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CHAPTER 1:

WHAT IS TRAUMA?

This book is designed to help you understand what happens in your child’s brain during the day-to-day struggles they might face in the playground, at school and at home. When we can understand the science of our child’s brain responses, we can help them to navigate these situations in a calm ‘brain state’, rather than an activated ‘stress state’. This book will focus on what I call the ‘little t traumas’, in other words the common experiences parents might find themselves managing on a regular basis – friendship struggles, sibling dynamics, encountering unfamiliar or frightening situations. When we teach children to navigate these little t traumas from a calm brain state we can help to prepare them for some of the bigger challenges life may throw at them.

One of the things I find most rewarding about working with trauma responses is that it has a biological basis, and therefore responds well to treatment. I want to arm you with the information about how something called the parasympathetic nervous system works and how this system impacts the way traumatic memories are stored. When we understand this process we can help ourselves and others to release trauma from the body and decrease its relevance to us.

NEUROBIOLOGY OF EMOTION AND MEMORY
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There is still a lot of debate around how memory actually functions, but it is generally agreed that our sensory organs (eyes / ears etc.) send messages to the prefrontal cortex and this information is then sent to the hippocampus: the memory bank. At the same time, our emergency response system, the amygdala, sends adrenaline and hormones related to joy and sadness to the memory bank.

It is important to remember that memories may be split into explicit (ones you can voice out loud) and implicit (ones that form part of the unconscious and are harder to retell). We do not store all information into memory, as that would be impossible; we need to filter what is worth keeping. So information goes through the short-term memory filter and the brain decides if it needs to be stored for later recall.

There is a lot of discussion around how this filtering process goes on. Some theories suggest that the more emotion attributed to a memory at the point of arriving in the hippocampus (the birth of a child, the death of a loved one, or your own wedding), the more likely it is to get filtered to the long-term memory. When it does store the memory for later recall, the brain, being a very efficient machine, codes this memory with the other data it received at the time, such as the hormone and adrenaline responses, and files all this neatly, like a library system.

THE TRAUMATISED CHILD’S BRAIN

When we consider the knowledge that the brain is not fully developed until 25, it is absolutely crucial to understand that childhood trauma can delay the development of the brain, or even cause damage to it. This is particularly true of traumas which occur before the age of three, because it is thought that pre-verbal trauma is harder for the brain to file accurately.

To explain this in real terms, MRI images of children who have suffered extreme trauma, such as abuse or neglect, show a smaller hippocampus than non-abused children. What this means is that their general memory function is impacted, as they experienced a trauma while their ‘coding system’ was developing, and it caused a glitch in the software.

The prefrontal cortex that controls impulse, reaction and judgement has also been seen to be altered or damaged, and the amygdala is overactive in the MRI scans of traumatised children. Why? Because the threat the child experienced at the time of the trauma caused the amygdala to flood the brain with adrenaline and the prefrontal cortex didn’t know how to manage this. An adult brain with the same experience is less likely to send such an adrenaline flood, as it is a more fully developed, efficient system. But in a young brain these system malfunctions cause a short circuit.

When a developing brain hasn’t had the opportunity to grow as it should, children are more prone to mental health issues. Children’s brains adapt to the environment around them in order to survive; for example, a child whose amygdala was overactive due to witnessing violence in the home grows up to be hypervigilant, or is over-responsive to danger cues. Or a child who has been neglected may, due to their poor prefrontal cortex function which controls their impulses, be more prone to negative outbursts or ADHD.

In order to understand the way damage can occur in the brain, we need to understand how children can respond to traumatic stimuli, and for this we are going to take a deeper-dive science lesson (stay with me!) into neuropsychology and the polyvagal nerve.

POLYVAGAL THEORY

The polyvagal nerve runs from the brain stem down into the abdomen and controls digestion, breathing and heart rate (the parasympathetic nervous system). Polyvagal theory suggests that alongside the emotional centre of the limbic system, the vagus nerve is a key component in understanding the neuro-biology of trauma. It supposes that our body is always working in one of three states: the ventral state, the sympathetic state or the dorsal state.

Ventral state

This is where we all want to be: the heart rate is normal, breathing relaxed, digestion is working as it should and the brain is transmitting and receiving messages in a normal manner.

Sympathetic state (or the fight / flight / fawn response)

When our brain gets a danger signal from one of our sensory organs, the amygdala starts pumping adrenaline, asking the brain to send more oxygen to our chest, blood to the limbs and to increase the heart rate. It is preparing the body to defend itself (to fight) or to run away from danger (flight). This is the body in active survival mode – it is getting ready to perform an action like run away or fight to defend itself. This response can be generated by several different situations, and in the case of a child it is generally activated more regularly than an adult.

[image: image]

Why? Because the child’s danger response system (the amygdala) is not yet fully formed, and the hippocampus – the part of the brain that registers memory – is also not fully stocked. So the child has less opportunity to assess the situation based on experience compared to an adult. In other words, they have less data to compare it to. For example, a child may experience something as life-threatening or terrifying because it is unknown, whereas an adult with more life experience may make a more rational assessment of the danger. A child is more likely to enter a sympathetic state, and more quickly, than an adult, because of their developing brain and lack of experience. So, for example, a child may encounter struggles at school, the loss of a pet or friendship challenges as far more overwhelming than an adult, who may have built up a resilience bank of experiences related to relationships, death and failure.

The fawn response is a lesser-known trauma response, but forms in response to multiple threat experiences when the body has decided that this time it will try to ‘befriend’ or ‘appease’ the threat. This is toxic people-pleasing 101; it is a child who decides that the threat can’t be run away from, fought or ignored, so you must ask the threat to go away by doing what it wants. These children do not like to show negative emotion such as sadness or anger; they turn the feelings in on themselves rather than risk the threat of directing them towards the aggressor. They will constantly monitor for signs of threat or displeasure in another, and modify their behaviour so as not to poke the danger.

Dorsal state (or the freeze response)

When danger seems completely overwhelming, and active survival (fight / flight / fawn) is no longer an option, the body will use its last survival technique: the dorsal response. Here, the body will engage a pathway in the dorsal vagal system (in the abdomen) that causes total shut-down: the heart rate drops, breathing is very slow and digestion stops or empties. The system has gone on to standby, and the body ‘freezes’. We see this in animals who play dead in response to a predator, and in children in response to danger from an adult (a child cannot fight or run away from an adult so the body makes the clever decision to play dead). If the freeze response is ignored by the predator and the threat continues, the body’s limbic system and vagal system short circuit and a process called dissociation happens.

DISSOCIATION

Dissociation is a key component of PTSD (post-traumatic stress disorder), and it is also a good way to differentiate between ‘traumatic impact’ and PTSD. We can feel traumatised by being in the sympathetic state, in other words we can have memories that remind us of feeling high anxiety, or scared, but we are not yet in the dorsal state. The dorsal state is the space where PTSD forms due to its connection to the process of dissociation and the subsequent memory disruption that occurs.

Dissociation is primarily a mental freeze and what I consider to be the body’s final survival tool, when even the freeze (dorsal) state doesn’t work. It happens via the shutting down of the vagal nerve and the thalamus (the memory decoder). It says: I cannot prevent this happening to my body, but I can attempt to remove the brain memory functions from this experience to stop the record button. In other words: body, we don’t need to remember this.

So, while this memory short circuit is going on and the body is frozen, we go to a place where people might describe feeling ‘out of their body’, or ‘watching themselves from above’. This seems a good survival response, but what it can’t do is stop the physical trauma happening, so the physical body still feels the sensations of fear, pain or grief even if the brain is trying not to ‘record’ it. A flood of data has come into the brain, but it isn’t ‘time stamped’ (the computer screen went black at the time of the memory development) and the brain doesn’t know how to file these sensations. The memory system of the hippocampus is completely confused.

In order to recover from this state, the body must then deactivate backwards via the states. So, for example, from dissociation the body might go back to freeze, then to sympathetic, and finally back to ventral. This is why we might see no emotion from someone directly after a trauma, but later we may see panic attacks, crying or anger. Depending on the intensity of the trauma, the flat feeling of the dorsal state could take days to work through the body.

FIGHT / FLIGHT SYSTEM MYTH DISPELLING

I often see the words fight / flight response used incorrectly, so I want to explain why it is important to understand the biological response that happens in the brain when the response is activated. It is a chemical adrenaline flood as a survival response to a threat. In children, as we have already explained, a threat may be interpreted more loosely than in an adult, so we need to help children navigate this chemical response to help them rationalise their emotions and interpret the idea of threat in a more proportionate way.

As an example of a time I have seen this response used inaccurately, I will give you an exchange I had recently. I am a huge fitness enthusiast and I love to do high intensity interval training. Recently a good friend said to me: ‘That is not good for your hormonal system as it promotes the fight / flight response – it tricks your body into it.’ The conviction with which this statement was said surprised me and also prompted me to do a quick internet search of how many other people were saying this. To my surprise, it was quite a lot.

Your fight / flight response is only triggered when your sensory organs send threat information to your amygdala; categorically you cannot ‘run’ yourself into a state where you are activating this, as your sensory organs do not receive danger signals. You will not go to a high intensity exercise class and develop PTSD. You might be tired, but you will not be tricking your body into believing it is running for its life, particularly if you have a fully functioning adult brain, and to that end I have never seen children running around to the point of exhaustion and feeling ‘triggered’ by this.

As a trauma specialist, very few things annoy me more than seeing clinical trauma terminology being bandied about incorrectly. The term ‘triggered’, for example, is now used by social media to describe feeling irritated, and ‘hypervigilance’ is used for situations where someone is experiencing a mild anxiety peak. ‘Dissociation’ is used by mainstream media to describe a state of not concentrating, and someone recently told me that Dissociative Identity Disorder (DID) is trending on TikTok as a growing community. To put that into context, my mentor – who has worked for 40 years in high-security in-patient wards – has seen three confirmed diagnoses of DID in his entire career; I have seen none. DID is thought to be caused by extreme childhood trauma that forces the sufferer to create ‘alters’, or other personalities, that psychotically ‘split’, and exist separately from each other; it is a condition thought to affect less than 0.01 per cent of the population. But apparently this tiny minority all find themselves on TikTok, and in a coincidentally similar age bracket.

Fight / flight responses are SURVIVAL responses; they are more likely to be activated in children due to their brain being underdeveloped and their memory having a much smaller data storage system.

Something that I often like to do with my child when I am feeling triggered by anger or irritation: look down at their hand.

Take a good look at the size of their hand in comparison to yours.

Note how tiny and fragile it is.

Children are significantly smaller than an adult; we might think this is obvious but it is so important that we remember this when we consider child trauma. The physical size of a child in comparison to an adult makes an adult reaction seem potentially life threatening. An adult can appear a dangerous being to a child: never take for granted the power you have over the small beings in your life, because even if you don’t notice … they do.

LITTLE T TRAUMA VS BIG T TRAUMA

One of the things that was important to me in writing this book was helping to clearly define what is considered by clinical definition trauma, and what is by my definition little t trauma. Trauma in clinical terms usually applies to an event such as rape, assault, war, natural disaster, severe accident or threat to life. Little t trauma could be applied to any number of incidents, but only trauma will be applicable in the case of PTSD, which is a clinical term where an individual experiences symptoms impacting memory and physical responses, and giving rise to emotional disturbances. There has been significant debate around why diagnostic manuals define the criteria of an event that causes PTSD, with the argument being anything can be ‘traumatic’. Yes it can, but in order for the term PTSD to be used, the event must be considered ‘likely to cause significant distress’, and although there are slight differences in certain diagnostic manuals, it is rarely open to subjectivity.

The event cannot include exposure to trauma via media, and in the case of bereavement, the death must have occurred outside of ‘natural causes’. There will be people who feel this is an unfairly reductive analysis of what is traumatic, but it is important that the medical community sets parameters for PTSD so they can diagnose it accurately. If any event can be defined as causing PTSD, it makes the diagnosis much more open to interpretation, and potentially to being applied incorrectly. This does NOT mean that because you don’t have PTSD you have not suffered trauma, it simply means that the clinical diagnosis cannot be applied.

WHAT IS A TRIGGER?

I said earlier that I feel quite irritated when people use the term ‘triggered’ inaccurately. Why? Because it is the misuse of an important process. A trigger is a sensation or reminder of an event that happened to you in the past that is traumatic. It pokes the emotional part of the brain to look for a clue – where does this memory belong? When did this happen? The brain may not find the correct place for this data, in which case the body reacts seemingly irrationally or disproportionately to something, because it doesn’t realise it is responding to a past trauma. The body is reliving something as if it is currently happening, because this traumatic memory, which may not have been stored and coded properly, is not being processed by the brain as past ‘data’. This is particularly true for traumas that occurred when the brain was developing.

SO WE SHOULD ALL ‘GET ON WITH IT’ THEN?

I am not here to open a debate on why the medical community views trauma in this way. For some people it is not easy to hear that the trauma they suffered is not classed as PTSD, but when we use the term incorrectly we are potentially undermining the distress of those for whom PTSD is a crippling illness. But just because someone else doesn’t define what happened to you as traumatic does not mean it did not have a traumatic impact on you.

Let’s take the example of the parent with alcoholism. Now, if that parent’s alcoholism also involved verbal / physical / sexual abuse then you most certainly would meet ‘event trigger’ criteria for PTSD, but if not then you might not. The danger of clinging on to the medical definition of trauma here is that it removes the very strong possibility that you may have endured the experience of an ‘absent’ parent, a parent you had to play carer to, a parent whose moods you couldn’t predict, a parent who often didn’t show up for things or was generally unpredictable or embarrassing. Maybe you never had friends come over or never wanted to introduce them to your parent. All of these experiences may have affected the way you view yourself and family models, and they may affect the way you parent or how you feel about becoming a parent.

Using the childhood experience of having learning difficulties as a further example, maybe you suffered from dyslexia, and when you were asked to read in front of the class felt your whole body tense up, and your voice choking. While dyslexia is not trauma, it may impact how you now feel speaking in front of others, or whether you view yourself as ‘clever’. Perhaps you feel resentful of your educational experience, or maybe you still panic when presented with large amounts of written information. Dyslexia sufferers often feel triggered when asked to work to loose briefs, maybe even becoming irritable or procrastinating in order not to expose their vulnerability.

What does traumatic impact look like? It is highly common for a PTSD sufferer to experience huge memory gaps and emotional instability. But even if the trauma was not significant enough to cause PTSD, a memory of something upsetting or scary can have a similar impact, particularly in young children.

INCIDENTS THAT CAUSE TRAUMATIC IMPACT

The term Adverse Childhood Experience (ACE) was first coined in a study (Felitti: 1998) that wanted to investigate how certain life events can have a lasting traumatic impact on a child’s life. So, what can be considered an ACE? This could be the loss of a parent, divorce, bullying, parental addiction, poor parental mental health, moving home / schools repeatedly, abuse, neglect and exposure to violent environments. ACEs are so important to understand as they are thought to have both physical impacts, on health, as well as psychological.

A recent study showed that the likelihood of experiencing poor educational performance and declining physical and mental health over a life-span shot up rapidly when someone experienced four or more ACEs. This statistic makes for sobering reading but goes to show just how far the shock waves of childhood trauma can reach. We will never fully prevent ACES – after all, bereavement and divorce happen – but our goal as a society should be to focus on preventing ACEs from growing in number, and on treating their impact early so that we don’t see these later adverse outcomes.

IN WHAT WAYS DOES TRAUMA MANIFEST IN CHILDREN?

Pre-school-age children


	Toilet issues (not previously experienced)

	Screaming / crying more than usual

	Extreme separation anxiety

	Aggressive behaviour (especially if not previously exhibited)



School-age children


	Have a hard time concentrating at school

	Unexplained vomiting or food refusal

	Difficulty sleeping – insomnia or nightmares

	Feelings of guilt or shame connected to an event

	Anxious or fearful in a variety of situations (especially if uncommon previously)



Teens 


	Self-harm

	Eating disorders

	Depression

	Beginning to abuse alcohol or drugs

	Engaging in risky sexual behaviour

	Making impulsive, dangerous decisions

	Withdrawing



This list is of course not exhaustive, and we will explore in depth some common childhood traumas such as divorce, bereavement or bullying later on in the book. But the key thing to remember here is that trauma symptoms tend to group themselves into three categories: avoiding remembering the event, negative thoughts about self or others, and negative behavioural changes.


CHAPTER 2:

HOW DOES OUR OWN TRAUMA IMPACT THE WAY WE PARENT?

You may be wondering why I am putting this chapter in here when this book is about your child. Well, hopefully from the previous chapter you will have started to see how early experiences have a lasting impact on us as we develop and become parents. I say that with love and without judgement, as the last thing I would want anyone to take away from this book is that ‘I have traumatic experience therefore I am a bad parent’. Categorically no; recognising you may have had experiences that have caused you traumatic impact makes you a fantastic parent! In fact, it makes you a rare parent, as I would argue we are one of the first generations of parents who actively look at our own emotional reactions before we try to control our child’s.

As a trauma therapist I have been so delighted to see more and more focus in parenting media on what our experiences of being parented taught us, and how this affects our parenting choices. I would like to move that conversation on, by not only looking at the way we were parented, but how we were shown to cope with adversity, as modelled by our parents.

PUT YOUR GLOVES UP: WHAT’S YOUR FIGHTING STYLE?

I adore being a therapist, and I wouldn’t change it for the world, but there is one style of therapy that I find more exhausting, more emotionally demanding and more triggering than any other … couples therapy. I am not unusual in this; a beloved colleague of mine who has spent most of her career working in high-security hospitals once told me: ‘I don’t do couples, I just find I end up agreeing with one of them and thinking that it really is all the other person’s fault.’ What I found so hilarious about this comment from my highly trained and highly competent colleague is that it perfectly summarises why couples therapy is so damn hard. Couples therapy contains all the juicy bits of family life – the gender roles, the scapegoating, the placation, the martyrdom, the disappointment, the rage, the love … you get the picture of what makes family ‘systems’ (see here) so traumatising. Watching a couple navigate life, love and taxes is one of our earliest experiences as a child, when we watch the parental figures in our lives try to work out who is doing what in this house and who is raising this child?! So, when we find ourselves now playing the role of the ‘adult’, what do we want to show the child?

The way we fight and the way we process conflict is absolutely key in teaching our child how to handle adversity. Knowing when to hold your ground and when to concede is a life skill, as is knowing how to express yourself honestly and compassionately to people you are intimate with.

I am not going to consume the rest of this book telling you to always argue with your partner from the ‘I’ place and to begin every sentence, ‘When you do that, I feel X …’ because that’s not real life. In that vein I would like to share another story with you: four years ago, I was on a long-haul flight with my toddler, baby and husband. The flight was full and we had been allocated separate seats. I had both the children, and my husband took the aisle. After a tense and quietly snarling showdown about who was going to fold the buggy into the overhead, and who was going to change the first nappy, I decided to viciously whisper to David, my husband, what I thought he should go and do with himself in that moment … Unfortunately for me, the people sitting next to David, who heard my less than compassionate exchange, happened to be a couple … a couple who saw me for couples therapy. I was now confronted with the dilemma that a therapist always feels when they see their patients in the ‘real world’. I could not acknowledge or say hello to them unless they approached me. They didn’t; presumably they were either too shocked to hear that Dr Alison swears at her husband or they were simply as uncomfortable as I was. I apologised to David and admitted I was tired and stressed and frankly behaving like a baby; and then sat back down and spent the next 11 hours trying to be as invisible as possible so as not to break the therapist ‘fourth wall’ any more than I already had.

Of course, I am not advocating that you should speak to your partner in the way I did, but the reality is we all do it now and again. My children may or may not remember that exchange. I didn’t swear at David in front of them and actually as a couple we have always tried to not do this – and generally we don’t – but they likely will have seen two parents extremely stressed and dealing with their own feelings of resentment and exhaustion in different (and yes, unhealthy) ways. One thing I would like to think that my children always see is that we are great apologisers, and we will often stop mid-fight to acknowledge the idiots we are being and to try to pull the situation back from the brink. I hope my children will take away from this the idea that no conflict is irreparable, laughter is always a good way to stop a conflict, and apologies are important things.

Couples’ conflict styles and impact on a child

All couples will adopt at least one of the following styles at different points in the relationship, but what I would like us to think about is the impact on the child for the conflict style they see regularly adopted in their home.

Avoidant

This style is ‘agreeing to disagree’, and minimising conflict where possible; it is also sometimes thought of as ‘picking your battles’. While this is not obviously destructive for a child to witness, it can be insidious in the sense it teaches children

Volatile


Validating


Hostile




TELL ME ABOUT YOUR PARENTS …



The traumatised parent



What is actually going here?




How can we stop parenting from a triggered state?


The ‘everything was fine’ childhoods


Parents who grew up in homes with ‘anger issues’




What is actually going on here?



What are we going to do about this thing, ‘anger’?



	Are my expectations reasonable?

	Am I truly understanding the other person’s perspective?

	Do I have the power to really change this situation?





	The facts: what is actually going on here?

	The proportions: is my response proportional to the ‘offence’?

	The impact: how much can I change and how much does it actually matter if I don’t?



FINANCIAL / HOUSING CHAOS: MASLOW’S HIERARCHY OF NEEDS
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AFFLUENT NEGLECT





What is going on here with all this emotional neglect?



Scenario: Child whines and cries when leaving the playground









How to comfort a crying child: the box of tissues example
















	Your big emotions don’t scare me

	You are loved

	All of you is welcome here




Identifying YOUR own parenting triggers





	Feeling rage when smacked by toddler. (I am the adult and my child MUST respect me.) 

	Feeling on edge about a child who is displaying poor table manners. (My child’s behaviour is a reflection on me.)

	Wanting to leave the room when faced with a tantrum. (I am scared of anger because it is ‘uncontrollable’.)

	Feeling stumped by a teenager’s verbal outburst. (When people shout at me it means they don’t love me.)

	Feeling rage at a teenager’s defiance. (Children should obey a parent.)

	Becoming easily angered when travelling on a plane or eating in a restaurant with a child for fear of others’ opinion of child’s behaviour. (Other people judge me negatively.)

	Feeling shame for child’s public tantrum. (People will think I cannot control my child, and that is a parent’s job.)

	Feeling panicked by child’s sexual development. (Sex is shameful.)

	Feeling angered by toilet ‘accidents’. (You are deliberately trying to anger me.)

	Feeling silenced by a child’s aggression. (I am scared by anger; it destroys things.)

	Feeling shame for having a child who is not ‘clever’, ‘beautiful’, ‘popular’. (I am scared of being a ‘failure’.)





	I do not have to parent for the approval of others. I trust my judgement.

	I don’t have to take things personally.

	I am loved and respected by my children.

	I do not have to meet anger with aggression, I am in control of me. 

	I am the perfect parent for my child.

	Children aren’t perfect, but neither am I.

	You don’t have to be a perfect parent, just a loving one.

	Every day I am trying my best, and every day I am getting better.

	I am a kind and compassionate parent.

	I trust my children and they trust me.

	I do not own my children, but I am blessed to have them in my life.





	Identify your own triggers; look at the suggested examples and consider if any of these are you. What is a time when you have parented in a way that made you feel stuck or ashamed? Look more deeply at what it is that YOU (not your child!) are telling yourself internally to make you feel this way.

	Get to know your lineage. What patterns have been passed down your family tree? Consider birth order and cultural understandings of parenting. What were you told about parenting from the parents that came before you?

	If we want to help our children regulate their emotions, DON’T encourage them to shut them down or be afraid of them. Allow them to express the big feelings like anger, shame and sadness, even when it feels difficult to do it.

	Children learn how to manage conflict from US, and given that anger is often considered to be one of the most difficult emotions to hold and process in a healthy way, try to model healthy forms of conflict in your home.

	We have all had different parents; if your parent was narcissistic, then do as much research as you can on the impact of narcissistic parenting. It is the most common form of parental abuse that I see among my adult survivors of child abuse.

	Scapegoating is one of the key components of narcissistic parenting and it comes in many forms: the scapegoat is not necessarily the rebel, they might also be the people pleaser. Scapegoating occurs in many families, even those where the parent is not overtly narcissistic. Parenting can evoke SOME degree of narcissism in a lot of people; get to understand what scapegoating is and how it might have played out in your family.

	Families work as a ‘system’ (more on this in the following chapter): there are ever-changing parts and alliances forming. In order to survive, the system often finds things or people to put all of its anxieties and fears about survival into. If the system finds a person to identify as the problem, this individual is often the most intrinsically empathetic but outwardly destructive. There’s a phrase in family therapy that ‘the one everyone comes to therapy about is least likely to be the problem’.

	Environmental chaos, such as poverty or housing instability, can cause trauma and there is no shame or disloyalty in acknowledging that being parented by a parent who was under environmental stress was stressful.

	Ask yourself these questions:

	What would you choose to change about the way you were parented? 

	What would your partner choose to change about the way they were parented? 

	How are finances decided in your house?

	How is conflict handled in your house?

	What is the expectation of ‘success’ for your children?

	How realistic is this expectation?
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