears meant. The mother said, ‘‘I want to
be a good mother. I don’t want to be a monster like my mother.’’ The equation linking
her own mother, herself, and her child to the identity of the ‘‘monster’’ became clear
and would become a key motif in the treatment that ensued. While the mother
described this event, her son stood at a distance, looking at her with wide eyes and
a sober expression. The clinician said to the mother, ‘‘He is listening very seriously.
What you are saying is very important to him.’’ There was a silence. The clinician
turned to the child and said, ‘‘Your mommy is telling me that she hit you. That is
very scary.’’ The child nodded solemnly, staying firmly in his place. The clinician
added, ‘‘Your mommy doesn’t want to scare you. She is sorry that she hurt you.’’
The child stood still. Turning to the mother, the clinician said, ‘‘Can you tell him that
yourself?.’’ In a shaky voice, the mother told the child that she was sorry that she
hit him and would not do that again. It was notable that the mother and child continued
to keep their distance from each other. The promise of safety was too incipient to be
trusted–either by the mother or by the child.

Child trauma at the hands of the parent, as in this case, often emerges only after
careful observation of the child-parent interactions and exploration of the parent’s
attributions to the child. One of the consequences of uncovering child abuse is that
the clinician is legally mandated to make a referral to Child Protective Services. The
clinician explained this obligation to the mother, who became both angry at the clini-
cian and terrified that the child would be placed in foster care. The clinician told the
mother that, although she could not predict what measures the agency would take,
she would recommend against foster care placement, because the mother had volun-
tarily disclosed that she hit the child and was participating in treatment. The clinician
also suggested that the mother herself make the call to Child Protective Services in the
clinician’s presence and coached the mother in what to say. This approach had
a productive outcome. The mother felt some sense of control by making the call
herself. The child protective worker accepted the clinician’s recommendation against
foster care and instead maintained the case open under a ‘‘family preservation’’ cate-
gory that would enable the worker to visit the family monthly and monitor for abuse
during a period of at least 6 months. Although the mother expressed anger at the clini-
cian for making the referral, she also acknowledged that she felt as if a burden had
been taken off her shoulders as a result of not having to keep secret this deeply
shameful part of herself.

In the treatment of this mother-son dyad, the clinician made extensive use of clinical
strategies that linked the mother’s relentlessly punitive and derogatory treatment of
her child in the present with her own past as a terrified young girl who both internalized
a profound sense of inner badness and was enraged by her mother’s abuse. Her son’s
defiance triggered within her psyche memories of her early helplessness and
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provoked aggression as a desperate effort at self-protection. The child had become, in
the mother’s mind, a new version of this persecutory figure that continued to hound
her and would give her no peace.

Simultaneous attention to the influence of the past and the immediate demands of
the present is one of the hallmarks of psychoanalytic relationship-based interventions
as developed by Fraiberg and colleagues.33,36,37,39 Insight-oriented interventions
need to be supplemented with unstructured developmental guidance when the parent
lacks age-appropriate childrearing information. The clinician helped the mother to
understand the developmental meaning of her son’s moment-to-moment behavior
by explaining the normative motivations and anxieties of the first 2 years of life and
helping her to learn protective responses to the child’s aggression and self-injurious
behavior. The core mutative factor, however, is seen as enabling the parents to correct
their distorted perceptions of the child and to redirect the associated negative affects
to their legitimate original recipients in the parents’ childhood. In this sense, psycho-
analytically oriented CPP is emblematic of Faulkner’s dictum that ‘‘the past is never
dead. It’s not even past.’’38

Therapeutic focus on how the parent’s past affects the child’s trauma experience is
most feasible during the child’s preverbal period, when language, independent loco-
motion, and self-assertion are still incipient and the parents and clinician are not
distracted by the verbal and mobile child’s motivation for individual attention and
active participation.34,40 When the child has acquired language and symbolic skills,
trauma treatment must incorporate the creation of a shared trauma narrative between
child and parent, as described below.

CREATING A SHARED TRAUMA NARRATIVE BETWEEN CHILD AND PARENT

Present trauma and the child’s age are two factors that call for significant clinical
modifications that extend beyond attention to the parental reenactment with the child
of experiences and conflicts from the past. When the child is the victim of traumatic
events in the present, the claims of the parents’ past must give space to accommo-
date the urgent demands of the present circumstances. This is particularly important
after the first year of life, when toddlers and preschoolers can participate actively in the
treatment by verbalizing and playing out their emotional distress. At present, CPP is an
umbrella term that encompasses the age ranges covered by the terms infant-parent
psychotherapy,37,38 toddler-parent psychotherapy,40–43 and preschooler-parent
psychotherapy.44 Trauma treatment for older toddlers and preschoolers involves
a major clinical challenge, because the therapist must attend simultaneously to the
child’s individual experience of the trauma, to the parents’ individual experiences
and how their past is connected to the child’s trauma, and to parental responses to
the child that may alleviate or exacerbate the child’s traumatic response.

As a general rule, trauma-focused CPP with verbal children shifts clinical priorities
away from linking the parent’s past with the child’s present experience of trauma
and becomes more focused on giving the child a safe emotional space to name
and process the traumatic experience. The clinician attends to the moment-to-
moment interactions between parent and child to address the specific emotional
meanings that parent and child have for each other around issues of trust and protec-
tion from danger.

As is the case with preverbal young children, therapeutic sessions are jointly attended
by the parent and the child. When more than one parent needs clinical attention and is
willing to participate in treatment, the format is expanded to include the child and both
parents. Similarly, when siblings are close in age and have clinical needs that can be

Giving Voice to the Unsayable 713



Author's personal copy

addressed simultaneously, two or more children may attend sessions jointly. Treatment
traditionally involves weekly 1-hour sessions lasting approximately 1 year, but these
parameters can vary depending on clinical needs and program resources. Treatment
can be conducted in the home, office, or community settings convenient for the family,
such as childcare center or family resource center. Individual sessions with the parent
are introduced when attention to the parent’s individual experience is necessary to
promote improvement in the child. Individual sessions for parent and/or child may
also be used as adjuncts or substitutes to the joint child-parent sessions when the joint
sessions are not conducive to improvement in the child’s mental health or the parent’s
capacity to provide appropriate caregiving.33

The urge to avoid thinking, feeling, and speaking about the trauma compounds the
clinical challenge of treating traumatized young children who are capable of verbal-
izing the traumatic event or enacting it in play. When the parent gives the child the
implicit or explicit message that the traumatic event must remain a secret—not only
to outsiders but also within the family and within the self—the trauma as an unsayable
event puts the child in the untenable position of ‘‘knowing what you are not supposed
to know and feeling what you are not supposed to feel.’’45 CPP has the goal of making
the trauma knowable and sayable as a shared child-parent experience in which the
parent becomes capable of acknowledging the reality of the events and the legitimacy
of the child’s resulting terror, anger, and broken trust. The emotional connection made
possible by this recognition enables the clinical process to place the trauma in
perspective and to move on to build protection, nurturance, and pleasure in everyday
life. The clinician acts as an emotional translator between child and parent, communi-
cating to the parent the developmental or symbolic meaning of the child’s behavior
and trying to establish bridges between the often discordant developmental agendas
and affective needs of traumatized children and their parents.33 Treatment manuals
are used to organize and clarify the premises of intervention and provide clinical exam-
ples for the use of specific therapeutic modalities.46,47

Treatment begins with an initial assessment that may comprise four or five sessions
and includes individual sessions with the parent(s) to learn about the nature of the trau-
matic event(s), the family circumstances, the psychological functioning of the parents,
and the child’s functioning before the traumatic events and in their aftermath. It is very
useful to administer a trauma-screening inventory, because parents tend to
consciously or unconsciously omit or minimize the traumatic experiences endured
by the child. The sessions with the parent also provide an opportunity to plan how
the parent will explain to the child the reasons for the treatment. In this process, the
clinician models for the parent a way of talking about the trauma directly but tactfully,
using words that the child can understand. The child usually joins the assessment
process in the third session. When there is reason for concern about the child’s cogni-
tive functioning, a structured cognitive assessment is conducted. Alternatively, the
session involves unstructured play with a combination of toys that are evocative of
the specific traumatic event (eg, ambulance, police car, doctor’s kit, a family of dolls
matching the family’s composition and ethnicity), wild and farm animals, and toys
associated with nurturing (eg, kitchen set). Early in the session, the clinician asks
the child whether the parent explained the reason for the session and corroborates
the parent’s explanation. For example, the clinician might say, ‘‘Your mom told me
that you got very scared when you saw your dad hitting her, and now you are sad
and angry because he does not live with you any more.’’ This description of the trau-
matic circumstances is followed by an explanation that the mother is bringing the child
to treatment as a way of helping with the feelings and behaviors that are troubling the
child. From the beginning, the clinician normalizes the negative feelings created by the
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traumatic events and instills hope that the child and the parent will together find ways
to feel better.

CPP intervention modalities include the following: (1) using play, physical contact,
and language to help regulate the expression of affects associated with stress and
trauma and promote developmental progress; (2) unstructured, reflective develop-
mental guidance; (3) modeling protective behavior; (4) insight-oriented interpretation;
(5) addressing traumatic reminders; (6) retrieving and creating benevolent memories;
(7) emotional support; and (8) attention to reality through crisis intervention, case
management, and concrete assistance. Through the use of these modalities, the ther-
apist cultivates during the sessions an emotional climate in which frightening memo-
ries can be retrieved safely and painful affect can be tolerated, because there is
understanding and support.

Clinical Example

A father and his 4-year-old daughter were referred for treatment by Family Court after
the child witnessed the father hitting his wife, who was also the child’s stepmother.
The child had become sad and withdrawn, started wetting the bed at night, and
woke up crying several times every night. The preschool teacher reported that she
seemed preoccupied and listless and had started calling her peers by abusive names.
The father had acknowledged the incident, which he justified as the result of excessive
drinking. He agreed to the Court’s stipulation that he participate in treatment for
alcohol abuse, anger management, and CPP. During the initial assessment, the father
and clinician planned how he would explain to the child the reason for the treatment.
The father spontaneously came up with the idea that he would tell the child that he had
made a bad mistake when he hit his wife, that he was drinking too much, and that he
was trying hard to learn not to hit, because he wanted everybody in the family to be
safe.

In the initial session following the assessment, the father started out by saying that
they had had a very nice week and everything was going fine. The clinician turned to
the child and said, ‘‘Daddy told me the other day that a lot of things happened in your
family.’’ The child nodded and said, ‘‘Daddy went to jail on Saturday.’’ Surprised, the
clinician asked, ‘‘How come?’’ The child answered, ‘‘He was beating up my brother.’’
(This brother was the 14-year-old son of the stepmother). The clinician responded,
‘‘That is very scary!’’ The child nodded in agreement and added, ‘‘I was scared. My
stomach hurt. And daddy was mean because my cousin was crying and daddy yelled
at him and told him he was a crybaby.’’ The clinician looked questioningly at the father,
who turned to the child and said, ‘‘I am sorry I did that.’’ The clinician asked what
happened. There was a silence, which was interrupted by the child saying, ‘‘Daddy
was drinking.’’ The clinician replied, ‘‘It sounds like daddy becomes mean when he
drinks. How do you feel when that happens?’’ The child answered, ‘‘I feel sad.’’ The
therapist answered, ‘‘Yes, I can understand that. It is sad that you have to worry so
much because daddy drinks and gets angry. It makes you cry even at night when
you are sleeping.’’ The father told the child, ‘‘I am very sorry I made you sad. Your
brother and I were texting each other and I apologized to him. I am sorry I was
mean. Will you accept my apology?’’ The child nodded and asked to play with the
jail toys. She found a doll to represent the father and set up the jail while the father
spoke to the therapist, giving her the business card for the social worker who had
been assigned to the case. He then turned to the child and said, ‘‘The social worker
told me that drinking is a sickness. I have to get well, and I am going to a class to
help me get better.’’ The child nodded and started playing with the jail. She took the
father doll, put its arms behind its back, and said, ‘‘This is what the policeman did
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to daddy.’’ The father took the doll and put it in the jail cell, saying, ‘‘And then this is
what happened. They put me in a little room like this and I stayed there all night.’’
The therapist asked, ‘‘How were you feeling then?’’ The father looked at the child
and said, ‘‘I was thinking that I really missed my kids. I missed your brother, I missed
you, and I missed mommy.’’ The child said, ‘‘Daddy told the policemen that they
smelled like pigs.’’ The therapist asked the child if she knew what that meant. The child
answered, ‘‘No, but I don’t think that it’s very nice.’’ The father looked sheepish. The
child added, ‘‘And then daddy got in trouble at church. He grabbed the pastor’s shirt.’’
The father explained that he had gotten angry when the pastor told him not to drink
and grabbed his shirt; the pastor asked him to leave and not come back until he could
talk without becoming aggressive. The therapist asked what happened then. The
father said that his wife and the children were very upset about what happened in
church, and he had called the pastor and apologized. Turning to the child, the therapist
said, ‘‘It sounds like everyone gets sad and upset when daddy drinks and gets mean.
What can we do to get rid of mean daddy?’’ The child said, ‘‘No, we can’t get rid of
daddy.’’ The therapist answered, ‘‘No, we won’t get rid of the nice daddy. That is
the daddy who is sitting here. But there is also a mean daddy who scares you and
makes everybody sad.’’ The child answered, ‘‘There is only one daddy.’’ The therapist,
realizing that the child was right, answered, ‘‘Yes, you are right. There is only one
daddy. He sometimes is nice and sometimes is mean.’’ The child nodded. The father
looked very embarrassed. The therapist added, ‘‘It sounds like daddy gets very mean
and scary when he drinks.’’ The child nodded. She then asked to play with the play
dough, and father and child spent the rest of the session making play dough figures
that represented the family members. At the end of the session, the therapist said,
‘‘You talked about really important things today.’’ The father said, ‘‘I have a lot of
homework to do.’’ The clinician agreed and turned to the child saying, ‘‘Your dad is
telling us that he really heard what you were saying.’’ The child gave a little smile
and took the father’s hand as they left the room.

This session illustrates the extraordinary ability of young children to describe in
detail frightening events when they are given permission to do so. One strength of
this father was his ability to listen to his child and to show remorse, although he
was somewhat facile in his contrition. The session also illustrates a potential pitfall
of treatment when the therapist wants to offer simplistic solutions, as when she talked
about ‘‘getting rid’’ of the ‘‘mean daddy.’’ The child’s refusal to go along with this
untenable plan led the therapist to a more accurate (if sadder) acknowledgment that
the same father held two mutually incompatible facets and needed to be accountable
for the frighteningly aggressive parts of himself. This initial session laid the foundation
for a clear-eyed focus on the challenges that he faced in living up to the promise of
recovery that he made to his daughter.

EMPIRICAL EVIDENCEOF EFFICACY

CPP efficacy has been documented in five separate randomized, control trials with
high-risk infants, toddlers, and preschoolers. The samples include anxiously attached
toddlers of newly immigrated Latina mothers with histories of exposure to violence,48

toddlers of middle-class depressed mothers,42 maltreated infants in the child welfare
system,49 maltreated preschoolers in the child welfare system,44 and preschoolers
who witnessed domestic violence against the mother in addition to other violence-
related traumatic stressors.14 Outcome findings include reductions in child and
maternal psychiatric symptoms; more positive child attributions of parents, them-
selves, and relationships; improvement in quality of child-mother relationship and
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measures of security of attachment; and improvements in child cognitive functioning.
CPP is currently under review by the Substance Abuse and Mental Health Services
Administration for inclusion in the National Registry of Evidence-based Practices.

SUMMARY

The treatment of traumatic stress in infants and young children calls for careful evalua-
tion of the individual manifestations of the child’s traumatic response and the family and
environmental factors involved. Acknowledging the concrete reality and emotional
sequelae of the trauma is the primary building block of treatment. The capacity of chil-
dren and parents to tolerate talking and playing about the trauma varies widely. Some
children are confidently ready to speak about what happened; others take a long time to
do so. Similarly, parents vary widely in their ability to open themselves to their child’s
emotional experience. Although clinical timing and tone are always important in thera-
peutic interventions, therapists working with traumatized young children should culti-
vate a readiness to speak about the trauma using manageable words that address
the concrete characteristics of the traumatic event in ways that the child can under-
stand. The therapist’s courage in giving voice to previously unspeakable experiences
enables the child and the parent to give themselves and each other permission to
know what must be known and to feel what is legitimate to feel.
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