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ABSTRACT

This paper presents ﬁndings from research investigating trauma
symptomization in children with prior trauma experiences from
intact families (n D 32) compared with those from non-intact
families (n D 32). Using a mixed method approach, a ﬁle audit of
an Australian child/youth mental health service database was
undertaken. Statistical analysis identiﬁed a signiﬁcant relationship
(p D < 0.05) of high numbers of trauma symptoms (NTS) for
children from non-intact families, and low NTS for children
from intact families. This ﬁnding indicates that children from
intact families manage trauma better in terms of reduced
symptomization. Other key patterns of relationship were
identiﬁed and implications for systemic practice explored.

Introduction
Experiences of trauma for children not only cause distress to affected individuals but
create ongoing complications that are associated with a family’s capacity to achieve
reasonable functionality (Briere & Lanktree, 2012; National Child Traumatic Stress
Network, 2014). Traumatized children often struggle emotionally with the affects of
trauma leading to long-term and complex mental health disorders that burden families and communities, social welfare and health systems (Davis, Martin, Kosky, &
O’Hanlon, 2000). This paper reports on a mixed method investigation, which
explored family constellation factors that impact on children’s experiences and
symptomization following trauma experiences. The investigation sought to identify
factors that correlate with lower symptomization in order to guide systemic practice
for families with trauma presentations and, in the long term, promote better mental
health outcomes and optimize service delivery to this population.
This investigation sought to answer two questions: Research question A, which is,
do intact families, where biological parents and their biological under 16-year-old
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children live together, exhibit different levels of trauma symptomization than
children and youth from families that are non-intact? and, Research question B,
which is, what implications can be drawn from the ﬁndings of the ﬁrst research
question for the best practice of family therapy that addresses trauma?
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Background
Trauma has profound impacts on the brain development of children (Cook et al.,
2005; Spates, Samaraweera, Plaisier, Souza, & Otsui, 2007). Heavily traumatized
individuals normally experience automatically generated defensive operations that
involve a complex cascade of brain and body system recruitments (Briere &
Lanktree, 2012; Spates et al., 2007; Stein & Kendall, 2004). These present in a
unique conﬁguration of three hyperarousal, avoidance and numbing, and
re-experiencing symptoms (Blake et al., 1995; Bryant, Moulds, & Guthrie, 2000;
Tarren-Sweeney, 2013). These responses create a range of functioning issues for
traumatized individuals that vary from minimal to pervasive (Abbassi & Aslinia,
2010; Berson & Baggerly, 2009; Briere & Lanktree, 2012; Cook et al., 2005; Hanney
& Kozlowska, 2002; Spates et al., 2007; Stein & Kendall, 2004). From a family therapy perspective which is fundamentally non-pathologizing, individuals may be
seen as exhibiting symptomatic behavior that is functionally responsive to the
underlying structures, rules or stories held within their social systems. It views
trauma as a unique set of interactive coping symptomizations responsive to
individual contexts that may have long term developmental health impacts
(MacKinnon, 2012).
McDermott (2011) indicates that early trauma events precipitate abnormal
development by interrupting developmental continuity, leading to functional
impairment that engenders more pervasive impairment across the lifespan.
Trauma emerging in infancy or childhood is considered signiﬁcant in shaping the
architecture of the brain, and in inﬂuencing the onset of mental illness later in life
(Arseneault et al., 2011; Powell, Cooper, Hoffman, & Marvin, 2014). Traumatic
stress precipitates a chemical imbalance in children which manifests in dysfunctions of learning, memory, behavior and emotions, and may ultimately lead to
negative alterations in personality development (Spates et al., 2007).
Family therapy conceptualizations mirror general trauma theory in understanding trauma experiences as having a profound impact on the developmental and
mental health trajectories of young people (Hanney & Kozlowska, 2002; James &
MacKinnon, 2012). However, systemic approaches also position the family
centrally in supporting affected family members and in helping them address
trauma and resolve its symptoms. While families may sometimes be the cause of
trauma for children they are also seen as having the capacity to support traumatized members and bring healing (Diamond, Levy, & Diamond, 2014; James &
MacKinnon, 2012). According to Cook et al.’s (2005) analysis, the response of a
child’s support system is perhaps the most important factor in determining their
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long-term mental health outcomes. However, it is suggested that this may be signiﬁcantly disrupted if parents separate and psychologically distant parent-child
relationships develop (Taanila, Laitinen, Moilanen, & Jarvelin, 2002).
Research relating to family structure and trauma suggests a signiﬁcant association between post-separation family structure, particularly in relation to quality of
co-parenting relationship, and mental and physical health and behavior issues
(Abelsohn & Saayman, 1991; Hardesty et al., 2012). Children with divorced or separated parents are found to score lower on emotional, behavioral, social, health,
and academic outcomes, exhibiting twice the level of difﬁculty in adjustment and
socialization compared with those from married or intact families (Amato, 2010;
Kelly, 2006). Constellation shifts in the ﬁrst ﬁve years (Irving, Benjamin, & Troche,
1984; Ryan, Markowitz, & Claessens, 2015) and loss of broader supportive family
systems through family separation (Ahrons, 2006) are found to impact on children’s adjustment, development, and psychosocial outcomes, while high-quality
parenting facilitates adaptive coping and trauma recovery (Cook et al., 2005; Velez,
Wolchik, Tein, & Sandler, 2011).
Age of children, quality of parenting and economic factors are identiﬁed as relevant to the adjustment of younger family members, however, little is yet understood about the impact of other family constellation-related factors on children
and young people’s trauma symptomization. The investigation examined in this
paper sought to identify, for children who show evidence of trauma symptoms, the
patterns of relationship between factors associated with family constellation and
therapeutic intervention, and to make recommendations for best family therapy
practice based on these.

Method
In order to investigate phenomena associated with the ﬁrst research question,
a mixed methods approach was used to conduct a ﬁle audit investigation and
analysis. To elicit data of interest a client ﬁle audit was conducted at an Australian Child and Youth Mental Health Service (CYMHS). CYMHS is a state
government funded acute care mental health service which uses a multidisciplinary approach to provide mental health care services to children and youth
who are self-referred or referred through primary services including hospitals,
general practitioners, and school guidance ofﬁcers. Through the use of the
CYMHS client ﬁle data base, Consumer Integrated Mental Health Applications
(CIMHA), phenomena of interest were explored, including: client-identiﬁed
gender and age grouping; family constellation (intact or non-intact); number
of biologically related under 16-year-old children living in client’s family
home/s; number of biological-related under 16-year-old children living out of
client’s family home/s; prior or current parental or immediate family mental
illness; number of family constellation changes over client’s lifetime; age of client at time of ﬁrst family separation; types of intervention utilized (therapeutic
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or other); numerical Child’s Global Assessment Scale ratings; client’s International Client Diagnosis Manual 10 (ICDM10) diagnoses; and trauma symptom
rating (using an exploratory measure). These factors were examined using
quantitative methods to elicit differences between cohorts. The number of
trauma symptoms (NTS) were estimated using an adapted exploratory measure derived from categories of empirical trauma measures. An exploratory
symptom measure was developed for the purpose of identifying NTS identiﬁable in clients’ case ﬁle notes. Categories from empirically validated trauma
scales were used to develop a 17-item exploratory symptom measure. Empirical measure categories focused on three key dimensions of trauma symptomization: hyperarousal, avoidance and numbing, and re-experiencing. These
were drawn from the Acute Stress Disorder Scale (Bryant et al., 2000),
Clinician-Administered PTSD Scale for DSM IV (Blake et al., 1995), Assessment Checklist for Children, and Assessment Checklist for Adolescents
(Tarren-Sweeney, 2013). Qualitative evidence from client ﬁles was identiﬁed,
which related to the three trauma symptom categories and the NTS identiﬁed
was converted to a raw numeric score (out of 17). To verify the utility of the
measure and the reliability of qualitative data collection, an expert panel was
formed, incorporating the principal researcher, a senior psychologist, a senior
social worker and a psychiatrist who have extensive experience with child and
youth trauma.
File audit sampling procedures were applied, converging CYMHS client
data from Logan City regions given the prevalence of vulnerable families
located in these areas (Australian Bureau of Statistics, 2012). Exclusion criteria
were: clients identiﬁed as having a diagnosed intellectual disability; clients
who have had no trauma experiences; and clients living in foster care placements. The number of client ﬁles included was 64. Clients were matched
across two cohorts: children from intact families (where under 16 year old
children lived with their biological parents) (n D 32); and those from nonintact families (n D 32). Within-group clusters were matched across four age/
developmental stage groupings and randomized within clusters (Adler &
Clark, 2011), including: 3–5 years (early childhood), 6–11 years (middle childhood), 12–14 years (pubescence), and 15–18 years (adolescence) (McGoldrick,
Carter, & Garcia-Preto, 2013). Age/developmental stage clusters and gender
were matched in client number across cohorts (n D 4).
Data relating to the two cohorts was analyzed for identiﬁable patterns. Findings
were coded and analyzed using SPSS 22.0 (2013), through a cross comparison of
data sets using nonparametric testing techniques. Descriptive statistics were
reported with between-group differences assessed using Fisher’s exact test.
In order to address the second research question, ﬁndings from the ﬁle audit
component were explored and implications for family therapy practice presented.
These were examined against contemporary literature focusing on best family therapy practice where trauma is a presenting concern.
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Results
Quantitative results from the study using nonparametric testing yielded one significant ﬁnding and a number of patterns of interest. Fisher’s exact tests were conducted on a range of variable combinations to determine patterns of relationship
between family constellation and other phenomena of interest including: NTS
identiﬁed; number of children living in client’s family home/s; number of children
living out of client’s family home/s; immediate or extended family mental illness
history; number of family constellation changes over clients’ lifetime; age of clients
at time of ﬁrst family separation; and, number of therapeutic sessions clients
engaged in.
Table 1 shows ﬁndings from Fisher’s exact test which indicates differences
between NTS for intact and non-intact family constellations, indicating a distinct
difference between the two variables with a signiﬁcance level of p D < 0.05 (df D
1, n D 64). It was found that 88% of children from intact families had a NTS
between 4 and 10, and 12% had a NTS between 11 and 15. This contrasted to the
non-intact family group where 68% of the cohort had a NTS between 4 and 10 and
32% had a NTS between 11 and 15.
Table 2 provides a crosstabulation summary indicating a pattern of relationship
between variables, NTS and the number of therapeutic sessions. Results indicated
that children with a larger NTS had more therapeutic sessions than children with a
smaller NTS, although it failed to reach a level of signiﬁcance using Fisher’s exact
test. Further, 53% of clients from intact families were found to have had 0–6 therapeutic sessions with 47% having 7 or more sessions. This contrasts with children
from non-intact families where 28% of the cohort were found to have 0–6 therapeutic sessions, with 72% of clients having 7 or more sessions.
Other patterns of relationship between variables were indicated by Fisher’s exact
test and crosstabulation but did not reach levels of signiﬁcance. The three ﬁndings
that warrant attention are presented below.
Table 3 summarizes the relationships for non-intact families between NTS and
age of clients when their parents separated. It indicates that when children were
between 0 and 5 years at the time of parental separation, 59% of children had a
NTS between 11 and 15, compared to 41% who were identiﬁed as having 4–10
trauma symptoms. However, this difference is less signiﬁcant than for clients
whose parents separated when they were 6–18 years, where NTS is between 4 and
10 in 10% of cases and between 11 and 15 in 90% of cases.
Table 1. Relationship between number of trauma symptoms for intact and non-intact families.
Family constellation

No. of trauma symptoms

4–10
11–15
Total

Intact

Non-intact

Total

28
4
32

10
22
32

38
26
64
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Table 2. Relationship between number of trauma symptoms and number of therapeutic sessions.
Number of therapeutic sessions

No. of trauma symptoms

0–6 sessions

D or > 7 sessions

Total

19
7
26

19
19
38

38
26
64

4–10
11–15
Total

Table 3. Relationship between number of trauma symptoms and age of client at the time of ﬁrst
parental separation (non-intact families only).
Age of client at parental separation
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0–5 years
No. of trauma symptoms

4–10
11–15
Total

6–18 years

Total

1
9
10

10
22
32

9
13
22

Table 4 depicts crosstabulation between NTS and number of children living at
home and number of children not living at home. It indicates that NTS was varied
between intact and non-intact families on this dimension. For children from intact
families, where n D 1–2 or 3 and more of children are living at home, NTS ratings
were between 4 and 10 in 85–88% of cases. For children from non-intact families,
where n D 1–2 or 3 and more of children are living at home, NTS ratings are between
11 and 15 in 65–78% of cases. Eight percent of the non-intact family cohort has 1 or 2
children not living at home, of whom 80% exhibit a NTS between 11 and 15.
Table 5 depicts the relationship between NTS exhibited by clients and family
members of clients who have a mental illness. Fifty-two percent of clients whose
Table 4. Relationship between number of trauma symptoms and number of children living at
home/number of children not living at home for intact and non-intact families.
No. of children
not at home

No. of children living at home
Intact families
No. of children
No. of trauma
symptoms

4–10
11–15
Total

D or > 3
11
2
13

1–2
17
2
19

Non-intact families

Non-intact families

D or > 3
2
7
9

1–2
8
15
23

1–2
1
4
5

Table 5. Relationship between number of trauma symptoms and family member/s mentally ill.
Family member/s with a mental illness

No. trauma
symptoms

4–10
11–15
Total

Paternal or maternal
extended family

Nuclear (immediate)
family

Nuclear family and
extended family

Total

7
4
11

15
15
30

13
4
17

35
23
58
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case notes reported a within-family mental illness, had one or more mentally ill
immediate family members. Within this group, 50% had a NTS rating of 4–10 and
the remaining 50% had a rating of 11–15. Twenty-nine percent of clients whose
case notes reported a within-family mental illness, identiﬁed both immediate family members with a mental illness and a maternal or paternal family history of
mental illness. Seventy-six percent of those reported a NTS rating of 4–10, and
19% reported a NTS rating of 11–15. For the smallest number of clients, comprising 19% of those whose case notes reported a within-family mental illness, only a
maternal or paternal family history of mental illness was identiﬁed. Of these, 64%
had NTS ratings between 4 and 10, and 36% had NTS ratings between 11 and 15.
For the quantitative component of the study a number of key implications for
systemic practice are identiﬁed. The ﬁrst implication for therapeutic practice is
that, since children whose parents and siblings remain together manage trauma
experiences better, intact families should be supported to remain intact where
appropriate to retain the inherent protective qualities this status affords. A corollary ﬁnding to this is that separating parents should be supported in a mediated
process to negotiate low-conﬂict divorce with maximal shared parental involvement with children, and facilitated access to nuanced nurture imparted from biological parents. A third signiﬁcant implication for practice is that early intensive
support for whole families should be offered where a nuclear family exhibits mental illness to arrest the development of further familial mental health issues. Efﬁcacious systemic approaches for trauma presentations that comply with these
guidelines are explored in the following section.

Discussion
In answering the investigation’s ﬁrst research question, the ﬁndings of the study indicate that children from intact families exhibit a signiﬁcantly lower NTS than children
from families that are non-intact. This ﬁnding may be limited to similar populations
where there is existing evidence of exposure to traumatagenic experiences and where
clients comprise a similar lower SES grouping, placing them at a higher risk of developing mental health concerns as adults (Australian Bureau of Statistics, 2014). More
importantly, in the debate regarding outcomes for youth and children whose parents
separate, this ﬁnding lends support for the argument that children whose parents
stay together are less symptomatizing. This may be due to more effective management of trauma experiences, or greater inherent resilience to the impacts of trauma,
or possible other unspeciﬁed factors warranting investigation.
This initial ﬁnding is supported by the corollary ﬁnding, though not statistically
signiﬁcant, that regardless of their age at the time of separation, children whose
parents separate exhibit a higher NTS. This supports research by Amato (2010)
and Kelly (2006) which indicate that children who have divorced or separated
parents score lower on emotional, behavioral, social, health, and academic outcomes. A further ﬁndings from this study is that children whose parents separated
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when they were between ages of 6 and 17 exhibited a higher NTS than children
aged between 0 and 5 at the time of parental separation. This challenges the dominant perspective expressed in current literature that parental separation inﬂuences
children’s adjustment most when it occurs during the ﬁrst ﬁve years of a child’s
life (Ryan et al., 2015), however, the limited sample size of the study may have
skewed ﬁndings in this part of the investigation.
A comparison of NTS for children living at home (biologically related and
under 16 years) with NTS for children living away from home, yielded a ﬁnding
that trauma symptoms are lower for children whose siblings remain at home.
However, this is seen as more accurately reﬂecting the general trend of difference
in this study between intact and non-intact families rather than suggesting a separate relationship between these variables. The ﬁnding that children from nonintact families who had siblings not living at home exhibited a higher NTS may
indicate a relationship between trauma symptomization and the absence of protective family members. This assertion is spurious given the small representative
number of this group (n D 5) but may warrant further investigation to create a
clearer understanding of family protective factors and trauma resilience.
The investigation identiﬁed a high percentage of clients (50%) with a high NTS
(11–15 symptoms) from families where other nuclear family members had a mental illness. While this group had equal numbers (50%) exhibiting a low NTS (4–10
symptoms), the ﬁnding of interest is a pattern of relationship between a high NTS
and nuclear family members experiencing a mental illness. This may be seen as
supporting ﬁndings in the literature that when families experience major stresses,
there is an increased likelihood of mental health issues emerging in individuals.
Such stressors are suggested in the literature to include parent marital status, marital conﬂict, family size, poor parenting skills, parental psychopathology, alcoholism
or drug use, exposure to negative family events including bereavement, family separation, trauma and family illness; importantly, children who are burdened by
existing traumatization are especially vulnerable to retraumatization (Ahrons,
2006; Berson & Baggerly, 2009; Spence, 2000).
In terms of therapeutic sessions conducted with clients, though therapy may have
been ongoing for some, there was a clear pattern of difference between the number
of sessions for clients from intact families compared with the number of sessions
for clients from non-intact families. The cutoff of 6 sessions was used, reﬂecting
Australian government policy for the number of funded therapy sessions under current mental health care plans (Australian Government Department of Health &
Ageing, 2012). While 54% of clients from intact families had 6 or fewer therapeutic
sessions, 72% of clients from non-intact families had 7 or more therapeutic sessions.
The need for ongoing or extensive therapy for clients who have experiences of
trauma may be rationalized in a range of ways. However, this ﬁnding can be seen as
supporting current literature which highlights that children with divorced or separated parents exhibit twice the level of difﬁculty in adjustment and socialization
when compared to those from married or intact families (Amato, 2010; Kelly, 2006).
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Implications of ﬁndings for systemic practice: Family constellation and
best practice for systemic therapy where trauma is a presenting feature
In answering the second research question, a range of implications can be drawn
from the investigation ﬁndings for the best practice of family therapy that
addresses trauma. Study ﬁndings indicate that children with experiences of trauma
who are from intact families exhibit lower NTS, thus family therapy practices supporting intact family structures where children have experienced trauma are considered important. In addition, family therapy approaches that facilitate healthier
divorce and separation processes as a culturally unscheduled event are also considered highly relevant, mostly in terms of preventing further vicarious trauma
(Ahrons & Rodgers, 1987). While intact families may circumvent a range of difﬁcult transition points that family separation and divorce presents, positive interactions between family members can support and nurture positive relationships and
health outcomes for all family constellations (Ahrons, 2013; Davis et al., 2000).
The decision for parents to end their relationship is generally more difﬁcult and
prolonged than their decision to partner (Ahrons, 2013). Therefore, there may be
many points of support or intervention where family therapists can work to reafﬁrm the continuation of a parents’ relationship if the couple is willing to seek therapy. However, this raises ethical concerns in relation to the role of the therapist
and their ﬁdelity to clients’ agendas. Perhaps the most ethical place to reafﬁrm
intact families is in couples work, where family therapists support couples in their
journey either towards healing and strengthening or towards constructively dissolving their relationship. In helping couples resolve interactional issues and
impasses, systemic therapists may support families to remain uniﬁed (Scheinkman
& Fishbane, 2004). Ongoing domestic violence and abuse constitute an untenable
context for supporting family uniﬁcation therapeutically. However, where relationships may be supported into more healthy function, therapeutic processes may
promote couple and family strength and cohesion which supports implications
from ﬁndings of this study.
While the study identiﬁed that intact families support reduced symptomization
in traumatized children, the importance of family therapists providing mediation
between couples who are separating or divorcing cannot be understated (Amato,
2010; Kelly, 2006). Parents in conﬂictual co-parenting arrangements are at high
risk of being emotionally disengaged from their children and unable to focus on
their needs (Kelly, 2006). Not only is ongoing parental conﬂict a further source of
stress for already traumatized children, trauma is a well-documented by-product
of highly conﬂictual separations (van Lawick & Visser, 2015). In terms of family
mediation, of relevance to this study are reﬂexive interventions that promote a climate conducive to mutual decision-making, supporting families who are separating by facilitating ongoing helpful collaboration in family matters (Kressel &
Deutsch, 1977). Interventions that support parental collaboration for separating
families may reduce conﬂict where family separation is unavoidable. In so doing
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they may preserving some of the qualities that intact families retain which assist
them in maintaining low symptomization for traumatized children.
Attachment theory-based systemic approaches are considered salient trauma
therapy practice, which complies with implications for ﬁndings of this study, particularly where trauma is relational. They support family system functioning
through reinforcing vulnerable parent-child relationships with ripple-effect gains
across whole families. Holding the child’s primary attachment system as central to
healthy child development and healing of trauma, these approaches conﬁrm an
ecological perspective of individuals as formed through interpersonal processes
(Cook et al., 2005; McGoldrick et al., 2013). Cogent approaches nurture positive
intra-familial interactions and strengthen family bonds, therein assisting vulnerable families to function more constructively and reduce relational disruption
(Diamond et al., 2014; Jernberg & Booth, 2001; Lacher, Nichols, & May, 2005).
A range of narrative and dialogical approaches to trauma management and resolution are also considered compatible with study ﬁndings in supporting families
to externalize trauma and promote family cohesion. Locating alternative storylines
is described as offering hope against the despair of pervasive trauma stories (White,
1995), providing an “alternative territory of identity” from which to express
trauma experiences, and preventing re-traumatization (Penn, 2001; White, 2005,
p. 20; Yuen, 2007). A range of these approaches incorporate a trauma lens into
therapeutic work, welcoming the whole family into therapy and connecting individually and vicariously traumatized family members (James & MacKinnon,
2012). While differing from attachment theory-based approaches in their theoretical focus, narrative and dialogical approaches, similarly, empower families to take
ownership over their internal processes. Through identifying preferred and hopeful
narratives and supporting parent-child relational constructs, these two approaches
promote constructive and cohesive family function, which supports the preservation of families’ intact status, in line with implications from the study’s ﬁndings.
Further ﬁndings of the quantitative component of this study indicate that having
an immediate family member with a mental illness increases a child’s risk of exhibiting a high number of trauma symptoms. This supports contemporary research,
which identiﬁes parental mental illness as a signiﬁcant risk factor for children across
a range of social, emotional and health outcomes (COPMI, 2015). Family Therapy
approaches, which are essentially non-pathologizing, focus on supporting family
function rather than identifying illness. However, the study ﬁnding that other family
members experiencing a mental illness predicts children having stronger trauma
symptomization has implications for best practice. It supports the notion that, where
one family member is experiencing trauma-related concerns, providing support for
the whole family system, especially where mental health concerns are apparent, is
likely to optimize outcomes for all and reduce the overall burden of trauma and
mental illness on families. Salient approaches facilitate early intervention where dysfunctional patterns are emerging, highlighting strengths and promoting unique family-embedded factors of resilience (Ungar, 2013).
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Resilience emerges in the literature as a key focus for best practice systemic interventions where trauma is a presenting concern. The facilitation of family members
accessing and utilizing resilience is considered important to the ﬁndings of this
study since the promotion of resilience may serve to reduce the emergence of complex mental health presentations across families. Resilience-based approaches may
be used as central or adjunctive to other systemic frameworks. These explore family
resources such as existing strengths, shared beliefs and narratives which shift therapeutic focus from problem-saturated circumstances to afﬁrmation of families’ reparative potential (Walsh, 1996, 2003). Hope is identiﬁed by some practitioners as
analogous to resilience with hopeful individuals manifesting greater resilience
(Weingarten, 2010). It is expressed as a viable and reliable resource through which
possible futures emerge which, within a family trauma context, can conﬁrm a resilient family identity (Ungar, 2013; Weingarten, 2010). Resilience-focused approaches
support families to recognize the strengths they have developed through their transition out of prior traumatic or difﬁcult events. Through therapeutic support that
increases families’ access to early interventions that promote resilience, the risk of
families developing multiple mental health concerns may be reduced, as a signiﬁcant
risk factor indicated by the ﬁndings of this study.

Limitations
There were a number of limitations of the study that should be noted. Limitations
of the study design include potential concerns with: client case managers and other
involved clinicians under-reporting, over-reporting or inaccurately reporting family constellation and trauma symptom phenomena; researcher error in translating
phenomena documented in cases into coded data; and, variabilities of trauma
reporting in ﬁles.
Further, there were issues of generalizability of study ﬁndings to standard Australian populations, since: all clients investigated have a trauma and mental illness
history; this study used a small sample size; and, a nuanced ethnic, racial, cultural,
religious and SES grouping is represented by the study population.
Also, due to the categorical nature of data collected, nonparametric test analysis
has been undertaken, where a larger sample that generated continuous data may
have aided parametric testing, yielding more statistically powerful results. Finally,
it is an acknowledged limitation of this study that the review of current systemic
trauma practice is unlikely to provide an exhaustive picture of current theory and
practice relating to family therapy with trauma presentations.

Further research
This study has investigated the impact of a range of family constellation-related
factors on trauma symptomization in children. However, there are other family
constellation-related factors that warrant further investigation if a clearer picture is
to be gained about both risk factors and mediating impacts of these on children’s
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experiences of trauma. In relation to the ﬁndings of the study, the small sample size
has limited its broader applicability. Given the apparent signiﬁcance of primary
ﬁndings, further investigations of a similar nature with larger sample sizes may
lend greater statistical power to these ﬁndings, which may inform mental health
service delivery in organizations such as CYMHS.
Making use of existing data on client databases has proven an effective way of
acquiring aggregated information about vulnerable populations in a non-invasive
manner. It is recommended that this database be used to generate further information which may shape service delivery to this population in line with ﬁndings of
importance. In combination with client interviewing, data from case notes may be
conﬁrmed or disconﬁrmed and by incorporating empirically validated measures,
rigor may be added to future investigations in this area.
In therapeutic work where child trauma is a presenting concern it is apparent
that systemic approaches most consistently acknowledge the role of the whole family in contributing to and bringing healing to trauma. Since children do not grow
in isolation, a family-focus to future child trauma research is considered highly
salient. It is recommended that future research should integrate a focus on the contributions of families as well as broader ecological systems and explore systemic
approaches that comply with future ﬁndings.

Conclusion
This paper has presented ﬁndings of a mixed method study focusing on the impact
of family factors on trauma responses in children. The results of the investigation
have yielded some valuable insights into trauma-related symptomization in children and relevant family constellation factors. This research ﬁle audit highlighted
that children who have experiences of trauma and are from intact families have
lower numbers of trauma-related symptoms compared with children from nonintact families. Further, it supported existing research ﬁndings that mental illness
is frequently clustered within nuclear families. The paper has indicated a range of
salient systemic interventions that respond to these ﬁndings; interventions that
may support families in modifying interactive processes and the unhelpful narratives which may inform them, in order to promote experiences of trauma recovery
and resilience for both intact and non-intact families. Based on the study’s limitations, a number of recommendations for future research in childhood trauma and
family work were highlighted that serve to contribute to existing knowledge and
practice in intervention approaches to ameliorate the impacts of trauma on children and families.
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