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				What is broken in relationship must be healed in relationship.

				—Dan Allender
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				Foreword

			
			Make a place on your bookshelf for this book! Barbara Cummins Tantrum’s The Adoptive Parents’ Handbook covers the range of topics that are significant to raising children and teens after adoption or guardianship. Barbara’s expertise is based on her successes as both a parent of adopted children and as a therapist who treats children and families.

			The book is a pleasure to read. The author has a fresh, interesting writing voice. My favorite parts of the book, and there were many, included recounted conversations between Barbara, her husband, and her children. This was an enjoyable way to “see” into Barbara’s home, absorbing the daily, practical use of the topics that she writes about.

			This book is well-organized, which allows readers to find what they need without plowing through previous chapters. Her treatment of topics like trauma, regulation, attachment styles, sensory issues, racism, and identity are parent friendly. Most importantly, she provides scripts and straightforward advice for parental intervention. Her advice is written clearly, and is often numbered.

			I have worked with children and families for over thirty years, but I still found many new suggestions within this book that will enrich my work. Barbara includes fresh insights on multiracial family identity, food, and sleep. She lays out processes for families that are reasonable to follow. I was pleased to find she discusses the topic of gender identity. Barbara provides helpful research and guidance on this essential issue.

			
				Throughout the book, as she writes on topics that stem from children’s early life adversity, She gives examples that deepen the reader’s insight and sensitivity. Barbara’s  material will enable the success of families. She provides the stepping stones for a parenting path of compassion and competence.

			—Deborah D. Gray, MPA, LICSW Author of Promoting Healthy Attachments: Hands-on Techniques to Use with your Clients; Attaching Through Love, Hugs, and Play; Attaching in Adoption; and Nurturing Adoptions: Creating Resilience after Trauma and Neglect

		
	
		
			
				Preface

			
			I wrote this book intending it to be the book I would have wanted to read when I was at the beginning of my foster-adoptive-guardianship journey. I have read so many dry and clinical books, or books written by people that seemed not to have a clue of what it was really like to be a parent, so I wanted to write something that was a little different. And so I wrote a book that was personal and informative, and I also tried to be a little funny—because we all know that there are times that you have a choice between laughing and crying. But no book is a substitute for therapy—if your family is having trouble, please get help. If you are feeling overwhelmed, get help for you too. Parenting a traumatized child is hard enough if your brain is fully functioning, but if your trauma is getting triggered too, it will be nearly impossible. Take care of yourself; secondary trauma is no laughing matter.

			I wrote this book to be able to be read cover to cover if you so choose, but also you can pick and choose chapters as you wish as well. This book is also meant to be partially triage—identifying where there might be bigger problems to tackle and where you might need to do more research; or maybe it’s an area where a chapter’s worth of info is enough. To be honest, I could easily write an entire book about most of these chapters (and for some of them, someone has). So look around and explore as you need to do it. No issues with food and sleep? Count your lucky stars and skip that chapter. Food and sleep are your daily struggle and major issue? Skip ahead! However, they might revoke my good-therapist badge if I didn’t say that it is mandatory that everyone read the self-care chapter. I know you’re tired of hearing about it, but trust me that foster and adoptive parents are so good at taking care of others wa-a-ay before they take care of themselves. Please promise me you’ll at least take a look at it.

			Let’s dive in!

		
	
		
			
				Part 1
Creating Felt Safety

			
		
	
		
			
				1
Origins

			
			I clearly remember the moment that I realized I was in over my head. I have always been an expert at projecting confidence, and when I announced that we were taking in a sibling group of three refugee children from the Democratic Republic of Congo on top of our three-year-old bio-child and the thirteen-year-old daughter from Ethiopia we already had, people thought we were strange, but it wasn’t completely out of character for our family. Even though I was finishing up my graduate degree in counseling and soon afterward realized I was unexpectedly pregnant, my unsquashable optimism shut down any naysayer that came our way. The girls came, I somehow finished my degree and my internship through the dizzying nausea and an almost comical level of unpreparedness, and then my son came, bringing our total family number up to eight. We have crazy stories from that time; stories of hijinks about raising kids that got off an airplane not speaking a word of English, and more serious stories of difficult behavior and tears and so much misinformation. But through it all, I was going to survive and we were going to make it.

			But then there was the night that I was crying while washing dishes. It was my birthday, and I had just started a new, very part-time job working as a therapist for an adoption agency—the first step in the direction I had been dreaming about. Instead of coming home to flowers or a card, I came home to a serious conflict that had arisen while I was at class that involved physical aggression (no serious harm, but it had scared people) and a call to the social worker. We had celebrated my birthday with friends the previous weekend, but it just felt so wrong to have my actual birthday spent trying to negotiate this conflict. For the first time I let my mind wander a bit and wonder if I were actually cut out for this. I knew what I needed to do—my mantra had been calm, predicable parenting—but suddenly I wondered if I was in way over my head. Could I parent six kids, four with trauma? Would this all just descend into chaos that I could no longer control?

			My husband heard me crying and came down to the kitchen. I think he instinctively knew that no words would be helpful at that point, or maybe he simply had no idea what to say. He held me, let my tears wet his shirt, and didn’t offer any shallow platitudes of “it will get better” or “don’t worry.” Anybody who has been in the trenches of trauma knows those sayings for how worthless they are. The only thing that speaks the language of trauma is connection, and that’s what I needed at that time.

			
				I wrote this book with wanting that in mind. Connection is the key to trauma, and what is broken in relationship has to be healed in relationship, according to one of my professors from graduate school.1 And I write this book as an expert, yes, but as an expert that has been through the fire of parenting traumatized kids as well, and I am still learning. Let’s take this journey together.

			
				First off, I want to say that no book is a substitute for therapy. Personalized therapy, where your therapist knows you and your child, helps everyone communicate better, and working with someone who can make personalized recommendations is always the best situation. But I know that when I was waiting for a placement, when I was in the trenches waiting for an appointment, and even in working with a therapist, I read everything I could get my hands on, hoping that something would help. This hopefully will be that book—something to help. I wrote this book as the book I wish I could have read back when I was naive and thought that love could overcome everything. And part of what I wanted from experts wasn’t just dry, cold theory; rather, I wanted comradery and a knowledge that I wasn’t alone in my worries and my fears. And so I’m writing this book as an adoption and trauma therapist, a foster-adoptive mom, the sister to a sibling that was adopted, and a bio-half-sister to a child placed for adoption.

			But before I can write about brain structures and cortisol, I should tell you that I never intended to be a child therapist. When I went to grad school, I thought it would be fun to be a marriage therapist, or maybe work with college students, as I was doing at my current job. But then one of my professors said something that shook me to my core and completely changed the course of my professional life. She said that the best therapists worked in the areas of their trauma—and if your trauma was in your childhood, you should work with children. This statement floored me. I had never seriously considered working with children. I liked children—I had a two-year-old and our eleven-year-old Ethiopian daughter at the time. But I’m not one of those women who dream about being a second-grade teacher or who have opinions on the best method of teaching a child to read. I had never even put together a decorated bulletin board, something I thought was a prerequisite for someone wanting to work with children.

			But, when I heard my professor talk, I knew she was right. I had done very little work in my marriage; it was comfortable and safe. But childhood trauma—that was something I understood at a deep level. I understood sitting with my younger sister and her sobbing about her birth parents not wanting her; I had grown up as the middle child and “counselor” that had helped her work through that early trauma. I also understood being the object of abuse in my own desperate flight from my older sister’s abuse, which caused me to create an elaborate fantasy world into which I frequently escaped. And, at my core, what may have been casual career advice to many of my colleagues shaped my life’s calling—I knew that I was going to be working with kids with trauma, because that was something that I understood deeply; something in my very bones.

			
				Why did you choose this path? This is a question I always ask foster and adoptive parents that I work with. The reason that brings people to raising a child that they did not give birth to informs much of what they bring to the table. Was it the grief of infertility? Was it wanting to do something good for the world? Was it the lack of a partner? Was it seeing and hearing the statistics of kids in foster care and wanting to do something to help? Was it already having two boys and wanting a girl? All of these reasons are good reasons, and all of these reasons have drawbacks. But I would invite you to think about your origin story, and what brought you here. We need to know where we come from before we can adequately know where we are going.

			My Professional Origins

			I think it’s also fair that you know my origins as a therapist. In treating trauma as a therapist, I come from a lot of different backgrounds. I was trained as an interpersonal therapist; I also have training in cognitive behavioral therapy, trauma-focused cognitive behavioral therapy, play therapy, as well as the attachment, regulation, and competency (ARC) model. I believe strongly that what is broken in relationship needs to be healed in relationship, but the tools available through cognitive behavioral therapy (CBT) and dialectical behavior therapy (DBT) can be very helpful for calming our brains down enough to get us to that place.

			
				The largest influence on how I treat trauma in children is the ARC model. To explain the ARC model, I also have to reference Maslow’s Hierarchy of Needs,2 which I remember calling Maslow’s triangle as a college student in Psych 101. It’s basically a triangle where the bottom layers are needs like food and shelter, and as you move up the triangle, you get to things like relationships, purpose, and finally what Maslow calls self-actualization.3 Maslow’s theory was that people needed to have the lower needs on the triangle met before they could fulfill the needs on the upper parts of the triangle. For instance, recognition and respect are much less important to you if you are starving or if you’re living in a situation that is radically unsafe. And being able to pursue inner creativity and talent means that you have met relational needs as well as basic needs.

			
				The ARC model is built on some of the same ideas, with a triangle as well.4 At the bottom of the ARC triangle is Attachments—what the parents do to create attachments with kids. The next level is Regulation—emotional identification, regulation, and expression. Then the C is Competence—which is executive functioning and self-development and identity. Then there can be the integration of the trauma experience.

			
				Just like Maslow’s triangle, the ARC triangle is built so that the bottom blocks need to be in place before the top blocks can be worked on. Kids need to have the basic safety blocks of Caregiver Affect Management (their caregivers being able to stay calm and attune to them), Attachments (and attunement), Consistent Response (have a predictable, consistent environment with all their caregivers), and consistent Routines and Rituals before they can work effectively on their own Affect Identification, Modulation, and Expression.5 This makes a lot of sense—how can we expect a child to be able to modulate their emotions if their caregiver isn’t able to do it first? How can a child identify and express emotions if they are too preoccupied with whether or not their living situation is stable and consistent? And children need to be able to identify, modulate, and express affect and emotion before it is really developmentally appropriate to think about addressing executive functioning with them. Just like it would be difficult for a starving person to talk about their favorite historical period, it is very difficult for a child that doesn’t feel safe with their caregivers to work on their table manners or write out their trauma narrative to help integrate it into their lives. My colleagues and I developed a program that we call PATCH (Parenting Adopted and Traumatized Children) that works with families affected by adoption, foster care, and early trauma to help parents understand trauma, have the tools to parent more effectively, and help children process and regulate memories and emotions associated with trauma.

			So as I write about how to survive parenting a child with early childhood trauma and attachment breaks, I wanted you to know some of where I come from, my origins. I come from being an earnest mom that would do anything to get the raging kid in front of me just to trust me. I come as the grown-up sister of an adopted sister who grew up feeling less-than because of her adoption, and never feeling as if her questions got answered. I also come as a therapist who has worked with incredible, brave, and enduring kids and families that have fought the good fight to love, to attach, and to beat the odds when it seemed as if the world was stacked against them. And I wanted to bring to you the best of what I’ve learned and continue to learn about the brain, about attachment, trauma, and healing.

			I also want to say as we embark on this journey of healing together that healing and attachment are a gradual process—a slow upward journey in the same direction. One client I have had likened it to the movement of the stock market. If you are a short-term investor, you are likely to lose your shirt, and if you look from day to day, you might panic. However, if you are a long-term investor even when the market is down for a while, you will notice that the overall movement will be up and to the right. That is how this process is for kids. Using the principles outlined in this book—creating a safe place, connecting with your child, helping them regulate and form identity—your child’s brain will begin to heal. Most of the clients I work with will notice a gradual lessening of behaviors and a gradual growth in tenderness. Sometimes they will try to drive themselves crazy by figuring out the magic formula—was it what they ate? Or how much they slept? Or sometimes they won’t trust it, thinking that if they let their guard down that the child will hurt them more. Healing looks like longer periods of regulation, more capacity to talk about emotions, turning to parents for comfort, and the ability to regulate more easily when they do dysregulate. Children with a traumatic early childhood will most likely always have periods of dysregulation, but their ability to care for themselves in the dysregulation is what’s important. And if parents can keep in mind the idea of the long investment, it can make it much easier to see and trust the progress when it happens.

		
	
		
			
				2
Trauma 
How a Gastroenterologist Changed How the World Thinks about Trauma

			
			Imagine you are on a gravel road after a rain, and your tires find comfortable ruts you are driving in. These ruts work well—until you spot a large puddle ahead. Not wanting to splash through that puddle, you try to swerve—but find it difficult to get out of those ruts. Your car seems unable to hop onto the higher bank, and it seems inevitable that you will splash through the large puddle ahead.

			
				This is a crude picture of how the brain works as well. Certain pathways in the brain can be the ruts that are easier to go down—and these ruts are formed by either repetition or by something very traumatic happening. You probably barely had to think about how you got dressed this morning, made your breakfast, or drove somewhere familiar. These are ruts of familiarity—and everyone has them. If you think you don’t have them, then drive a different way to a familiar place or change your usual order for your morning and see how odd it feels. Children who grow up in dysfunctional homes also have these ruts, and these are the ruts that you see when they expect every negative emotion they see in an adult to end in violence, or that every time a foster parent gets angry, they have to move.

			What Is Trauma?

			Trauma is any event or situation that causes a person to feel terror and horror to the point of feeling like your life and safety are in serious jeopardy. Trauma is inflicted when a person either experiences or witnesses such an event; in fact there is little difference between experiencing or witnessing to the amount of trauma. This type of incidence of trauma may temporarily or permanently alter a person’s ability to cope, their self-concept, and their ability to identify what is a threat. Types of trauma include abuse (sexual, physical, and emotional), hospital trauma (life-threatening injury or illness), violence within the family or in the community, war, natural disasters, parental loss (by death, neglect, divorce, mental illness, or substance abuse), rape, assault, being suddenly removed from your home, changing foster homes, and so on. Different traumas have different effects on children—the death of a parent is worse than the death of a neighbor for most children. One researcher writes, “Intentional acts by other human beings that threaten the life or bodily integrity of children or their primary support systems and caregivers—interpersonal or complex trauma—have particularly severe and wide-ranging adverse effects on children’s psychosocial functioning and neurodevelopment.”1

			Kids that are adopted are often exposed to many different kinds of trauma, including separation from original caregivers, neglect, physical abuse, and sexual abuse. For children born into an unsafe house, this abuse is perpetrated by the very people that are supposed to be caring for the child. Then, if this takes place over a span of months or years, this can compound and create complex trauma. The more severe the trauma and the greater the duration, the more difficult it is on the child. This trauma increases the risk for the child to have debilitating behavioral, psychological, and physical problems. Dr. Bruce Perry writes,

			A brief sampling of recent studies gives some feel for the incidence of [post-traumatic stress disorder] (PTSD) following a traumatic event. Thirty-five percent of a sample of adolescents diagnosed with cancer met criteria for lifetime PTSD  . . . Seventy-three percent of adolescent male rape victims develop PTSD; 34 percent of a sample of children experiencing sexual or physical abuse and 58 percent of children experiencing both physical and sexual abuse met criteria for PTSD. In all of these studies, clinically significant symptoms, though not full PTSD, were observed in essentially all of the children or adolescents following the traumatic experiences.2

			Perry goes on to explain that trauma is worsened if there is physical injury to the child, if there is death or physical injury of a loved one (especially the mother), the perpetrator is a family member, the victim is of a younger age, they have absent or unengaged caregivers, or the caregivers are affected by the trauma. And, obviously, ongoing trauma is much worse on children than a one-time event. Children with loving caregivers and community support are much less affected by trauma.3

			
				The children who have been adopted or are in foster care have generally undergone a great deal of trauma with a breach in their family support, which intensifies and makes this trauma more difficult for them to cope with. A Harvard Medical School study found children in foster care to have PTSD at twice the rate of U.S. war veterans.4 Spinazzola found that, “in addition, although interpersonal trauma and attachment adversity were each separately associated with affective-somatic and attentional-behavioral dysregulation, their combination was particularly strongly associated with self-relational dysregulation, independent of the effect of PTSD.”5 What these studies have found is that children in foster care and with attachment disruption have a much higher chance of having clinically significant PTSD symptoms. What this boils down to is that if you want to adopt or foster children, you’re going to have to become an expert in trauma.

			How a Gastroenterologist and an Insurance Company Redefine Trauma

			Several years ago a gastroenterologist named Vincent Felitti, who was working for an insurance company called Kaiser Permanente, was puzzled by some results he happened upon in his data collection. The patients he worked with that had the worst outcomes at his obesity clinic were the ones that had suffered from childhood sexual abuse. Could there be a link between the trauma they experienced as a child to the outcomes for the obesity treatment he was offering? Together with a researcher named Dr. Robert Anda, he decided to study this trauma as well as nine other areas of childhood trauma, naming these adverse childhood experiences (ACEs). These are the ten areas that make up the ACE score:6

			
					physical abuse

					sexual abuse

					emotional abuse

					physical neglect

					emotional neglect

					exposure to domestic violence

					household substance abuse

					household mental illness

					parental separation or divorce

					incarcerated household member

			

			His study was deceptively simple. Working with a large group of people with Kaiser Permanente insurance, he would assign someone a number based on the number of ACEs they had personally experienced growing up, calling that their ACE score. Then, he followed them for several years and looked at their health outcomes not only for obesity treatment but many other areas of their health. And what this gastroenterologist found startled and shocked the psychological world. Not only did the people’s ACE score affect obesity and mental health outcomes, which Dr. Felitti expected, but he found that their ACE score affected just about every health measure he measured. He writes,

			We found a strong dose response relationship between the breadth of exposure to abuse or household dysfunction during childhood and multiple risk factors for several of the leading causes of death in adults. Disease conditions, including ischemic heart disease, cancer, chronic lung disease, skeletal fractures, and liver disease, as well as poor self-rated health, also showed a graded relationship to the breadth of childhood exposures. The findings suggest that the impact of these adverse childhood experiences on adult health status is strong and cumulative.7

			This is shocking. What Dr. Felitti is saying is that childhood trauma is the leading cause of death in adults. He’s saying that trauma affects almost every area of health; from cancer to skeletal fractures to heart disease. And this is changing how we are viewing health, mental health, addiction, and violence. We have always expected that trauma and abuse can create emotional and behavioral problems, but it is “less well known that adverse experiences like violence exposure can lead to hidden physical alterations inside a child’s body, alterations which may have adverse effects on life-long health.”8

			What Is the Impact of Trauma on the Child?

			Humans respond to trauma by their neural pathways and brain structures changing. Adults can create new pathways in the brain and change existing ones. When trauma happens for a young child, this can become the organizing framework for their brain. For instance, if an adult is bitten by a dog, she can take that trauma and use her thinking brain. She might feel more nervous about meeting a new dog, but she has a lifetime of good dog experiences to help regulate her response to dogs. She can get to the place of saying, “Hey, that one dog was pretty bad, but that doesn’t mean they all are. I just have to be a bit cautious with new ones.” For a child, this can be a defining event and make it very difficult ever to feel safe around a dog as an adult. For the adult, the neural pathways are somewhat changed; for the child, it is an organizing framework. One researcher writes,

			We have learned that trauma is not just an event that took place sometime in the past; it is also the imprint left by that experience on mind, brain, and body. This imprint has ongoing consequences for how the human organism manages to survive in the present. Trauma results in a fundamental reorganization of the way mind and brain manage perceptions. It changes not only how we think and what we think about, but also our very capacity to think.9

			It is much easier for us as a society to make accommodations for a child with a physical handicap than with a mental health one. But trauma in a young child quite literally causes a specific type of brain damage that makes it impossible to function normally.

			The brain can be compared to hikers going through a forest. On paths that are used frequently, the paths are worn and easy moving. On paths that are less frequent, they can become overgrown or hard to see. You can create new paths in this forest, and old and unused paths can become overgrown. If you had trauma as a young child, then these well-worn paths are about safety and hypervigilance. It takes time to build new pathways of trust and safety in the brain. Jamieson writes,

			When an individual experiences trauma, the limbic system sounds the alarm and lets the prefrontal cortex and body know that danger is impending. This brain structure tells us when to run and when to stay and fight, providing the necessary chemicals to ensure survival. Because the limbic system is mostly unconscious, a traumatized person often does not know why they feel what they feel. Sometimes they are unable to identify what they are feeling. This is the main reason why some children respond to kindness from adult helpers with anger, fear, and aggression. They are literally fighting for their life, whether there is an actual threat or not.10

			Thinking versus Doing Brain

			Most of the time, most of us operate in our thinking brain—or prefrontal cortex. This is the reasoning part of the brain, and the last one to develop (and it is actually not fully mature until your mid-twenties).11 Teenagers are able to do risky and brave things, whether it’s skateboarding or striking off for horizons unknown, because their prefrontal cortex is not fully developed yet. With our prefrontal cortex comes cause-and-effect thinking, decision-making, and recognition of errors.

			The amygdala is a structure in the middle of the brain that is responsible for regulating memory, emotions, and fear. This is part of the limbic system. When the amygdala is activated, it creates the fight, flight, or freeze response by triggering the hypothalamus to secrete adrenaline.

			All of these changes happen so quickly that people aren’t aware of them. In fact, the wiring is so efficient that the amygdala and hypothalamus start this cascade even before the brain’s visual centers have had a chance to fully process what is happening. That’s why people are able to jump out of the path of an oncoming car even before they think about what they are doing.12

			How Does Trauma Impact a Child’s Development?

			When children believe that the world around them is dangerous and it is up to them to keep themselves safe, then they become hypervigilant, or always watching. This level of arousal and alertness makes other developmental tasks take a backseat, and it also impacts relationships for the child. This can also contribute to otherwise bright kids struggling in school, because so much of their mental energy is being used to keep alert and vigilant. This alertness will often cause a child to misread another person or situation as dangerous, and then act to protect themselves (often in not very socially acceptable ways). This leads to behavior problems, peer problems, and home problems.

			Neurobiology

			Scientists have found that childhood trauma actually physically alters the structures of the brain. Having childhood trauma not only increases your risk of mental illness, but research shows that 40 to 50 percent of those that have experienced childhood neglect and abuse will develop a substance abuse problem.13 Many scientists believe that this is due to an actual change in the structure of the brain, namely in the hippocampus, the amygdala, and more recently, they’ve found it might even affect the volume of gray matter.14

			
				So what does it mean to have an altered hippocampus and amygdala? For a nontraumatized person, their body will most likely only react to things that are actually dangerous, with only the occasional false start. For a person with trauma, this means that they live in a state of constant hypervigilance and overarousal, which means that small things trigger big reactions, and they are always on the lookout for those small things. A sudden loud noise like an unexpected door slamming might make everyone in a room jump a bit, but someone with an overactive amygdala might actually be triggered by something like that into fight, flight, or freeze. Living in that state of hyperarousal is exhausting.

			Top Symptoms of Children with Early Childhood Trauma

			Though every child is, of course, their own unique person, the symptoms of early childhood trauma are pretty consistent throughout the kids and adults that I work with. It can actually be relieving to a lot of parents to realize that their child, who feels like a control freak that dysregulates all the time and hoards food, is actually very consistent with a lot of kids that I work with. So here is a list of the most common things that we see with kids with trauma:

			
					Control Issues. One of my professors in graduate school said, “If you are sitting with an adult with control issues, look for where they’ve been orphaned. Control is an orphan wound.”15 This statement has had a profound impact on how I view and treat children and adults with early childhood trauma. It’s absolutely correct; a child that has grown up with love, attention, and all their needs met doesn’t feel the need to control the world around them because the world is safe. Babies decide in the first year of life whether or not the world is safe, and for the ones that the world isn’t safe, they do their best to try and make it safe by seeking a high level of control on the environment around them. Kids don’t seek control to drive their caregivers crazy; they do it to try and make what seems like a crazy and unstable world safer for them. Control-seeking is a subconscious and very hard pattern to change, and it will get worse when a child (or adult) feels less safe.

					Hypervigilance. This is the subconscious need for traumatized people to always be aware and alert to everything around them, constantly scanning for danger and assessing what’s going on. With this hypervigilance comes a great deal of anxiety, however, because it takes up a lot of bandwidth in a child’s brain and can often lead children to jump to the wrong conclusions. After trauma has been properly processed, however, this increased sensitivity  does have its benefits—people who have done their trauma work are excellent at reading emotions and responding quickly, and make excellent counselors, nurses, teachers, etc. I once worked with a police officer that had come in for trauma work, and when I talked with him about hypervigilance, he smirked and named the three cars in my parking lot as well as full descriptions of the two people he passed coming into my office. When I work with children, I call it their superpower: this increased sensitivity can be used for good once it no longer controls them.

					Delayed social and emotional development. When I first start working with a family, I usually give the child an assessment that is aimed at assessing the child’s development in five different areas. In nearly every child that I work with that has had early childhood trauma, the child will score below average or delayed in the social and emotional development. This is due to several factors—including the fact that if you’re existing in a family where you are just trying to survive neglect and abuse, it can be really difficult for your brain to learn and develop in this way. The brain needs safety to learn and grow effectively in this area, and kids that haven’t had this felt safety aren’t able to grow.

					Difficulty connecting with caregivers, especially the mom. It is heartbreaking to me that often frustrated and heartbroken moms come into my office feeling like there must be something wrong with them that their new foster child seems completely at ease with their new foster dad but wanting nothing to do with the foster mom. I always assure them that this is what it’s like with probably 90 percent of the families that I work with. This is because the original attachment break is usually with mom, and so kids come into the foster family feeling like Mom isn’t safe and feeling a lot of angst toward the mother figure in the family. And for kids that have been in multiple foster placements—well, they’ve been there, done that. They know that at some point you’re going to tire of them and they’ll be packing up again. With every move, their shell gets harder, and the next caregiver has a harder job cut out for them for trying to make a connection.

					Difficulty connecting with peers. Kids with trauma usually have a lot of difficulty with same-age peers. Because of their social and emotional delays, many of them feel attracted to playing with younger peers, as they are actually developmentally more appropriate for them. Kids that have come from a dysfunctional family system might also have not ever learned good people skills and may lack the ability to make and keep friends. Also, the emotional volatility that sometimes comes with early trauma can also make keeping friends hard as well.

					Sensory processing disorder. This is so common for kids with trauma that I do a screening for it with kids that I work with. It’s because one of the strategies that babies can use to survive early trauma is dissociation, which causes difficulty then for how the brain interprets sensory information. And typical experiences that babies should have to help them process sensory information and regulate emotions aren’t available to a dysfunctional family. For instance, holding a baby and gently talking to him as you feed him is a typical, soothing parenting technique. But what if the baby is left to cry for a long time, hungry and scared? And then when she’s fed, she’s left in a crib and handed a bottle hastily, not rocked and talked to? Being held while fed is critical for eye development, being sung to and talked to is critical for auditory development, and being held and rocked is important for regulation and touch. We’ll talk more about this in chapter 13, on sensory processing.

					Emotional dysregulation. This is the ups and downs of emotions, and the difficulty that the person with PTSD has controlling the highs and the lows. People without PTSD are usually able to “regulate” their emotions—to keep them within a functional range most of the time. For people with PTSD, this is a much more difficult thing. They experience more extreme emotions—higher highs and lower lows. This is most likely tied to some of the neurobiology that goes along with early exposure to trauma.

					Impulsivity and a lack of cause-effect thinking. Kids with trauma are unable to look ahead and think, “If I do this, then this will happen,” very well. This is why traditional disciplinary tactics don’t work very well on them, because it’s so hard for them to think ahead. It can be very hard for them to think, “If I don’t bring my jacket, I will get cold,” or even, “If I don’t do my homework, I will get this consequence.” This is one of the areas where a kid with trauma can look a lot like a child with attention deficit hyperactivity disorder (ADHD).

					Bad dreams, sleep, and bathing issues. Not all kids experience bad dreams and nightmares, but it is common enough to mention. It is very common for kids with trauma to have issues going to sleep; and this could have several reasons. One reason could be that the abuse happened at bedtime or in a bath (common for sexual abuse), it could be that it feels vulnerable to try to turn their brain off to sleep, and it could be that Mom and Dad feel far away.

					Avoiding triggers. A trigger is anything that reminds the child, even subconsciously, of their trauma enough to cause a PTSD (fight, flight, or freeze) reaction. For instance, a child removed from their first parents in October could be triggered by things associated with Halloween. Anything that triggers a kid will feel so bad to them that they will usually go to great lengths to avoid it, even resulting in strange rituals or magical thinking. For instance, a child triggered by riding in a shopping cart might begin to try to avoid the grocery store in order to avoid riding in the shopping cart.

					Food issues. It is very common for kids who spent some time in a dysfunctional home before removal to have food issues. If there were any issues around there not being enough food in the house, then the child will have issues around being fed and getting enough food and other resources.

			

			After looking at a study about attachment and PTSD, one researcher writes:

			Finally, results from this field trial show in bold relief the potentially most vulnerable high-risk subpopulation of polyvictims: children and adolescents who endure disruption or impairment in their primary caregiving relationships while attempting to grow up in the midst of chronic familial and community violence. For such youth, love often is in short supply, danger abounds, and attempts to survive can take the form of clinical problems that may be best understood and treated as resilient adaptations to trauma during childhood and adolescence.16

			To Learn More about How Trauma Affects People

			Bessel van der Kolk, The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma (New York: Penguin, 2015).

		
	
		
			
				3
Infant Trauma

			
			“How much trauma can he have had?” one parent asks me skeptically when I label her child as having early childhood trauma. “He was three months old when we got him. He doesn’t remember anything before he came to us.”

			
				That is a great question, and one that for many years most people would have agreed with. How could a tiny baby remember? Science is finding more and more not only how early infancy profoundly affects a child but also pregnancy. Maternal stress levels during pregnancy affect the child’s IQ and future mental health,1 regardless if the mother takes drugs or anything to do with genetics. Studies have found that children adopted at birth, even when controlling for other factors, are roughly twice as likely to have diagnosed mental health conditions than nonadopted peers.2 Adopted children succeed less at school, have more conflicts with classmates, and have more diagnosed behavioral problems despite having advantages such as typically wealthier, more educated, and more involved parents.3

			
				But why would adoption, which seems like such a fairy-tale solution to the problem of kids without stable homes and parents who want more kids, cause so many problems? It would be a gross misinterpretation of the data to say that adoption was bad, but rather the problem lies in the brain, and in attachment. Babies aren’t blank slates when they’re born, ready to be imprinted upon; they have spent the time in utero becoming attached to the woman carrying them, growing used to her voice, her scent, and her surroundings. Studies have shown that infants grieve when separated from their birth mothers,4 and they are not developmentally capable of soothing themselves. Adoption is the way we as a society care for children in this particular situation, but children in the situation of having an early attachment break are a particularly vulnerable population. One researcher writes:

			The most important stage for brain development is the beginning of life, starting in the womb and then the first year of life. By the age of three, a child’s brain has reached almost 90 percent of its adult size. This rapid brain growth and circuitry have been estimated at an astounding rate of 700–1,000 synapse connections per second in this period. The experiences a baby has with her caregivers are crucial to this early wiring and pruning and enable millions and millions of new connections in the brain to be made. Repeated interactions and communication lead to pathways being laid down that help memories and relationships form and learning and logic to develop. This means a human baby’s brain is both complicated and vulnerable.5

			This is absolutely critical to understand early trauma in an infant—their brain is developing at an astounding rate, and the patterns that they are laying down in their first year of life are going to affect them for the rest of their life. Infants decide in their first year of life whether or not the world is safe, and then that belief and felt safety becomes the basis on which they pattern future relationships.

			All adopted children have an attachment break, and all adopted children have grief and loss. Some children are able to recover from that grief and loss easier and attach to their caregivers, and for some children this causes more problems. Not all adopted children struggle in school—they are just far more likely to do so.

			So how can an adoptive parent help their child grieve, adapt, and soothe themselves? Here are some ideas.

			
				First, recognize that the child is grieving and cannot soothe themselves. Throw away any book that tells you that you need to train your child to sleep or that your child is manipulating you (for more on manipulation, there’s a chapter for that—look at chapter 11). Your child needs you to connect with them and soothe them, not to train them right now. Later we can work on sensible sleep for everyone; right now, you need connection. And if your child doesn’t seem to be soothed easily, just tell yourself that if they’re that upset, at least they have a sympathetic buddy holding them while they’re upset. Responding to them and soothing them are building attachment.

			
				Second, recognize that their grief is not your fault. Guilt and a lack of confidence in the face of your child’s grief can actually be a barrier to attachment and relationship building. One researcher writes, “The mother may be called upon to contain and bear witness to the child’s profound distress, which can undermine her confidence as a mother.”6 Part of becoming a foster or an adoptive parent is bearing witness to a child’s profound grief and loss, and to do that in a way that they feel seen, heard, soothed, and their story honored. While a baby doesn’t necessarily need to have a lifebook (a book with pictures and their foster or adoption story in it) made right that moment, they do need an engaged and loving parent to be with them in their distress.

			Third, a parent should be as prepared as they can be and try to give the baby the calmest start in life that they are able to do. Consistent, calm, and predictable parenting from the very beginning is going to be key.

			The Three Hot Topics

			There are three main “hot topic” issues with newborns, and this is how they play out for adoptive parents:

			
					Breast-feeding versus bottle-feeding: Breast-feeding usually isn’t an option for adoptive parents, so this isn’t as much an issue. However, I have known adoptive parents who have gotten disparaging remarks about not breast-feeding from people when they bottle-feed their children in public. Just remember you owe strangers no explanations, and people should mind their own business on how people choose to feed their babies.

					Diapering issues: Cloth versus disposable doesn’t have anything to do with trauma or attachment; one of the few things that doesn’t.

					Sleep issues: The mother lode of parenting issues. You will probably hear so much conflicting advice that it will make your head spin and will make you feel like a bad parent no matter what you choose. In Brain Rules for Baby, John Medina writes about sleep for typical babies:

			

			A predictable schedule may not make itself visible for half a year, maybe longer. Between 25 percent and 40 percent of infants experience sleep problems in that time frame. . . . Babies eventually acquire a sleep schedule; we think it is actually burned into their DNA. . . . Even after a year, 50 percent still require some form of nighttime parental intervention.7

			So please, if you hear nothing else, realize that it is very normal for kids to have disrupted sleep. If half of one-year-olds need some nighttime intervention from their parents, it can’t really be called a sleep problem, can it? Here are some truths in dealing with the sleep issue with babies with early trauma:

			
					All children are intrinsically different in their sleep patterns. Yep, your best friend’s baby that slept through the night at six weeks and your sister’s baby that didn’t sleep well until two were not the results of superlative or lax parenting; they were more likely just how those babies were. There are things you can do to make sleep issues better or worse, but babies are going to do their baby thing—whatever that is.

					Adopted babies are grieving, often recovering from erratic cortisol levels if the mother was experiencing stress, and sometimes recovering from exposure to substances in utero.

					Adopted babies have had an attachment break and need a bit of help to feel more secure.

			

			In popular culture there are two polar opposite opinions on sleep strategies with babies. One is the “cry-it-out method” made popular by Dr. Richard Ferber, also called “Ferberizing” your child, and the other is co-sleeping. There are costs and benefits to each extreme, as well as a more moderate middle ground. Let’s look at the different options and how they work with children with attachment trauma:

			
					Cry-it-out method: This is a method of “sleep training” your child where the child is left to cry for gradually longer and longer periods of time, with the parent going in to reassure the child at gradually lengthening intervals. So, you put the child to bed, and wait for them to cry for five minutes, then go in and reassure them, then wait ten minutes, and so on. There can be many variations of this method, but this is the basic method. The idea is that eventually the child will be able to self-soothe and will put themselves to sleep with little protest if just the parents stay strong and are able to endure the cries and protests.
					
							Pros: For some kids, this works.

							Cons: For babies that can’t soothe themselves, they will simply escalate until they are sick or exhausted. This doesn’t work well for children with attachment issues.

					

			

					Co-sleeping: This is the lovely, earthy, and back-to-our-roots sort of idea of the family bed where the baby sleeps in bed with the parents. Given the recent worry about the baby being smothered, there have been recent innovations such as the “co-sleeper,” which is like a crib that clips onto the side of your bed, or a bassinet-like contraption that lies in your bed to protect the baby.

			

			Pros: Cuddly and nice, baby sleeps better

			Cons: Risk of smothering, limits parental intimacy, makes it difficult with multiple kids, interferes with parental sleep

			
					Sensible sleep for all: I would like to propose a sensible sleep solution for everyone, and it’s not a new concept. It’s how my mother raised me and how her mother raised her before the psychologists started getting so involved in how children should be sleep-trained. It also works really well for attachment, because it is responsive to a baby’s needs. Think of the baby’s sleep in phases, and follow their lead on when they’re ready for the next phase. And if they’re sick or teething, just realize that they’re going to have a few rough nights, and that’s okay. Any change you make to their sleeping arrangements needs to be made slowly and carefully, with nothing drastic or sudden.

			

			
				Phase 1 (zero to three months or so): This is the newborn stage, and usually when the mother is recovering from birth. Even though you didn’t give birth to the child, you should mimic this natural rhythm as much as possible and “cocoon” with your baby, spending as much time cuddling and being together as possible. During this stage the baby should sleep in a bassinet in your bedroom, beside your bed if possible to make nighttime feedings easier. During this time you should establish a basic routine with your baby, doing things always in the same order. When they awake, you should feed them, and then when they finish eating, it’s play time. When they’re really little, this looks like cuddles and them looking around, but as they get a bit older, they’ll get more interactive. Then, when they get fussy, rock them or soothe them to sleep. It’s best not to make them dependent on always eating before they sleep. However, as they start getting ready to sleep more at night, you will notice them “tanking up” in the evening by eating more and more before bedtime.

			To sleep, the child will need a dark and quiet place, maybe some soft music, to be swaddled, and often a pacifier. Rocking can also be really helpful as well, just to help them calm and then put them down to sleep. Babies in the womb find when the mama is awake and walking soothing, so they tend to sleep more during the mother’s waking time and wake more during the mother’s sleeping time, so this sets them up for being diametrically opposed to the mother’s schedule upon birth. Yikes! Gently transition them into being more awake during the day by making the day more interesting and the night more boring. For your sanity, try as much as possible to sleep as much as you can. My husband and I tried to institute a six-hour rule for our first baby—while on parental leave we didn’t leave the bedroom until we’d had at least that much sleep. It didn’t always work, and even though it was broken up, we tried our best.

			Phase 2 (three months to one year): When they start being able to sleep for longer stretches at night

			
			
			My Favorite Baby Care Books
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