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Hidden Obstacles to Treatment in Child and Adolescent 
Psychiatry: An Introduction to Intergenerational Trauma

Chris Bampton, BA (Hons Psych), BMBS, FRANZCP

Case (Part 1)

Angel, a 15-year-old adolescent girl from a middle-
class Asian immigrant family, lives with her parents 
and 13-year-old sister. She presents to an outpa-

tient child and adolescent mental health service with 
symptoms of depression, some symptoms of anxiety, 
regular cutting, and a history of several suicide attempts 
by overdose. She smokes marijuana on a regular 
basis but does not drink alcohol. She has no pertinent 
medical, past psychiatric, or social history. The family 
denies any family history of diagnosed mental illness. 
However, the family mentions that Angel’s grandparents 
experienced trauma.

Angel starts taking a selective serotonin reuptake inhib-
itor (SSRI) medication for treatment of depression and 
anxiety, and she attends both weekly individual cogni-
tive-behavioral therapy (CBT) and a group program for 
self-harm based on dialectical behavior therapy (DBT). 
Her parents are appropriately involved in her treatment.

Despite high levels of intervention, Angel remains 
depressed and anxious, continues smoking marijuana, 
and continues to engage in self-injurious behaviour. The 
clinical team decided to explore Angel’s grandparents’ 
history of trauma.

Introduction

The purpose of this article is to illustrate barriers to 
the treatment of children and adolescents with mental 
health problems that may not be evident in standard 
psychiatric assessment. In this case, the presence of 
intergenerational psychological trauma, which is mani-
fested in parental factors, grandparental factors, and 
the sociocultural background.

Intergenerational psychological trauma is also known 
as transgenerational trauma, developmental trauma, 

historical trauma, or secondary traumatization. It is 

conceptualized as trauma symptoms that are exhibited 

in the immediate victim or witness to trauma and passed 

on to others—in particular dependents—who were not 

exposed directly to the trauma.

Intergenerational trauma is a well recognized phenom-

enon in many professional areas, especially those 

specializing in family violence, torture, child abuse, and 

psychodynamic psychotherapies. It is less well recog-

nized in psychiatry due to its absence in diagnostic 

manuals.1

The prevalence of intergenerational trauma is unclear, in 

part due to lack of this diagnostic recognition in psychi-

atry. However, one study established that grandchildren 

of Nazi Holocaust survivors in Canada were over-repre-

sented in child psychiatry clinics by 300%.2

Building on the summary by Milroy,3 for this paper, 

intergenerational trauma is defined by the author in the 

following manner:

The presence of significant psychological or physical 

trauma (including loss or grief), which results in 

negative changes in the psychological and physical 

functioning of an individual. These changes impact 

upon the person’s ability to manage relationships. 

These changes subsequently effect the psycho-

logical functioning of the traumatized individual’s 

children or dependents. These children may then 

develop negative psychological patterns which may 

be passed on again to further generations.

However, we also need to define what is meant by 

psychological trauma in the context of this article. The 

US National Institute of Mental Health4 describes it as:
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‘. . . an emotionally painful, shocking, stressful, and 
sometimes life-threatening experience. It may or may not 
involve physical injuries, and can result from witnessing 
distressing events.

Expanding on this, Herman5 championed a pivotal 
change in the conceptualization of trauma, dividing the 
entity into ‘simple trauma’ and ‘complex trauma.’ Simple 
trauma is familiar to psychiatrists, corresponding to 
DSM and International Classification of Diseases (ICD) 
classifications of single events of great magnitude, and 
long-recognized in war veterans and disaster survi-
vors. In contrast, complex traumas may not be as over-
whelmingly threatening to the body or psyche, but occur 
repeatedly over a protracted period of time, and are 
associated more commonly with domestic violence and 
sexual abuse. Complex trauma is often knowingly perpe-
trated by a caregiver, which is qualitatively different from 
natural disasters, accidents, war, and torture.

Simple trauma is akin to the spiral fracture of a skier’s 
shin twisted beyond its limit in a single incident. Complex 
trauma is likened to the stress fracture of a marathon 
runner resulting from repetitive impacts.

Historical Aspects

One of the earliest conceptualizations in psychiatry of 
intergenerational trauma appeared in observation of trau-
matic themes in children of Holocaust survivors in family 
therapy clinics in Canada.6 This was followed by research 
demonstrating that, relative to clinical controls, adoles-
cents with parents who were Holocaust survivors scored 
higher on measures of conduct problems, personality 
problems, and immaturity/inadequacy, and exhibited 
lower levels of personal functioning.7 Further research 
found increased vulnerability to posttraumatic stress 
disorder and other psychiatric diagnoses in adult children 
of Holocaust survivors.8 However, subsequent findings 
have only partly supported this. A later meta-analyses 
demonstrated intergenerational transmission of Holo-
caust trauma to children and grandchildren but only in 
clinical samples, not in wider samples, concluding that 
intergenerational trauma was one part of a complex 
stress-diathesis model.9

Erikson10 and others have expanded on this framework 
and applied it to other major disasters affecting popu-
lations at large, such as floods and nuclear disasters. 
More recently, research has focused on the intergen-
erational effects of terrorism. An example of this is the 
study of cortisol levels in mothers and infants where the 
mother was at or close to the World Trade Center during 
the September 11, 2001 attacks. Mothers who devel-
oped trauma symptoms (and their infants) showed lower 
cortisol levels than mothers who did not report trauma 
symptoms.11

Similar observations were described by Fraiberg in 
JAACAP in 1975,12 investigating feeding, sleep, toileting, 
and behavioural difficulties in infants and toddlers of 
mothers who had experienced trauma, such as parental 
mental illness and child abuse. This research also docu-
mented successful treatment with psychoanalytic tech-
niques delivered to the mother-child dyads.

Recently, the concept of intergenerational trauma has 
also been prominent in understanding the collective 
histories of indigenous and cultural minorities, such as 
First Nations13 and Australian Aborigines.3

Etiological Concepts

In the literature, intergenerational trauma has been 
examined from a variety of standpoints including biolog-
ical, psychological, and sociocultural. Most recently 
there have been the early stages of synthesis of these 
varying approaches via epigenetic studies.14,15 Unfor-
tunately, at present there remains a lack of cohesive 
theory as to the mechanism by which simple trauma 
is transformed into complex trauma. However, Attach-
ment Theory has provided one of the more accepted 
and evidence-based understandings of transmission 
of trauma from parent to child. Bowlby,16 and later Main 
and Solomon,17 developed this theory which describes 
the function and development of interpersonal relation-
ships. Ainsworth famously categorized the parent-child 
relationship into patterns of attachment that were set by 
the age of 11-24 months,18 and her group also demon-
strated a child’s attachment style is best predicted 
by parental attachment style. ‘Secure attachment’ is 
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the most common pattern (62% of the normal popu-
lation)19 and is regarded as most adaptive. For those 
who are securely attached, significant relationships are 
a source of comfort and emotional stability. ‘Insecure 
attachment’ is less common and has two subtypes: 
avoidant (15%), those who avoid reliance on others; and 
ambivalent (9%), those who oscillate between clinging 
to and rejecting others.19 Insecure attachment causes 
interpersonal issues, but only has weak association 
with psychiatric illness. ‘Disorganized attachment’ is 
the final type (15%).19 It arises from profoundly adverse 
parenting experiences and is more strongly associated 
with increased psychiatric morbidity.20

If, then, we use attachment as a mechanism for transmis-
sion of trauma, the following pattern may be observed. 
An adult with secure or insecure attachment (but lacking 
major psychological morbidity) may be traumatized by 
a simple trauma or loss. The changes in their behavior 
because of trauma may manifest in changes to parenting 
style which are experienced as complex trauma by their 

children; this results in less healthy attachment in the 
next generation. This may then manifest in either overt 
psychopathology, or more disrupted attachment, which 
may then be passed on again to further generations as 
demonstrated in Figure 1.

The diagram in Figure 1 illustrates three generations. 
However, transmission may be over more or fewer 
generations. When there are intermediary stages, the 
parent may act as a silent or partially silent “carrier” of 
intergenerational trauma. This explains cases for which 
there is an apparent absence of gross psychiatric history 
in the intervening generation if an in-depth interpersonal 
history of family members is not explored.

A useful analogy is Newton’s Cradle (Figure 2). The system 
is stable initially, but a trauma (or force) is introduced to 
the system generating a change. Although each unit in 
the chain of events is impacted, intermediate units show 
little or no change, only the last unit in the chain shows 
clearly observable change.

 Figure 1: Transmission of Intergenerational Trauma With Progression of Simple Trauma to Complex Trauma
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Case (Part 2)

Further history is taken from Angel’s parents. Angel’s 
mother describes her own early childhood as quiet and 
family-oriented. Angel’s mother’s father went to war 
when she was 8-years-old, and when he returned, this 
pre-morbidly mild-mannered man was described as 
‘changed’. Domestic violence, social withdrawal, and 
alcoholism characterized family life for Angel’s mother 
in her teenage years. There is insufficient information to 
identify Angel’s mother’s attachment style as a young 
child, however, it appears her interpersonal style shifted 
dramatically as a result of family dysfunction. Angel’s 
mother describes her relationship with Angel as intense 
and argumentative, similar to her own relationships with 
her parents.

Angel’s father describes his upbringing as privileged but 
miserable. His father was often away on business, and 
he recalls that his father did not engage in parenting even 
when he was home. His mother was an alcoholic and may 
have suffered from undiagnosed depression following 
multiple family deaths and he describes his relationship 

with her as emotionally empty. His own childhood was 
focused on academic achievement, which was the only 
part of his life in which his parents took an interest. He 
tends to avoid talking about or dealing with emotions, in 
keeping with a possible insecure avoidant attachment. 
Taken as a whole, Angel’s parents’ styles, though quite 
different, both make them unavailable to her in terms of 
emotional support.

The family is referred for family therapy. This allows the 
parents to reflect upon the relationships they had with 
their own troubled parents and how these relationships 
shape their current parenting style. Angel’s parents 
decide to endeavor to be more available to her, and 
Angel gains some understanding of why her parents 
struggle to support her, giving her more willingness to 
seek them out.

Three months later the family reports Angel has improved 
significantly. She is no longer depressed. She still expe-
riences anxiety at times of stress but can access support 
from her parents when needed. She is no longer self-
harming, and her substance use has decreased.

Management

Identifying intergenerational trauma is done by 
observing factors beyond the identified client and 
located within relationships in the family, sometimes 
decades or generations prior to symptom onset. It 
is important to take a detailed family history, initially 
focusing on parental mental health, addictions, losses, 
and other life events impacting family (war, forced dislo-
cation, loss of culture). This needs to be expanded to 
understand the impact on previous generations and 
how this may have influenced parent-child interactions.

This case has been illustrated with family therapy. 
However, there are many interventions that may be helpful 
either with the parents alone or with the whole family. 
These include family therapies, attachment-based ther-
apies (such as mentalization-based treatment), or any 
therapy which promotes parental reflective function or 
improvements in interpersonal function. Additionally, 
individual trauma-oriented therapy for parents may also 
be useful.

Note: Figure 2. [Scott Maxwell] © 123RF.com. ‘Employee Newton’s 
Cradle’, Image ID:4380024. Used with permission from https://
www.123rf.com/photo_4380024_employee-newton-s-cradle.html

 Figure 2. Newton’s Cradle
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In the classic 1947 Lancet paper, Platt21 espoused the 
importance of history-taking over examination and inves-
tigations, a position that has continued into later genera-
tions despite advances in medical science.22,23 Medicine 
remains an imprecise science, psychiatry even more so; 
as such, history taking, despite its subjective limitations, 
remains our most potent tool. Assessment of a child or 
adolescent often involves direct history-taking with the 
child and history-taking with the family or school about 
the child, but an often-neglected area is history-taking 
about the systems around the child.

An intergenerational perspective can reconceptualize 
blame, shifting it away from the identified patient whilst 
also avoiding shifting blame to parents (or grandpar-
ents). Instead, causation is linked to etiological factors in 
the environment. Parents do the best they can for their 
children with the physical and psychological resources 
they have. It is important for health care providers to 
support families in understanding trauma. Blame serves 
to undermine relationships, which impedes family 
function and perpetuates the problem.

In this age, where psychiatry remains reliant on descrip-
tive rather than etiological classifications, traumatic 
stress is one of the few psychiatric diagnoses with clear 
causation; as such, we should be thorough in identifying 
or ruling out its presence.

Take Home Summary

When faced with unclear diagnoses, complex 
comorbidities or treatment resistance, consider 
historical trauma in the patient’s family. The assess-
ment of intergenerational trauma lies in highly 
detailed family history. Systemic and relational 
psychotherapies are the main treatment options.

References
1.	 Bremness A, Polzin W. Commentary: developmental 

trauma disorder: A missed opportunity in DSM-5. J Can 
Acad Child Psychia. 2014:23(2):142–145.

2.	 Fossion P, Rejas M, Servais L, Pelc I, Hirsch, S. Family 
approach with grandchildren of Holocaust survivors. Am 
J Psychothe. 2003;57(4):519-527.

3.	 Milroy H. Preface. In: Zubrick S, Silburn S, Lawrence D, 
Mitrou D, Dalby R, Blair E, Griffin J, Milroy H, DE Mario J, 
Cox A, Li J. The Western Australian Aboriginal child health 
survey: The social and emotional wellbeing of Aboriginal 
children and young people. 2005;p xxii.

4.	 U.S. Department of Health and Human Services. National 
Institute of Mental Health (NIMH). Helping children and 
adolescents cope with violence and disasters. Publication 
No. 15–3519 Revised 2015.

5.	 Herman JL. Trauma and recovery: The aftermath of 
violence from domestic abuse to political terror. New 
York: Basic Books; 1997

6.	 Trossman B. Adolescent children of concentration camp 
survivors. Can Psychiat Assoc J. 1968;13:121-123.

7.	 Sigal JJ, Silver D, Rackoff V, Ellin B. Some second-gener-
ation effects of survival of the Nazi persecution. American 
Journal of Orthopsychiat. 1973;43:320-327.

8.	 Yehuda R, Schmeidler J, Wainberg M, Binder-Brynes 
K, Duvdevani T. Vulnerability to posttraumatic stress in 
adult offspring of Holocaust survivors. Am J Psychia. 
1998;155:1163-71.

9.	 Van Ijzendoorn MH, Bakermans-Kranenburg MJ, Sagi-
Schwartz A. Are children of holocaust survivors less 
well-adapted? A meta-analytic investigation of secondary 
traumatization. J Trauma Stress. 2003;16:459-69.

10.	Erikson, K. Notes on trauma and community. American 
Imago. 1991;48:455-472.

11.	 Yehuda R, Mulherin Engel S, Brand S, Seckl J, Marcus 
SM, Berkowitz GS. Transgenerational effects of posttrau-
matic stress disorder in babies of mothers exposed to the 
world trade centre attacks during pregnancy. J Clin Endo-
crinol & Metabolism. 2005;90:4115-4118.

12.	Fraiberg S, Adelson E, Shapiro V. Ghosts in the nursery: 
A psychoanalytic approach to the problems of impaired 
infant-mother relationships. J Am Acad Child Psy. 
1975;14:387-421.

13.	Duran E, Duran, B, Yellow Horse Brave Heart M, Yellow 
Horse-Davis S. Healing of the American Indian soul 
wound. In: Danieli Y, ed. International Handbook of Multi-
generational Legacies of Trauma. New York: Plenum 
Press; 1998: Chapter 21.



Hidden Obstacles to Treatment in Child and Adolescent Psychiatry

29	 Fall 2019 www.jaacap.com/content/connect

About the Author

Chris Bampton, BA (Hons Psych), BMBS, FRANZCP, is a consultant child and adolescent psychiatrist for 
the Auckland District Health Board, New Zealand. He is the director of advanced training in psychotherapy for 
New Zealand for the RANZCP and has a small private practice in psychotherapy.

Dr. Bampton thanks all those who have given their input on this paper, especially those in Queensland, 
New South Wales, and Auckland.

Disclosure: Dr. Bampton reports no biomedical financial interests or potential conflicts of interest.

14.	Perroud N, Rutembesa E, Paoloni-Giacobino A, et al. The 
Tutsi genocide and transgenerational transmission of 
maternal stress: epigenetics and biology of the HPA axis. 
World J Biol Psychia. 2014;15:334-45.

15.	Debiec J, Sullivan RM. Intergenerational transmission of 
emotional trauma through amygdala-dependent moth-
er-to-infant transfer of specific fear. Proceedings of the 
National Academy of Sciences of the United States of 
America. 2014;111:12222-12227.

16.	Bowlby J. Maternal care and mental health: A report 
prepared on behalf of the World Health Organisation as 
a contribution to the United Nations programme for the 
welfare of homeless children. Geneva: WHO. 1951:179.

17.	 Main M, Solomon J. Discovery of an insecure-disorga-
nized/disoriented attachment pattern. In Brazelton TB, 
Yogman MW, eds. Affective development in infancy. 
Westport: Ablex Publishing. 1986;95-124.

18.	Ainsworth MDS, Wittig BA. Attachment and exploratory 
behavior of one-year-olds in a strange situation. In: 
Foss BM, ed. Determinants of infant behaviour. London: 
Methuen. 1969;4:111-136.

19.	Van Ijzendoorn MH, Schuengel C, Bakermans-Kranenburg 
MJ. Disorganized Attachment in Early Childhood: Meta-anal-
ysis of precursors, concomitants, and sequelae. Dev Psycho-
pathol. 1999;11:225–249.

20.	Van Ijzendoorn MH, Bakermans-Kranenburg MJ. The first 
10,000 Adult Attachment Interviews: Distributions of adult 
attachment representations in clinical and non-clinical 
groups. Attach Hum Dev. 2009;11:223-63.

21.	Platt R. Two Essays on the Practice of Medicine. Lancet. 
1947:305-7.

22.	Hampton JR, Harrison MJG, Mitchell JRA, Prichard JS, 
Seymour C. Relative Contributions of History-taking, 
Physical Examination, and Laboratory Investigation to 
Diagnosis and Management of Medical Outpatients. Brit 
Med J. 1975;2:486-489.

23.	Peterson MC, Holbrook JH, Von Hales D, Lee Smith N, 
Staker LV. Contributions of the History, Physical Exam-
ination, and Laboratory Investigation in Making Medical 
Diagnoses. Western J Med. 1992;156:163-165.


	Button 2: 
	Page 24: 
	Page 26: 
	Page 28: 

	Button 3: 
	Page 25: 
	Page 27: 
	Page 29: 



