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Summary

The aim of this paper is to briefly present the current knowledge on the definition of 
relational trauma, place in classifications, prevalence, consequences, and applied therapeutic 
methods. Reports from many countries indicate that in the relationship with adults, usually 
parents, on whom the child is dependent for many years, various forms of abuse may occur, 
related not only to violence, but also to emotional, physical, and intellectual neglect. Behind 
them, the unregistered area of aversive experiences of children who enter adulthood with the 
experience of relational trauma is hidden. These adverse childhood experiences significantly 
affect overall functioning in adulthood. For years, researchers of the phenomenon have been 
paying attention to the existence of a separate diagnosis related to relational trauma. The 11th 
edition of the International Classification of Diseases (ICD-11) introduces a new diagnosis: 
complex post-traumatic stress disorder (Complex PTSD, cPTSD). New methods of therapeutic 
interventions emerge, and the validation of these methods and explanation of the mechanisms 
of action is research work for the coming years.
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He felt his suffering not as a part of himself,
he himself certainly, deep down, remained pure joy.

Czesław Miłosz, The Issa Valley

Trauma, according to international classifications of mental disorders ICD-10 and 
DSM-5, is a mental trauma caused by a violent and stressful event associated with 
a life or health threat or being a witness of such an event. It is not difficult to imagine 
situations which are overwhelming for an individual and go beyond this definition. 
Especially, when this individual is a child who later becomes an adult.

The researchers dealing with the phenomenon of trauma differentiate between 
a trauma associated with a single event from a trauma resulting from early childhood 
traumatic experiences defined as developmental trauma [1] or as relational trauma 
[2]. They introduce the definition of Trauma with a capital T for overstraining single 
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experiences (PTSD, Post Traumatic Stress Disorder) and for a relational trauma the idea 
of trauma with a small t – understood as a bad experience objectively less dominant 
but able to bring about serious results if repeated [3]. From the perspective of an adult 
person these events may seem not meaningful but very often have significant impact 
on the mood of a child, building self-image and the patterns of relationships with the 
world [4]. For instance, the contact with a mentally unstable caregiver, the experience 
of parentification, which is parent – child role reversal when a child observing weak, 
helpless, emotionally unavailable or/and addicted parent takes their role caring for 
a parent or other family members. As well as, demeaning, criticizing, experiencing of 
name calling, verbal threats and unfair punishment [4].

Other researchers indicate type I trauma for single extreme events caused by natural 
disasters, intentional and non-intentional human acts or type II trauma for repetitive 
events, occurring in a close relationship. Type I is described as simple and one-time, 
and type II as chronic and complex [5].

In the literature we may find the term ‘‘childhood trauma’’, also written ‘‘Child-
hood Trauma’’ [6; p. 35]. It is defined according to the suggestion of WHO (1999) as 
‘‘all forms of physical and/or emotional ill-treatment, sexual abuse, neglect or […] 
other exploitation, resulting in actual or potential harm to the child’s health, survival, 
development or dignity in the context of a relationship of responsibility, trust or power” 
[7; p. 8].

This short review indicates that the phenomenon of relational trauma does not 
have a univocal name. This may be associated with dilemmas of a clinical nature in 
terms of specifying and understanding the symptoms of people with complex trauma, 
differentiating them from the symptoms of personality disorders, especially border-
line personality disorder, as well as difficulties in incorporating into social awareness 
thinking about childhood trauma and its consequences.

The place in ICD-10, ICD-11, DSM-IV, DSM-V classifications

Lack of nosological entry for relational trauma is reflected in classification of mental 
disorders. As far as the conceptualization of PTSD does not bring about any doubt, 
the identification and indication of disorders associated with experiences of relational 
trauma is subjected to constant changes. The diagnostic criteria of PTSD have been 
pointed out by the phenomena’s researchers as not containing the full spectrum of 
difficulties of people dealing with experiences of relational trauma. It was confirmed 
that the reaction to traumatic stress goes beyond the symptoms of PTSD, comprising 
of somatization, dissociation and alteration in affect regulation [8].

In the late 80s of the 20th century, Herman [9] outlined the existence of separate 
nosological entity associated with traumatic experiences in childhood and relations 
with child’s caregivers. She called it complex Post-Traumatic Stress Disorder (cPTSD). 
This concept was reflected in the diagnosis coded F62 according to ICD-10: ‘‘enduring 
personality changes, not attributable to brain damage and disease” [10; p. 39], describ-
ing personality and behavioral disorders in adults who endured strong and prolonged 
stress. However, this codification was not accepted by researchers and clinicians, mainly 
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because according to ICD-10 such diagnosis in children or adults who experienced 
trauma in the developmental stage of life is not allowed, as their personality has not 
yet been formed [8].

The next attempt at classification of relational trauma is “disorders of extreme 
stress, not otherwise specified” (DESNOS). DESNOS concept encompasses symptoms 
not contained in PTSD. Six groups of symptoms have been defined [11]:

(1) Alteration in Regulation of Affect and Impulses (A and 1 of B–F required):
A. Affect Regulation
B. Modulation of Anger
C. Self-Destructive
D. Suicidal Preoccupation
E. Difficulty Modulating Sexual Involvement
F. Excessive Risk-taking

(1) Alterations in Attention or Consciousness (A or B required):
A. Amnesia
B. Transient Dissociative Episodes and Depersonalization

(2) Alterations in Self-Perception (Two of A–F required):
A. Ineffectiveness
B. Permanent Damage
C. Guilt and Responsibility
D. Shame
E. Nobody Can Understand
F. Minimizing

(3) Alterations in Relations with Others (One of A–C required)
A. Inability to Trust
B. Revictimization
C. Victimizing Others

(4) Somatization (Two of A–E required):
A. Digestive System
B. Chronic Pain
C. Cardiopulmonary Symptoms
D. Conversion Symptoms
E. Sexual Symptoms

(5) Alterations in Systems of Meaning (A or B required):
A. Despair and Hopelessness
B. Loss of Previously Sustaining Beliefs.

DESNOS was incorporated into DSM-IV. DSM-V does not contain definitions of 
cPTSD nor DESNOS due to insufficient number of studies showcasing their differ-
ences from PTSD [8].

ICD-11 classification introduces diagnosis of “complex post-traumatic stress dis-
order” – cPTSD (6B41) making it a separate from PTSD (6B40) nosological entity. 
cPTSD consists of two groups of symptoms: PTSD and disturbance of self organiza-
tion (DSO) [8].
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According to ICD-11 (2022) PTSD’s diagnostic criteria consist of three groups 
of symptoms:
1. re-experiencing the traumatic event or events in the present in the form of vivid 

intrusive memories, flashbacks, or nightmares;
2. avoidance of thoughts and memories of the event or events, or avoidance of activi-

ties, situations, or people reminiscent of the event(s);
3. persistent perceptions of heightened current threat, for example, as indicated by 

hypervigilance or an enhanced startle reaction to stimuli such as unexpected noises.

cPTSD’s diagnostic criteria comprise of three groups of symptoms from the spec-
trum of self-organization (DSO, disturbance of self organization) causing impairment 
in functioning in personal, familial, social, educational or professional life:

1. problems in affect regulation (emotional lability, difficulty returning to normal 
functioning);

2. beliefs about oneself as diminished, defeated, or worthless, accompanied by feel-
ings of shame, guilt or failure related to the traumatic event;

3. difficulties in sustaining relationships and in feeling close to others.
4. To make diagnosing cPTSD easier, Cloitre and co-workers [12] developed the 

International Trauma Questionnaire (ITQ), which was clinically confirmed [12, 13].

The introduction of relational trauma as a new diagnosis by the World Health 
Organization, is the result of several decades of epidemiological and clinical research. 
They confirmed that adverse childhood experiences may be the basis for the develop-
ment of complex PTSD and personality disorders in adulthood.

The prevalence

Abuse, neglect and maltreatment of children as well as relational trauma caused by 
them is a common problem on a global scale. It is found in countries of high, low and 
medium income [14]. The number of cases is hard to estimate as there is no universal 
system of data collection. Some types of violence are of a hidden or a stigmatizing 
nature or there are differences in their defining [15]. The way to estimate relational 
trauma is to refer to official reports of child abuse and neglect.

In 2020 in Poland [16], 71.5 thousand children were housed in foster care and 12 
thousand were found to be experiencing domestic violence. The report states that 6% of 
interviewed teenagers experienced parental neglect (lack of care and physical neglect).

Another indicator showing the extent of parental neglect and abuse of parental 
power is the number of interventions of court into parental power. In the year 2020, 
2,590 minors, including 1,238 girls and 1,352 boys, were victims of physical or psy-
chological abuse of a minor or a physically dependent person (Article 207 section 1 
of the Criminal Code) [17].

Data from Empowering Children Foundation research [18] suggest that in the 
opinion of Polish people child abuse is common in families. 41% of young people 
faced violence from the hands of adults they were close to.
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A third of respondents (33%) experienced physical violence, and one in five 
respondents – psychological violence. The perpetrators of both kinds of violence 
were most often the victim’s parents. 13% of interviewed schoolchildren witnessed 
domestic violence (between the parents or an adult abusing another child). Seven out 
of ten teenagers (72%) between the ages of 11 to 17 were victims of at least one out 
of seven categories of abuse: violence at the hands of trusted adults, physical neglect, 
witnessing domestic violence, peer violence, burdening sexual experiences, sexual 
abuse, experience of a conventional crime (vandalism, robbery, assault).

Globally the situation is similar. A report conducted in the USA concerning child 
maltreatment [19] shows that in the year 2020 Child Protective Services received 3.1 
million reports of child maltreatment (which makes it 4% of the population). 76.1% of 
children experienced physical neglect, 6.5% – physical maltreatment, 9.4% – sexual 
abuse, and 0.2% were victims of human trafficking for sexual purposes.

WHO’s regional office in Europe reported in 2013 [20] that 18 million children 
in Europe experience sexual harassment, 44 million – physical abuse and 55 million 
– emotional abuse.

Besides the official data, there is the unregistered hidden area of aversive experiences 
of children who enter adulthood with past experiences of relational trauma. A solution in 
preventing and reducing the consequences of adverse childhood experiences in relations 
with their caregivers, usually parents, could be to include families in preventive pro-
grams, support therapies that help build bonds between the parent and the child. Helping 
parents understand their child’s needs, emotions and behaviors, as well as themselves as 
parents. A coherent system of educating social services responsible for creating care and 
upbringing environments would be recommended. Such actions would help to minimize 
the psychosocial and medical costs incurred as a consequence of traumatic development.

Consequences of relational trauma

Neurobiological consequences

The research results indicate that the experience of relational trauma negatively 
influences the development of the central nervous system, causes the disturbance of 
cognitive and affective processes and upsets the nervous system [21, 22]. Prolonged 
childhood trauma induces completely different mental and somatic adaptational reac-
tions than a single traumatic experience in adult life [23]. In aversive situations a child 
experiences helplessness towards the fear or agitation, which upsets their psychological 
potential and emotional stability [24].

From the biological point of view, a stressful situation activates the sympathetic 
nervous system and hypothalamic-pituitary-adrenal axis. When it is a reaction to 
a stressful event – it is an adaptational mechanism, but when there is a situation of 
prolonged stress, and that is when a child suffers from abuse or/and neglect, it leads to 
impairment of numerous physiological processes and hormonal dysregulation. It also 
causes attention deficit hyperactivity disorder [25] as well as symptoms of obsessive-
compulsive disorder [21].
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The authors [21] claim that in terms of affective functioning, aversive experiences 
– chronic stress – lead to reward system causing disorder in dopaminergic transmis-
sion. It may result in two opposing consequences: 1) anhedonic behavior, which might 
increase the risk of mood disorders and 2) compensatory reward-seeking behavior, 
which might increase the risk of maladaptive behaviors, including substance abuse. 
The further consequence of relational trauma is attention selectivity and emotional 
hyperactivity. People with experience of relational trauma react to negative stimuli 
faster than to neutral or positive ones. They have some difficulties in recognizing and 
understanding emotions.

Oversensitivity to nonverbal or negative stimuli as well as emotional hyperactiv-
ity lead to the development of psychopathology in adulthood, including, for example, 
anxiety. Moreover, under the influence of harmful experiences some biochemical 
mechanisms are released leading not only to functional but also anatomical changes. 
The brains of children suffering from relational trauma are smaller, have thinner 
cerebral cortex in the area of temporal and frontal lobes as well as higher amount of 
grey matter in comparison with the children without such an experience [21]. It can 
be assumed, that relational trauma is ‘saved’ in the brain and nervous system, and 
‘frozen’ in the in the body.

Psychological consequences

John Bowlby’s attachment theory explains how the relationship between a caregiver 
and child affects health. Research into attachment patterns has led to identification of 
secure and three insecure attachment styles: anxious-ambivalent, avoidant and disorgan-
ized [26]. Adverse situations in early life, experienced by a child in a relationship with 
a guardian (neglect, rejection, mistreatment, abuse) lead to development of an insecure 
attachment pattern [1, 27, 28], characterized by anxiety, anger, guilt, shame, and harm 
[28]. According to authors [29], disordered attachment patterns mean disordered brain 
development, in which the brain ‘focuses’ on survival instead of developing.

Disturbance of the relationship in childhood and ‘emotional freeze’, which are 
proceeded by experiencing abuse and/or neglect, result in the lack of ability to begin 
relationships, form bonds and feel empathy. Emotional dissonance or unavailability of 
the primary caregiver, mainly the mother, negative feedback given to the child ‘pro-
gram’ their emotional memory [27]. Collecting negative experiences, a child builds 
a negative beliefs about himself, others and the world, for example: “I’m weak, others 
are better, the world is dangerous” and enters adulthood with them. The beliefs start 
functioning autonomously and distort the perception of self, others and the world. They 
distort reality. Individuals, who are not aware of them, start to treat those beliefs as 
facts not as beliefs originating from their relationship with their caregivers. Parental 
“you are” turns into “I am” which cannot be outgrown.

It has been confirmed that there is a strong relationship between repetitive experi-
ences of traumatic character in childhood and affective disorders and identity disorders 
[28]. The consequence of developmental traumas is also alexithymia (“no words for 
emotions”) [27] and dissociation, the ‘side effect’ of which is the disorder of physi-
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cal Self [27]. Traumatized children may perceive mind and body as separate beings. 
Self (mind) stays not incarnated. And ‘Divided Self’ is created [30]. The body is not 
regarded as own, beautiful, worth caring, protection and love. An individual is ‘stuck’ 
in experienced harms, rendings and resentments which determine the quality of their 
life [25].

The person who experienced relational trauma may feel the lack of ontological 
security understood as the sense of being in a particular place and time [25]. In con-
sequence they obscure this lack with information overload, entertainment without 
any intellectual effort, overburdening professional requirements, and drugs. They 
may have some problems with assertiveness, drawing the lines and overreacting. 
They project destructive schemas which leads to transgenerational transmission of 
trauma – – the one in which own psychological traumas are handed down to next 
generations [25]. Adverse childhood experience may result in abusing power as 
an adult towards own children and neglecting children in the way they used to be 
neglected. The victim becomes the executioner and passes violent patterns to next 
generations [31].

It can be said that thinking about themselves in the words of their parents, adult 
children may feel like failures, be filled with a sense of shame, guilt, failure. They 
may compensate negative beliefs with various coping strategies. Develop a false self 
without knowing who they are and where they are going.

It is worth mentioning that attachment to other important adults, e.g., grandparents, 
may have a corrective influence on the experience of traumatic development [32]. 
It can mitigate the negative impact of trauma and improve the ability to resolve the 
effects of trauma in adulthood.

Psychotherapy

Reports from numerous European countries indicate the need to develop a unified 
standard concerning the therapy of trauma [33].

At present prevailing treatments are those applied to post-traumatic stress disorder 
therapy: CBT (Cognitive Behavioral Therapy) and those originating from cognitive-be-
havioral approach: BEPP (Brief Eclectic Psychotherapy for PTSD) [34], PE (Prolonged 
Exposure) [35] and CPT (Cognitive Processing Therapy) [36]. The above-mentioned 
methods focus on the reduction of symptoms and coping with anxiety, avoidance and 
security strategies. Van der Kolk [23] claimed that CBT is not effective enough for 
people with the experience of relational trauma.

Another method is EMDR (Eye Movement Desensitization and Reprocessing) 
and integrating (incorporating) the memories to the line of life [37]. However, a small 
number of studies does not allow to prove its efficacy explicitly [38]. Next method – 
a psychodynamic psychotherapy, contributed to understanding the idea of trauma by 
multidimensional view of personality and it may be indicated in the therapy together 
with other techniques [39].

Treatment of the consequences of relational trauma should differ from treating 
PTSD. PTSD therapy focuses on psychological consequences of traumatic experience 
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and specific traumatic memories. However, the therapy of relational trauma, apart from 
those mentioned above, is supposed to retrieve the ability to control emotions, ability 
to build relationships and help in finding the sense of existence. While looking for 
existential fulfillment [40] it is essential to find the answer to four fundamental ques-
tions concerning meaning of human existence: 1) “I am – can I be here?”, 2) “I am 
alive – do I like this fact?”, 3) “I am myself – may I be like this?” And 4) “Why do 
I live?”, as taking responsibility for oneself with regard to the sense of meaning and 
future. It often happens that the ‘burden of the past’ obscures the present. That is why 
the very crucial element of recovering is consciously existing in the present with ref-
erence to the future and future shape of life, for which one should take responsibility. 
This aspect of relational trauma seems to be especially significant. It nearly always 
turns out that someone looking for help among the other people hoping they will be 
able to steer their life, does not realize their own abilities, competences and resources. 
And these are the keys to finding the existential meaning and taking responsibility 
for one’s life [40].

For relational trauma there is no ‘first-choice treatment’ because it is holistic, mul-
tidimensional and concerns nearly all the areas of human functioning [23]. In practice it 
is advised [23] to go beyond the conversation, to use experimental techniques, breath, 
movement, touch, and action. The therapy should motivate to take responsibility for 
one’s life and talk somebody out of thinking about me as a victim. It should help to 
find the sense of existence and in such a context construct the agency of people with 
the experience of relational trauma.

The techniques such as ‘the third wave’ of CBT – ACT (Acceptance and Com-
mitment Therapy), Schema Therapy, DBT (Dialectical Behavior Therapy), Existential 
Therapy, and SE (Somatic Experiencing) may be helpful while treating relational 
trauma. However, explaining the mechanisms of its functioning and validation of ef-
ficiency is the research for the coming years [23].

The therapy of relational trauma is like the Japanese art of kintsukuroi (golden 
repair). It consists of multi-method, multi-interventions to create an integrated thera-
peutic approach. Japanese art teaches that what has been destroyed and then repaired 
is more valuable than a new thing [41]. In Japanese art, it is repairing broken ceramics 
with gold, and in the therapy – the Self divided by trauma.
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