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Abstract 

Trauma is an inevitability in a person's life; everyone will encounter something that will leave 

lasting scars. In looking to understand trauma phenomenology, research is performed 

predominantly on adults, utilizing reflection on early childhood to extrapolate on the effects of 

trauma in childhood. Two of the main reasons this model is used are the legalities surrounding 

researching children and the social stigma associated with acknowledging and labelling 

maltreatment in the most vulnerable. In attempting to comprehend childhood trauma 

manifestations, findings from neurological studies on brain maladaptation following traumatic 

exposure provides one piece of the puzzle. Desiring to measure the impacts of developmental 

trauma in childhood, a group of practitioners in the field began intentionally researching the 

impacts of relational, social, and developmental trauma in early childhood with the goal of 

crafting a formal diagnosis to address the diagnostic gap. This capstone integrates trauma 

research with the intersection of the medical system, with a view towards how the medical 

system can be changed to better serve those with complex mental health conditions.  

Keywords: trauma phenomenology, traumatic exposure, biomedical system, childhood 
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Chapter One: Introduction 

Overview of the Topic 

 Childhood trauma is not unique or unexpected; children around the world are being 

exposed to and have experienced traumatic and threatening situations that leave lasting 

repercussions across the life course. Around the world, over 50% of adults claim to have at least 

one adverse or traumatic childhood experience, with 1 in 6 people reporting four or more adverse 

childhood experiences (Madigan et al., 2023). Current reports indicate that roughly 60% of the 

Canadian population identify as having had an adverse experience before age 15 (Government of 

Canada, Statistics Canada, 2023). To begin to understand the impact of the above figures requires 

an understanding of trauma. Trauma refers to experiences of perceived or real threat, and 

includes physical and emotional abuse, neglect, maltreatment, witnessing violence, unexpected 

loss, and familial instability. Trauma can be acute, a single incident, or chronic, multiple 

experiences, resulting in diverse manifestations of symptomology (Peterson, 2023). Trauma 

manifestation has not only interpersonal implications; current research suggests that childhood 

trauma has later effects on cognitive capacity, physical and mental health (Thurston et al., 2025).  

 The first large-scale study linking childhood trauma and adverse outcomes in adulthood 

measured the experiences of adverse childhood experiences against physical effects in adulthood. 

Known today as the Adverse Childhood Experiences (ACE) study, this groundbreaking research 

correlated early experiences, both individually and household dysfunction, with an overall higher 

risk of physical and mental health struggles in adulthood (Fujiwara, 2022). Ongoing research has 

expanded the implications of early adverse experiences, identifying cognitive and emotional 

maladaptation in response to chronic traumatization (Fan & Kang, 2025; Madigan et al., 2023). 

With the understanding that the human body is a complex intercommunicated system, 
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unaddressed trauma impacts the whole body, opening the door for neurological development to 

shift to accommodate the increase in stress within the broader system (Madigan et al., 2023). 

Alongside developing a predisposition for chronic physical health conditions, addiction, and 

mental health conditions, research overwhelmingly confirms that trauma changes us, and yet 

research surrounding the acute impacts of early trauma is still in its infancy (Caglayan et al. 

2025; Felitti et al., 1998; Teicher & Samson, 2016). 

 The crux of childhood trauma is that much of what is known is based on research done 

on the adult population, leaving clinicians, educators, and guardians to find a place or diagnosis 

that will offer the support a child might need without addressing the underlying cause. Canada 

operates within a standardized biomedical model, meaning that if an individual has complex 

needs that require support in school or within a home, concrete proof is required for diagnosis, 

which is necessary to qualify for funding. For children, diagnosis relies on the physiological 

manifestation of symptoms, and when examining possible diagnoses, very few consider adverse 

childhood experiences. The most common diagnoses of school-aged children in Canada are 

attention deficit hyperactivity disorder (ADHD) and anxiety disorder, with trauma and stress-

related disorders, not registering in data collection (Schwartz et al., 2022). Considering the 

prevalence of adverse childhood experiences, coupled with the realities of the need for childhood 

diagnosis and what is currently predominant, a gap in research and care emerges, asking the 

question of what role early trauma plays in the developing child?   

Purpose Statements 

 This capstone project aims to explore the nature of childhood trauma, the current 

academic understanding, presentation, and developmental impacts on our young clients. 

Although trauma is a heavily researched area, scholarship on understanding and treating the 
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impacts of childhood trauma is constantly evolving in accordance with new research; thus, this 

investigation will offer a look into the conceptual and practical side of working with childhood 

trauma.  

 This paper will examine trauma within the context of childhood trauma being a 

multifaceted experience that is ever evolving and that is challenging to categorize and diagnose 

in accordance with the current guidelines for Trauma – and Stress Related Disorders found in the 

Diagnostic and Statistical Manual of Mental Disorders (5th ed., text rec.; DSM-5-TR; American 

Psychiatric Association [APA], 2022). The research presented will look to answer the question 

of how does childhood trauma manifest and affect the developing person, and could the 

introduction of an official diagnosis – Developmental Trauma Disorder – change the work of 

counsellors, educators, and the outcomes for clients?  

Contribution to the Field 

 Despite extensive research on childhood trauma, the current diagnostic frameworks fail to 

capture the complexity of chronic developmental trauma in children, resulting in misdiagnosis, 

ineffective support and interventions, and systemic barriers when accessing care (Morelli & 

Villodas, 2021; Schmid et al., 2013). This research addresses these limitations by examining the 

role of neurological development coupled with practitioner evaluation and diagnostic processes 

to assess if a new diagnosis of Developmental Trauma Disorder is needed within the 

psychological community. By highlighting children’s lived experiences, with discrepancies in 

standard practice and care, this research aims to inform practitioners and educators about the 

complex needs and biological adaptations of children who have experienced trauma and provide 

insight on how to approach working with and understanding these clients.  
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Reflectivity and Positionality Statement  

 As a student researcher in the field of counselling psychology, I acknowledge that my 

experiences, background and values inherently shape the approach I take when researching and 

writing this capstone. As a white, cisgender, heterosexual woman who experienced and lived 

through childhood trauma, I strived to approach this capstone through a lens that does not give 

deference to my experiences yet allowed them to inform the care and consideration I take in 

formulating and presenting the research.  

My interest in this field of study originated from the environment in which I spent my 

formative years. Both my parents were members of the Canadian Armed Forces, and residing on 

the base exposed me to the realities of life and death. Neighbours, friends, and honorary family 

would leave for training or deployment and return differently, injured mentally and physically, 

and often never returning. The ripples of those returns had an overarching impact on the family, 

community and workplace as they reconciled how to live in their new bodies or with the loss of a 

loved one. Witnessing and living within this environment highlighted the wide-arching impacts 

of situational trauma. Further bolstered through professional experiences working with children 

who have complex needs and have been labelled as difficult and being a “bad kid”, the desire to 

identify and possibly understand the role early trauma plays in acute behaviour manifestations 

inspired the direction of this research.  

As I write this paper, I am cognisant of my personal history and the role I play in 

supporting clients as they navigate their own experiences of maltreatment. In my current 

professional capacity, I work with children, adolescents and young adults in a publicly funded 

drop-in center. I approach working with clients from a person-centred, trauma-informed lens, 

incorporating creativity and play when appropriate. My approach has been inspired by being a 
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client who required a foundation of relationships and safety before delving into what happened.  

When researching and writing, I strived to ensure that my own experiences and preferences were 

held in tension, to ensure that I was not allowing my bias to be the majority voice.  

Ultimately, I believe that a disservice is occurring to the child and adolescent population 

when we negate the impacts of adverse childhood experiences when contemplating co-morbid 

diagnoses. The hope with this research is to explore the realities of childhood trauma to validate 

caregivers, educators and clinicians when encountering situations that make them question 

themselves and encourage them towards whole person care.  

Definition of Terms  

Biomedical Model: A disease-centred approach to health care that believes in observable, 

measurable proof of illness that leads to a recognized diagnosis and evidence-based interventions 

(Cosco et al., 2022). 

Biopsychosocial Model: The holistic approach to health care holds that the mind and body are an 

interconnected phenomenon that is influenced by social experiences. When assessing health, 

considerations for both the physiological and social well-being of the individual should be 

considered prior to diagnosis and care (Halligan & Wade, 2017).  

Child Maltreatment: The intentional or unintentional neglect of or physical, emotional, sexual or 

psychological abuse of a child under 19 years of age, resulting in harm or the potential harm of 

the child (About Child Abuse and Neglect; 2024; van der Kolk, 2014). 

Complex Trauma: The chronic exposure or experience of interpersonal traumatic events (Collin-

Vézina, 2025). 
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Co-Regulation: A dynamic process in which one party supports another in managing their 

emotional, behavioural, and physiological arousal. Support occurs through modelling calm affect 

and regulation strategies to bring the aroused party back to a state of stability (Costa, 2017). 

Developmental Trauma Disorder: A proposed diagnosis to address the observed emotional, 

behavioural, relational, and neurobiological sequelae in children exposed to chronic trauma 

(Schmid et al., 2013). 

Dysregulation: The inability to regulate and modulate emotional, cognitive, and physiological 

states (Dvir et al., 2014).  

Hypervigilance: A trauma-related state of hyperarousal and alertness, manifesting through 

consistent observations of the physical environment, scanning for potential threats, leading to an 

increase in anxiety and fixation on safety needs (Briere & Scott, 2015). 

Neuroception: The neurological system that takes physiological and environmental data to 

determine safety, unease or threat to life (Porges, 2021). 

Ontogeny: The course of development of an organism from fertilization to death (APA 

Dictionary of Psychology, 2018). 

Social Justice Model: A human rights approach to health care that holds that health outcomes 

are influenced by wider social determinants and access to care should not be based on one’s 

economic, social, or demographic factors, but rather integrated into the wider community system 

(Wiley et al., 2022). 

Synaptic pruning: A developmental process across the life course, where the brain eliminates 

underused or weaker synaptic connections between neurons to strengthen frequently utilized 

connections, and increase efficiency in the system (Huttenlocher, 1990). 
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Synaptogenesis: The creation of new synapses between neurons to increase the brain’s 

connectivity and plasticity (Huttenlocher, 1990). 

Trauma: An adverse experience that includes an aspect of perceived or real threat that occurs to 

an individual or group of individuals that can result in adaptive practices, such as dissociation 

and withdrawal, expressed in day-to-day living (Peterson, 20230; van der Kolk, 2014).  

Traumatic Stress: The psychological and physiological response to exposure to traumatic 

experiences, resulting in the individual being overwhelmed with a diminished capacity for 

coping, manifesting in anxiety, emotional dysregulation, and behavioural adaptations (Bryant, 

2019; van der Kolk, 2014). 

Outline of the Capstone Project Chapters 

Chapter one has presented the research questions, purposes, and significance of this 

study, as well as the context of counselling psychology. The goals for the following chapters 

have been established, along with objectives moving forward. 

Chapter two contains the literature review, beginning with exploring the history of Post-

Traumatic Stress Disorder (PTSD) and the subsequent gap that has been discovered within the 

traumatology field. Further exploration into understanding the nature of childhood trauma, its 

physiological and neurological presentations, and examining the impact within an attachment 

theory framework, will be discussed. Specific focus will be given to exploring the neurological 

maladaptation and their physiological manifestations, leading towards the question of: is trauma 

measurable and how is it measured? Frequently utilized questionnaires and assessments, as well 

as their role in measuring trauma, are examined. An overview of available diagnoses that might 

fit the identified symptomology is then explored to provide context for the wider system at play. 
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Chapter two introduces the proposed diagnosis of Developmental Trauma Disorder (DTD) to 

address the gaps in childhood trauma treatment and account for the impacts of early experiences 

of the developing child. A discussion regarding the formalization of DTD and its possible 

implications for the work that counsellors are doing, acknowledging that counsellors are often 

the first professionals who will work with and treat children who have experienced early adverse 

childhood experiences.  

 Chapter three will propose a new medical model of care by first examining the history of 

the current model of care in Canada, including diagnostic pathways for children. Understanding 

the Canadian context, an investigation into other medical models of care and their application 

from around the world will expand the knowledge base to contextualize and recommend a new 

medical model of care for British Columbians.  
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Chapter Two: Literature Review 

 In 1980, the American Psychological Association (APA) introduced the classification of 

post-traumatic stress disorder (PTSD) as an official diagnosis following decades of observations 

and investigations of individuals who had experienced intense traumatic stress following World 

War 1, 2, and the Vietnam War. Unsurprisingly, following the official classification, an influx of 

research studies examined how the etiological factor being outside the individual, rather than a 

product of an individual’s inherent weakness, changes the psychiatric community's 

understanding of traumatic experiencing (McFarland & Kilpatrick, 2021). The following decades 

saw research being predominantly tailored to adults such as war veterans and assault victims who 

were actively experiencing the impacts of these experiences in their day-to-day lives.  

 In the early 2000’s a group of researchers identified a gap in both the ongoing research 

and diagnostic capabilities surrounding PTSD. Specifically, it was proposed that a differentiation 

between adult-onset traumatic stress and childhood traumatization does not currently exist within 

the application of a PTSD diagnosis and available research (van der Kolk et al., 2009). The 

National Child Traumatic Stress Network (NCTSN) was created with the goal of researching 

child-specific experiences and manifestations of traumatic stress and identifying the differences 

in treatment and needs from adult trauma experiences (The National Child Traumatic Stress 

Network [NCTSN], 2025).  

What is Childhood Trauma? 

 Trauma, at its foundation, is an adverse experience that includes an aspect of perceived or 

real threat that occurs to an individual or group of individuals that can result in adaptive practices 

expressed in day-to-day living (Peterson, 2023). Much of what the research community knows 

about trauma has been found when looking at adults and their lived experiences. However, 



IT IS NOT THAT SIMPLE 14 

children are fundamentally different than their adult counterparts. A key consideration when 

considering how traumatic stress and traumatic experiences uniquely affect children is to 

examine the neurological stages of development, and how different neurodevelopmental stages 

mentally change how a human experience the trauma and then internally expresses what has 

happened. 

Neurological Development 

 In utero, the fetal brain begins developing as early as two weeks after conception in a “tip 

of a 3-millimetre neural tube” (Ackerman, 1992, pp 86-103), which is the starting point for all 

major parts of the brain in a juvenile form in preparation for entry into the world (Tierney & 

Nelson, 2009).  When the fetus is born, Ackerman explained that a typically developed infant 

houses a brain with over 100 billion neurons - the most they will ever have - and is roughly 25% 

of the size of an adult brain (1992). The quantity of neurons coupled with the size of the brain 

results in the infant being capable of the simplest functions necessary for survival, such as 

breathing, feeding and sensing with their caregiver/world (Tierney & Nelson, 2009). 

 The first three years of a child’s life are the most critical when solely approaching from a 

neurodevelopmental perspective. In their first year of life, a typically developing infant 

outwardly relies on their caregiver to attend to their bids for food, attention, and care, while 

internally, the child’s brain is seeing rapid changes that correspond with the outward environment 

they are engaging with. In the first months of life, the brain is developing at a rate that will never 

again be experienced across the life course, in response to new sounds, faces, and sights they 

encounter (Scott & Brito, 2022). Millions of synapses a second are being created in response to 

all that the infant is experiencing, and this trend will continue through the first year, resulting in a 

brain that is double in size and housing more synaptic connections than a fully grown adult 
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(Scott & Brito, 2022). The following 9 months see synapse creation in the limbic and prefrontal 

cortex, further development of facial and auditory recognition skills, and active development of 

brain circuits related to language, emotional regulation and social interactions (Natu et al., 2021; 

Tierney & Nelson, 2009). The second and third years of life continue the rapid expansion started 

within the first year, focusing heavily on language acquisition, social learning, emotional 

bonding, and rapid advancement in fine motor skills (Mualem et al., 2024). Physiologically, a 

two-year-old's brain is the size of an adults, and higher focus is given to the ongoing process of 

synaptogenesis -the formation of synapses, which allows for information transmission between 

neurons (Perry et al., 1995; Zhang et al., 2022). By the age of 3, the neural pathways begin to 

become visible on imaging, and an uptick in the synaptic pruning, which is a lifelong experience, 

can be noted as the efficacy of communication in the brain slowly becomes a high priority 

(Huttenlocher, 1990).  

Attachment Theory 

When examining relational development, the first 2-3 years of life shape future 

interactive patterns. Researcher Allen Schore investigated the rapid development of the right 

hemisphere of the brain in the early years. Schore (2001) has found that the right hemisphere is 

“experience dependent” (p. 208) when developing, and with this hemisphere being responsible 

for implicit messaging, emotional regulation, and attachment, cases of maltreatment have a 

longitudinal impact that leaves children vulnerable to neurological maladaptation. For children, 

their caregivers, whether parents, daycare workers, or family members, are the primary people 

shaping the child’s outcomes. Schore’s theory on right brain development complements 

attachment theory, created by John Bowlby in the 1950s, who proposed the idea that “much of 

people’s adult behaviour is rooted in very early experiences with caregivers” (Bowlby, 1969; 
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Smith-Adcock & Tucker, 2017, p. 152). Bowlby’s preliminary theory was further broken down 

into categories of attachment. If a child is shown warm, consistent care and offered opportunities 

to co-regulate with a caregiver, they are classified as securely attached. Conversely, if a child 

experiences inconsistent, anxious care, they can be labelled as insecurely attached.  

Following Bowlby’s findings, Mary Ainsworth further expanded attachment theory when 

she proposed that insecure attachment could be recategorized as insecure-avoidant and insecure-

resistant following findings from her observational assessment, The Strange Situation, which 

evaluated the relationship between maternal responsiveness and the infant’s reactions to 

separation and reunion. A securely attached child would experience distress when their caregiver 

leaves, and once reunited, can be easily soothed. A secure child knows that if they have an 

emotional or physical need, it will be attended to and cared for. On the other hand, an insecure-

avoidant child experiences high distress when without their caregiver yet is also not comforted 

by their return. A child with this attachment has experienced inconsistent care and has been 

taught that their physical and emotional needs are too much for those around them. At the same 

time, an insecure-resistant child does not display distress when the caregiver leaves their space 

and demonstrates outward hesitation towards their caregiver when they are reintroduced to one 

another. The ambivalent/resistant child has experienced inconsistent care, encountering an 

environment where they are unsure if their needs are going to be attended to, ignored or punished 

(Ainsworth & Bell, 1970; Smith-Adcock & Tucker, 2017).  

 In the late 1980s, Mary Main, a student of Ainsworth, proposed that a third category of 

insecure attachment, disorganized, should be recognized within the theory. Main identified a 

subset of participants who did not fit in any of the categories identified; instead, they exhibited a 

combination of both anxious and resistant attachment styles. The defining characteristic of 
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disorganized attachment is the prevalence of fear in the attachment bond. Theorized to be a result 

of childhood trauma, maltreatment, and insecurity, these children do not know what to anticipate 

from those caring for them. Outwardly, this child might exhibit contradictory behaviour patterns, 

such as seeking affection and then rejecting the affection while it’s being given, as well as visible 

apprehension towards the primary parent (Granqvist et al., 2017; Main & Solomon, 1986).  

 For our purposes, the phrase ‘insecure attachment’ will be used to encompass anxious, avoidant 

and disorganized attachment, unless specified otherwise.   

 Having a basic understanding of typical neurodevelopment and the role of attachment, a 

question arises: why does understanding typical brain development and attachment matter? As 

much as the general population like to believe that all children are raised in loving environments, 

the truth of the matter is that roughly 59.7% of individuals report having experienced childhood 

maltreatment before the age of 15 in Canada (Government of Canada, Statistics Canada, 2023). 

Childhood maltreatment can include physical and non-physical maltreatment, including physical 

and emotional abuse, neglect, and sexual abuse. If a typically developing brain relies on 

connection with a caregiver, stimuli, food, and socialization, what happens to a brain that is 

deprived of these needs?  

To put this into perspective, every human’s brain possesses a functional limbic system, 

which is part of neural networks that regulate memory, emotions, behaviour, and motivation 

(Catani et al., 2013). A few core components of this system include the amygdala, hippocampus, 

and hypothalamus, and every child is born with a functioning yet undeveloped limbic system 

with various degrees of activation. Unsurprisingly, for the limbic system to successfully develop, 

secure, safe relationships with caregivers are a requirement. One researcher stated, “brain 

development is directed by genes, but sculpted by experiences” (Teicher et al., 2016, p. 652). 
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Schore (2002) expands on this idea when exploring the neural stress system found in an infant’s 

brain. Housed predominantly in the right hemisphere, the stress response system is a key survival 

function, yet when met with chronic relational stress, the developing neuronal structures adapt to 

the environment. Simply put, when maltreatment is present, it has “been shown to have 

cascading effects on neurobiological, social, emotional and cognitive development” (Cowell et 

al., 2015, p. 2). The question remains: What physiologically changes within the brain following a 

traumatic experience, and how do those changes show up in day-to-day life? 

Neurological Changes 

Prior to exploring the physiological impacts of trauma, it is essential to recognize that 

research is continually ongoing, and much of what is known about the physiological changes is 

actively being questioned, expanded upon, and updated with new findings. Within this 

investigation, examination of the primary areas of the brain most affected by childhood 

maltreatment will be examined to gain a deeper understanding (Ackerman, 1992; Hart & Rubia, 

2012; Schore, 2001).  

The structures of the brain being examined are predominantly bilateral in nature, meaning 

a human would have two of the structures, one in each hemisphere of the brain. With the right 

and left hemispheres of the brain being responsible for different functions within the body, 

bilateral structures follow the same framework. As discussed, when examining Allen Schore’s 

work, the right hemisphere of the brain is rapidly developing in the critical window in response 

to its external environment, thus the systems being examined are predominantly associated with 

the right hemisphere of the brain (Schore, 2001). If a trauma occurred that impacted right 

hemisphere function, research has noted an increase in cross-hemispheric communication and 

partial compensation when examining the bilateral structures (Ackerman, 1992).   



IT IS NOT THAT SIMPLE 19 

Prefrontal Cortex  

  In response to maltreatment, one of the most susceptible areas of the brain is the 

prefrontal cortex (PFC). Housed in the left and right frontal lobe, the primary function of this 

region is to respond to the overreactions of other areas of the brain, alongside executive 

functioning tasks, and regulating behaviour; it is the control center of the brain. However, 

research has indicated that the delayed ontogeny of the PFC, with development finishing 

anywhere from the mid-20s to early 30s, coupled with exposure to early stress, can influence the 

early onset of maturation, thereby impairing the outcomes of long-term development (Teicher et 

al., 2003). Early maturation has a direct correlation with daily operations. In children, this could 

manifest as an inability to be flexible, appearing more mature than their biological age, while 

taking on responsibilities that allow them to control the situation and maintain safety.  

Hippocampus  

Found in both the right and left frontal lobes, a region that has been noted to undergo 

changes following experiences with maltreatment is the hippocampus. One of the primary 

functions of the hippocampus is to aid in memory formation and storage, while also contributing 

to emotional regulation. Current research suggests that at the time of trauma, the volume of the 

hippocampus begins at a standard level for the developmental age, and only in response to the 

experience is a decrease in overall hippocampal volume identified (Hart & Rubia, 2012). In 

practice, individuals with a lower hippocampal volume, thus less physical memory and emotion-

related brain regions, may experience difficulties in regulating their emotions in times of 

perceived or actual stress. Additionally, learning difficulties, such as reading challenges and 

retaining new vocabulary, have been noted due to problems with memory recall (Teicher et al., 

2012).  
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Amygdala  

Conversely, the amygdala has not been found to experience any physiological changes; 

rather, hyperexcitability has been noted following maltreatment (Ayre & Krishnamoorthy, 2020). 

This overactivity leads to the neurocircuits wiring in response to fear, thus skewing the brain’s 

responses to perceived and actual threats (National Scientific Council on the Developing Child, 

2010). When observing an individual with hypervigilance, the sympathetic nervous system is on 

alert, anticipating harm or danger in several aspects of living. This could manifest as the inability 

to sit still, dominating hypervigilance, and easily being startled (Briere & Scott, 2015).  

Hypothalamus  

The hypothalamus, a component of the broader hypothalamic-pituitary-axis (HPA), has 

been suggested to release substantial amounts of cortisol in response to external stressors 

(Gunnar & Quevedo, 2007). The HPA develops rapidly after birth and in direct response to the 

environment in which the individual is being given care. For children in adverse care 

environments, the hypothalamus continues to fire, resulting in periods of time operating from a 

very high cortisol level, which indicates that the infant is not being adequately regulated by the 

caregiver. Children who are experiencing this could be excessively irritable, have difficulties 

feeding, and reach developmental milestones at a slower pace than their counterparts (Gunnar & 

Quevedo, 2006). Although some research indicates that prolonged exposure to high cortisol 

levels can result in structural changes and communication difficulties between different parts of 

the brain, due to the hypothalamus sitting near the midline, while being mirrored hemisphere, 

other studies have shown that alterations because of childhood maltreatment are not always 

permanent and have the opportunity for correction as one ages (Gunnar & Quevedo, 2007). 
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Anterior Cingulate Cortex  

 As the emotional secretary of the brain, the Anterior Cingulate Cortex (ACC) connects 

emotional and cognitive brain regions through inhibiting the amygdala (Rinne-Albers et al., 

2017). Mirrored in both hemispheres and part of the wider limbic system, the ACC performance 

is fundamentally changed following chronic stress exposure. Rather than sending signals to 

soothe and regulate in fearful and emotionally heightened situations, like the amygdala, the 

maladapted ACC continues to operate in a hyper-aroused state (Misquitta et al., 2021). 

Outwardly, this presents as an individual who, when confronted with a frightening situation, has 

an emotional reaction, like screaming or crying, then, once the situation passes, remains unable 

to reregulate to a baseline level and may remain in a state of hypervigilance alongside large 

emotional reactions.   

Corpus Callosum  

The corpus callosum (CC) is primarily responsible for interhemispheric communication 

pertaining to emotions and higher cognitive abilities (Ayre & Krishnamoorthy, 2020). CC is the 

only structure examined today that is not bilateral to some degree; rather, it is a single structure 

in the midline of the brain. Various studies have found that smaller CC volume following 

maltreatment has been found when looking at both children and adults with a history of 

childhood maltreatment (Hart & Rubia, 2012).  An impaired CC may result in the hemispheres of 

the brain being unable to communicate effectively, limiting the brain’s ability to engage in 

executive functioning processes such as memory recall, language acquisition, and cognitive 

flexibility. The CC works with every area of the brain, and when the changes occur, every output 

is affected.  
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Cerebellum 

A reduced overall volume has also been noted when examining the cerebellum. The 

cerebellum, which is the only non-bilateral structure examined in this investigation, is located at 

the base of the brain and plays a crucial role in fine motor skills, such as voluntary movements, 

as well as in non-motor skills, including language acquisition and working memory (Hart & 

Rubia, 2012). When examining daily functioning, attention difficulties and processing delays 

have been associated with maldevelopments within the cerebellum. Due to rapid early 

development, alongside high levels of stress and maltreatment, it is unsurprising that structural 

changes have been noted in preliminary research (Teicher & Samson, 2016). 

Acknowledging and understanding the physiological changes of the brain because of 

interpersonal trauma broadens our understanding of how both small and big events, words, and 

actions can have lasting implications on a developing person. These changes highlighted are not 

a foregone conclusion as so much is still unknown about the brain and its responses to trauma. 

Yet what is known is that maltreatment fundamentally changes an individual. When a developing 

brain experiences a traumatic event, the hippocampus struggles to make sense of the memory, a 

process known as encoding, and becomes distressed. This distress triggers neuroception, which 

notifies the body of a threat and activates the neurophysiological stress response. The stress 

response occurs in the HPA, releasing a high level of cortisol to various areas of the brain (Carr, 

2025). Continued abnormal release of cortisol instructs the young brain to stay on alert for 

threats, diminishing the natural regulatory process that a typically developing brain would 

engage in. 

The above example demonstrates that although each part has its specified functions, the 

brain is an interconnected organ. When a child experiences maltreatment, the entirety of the 
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organism is affected; however, at different points in development, various parts of the brain may 

take on a heavier load. With a rudimentary understanding of what happens neurologically, the 

next step is to examine how medical communities are currently measuring the impacts of the 

trauma.  

Is Trauma Measurable? 

 At a biological level, a developing brain has undergone the aforementioned changes away 

from the naked eye, and the adage, if a tree falls in the forest and no one is around to hear it did it 

happen, could apply here. If the brain changes because of insecure attachment, neglect, physical 

and emotional abuse, or a traumatic experience, did all these changes happen if no one can see 

it? Examining, understanding, and believing that the brain changes as a result of traumatic 

experiences is only one fraction of the wider discussion at play; an additional consideration is 

how the medical and psychological community are quantifying an individual's trauma.  

The biomedical model which, North America predominantly operates, requires 

observable and measurable evidence prior to all official diagnoses. In theory, evidence could be 

found in brain imaging, examining how the brain is developing and noting any changes outside 

the norm. However, limited access to imaging technology, concerns surrounding radiation 

exposure, alongside neurological maladaptation following trauma, being a continuing, 

fluctuating, occasionally controversial field of study, limits its immediate usefulness. 

Physiological manifestations of the neurological changes, an alternative method of evidence 

gathering, sees tensions arise when behaviours mimic other common diagnoses that address the 

symptoms rather than the cause, or are minimized as being “something a child will grow out of.”  

Ultimately, evaluating trauma, its severity, and impacts is subjective and contextual to the 
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individual's immediate experience, holding in tension the fact that this human being may have a 

radically different response to a similar trauma than another.  

When considering measurement, it is important to differentiate between a screening and 

an assessment. A screening is a brief, targeted inquiry to determine if an individual has 

experienced or had a reaction to traumatic events (Conradi et al., 2011). The questionnaire is 

comprehensive, completed by a trained mental health or medical professional. It contains a 

structured framework for information collection, consolidates and summarizes the information, 

guides the following treatment, and engages the children and families in the assessment-taking 

process (Kisiel et al., 2018). An assessment is the primary means of diagnosis within a trauma 

context. Given that current society requires official diagnostic proof to enable children and adults 

to receive practical support for school and day-to-day living, tools have been created to attempt 

to draw objective conclusions in a subjective space.  

Trauma Questionnaires and Assessments 

 Psychometric tools are commonly used to assist in understanding, diagnosing, and 

treating various mental health disorders. When compiling research, the following questionnaires 

and assessments were commonly referenced in the literature. Understanding the role of these 

tools assists in comprehending how a client has come to possess the diagnosis they have, and 

possible next steps for collaborative work. 

Trauma Symptoms Checklist for Children 

Assessment tools for trauma-exposed children are limited, and many lack the needed data 

and research to support their use in clinical settings. The Trauma Symptoms Checklist for 

Children (TSCC), which was created in 1996 by John Briere, was one of the first measures to 
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have evidence of internal validity and reliability, producing an outcome free of bias and 

favouritism, known as fair results for those partaking in the tool (Briere et al., 2001; Rezai, 

2022). The TSCC exists to assess the overall levels of trauma and sexually-related 

symptomology in young children and adolescents (Wherry & Herrington, 2018). Targeted for 

ages 8-16, this self-report tool is targeted for those with a known history of traumatic 

experiences. It is often used within mental health settings to gather a baseline on the client, and 

for diagnosis and treatment planning. For ages 3-12, the Trauma Symptom Checklist for Young 

Children (TSCYC) is offered through a caregiver self-report of the child, examining existing 

behaviours and experiences (Briere et al., 2001). In both measures, a short form for screening 

and a long form for assessment are available to be administered by a physician or psychologist, 

situationally dependent (Wherry & Herrington, 2018).  

Considerations when choosing to use these questionnaires include the format of the test. 

Self-reporting, while often effective, asks participants to relive their vulnerable experiences, 

which have been noted to cause distress and raise questions about inaccurate reporting. 

Specifically, with the TSCYC, reporting bias by caregivers is something to keep in mind when 

choosing this measure. Finally, when looking to measure the impacts of trauma, the TSCC and 

TSCYC only consider the psychological implications of trauma, neglecting to account for the 

clients’ responses to the trauma, protective factors, and alternative sources of psychological 

stress. The TSCC is an important tool when looking for a quick, empirically valid measure to 

examine the complex symptoms of trauma. If seeking to include the social and biological 

impacts of trauma, different measures would need to be considered.  
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UCLA PTSD Reaction Index for Children/Adolescents – DSM-5 

 A popular tool utilized for screening and diagnosing acute trauma presentation in children 

worldwide is the UCLA Post Traumatic Stress Disorder Reaction Index for DSM-5 (PTSD-RI-5) 

for Children and Adolescents (Doric et al., 2019). Created to mimic the 4 clusters of a PTSD 

diagnosis found in the DSM-5, the instrument measures exposure history, PTSD symptomology, 

and functional impairment (Kaplow et al., 2020). The PTSD-RI-5 is utilized with clients ages 6-

18, with the overarching goal to create a trauma history profile to understand what has been 

experienced or exposed to, and how best to go about treating them. The test is administered in 

three sections: first, a Trauma Exposure Screen, followed by a PTSD symptom scale, and finally, 

an optional Functional Impairment section. Self-reporting, clinician-administered, and caregiver 

reporting, or a combination of the three, are all options of administration for this instrument, 

situationally dependent (Doric et al., 2019).  

  This instrument has been shown to have excellent internal consistency, alongside high 

test-retest reliability, and good factorial validity (Kaplow et al., 2020). The PTSD-RI-5 has been 

translated into multiple languages and has found internal consistency and reliability across 

cultures (Doric et al., 2019). The wide scope of application has found this instrument being 

utilized in clinical evaluations, trauma research, and post-treatment outcome evaluations (Korb, 

2013).   

 Although the measure is well known, it is ultimately only screening for a diagnosis of 

PTSD, and a concern surrounding over-pathologizing is present. When considering that the 

functional impairment section is optional, further research on outcomes post-assessment would 

be valuable to assess if the diagnosis is having a positive or negative impact on daily life. Like 

the TSCC, this measure does rely on self-reporting, both written and verbal, which can result in 
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misunderstanding and or misreporting the individuals’ experiences (Steinberg et al., 2013). 

However, the PTSD-RI-5 allows clinicians to efficiently assess for trauma exposure alongside 

alignment with the PTSD diagnostic criteria, opening the door for further treatment and care 

planning.  

Adverse Childhood Experiences 

Caregiver reporting, observations, and age-dependent self-reporting are the predominant 

styles of standardized measures utilized when working with children and adolescents. One of the 

most well-known tools used is the Adverse Childhood Experiences (ACEs) questionnaire, which 

originated out of a study looking at how childhood abuse, neglect and household difficulties 

affected later-life well-being (Felitti et al., 1998).  ACEs are comprised of 10 different types of 

childhood trauma, including physical, mental and emotional abuse, along with home 

environment instability- measured in a self-report questionnaire completed by the individual and 

in some instances a caregiver in pediatric settings (CDC, 2024). The language of an adverse 

childhood experience has been woven into other research areas and is often found in studies and 

assessments; it is not isolated to this assessment.  

Clinically, ACEs are utilized for early identification of at-risk children and in working 

with caregivers to assess their own ACE experiences. The tool was designed to be used in adult 

practice to better understand possible risk factors and predispositions based on early childhood 

experiences (Felitti et al., 1998; Marie-Mitchell & O’Connor, 2013). Although ACEs are well-

known due to media campaigns by the Centers for Disease Control (CDC) and on popular social 

media platforms, as well as their utilization in healthcare settings, the predominant application of 

the ACEs tool is with an 18+ population reflecting on their childhood. 
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Child and Adolescent Needs and Strengths – Trauma Profile 

The last measure to be examined is the Child and Adolescent Needs and Strengths 

(CANS) - Trauma Profile. The CANS is a comprehensive assessment that explores how to best 

address the needs of a traumatized child and their family (Kisiel et al., 2018). Operating from a 

strengths-based strategy, this instrument was created to fill gaps in the trauma assessment field 

and is designed to be used with children and adolescents aged 5-21, with a variation available for 

those under 5 years of age.  

The assessment is administered on a semi-structured model, utilizing information from 

interviews, observations, medical records, and school records. The tool is split into eight primary 

domains, including exposure to potentially Traumatic/adverse childhood experiences and 

children's strengths. Each domain has 4 action levels that indicate the level of care needed and 

the direction of treatment planning. The CANS has been heavily utilized within the child welfare 

systems and mental health programs in North America and has slowly begun its integration into 

school-based settings.  

Psychometrically, CANS has demonstrated reliable internal consistency, with slight 

variation associated with the Traumatic Stress Symptoms domain (Kisiel et al., 2018). A 

hypothesis for the variation includes different understandings of the symptoms being measured, 

resulting in fluctuations in reliability. When compared to other tests such as the TSCC, the 

CANS assessment has been found to produce similar results, indicating convergent validity 

(Kisiel et al., 2018).  

 The CANS assessment offers a holistic look into the lives of traumatized children. In 

doing so, there is inevitably limited depth in the questions being asked, and details needed to 
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understand the severity of the child’s experience can be missing. Additionally, with the scoring 

being calculated by clinicians, the question of subjectivity in scoring arises. Lastly, the CANS 

assessment is not a diagnostic tool; if diagnosis is the primary goal, CANS might not be the best 

fit. If a clinician is looking for a tool that offers a guided approach to begin to build a traumatic 

history profile and better understand the client’s unique situation, CANS may be the right tool.  

Diagnoses 

 Imagine being a medical professional in a clinical setting, and a child between the ages of 

7-12 years has presented to be assessed for a possible diagnosis at the recommendation of the 

child’s school-based team. This client has trouble concentrating, strives to do everything 

perfectly, and when an inconvenience arises, quickly becomes angered and defiant, refusing to 

move forward until they feel satisfied with their task. Additionally, changes in routine leave them 

shutting down and refusing to socialize or engage with caregivers and peers. Academically, they 

are outperforming their peers; however, mature themes are prevalent in creative writing, art, and 

play.  

 Considering the information provided, the symptomatology is not conclusive of one 

specific diagnosis, and a process of history gathering would take place. The information gathered 

would include the child's medical and developmental history, including any procedures, 

diagnoses, and medications. Additionally, details about their home life and family structure, and 

information on the client’s schooling, including academic progress, behavioural reports, and 

social observations. Exploration surrounding any adverse experience exposure may also occur 

through direct and indirect means.  
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At this point in this investigation, it should be unsurprising that no one diagnosis will fit 

this client, because trauma is not logical, and struggles to be caged by the labels that currently 

exist. In working from the DSM-5-TR, diagnostic categories in consideration include trauma- 

and stressor-related disorders, specifically a PTSD evaluation based on the presentation of 

emotional reactions to change, hyperarousal, and avoidance behaviours. If criteria are not met for 

PTSD, adjustment disorders, and unspecified trauma and stressor-related disorder can be 

considered (APA, 2022).  

As well, disruptive, impulse-control and conduct disorders, with specific consideration 

for oppositional defiant disorder (ODD) due to the client’s defiance and anger alongside rigid 

responses, may be considered. Noted perfectionism, difficulty with routine changes, and general 

irritability are causes for the consideration of anxiety disorders, specifically assessing for 

generalized anxiety disorder (GAD) (APA, 2022).  

Finally, routine rigidity, shutdown responses and social withdrawal could indicate autism 

spectrum disorder (ASD), which falls under neurodevelopmental disorders (APA, 2022). With so 

little information provided, four different diagnostic categories, and at least six diagnoses exist, 

with an awareness that alternative, unlisted diagnoses could also fit. The tragedy befalling 

children and adolescents is simply the fact that a diagnosis is needed to gain access to funded 

supports within an educational setting, and specialist care (Ip et al., 2023; Province of British 

Columbia, 2024; Smith-Young et al., 2020). Yet for 82% of trauma presenting children who do 

not meet the criteria for PTSD when evaluated, they are left with 3-8 co-morbid diagnoses that 

do not fit their needs, leaving them to receive inadequate supports (Spinazzola et al., 2005; van 

der Kolk, 2014).  
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 PTSD is the predominant trauma diagnosis currently in the DSM-5-TR. The diagnostic 

criteria, based on singular trauma events that have been witnessed or told about, make it 

incompatible for those who have experienced developmental trauma, chronic abuse or neglect, or 

who have had multiple traumatic experiences. Current research suggests that anywhere from 

62% to 72% of American children and adolescents have experienced a traumatic event/s. 

However, little is known about the rates of symptom presentation and those who seek diagnosis, 

although insight could be gathered through examining diagnosis prevalence in school-aged 

children (Darnell et al., 2018; Goger et al., 2021; Snyder et al., 2012).    

According to the CDC, the most common diagnosis found in school-aged children is 

attention deficit hyperactivity disorder (ADHD), 11.4%, closely followed by generalized anxiety 

disorder at 11%, with specific learning disorders (SLD) coming in between 6-8%. The latter 

encompasses dyslexia, dyscalculia, and dysgraphia (Data and Statistics on Children’s Mental 

Health, 2025; Danielson et al., 2024; Zavlotsky et al., 2023). The CDC does not register trauma-

related diagnoses on the national survey conducted on school-aged children’s mental health; 

however, current research estimates 2.3% of American school-aged children have PTSD 

(Christoffersen & Thorup, 2024). Within a Canadian population, anxiety disorders have the 

highest prevalence with 5.2%, followed by ADHD at 3.7% and oppositional defiant disorder at 

3.3%, with the prevalence of PTSD and related diagnoses at 0.1% (Schwartz et.al, 2022).  After 

examining the statistics available, a curiosity persists as to whether the percentage of children 

having traumatic experiences is due to them having no maladaptive reactions following the event 

or if PTSD is being underdiagnosed, or if children are not meeting all necessary criteria?   

 As mentioned previously, groups have proposed that an alternative diagnosis is needed to 

address the childhood presentation of trauma specifically. These diagnoses, currently known as 
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developmental trauma disorder (DTD) and complex PTSD (C-PTSD), invite the aspects 

previously discussed into the conversation. Rather than looking at the symptomology of the last 

three months, as utilized in PTSD diagnostic instruments – such as the PTSD-RI and TSSC, and 

the DSM-5-TR criteria – it considers an individual’s experiences across the life span and how an 

unstable home life, disruptions in primary caregiver attachment, and maltreatment to name a few 

variables have impacted an child’s neurological and physiological development. DTD will be the 

primary diagnosis further explored.  

 Before the 5th edition of the DSM, Bessel van der Kolk and colleagues submitted a 

proposal to the APA for the inclusion of DTD as an official diagnosis in the next edition. The 

tagline for this proposal was “a rational diagnosis for children with complex trauma histories” 

(van der Kolk, 2005), with proposed criteria including exposure and affective and physiological 

dysregulation (Morelli & Villodas, 2021). The goal was to have the proposal approved and DTD 

be added to the 5th edition as an alternative diagnosis for children with chronic interpersonal 

trauma, accounting for multiple types of stressors, and a wider range of symptom sets. 

Ultimately, the proposal was rejected by the APA. Dr. van der Kolk (2014) published the 

reasoning for the rejection in his book The Body Keeps the Score. 

“The notion that early childhood adverse experiences lead to substantial developmental 

disruptions is more clinical intuition than a research-based fact. There is no known 

evidence of developmental disruption that were preceded in time in a causal fashion by 

any type of trauma syndrome.” (p. 151)  

Since the rejection, research surrounding DTD has exploded, with parties believing it’s a needed 

diagnostic category and others aligning with the APA’s verdict. Those in favour of having the 

diagnosis formalized cite developmental trauma as a distinctive clinical syndrome with key 
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components being dysregulation in emotion, behaviour, and relationships, that is not currently 

accounted for diagnostically (Ford, 2021; Ford et al., 2022). Additionally, further research on 

multi-incident traumatized children has acknowledged that children with complex trauma have 

diminished cognitive outcomes in later life (Matte-Landry et al., 2022). Recommendations to 

improve long-term cognitive functioning include targeting treatment following the traumatic 

events (Matte-Landry et al., 2022). For this to be possible, a diagnosis for complex cases would 

be necessary to appease the paying parties and have the documentation to institute 

accommodations in organized settings. Furthermore, proponents continue to highlight that 

having the DTD diagnosis would improve diagnostic accuracy, which would influence further 

funding for research on targeted treatment and broader access to care for children and families 

impacted by complex trauma (Bunting et al., 2019; Ford, 2021; Schmid et al., 2013).  

 Those opposing an official DTD diagnosis raise concerns surrounding the lack of 

longitudinal research providing sufficient evidence for empirical validation (Morelli & Villodas, 

2021). Although research into DTD’s psychometric properties has exponentially increased since 

its introduction, much is still unknown, leaving medical communities wary about the usefulness 

of the DTD diagnosis (Morelli & Villodas, 2021). Similarly, DTD places the emphasis on 

experienced trauma and negates possible genetic and biological influences, raising concerns 

about limiting the effectiveness of long-term treatment outcomes (Schmid et al., 2013).  

Additionally, some scholars highlight the crossover between this diagnosis and others, such as 

borderline personality disorder and conduct disorders (Morelli & Villodas, 2021; Schmid et al., 

2013). As demonstrated at the beginning of this section, many diagnoses found within the DSM-

5-TR have overlapping symptomology, and a curiosity remains about how much overlap is too 

much for something to be considered a unique clinical construct, which is a requirement for 
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admission into the DSM. Finally, no assessment tool exists for determining who would fall under 

this diagnosis. The CANS assessment and TSCC questionnaire have been noted to encompass 

some, if not all, of the core aspects found within a DTD diagnosis, thus becoming a limitation in 

supporting this diagnosis (Morelli & Villodas, 2021).  

Ultimately, DTD is not a formal diagnosis at this time; however, a question that must be 

considered among the understanding of developmental milestones, attachment, neurological 

changes, properties of assessments, and the fight for diagnosis classification, is how a formal 

diagnosis for childhood complex trauma might impact the work of on-the-ground counsellors? 

The Work of the Counsellor 

 A picture has been painted of what childhood trauma might look like, how it will 

fundamentally change the way a brain develops, and how a medical community would strive to 

measure and then pathologize deeply intimate, harmful experiences, leading this investigation to 

have an image of thousands of children in North America who need competent care. If a 

diagnosis of DTD were to be formally recognized, it is reasonable to assume that there will be an 

impact on counsellors. Although little formal research has gone into the possible impacts on 

those in this profession, hypotheses of possible shifts include a reduction in misdiagnosis, which 

would result in more targeted treatments. The development of targeted treatment for complex 

interpersonal trauma could also be an outcome of a formal diagnosis. Currently, within the 

psychological field, there are very few trauma-specific interventions for children and 

adolescents. The most well-known is Trauma–Focused Cognitive Behavioural Therapy (TF-

CBT), used with ages 3 years and older, which guides clients through processing the trauma, 

reducing distress, and invites the caregiver to be part of the process (Cohen et al., 2017). With 

models available for both single-incident trauma and complex trauma, it provides a structured 
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treatment plan, assuming clients have competency in verbalizing their experiences. A barrier in 

this treatment is the cost associated with treatment, as session requirements range from 8 to 25, 

depending on the complexity of the case (Cohen et al., 2015).  

  Non-verbal methods of treatment include play therapy with a trauma focus for children 

aged 3-12, as well as child-parent psychotherapy (CPP) for those under 6 years of age. Both 

modalities tap into how children naturally express their inner worlds, play, and allow what 

occurs in the play environment to inform how they experience the complexities of their world 

(Lieberman & Van Horn, 2005, Lin & Bratton, 2015). Having been shown to be effective with 

multiple traumatic experiences, these, while effective on paper, run into the same barrier as TF-

CBT: they take time, and time costs money. A reality of trauma care for adults and children alike 

is that the average person cannot afford it for themselves, let alone their child. If developmental 

trauma became recognized, the hope would be that additional funding for targeted treatments or 

expansion of current therapy, alongside financial aid from insurance agencies, government 

programming, and grants, would become available on the basis of it being a real diagnosis 

having a detrimental impact. This change would influence every other change a counsellor might 

experience.  

 A reality for many child and adolescent counsellors is that much of the work they do is 

based on managing the externalized behaviours. Addressing behaviours is the most effective path 

to address the visible problem in the least number of sessions. If an official diagnosis means an 

extended treatment period, it opens the door for phase-based treatment, aligning with pre-

existing models, like the complex trauma TF-CBT model. This style of therapy allows for the 

emphasis to be placed on affect regulation, self-concept, and the role of interpersonal 
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relationships, opening the door to invite further research and application of body-based 

therapeutic interventions and creative outlets.  

 A curiosity that continues to arise when thinking about the impact on the counsellor is 

whether family integrated therapy would become the norm when working with children 

diagnosed with DTD. DTD stems from relational trauma, and it is an inevitability that if trauma-

informed work is predominantly being conducted with the child and negating the family unit, 

then an essential aspect of treatment is being missed. Integrating caregiver-focused work into the 

child’s treatment plan would align with many treatment protocols. However, it would alter how 

many child and adolescent-based practitioners operate. Currently, research suggests that 

caregiver involvement in care increases the efficacy of the treatment being applied (Szota et al., 

2022). Not enough research has been done to say absolutely that caregiver involvement is the 

right choice. Further research on the advantages and disadvantages, and at what point in 

treatment a caregiver joins, is recommended before integration (Szota et al., 2022).  

Lastly, because of the diagnosis, new training opportunities and curriculum updates may 

arise within the fields of developmental trauma, complex trauma, and relational trauma. In a 

school-based setting, it could take the shape of training for educators regarding implementing 

trauma-informed practices within the classroom, highlighting regulation skills, and education on 

DTD. This could include more precise language when developing individualized learning plans 

and advocating for the needs of the students. In a community-based setting, new treatment 

protocols and trainings may be developed, which fill the needs for continuing education credits 

and broaden practitioners’ knowledge of best practices while expanding the professional 

community in trauma-focused care.  
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Summary and Synthesis 

 This investigation explored the biological, psychological, social, and neurological 

impacts of childhood trauma. Research was presented on the foundations of the PTSD diagnosis, 

and considerations on why children should be considered different from their adult counterparts. 

A look into the neurological development of children, and how childhood trauma can result in 

maladaptation in a developing brain, impacting the daily lives of the child and those around 

them, was presented. An introduction to trauma assessments currently being utilized within the 

field was discussed, identifying the benefits and pitfalls of each. Additionally, an overview of 

current diagnostic standards and the introduction of a proposed new diagnosis – Developmental 

Trauma Disorder (DTD) - and the role its proponents are hoping for it to fill. Finally, a 

commentary on how the work of a counsellor might change if DTD is formalized as a diagnosis 

was discussed. Ultimately, this investigation set out to explore how childhood trauma impacts a 

developing brain, how it is measured, how it is diagnosed within the current medical system, and 

how counsellors might work with changes to the diagnostic categories.  

Moving into chapter three, examination of the history of medicalized care and diagnosis 

in Canada and alternative models of care from around the world will be explored. This will lead 

to a proposal for a new model of care for British Columbia that will look to address the failings 

of the current medical system.  
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Chapter 3: Discussion and Application  

The research explored in this investigation is of a theoretical nature, although it 

incorporates practical aspects such as assessments and questionnaires for measuring trauma, and 

modality options for counsellors. However, there is no clear direction on how to apply the 

knowledge that has been explored. When contemplating how to use the knowledge gathered, 

alongside consulting with colleagues and educators, many responded with a similar sentiment 

that many of the programs and integrations they would love to see created or applied require an 

overall change to the system within which child support operates.  

Canada’s Medical Model of Care 

The biomedical model, as mentioned in Chapter 2, is the foundational model of care for 

many mental health support systems in Canada, requiring observable and measurable 

symptomatology leading to a diagnosis. Traced back to as early as 1850, with the introduction of 

the Provincial Lunatic Asylum in Ontario, this institution is considered the beginning of 

medicalized mental health care in Canada (Bisset, 2023; History of Queen Street Site, 2025). 

Started as a solution to the wider problem of overcrowding in jails and general hospitals of those 

displaying erratic and unmanageable behaviours, coupled with the public outcry for better 

treatment of “the insane,” asylums were created as “an institution for the cure of mental 

diseases” (Hurd et al., 1917, p.124). Further cemented following World War 2 and the 

introduction of psychopharmacology as a field, the dominance of diagnosis-based treatment and 

support is solidified as a norm within the psychiatric community, operating within the belief that 

illnesses of mind or body are separate problems that do not influence one another (Halligan & 

Wade, 2017). The reductionist approach further expands the power of the biomedical system 
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over people with complex health needs, instilling agency in the professionals with diagnostic 

power rather than the client (Cosco et al., 2022). Glimmers of hope for community-based care 

emerged during the deinstitutionalization period of the late twentieth century. Yet rather than 

moving towards an integrated community care model, acknowledging the power and skills 

within funded and resourced communities, the introduction of medical and psychiatric diagnostic 

frameworks reinforced the status quo of mental health care; giving power to practitioners to 

assess, measure, judge, and label the validity of patients’ reported symptomology (Cosco et al., 

2022; Halligan & Wade, 2017).  

In the last 175 years, the foundational methods utilized to assess what an individual is 

experiencing, diagnose the symptoms, and apply treatment have not evolved to meet the needs of 

the nation. Notable advancements within the methodology are identified in the expansion of 

available diagnoses and the discovery of new treatment modalities and applications, alongside 

the increased availability of pharmaceuticals for targeted mental health use.  The Canadian 

government acknowledged the need for community-based care and treatment networks for 

decades, first addressing the issue in 1964 with the publication of the Royal Commission and 

Health Service report. The public-facing support is routinely highlighted through pledging 

millions of dollars in support for community mental health infrastructure, most recently with the 

Youth Mental Health Fund in 2024 (Department of Finance, Canada). Yet, funds and a plan often 

do not equate to action, as exemplified by examining this model of care with a child-specific 

lens. 

In Canada, publicly funded access to support and assessment for children is marked by 

barriers. The first barrier many new parents will encounter is that they do not know what to do, 

and who to reach out to for help. There is no national, standardized diagnostic framework within 
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Canada; instead, the Canada Health Act of 1984 gave power to the provinces and territories to 

develop, administer and regulate health services (Government of Canada). In British Columbia 

(BC) specifically, there is no specific website or resource that outlines how to go about getting 

an assessment for a child. For autism, as an example, the last time the requirements for 

assessments were updated was in 2003 by a multidisciplinary panel. The requirements put 

forward at the time are still used today, and although update requests have made by AutismBC; 

the government has reaffirmed that the current protocols will remain the standard (AutismBC, 

2023; Dua, 2003). Utilizing the requirements for Complex Developmental Behavioural 

Conditions and Autism Assessment requirements, the chaos of the process will be examined.  

When seeking out an assessment for children under the age of 6, the first point of contact 

would be a pediatrician or a general practitioner (GP) to obtain a referral (Dua, 2003). For a 

school-aged child, caregivers will receive additional support from the school counsellor in 

facilitating the steps towards achieving the official diagnostic assessment, including conversing 

with the GP or pediatrician to share information gathered from school-based observations. 

However, in conversations with current school counsellors in BC, it is apparent that a recurring 

roadblock is the national doctor shortage (Mann, personal communication, October 9th, 2025). 

Research by the CD Howe Institute in 2024 highlights that the country is experiencing a shortage 

of all physicians, with a particular emphasis on GPs, as they are the first point of contact for any 

medical-related questions or concerns, acknowledging that specialists are also running at a 

deficit when considering active need (Zhang, 2024). Assuming the child in question has a GP, a 

referral can be made to a pediatrician. The average wait for non-emergent cases to a specialist is 

approximately 6-10 months in BC, with longer wait times in rural areas (Doctors of BC & 

Consultant Specialists of BC, 2025).  
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After being seen by a pediatrician, information is gathered regarding the child’s general 

health, historical behaviours, and noted changes. Possible testing and labs are also considered in 

preparation for the formal assessment required by the referring pediatrician when applying for 

public services. Servicing BC and the Yukon, Sunny Hill Health Center is the primary 

developmental pediatric facility used for publicly funded assessments for complex 

developmental, physical and medical concerns (Developmental Pediatrics at Sunny Hill Health 

Centre, n.d.). When compiling the information necessary for the referral, a requirement of the 

dossier to be submitted for children over 5 years of age is “community documentation by service 

providers…supporting concerns for the referral” (BC Autism Assessment Network Referral, 

n.d.). Once a referral has been submitted and reviewed, an appointment will be scheduled, with 

the current appointments being made for 2 years and 10 months from the current date, with the 

awareness that an emergent case will bump the appointment back to accommodate the urgent 

need (Mann, personal communication, October 9th, 2025). 

The primary alternative to the publicly funded route is to pay for a private assessment. 

Within BC, private assessment can be offered by registered psychologists or psychiatrists, 

provided they use specified testing materials such as the Autism Diagnostic Observation 

Schedule (ADOS) for autism assessments (Ministry of Child and Family Development, 2024). 

The limiting factor when seeking out private assessments is the cost. Depending on the 

assessment being conducted, the cost can be expected to be anywhere between $1,500 and 

$5,000 (Dr. Lena Freeman, 2025, Fees - Lumos Developmental Clinic Ltd., 2025). The pricing 

could fluctuate based on the initial findings and the need for further testing that may arise. 

Additionally, private assessments also operate from a waitlist, with estimated waits anywhere 

between 4 and 12 months, accelerating the assessment process, yet remaining unable to provide 
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immediate care (Hung, 2024). Considering the process of assessment, coupled with the outdated 

standards and limited access to publicly funded care, it is unsurprising that caregivers feel at a 

loss for how to best help their child, with the child paying the price by not having the necessary 

supports in place to thrive.  

Why does this Matter? 

The question arises: how does this interconnect? Why do biomedical models and 

assessments matter when looking at developmental trauma? DTD symptoms often mimic 

common neurodevelopmental diagnoses like autism (Gajwani & Minnis, 2022). Understanding 

the profound impact early childhood trauma has on a child, an assumption moving forward will 

be that future diagnostic modelling for DTD will emulate that of autism and follow the current 

process for care. Exploration into the current biomedical model offers clarity surrounding its 

inefficacy, the long waits, diagnostic-dependent supports, and limited public resources. The 

system is overwhelmed. When considering early childhood development research, studies 

consistently indicate that early intervention for neurodevelopmental and behavioural diagnoses 

results in greater efficacy of treatments and long-term social, emotional and behavioural 

outcomes for the patient (Dawson et al., 2009; Webster-Stratton et al., 2013). The current system 

negates childhood development, necessitating that children attempt to catchup academically and 

socially to their peers once they have support, missing key developmental windows, and opening 

the possibility for further developmental suffering. There must be a better way.  

Alternative Models of Care 

 Having expounded on the faults within the current model of care, investigation into 

alternative modelling is the logical next step. With the current Canadian system influenced by the 
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19th-century United Kingdom model of care, exploring the present model and its updates will be 

the first avenue to consider.  

Biopsychosocial Model of Care 

In July 2025, the National Health Service (NHS) for England published a 10-year plan 

for how the NHS will continue to shift the application of services. Following research that noted 

a shortage of GPs, long waitlists for specialist care and assessment, and an aging population, 

there are notable similarities to the Canadian landscape. The NHS acknowledged that it must 

reform or it will not survive as a public service (Secretary of State for Health and Social Care, 

2025). The proposed plan is ambitious, looking to shift the foundation on which the current 

system rests. The aim is to create a new model of care that is integrated into the community, 

investing in telehealth through the creation of a proprietary app to allow for efficient access to 

comprehensive health services, and expanding the education of the British people in how to take 

control of their own health and empowering them to become partners in national care (Secretary 

of State for Health and Social Care, 2025).  

The proposal looks to blend the traditional biomedical model with the biopsychosocial 

(BPS) model of care. George Engle first proposed the BPS model of care in 1977, identifying an 

upcoming crisis within the current framework. The BPS model holds that illnesses of the body 

and mind are interconnected phenomena rather than separate entities, integrating psychological 

and social functioning as considerations when assessing an individual for diagnosis and care 

(Halligan & Wade, 2017). In practice, the model looks at the experiences of the whole person, 

rather than just a set of symptoms and lab work, acknowledging the reality that people may 

experience illness without the pathology to support it (Halligan & Wade, 2017). For the NHS, the 

goal of the 10-year plan is to partner with communities to revolutionize care in England, making 
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it accessible for all citizens (Secretary of State for Health and Social Care, 2025). Currently, 

within the NHS, the BPS model is used in formalized training and diagnostic guidelines; 

however, implementation is inconsistent due to a lack of available resources and continued 

reliance on the biomedical model (Williamson, 2022).  

Contextualizing this model for trauma-specific care, the focus on the interconnectedness 

between the mind, body, and social factors opens the door to consider trauma as more than just 

something that happened, but rather an interconnected experience. This also means targeting 

treatments that address the complex nature of trauma, rather than attempting to fit into 

preexisting shells. For example, when imagining what the diagnostic process could look like, 

prior to the formal assessments, having accessible supports within the community for caregivers 

to ask questions and experience care in an overwhelming process. Accepting that a need for a 

formal diagnosis may arise, taking steps to ensure the assessment looks at not only the biological 

manifestation of the trauma, but also considers the family dynamics, system factors, and early 

attachment disruptions to form a complete picture of the individual’s experience, rather than 

simply pathologizing the symptoms.  

In exploring the proposed model and considering the applications in working with 

trauma, the intended results of the biomedical model seem unrealistic. In researching countries 

that actively employ the BPS model, a consistent reality is that, although the holistic model is 

shown to be effective, it is incredibly difficult to implement due to the financial requirements, 

the need for cooperation across agencies that have not been conditioned to work together, and 

patient buy-in, as treatments require more work than taking a pill (Kusnanto et al., 2018; 

Williamson, 2022). Although aspects of the plan are already in motion around the world, 

successful implementation is still in its infancy, and the outcomes will not be known for at least a 
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decade. This leaves curiosities surrounding the realities of effectively implementing such a 

model within the NHS and Canada. 

Social Justice Model of Care 

 In the 1950s, the World Health Organization (WHO) began to intentionally investigate 

social determinants of health in response to the growing inequality of health status worldwide. 

The investigation examined the roles of public health care, community infrastructure and social 

well-being to produce a clear path to understand what health is, and recommendations for the 

functioning and implementation of primary health care around the world were made (Course, 

1978). Maintaining a heavy focus on the accessibility of health care for all people, coupled with 

the idea that every citizen should be an active participant in the administration of public health 

care, the Primary Health Care report, at the Alma-Ata conference in 1978, is one of the first 

iterations of a social justice (SJ) model of care being presented as a viable possibility (Course, 

1978). Further expanded upon by feminist movements and Ignacio Martin-Baro’s (1994) 

Liberation Psychology, the modern SJ model aims to provide equity of care by accounting for the 

social determinants of health and partnering with the wider systems that influence overall health 

outcomes (Peterson et al., 2020; Wiley et al., 2022).  

 In application, Norway is one of the few countries that has implemented a SJ model into 

the standardized health care. In 2011, the Norwegian Government passed the Health and Care 

Services Act, built on the principle that health is influenced by social determinants. The Act 

requires policy-makers to consider the specific needs and challenges to address health inequities 

via coordinated structural reform (UCL Institute of Health Equity & NTNU WellFare, 2023). 

When the act was introduced, it was seen as innovative, as no other country had legally codified 

health and social care into the hands of the local municipal jurisdictions. Although there have 
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been positive outcomes out of the health Act, such as the development of preventative care 

programming and an increase in funding for community initiatives, the overall perception of the 

Act has not been as a success (Giles et al., 2019). In determining the success of the program, 

ongoing research has indicated that transition challenges and compliance issues are a few of the 

difficulties encountered within the Norwegian policy (Eriksen et al., 2025; Stavnes et al., 2022). 

Prior to enforcement of the Act, Norway was operating on a variation of a biomedical model. 

When confronted with a whole new methodology involving multi-resource cooperation, it is 

unsurprising that the Act has struggled to thrive.  

 If solely applying the SJ model when working with people with a complex symptom 

presentation and limited funds, the SJ model would specifically target the systemic inequity 

occurring with the diagnostic and treatment framework. In a perfect world, the emphasis on 

equity would highlight the impacts of the systemic determinants of health and seek to put into 

place corrections that address the structural and institutional systems impacting overall well-

being. For trauma-impacted clients, access to care, due to financial, geographical, and pre-

existing structures, is a collective problem in BC. When previously exploring the diagnostic 

framework, the extraordinarily long wait times for every step of the process, coupled with 

limited direct information about how to receive care, exemplify how the application of an SJ 

framework could enact necessary change.  

Hybrid Model of Care 

In examining the BPS and SJ models, on paper, both are great in principle; however, in 

practice, both are incredibly hard to implement in isolation. The reality of caring for humans is 

that the required care is as complex as the people being treated. Holding a practical and 

theoretical understanding of the BPS and SJ models opens the doors to conceptualizing what a 
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hybrid model of care could look like. A hybrid model of care is not a new idea; rather, it's been 

something that has been talked about socially and politically for decades. It is often brought up 

during an election cycle or announcements for new health initiatives; however, the application of 

the hybrid model rarely occurs (Friebel & Wallenburg, 2024; Lynch et al., 2017). 

Finland is one of the few nations that has successfully applied a hybrid model of care into 

the broader community with a specific focus on mental health (Seikkula & Arnkil, 2013). In 

response to a suicide epidemic occurring in the province of Lapland, the open dialogue approach 

was introduced as a methodology to address the psychiatric concerns in the region by adapting 

the treatment program in accordance with the fluctuating needs of patients. The model utilizes a 

multidisciplinary team to provide autonomy to the client through creating an environment where 

all major decisions regarding the client are made in the presence of the client and their support 

network (Council of Europe, 2023). 

Open Dialogue is an example of both the BPS and social justice models. It highlights the 

importance of immediacy of care following outreach for support, the need for flexibility in 

treatment planning utilizing pharmaceutical interventions, and alongside dialogue with family 

and community members to establish emotional and cognitive supports while keeping the client 

centred in the process (Seikkula et al., 2011). Aspects that have made this model effective for 

over 30 years are the emphasis on psychotherapy training for all staff, providing the necessary 

funds required for the program to run first provincially and later nationally, while keeping the 

autonomy and choices of the patient central to every decision, and making care accessible no 

matter the social economic status of the individual (Council of Europe, 2023; Seikkula & Arnkil, 

2013).  
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Application in a Canadian Context 

Having explored the prominent models of care present around the world, proposing a new 

model of care then enacting it for the Canadian context is a daunting task. Holding the history of 

the country in contention with the promises made by government for a community-integrated 

care mode, which has never successfully come to pass, and relying on diagnosis, the country is 

stuck in a self-fulfilling cycle. This investigation is by no means the first to identify the flaws 

within the current system, and across Canada, pilot programs are working to apply alternative 

frameworks for mental health and behavioural care, like the Community-Based Crisis Response 

Pilot in Nova Scotia, and Roots of Hope through the Mental Health Commission, both utilizing 

community based supports for crisis intervention (Community-Based Crisis Response Pilot 

Starting in West Hants, 2024; Mental Health Commission of Canada, 2025). As recently as 

October 2025, a gathering of provincial health ministers continued to be unable to find solutions 

to problems plaguing the medical system, while aware of the severity of the problems, but with 

no clear path on how to address them (Della Corte, 2025). Remembering that each province 

holds agency in how they administer care, the current proposal will be tailored to a British 

Columbian context; utilizing all models examined in this investigation, acknowledging that it is 

an impossibility to introduce a holistic, community-integrated, and social justice-focused model 

without the biomedical model having a role. Operating with the assumption that money is of no 

concern, the model proposed below encompasses the hopes of those who are working with those 

most affected by the current system.  
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Proposed Hybrid Model of Care for British Columbia  

Goal 

 Integrate the practicality and comfort of the biomedical model with the relational and 

holistic nature of the biopsychosocial model, and the social justice model and the overarching 

principle in providing access to quality care for all, no matter the status of the individual.  

Guiding Values  

- Relational centred, trauma-informed, and equitable model of care for all British 

Columbians 

- Emphasizing interprofessional cooperation, acknowledge that more can be taken on and 

accomplished when working in collaboration with others in the field 

- Utilizing non-oppressive, culturally respectful practices, recognizing the role dominant 

nations have played to minimize the voice of those who came before 

- Moving the province towards being preventative in care, over-responsive, aiming to 

reduce strain on the medical system and provide early care to ensure a fulfilling life  

- Leveraging the community, as most have people already doing this work, and their 

expertise is invaluable 

Key Components of the Model 

 Presented in three parts, the hybrid model of care will first focus on the investment in 

expanding educated workers and the formation of necessary committees and groups to establish 

policy and procedure to enable community-based work.   
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Part 2 will highlight how the model can be expanded to target marginalized communities 

and targeted people groups, such as those experiencing addiction, children and the elderly, and it 

will introduce changes to assessment and diagnostic protocols for mental health care. 

The final part of this proposal explores the path to institutionalizing the model into 

British Columbia policy, while standardizing education surrounding the model within academic 

and training programs. This will emphasize the goal of transparency, considerations of 

sustainable funding and continual public feedback. 

Part 1  

1. Address staffing shortages for trained medical professionals, including nurses, doctors, 

general practitioners and specialists, associated fields of work like occupational 

therapists, speech language pathologists, and physical therapists.  

a. Accomplished by: Increasing training capacities at existing institutions and 

creating new schools like the Simon Fraser University Medical School, which 

begins instruction in August 2026  

b. Investing in targeted recruitment for certified people who are no longer practicing 

and incentives for continued retention through improving the working 

environment, with the goal of long-term retention of practitioners 

i. Emphasis will be given to expanding the workforce in underserved 

communities, developing specific training and program tracks that tailor 

learning to the community-based physical and mental health care model. 

c.  Expanding the scope of practice to alleviate the strain being felt by all allied 

health professionals 
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i. Adapting models of care to focus on team-based work to share the case 

load across a group of relevant professionals. 

2. The creation of a cross-government committee consisting of representatives from: Health 

Authorities, First Nations Leadership Council, The Ministry of Education, The Ministry 

of Children and Family Development, The College of Physicians and Surgeons, and the 

future College of Health and Care Professionals, alongside government representation 

like the Health Minister  

a. This committee will review existing protocols for evaluations and assessments across 

the life course, and update where appropriate to include evaluation of the patient’s 

emotional, physical, and social well-being. Alongside the process to receive a 

diagnosis, the diagnostic process will be centralized and streamlined for 

psychological conditions within the local community. 

b. They will create protocols and expectations for multidisciplinary teams that are 

central to the execution of care, including how they will transition operations, 

formulate teams, and scope of work: 

i. Teams will be including some of the following: specialists (pediatricians, 

oncologists, etc.), social workers, speech-language pathologists, occupational 

therapists, psychologists, school counsellors, psychotherapists and the primary 

physician on a case-by-case basis, dependent on specific patient needs. 

3. Investing in existing community infrastructure and expanding available resourcing, both in 

large cities and rural and remote communities outside of the pilot cities 
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a. Allocating funding towards improving community-based programming. Providing 

funding for the expansion of staff, programming for marginalized groups, and the 

creation of a gathering spot for the community. 

b. Investing in communities outside of the pilot cities first provides needed support 

gradually over implementation, easing the future transition into the new model of 

care, and setting the groundwork for future partnerships for community care centres. 

i. Addresses current need in community-run programs for additional funding 

across the province, and an essential part of bringing resources to the people 

and mobilizing the existing groups who are doing it.  

Part 2  

1. Expansion within the community care center, specifically multi-disciplinary teams from 

solely pilot cities to province-wide integration in local spaces 

a. Connecting with community centers and organizations that have received 

additional funding in phase 1 to formalize a partnership and for a community care 

centre operation 

b. Expand the reach of services through targeted programming 

i. Mobile care teams, that go to very remote locations for periods of time, 

and do house calls for those without access to transportation 

c. Age-specific care teams 

i. Dedicated team to working with the most vulnerable populations: children 

and the elderly. As well as target programs for those experiencing 

addiction and complex mental health crises. An example of this team looks 

like: 



IT IS NOT THAT SIMPLE 53 

1. Children Wellness Team: Consisting of a pediatrician, a nurse 

practitioner, a social worker, psychotherapist, with additional 

consults on a case-by-case basis to provide comprehensive care for 

common ailments and diagnoses 

2. Introduction of a new evaluation framework for children and guardians beginning from 

birth 

a. Evaluations at all post-birth checkups for guardians regarding emotional health, 

home life, and experiences caring for the child and providing resources and 

connecting with providers for emergent needs.  

i. Past 1 year of age. Yearly questions at child well-check covering the basics 

of home environment, and parental well-being 

b. For the child, noting observations as they interact with the caregiver and provider, 

noting developmental milestones and/or any concerning behaviours, interactions, 

or delays that are observed in the appointment.   

i. Before entering kindergarten, a mandatory assessment of the child’s 

functioning 

3. Implementing the new diagnostic protocol for mental health conditions 

a. Utilizing community care centers, diagnostic assessment will take the evaluations 

and observations of the medical professionals collected across appointments and 

use the specialized teams in the community care center to streamline information 

gathering and the assessment process to minimize wait times for starting 

treatments and gaining an official diagnosis. 

4. Data collection and synthesis 
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a. Utilizing the research team put together by the cross-governmental committee, the 

process of extrapolating the data and contextualizing it occurs 

i. Within the data, specific areas of interest are what is working well, what is 

not working, perceptions of the new model from the public, options of the 

health professionals within the pilot cities, areas of concern, and identified 

problems. 

b. Given the broad impact of this work, a partnership with a local university to take 

the data collected and produce a report of the findings is one possible avenue to 

explore. 

Part 3 

1. Establishing a new model of care within the medical field as the standard of care  

a. If the hybrid model of care is deemed a success, instituting the change across 

policy and education is required. 

i. Changing curriculum in related higher education programs to reflect the 

new model of care 

ii. Putting forward official policy changes in the health authorities and 

professional regulatory colleges  

2. Determine a sustainable funding system 

a. This model will be expensive to operate. Funding the community care centres 

and the required workers requires the establishment of a sustainable funding 

source.  

b. Possible considerations would be combining funding from currently separate 

sectors, such as public health care and mental health and addictions funding, 
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looking to utilize available resources while considering unique streams of 

financial support.  

c. The goal would be to offer transparency to the public regarding the cost of 

health care and where the money is coming from. 

3. Establish an effective method for community feedback, to be responsive to the 

communities’ needs and aware of possible flaws in the system. 

a. Acknowledging that those implementing and working in the system are not those 

accessing, establishing methods of communication between the community and 

the government to bring attention to what is working, what is not working, and 

suggestions moving forward. 

To be clear, the proposed model is by no means reasonable. This has been proposed as an 

example of how a people-focused model of care can have a direct impact on the longevity of the 

Canadian people. To apply in context, comparing the current diagnostic process with what was 

earlier examined against the anticipated process within the new hybrid model of care. Remember 

that neurodevelopmental assessments are being utilized as an example due to the similarities in 

symptomology with developmental trauma (Gajwani & Minnis, 2022). 

Current Diagnostic Model  

Steps to receive a diagnosis within the current biomedical model after presentation of concerning 

symptoms:  

1. Referral to a pediatrician and/or make an appointment with the current pediatrician 

(Dua, 2003). 

a. Wait time up to 9 months if referred (Doctors of BC & Consultant Specialists 

of BC, 2025).  
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2. Developmental assessment of a child conducted by a pediatrician or psychologist, 

including parental, behavioural, medical, and school assessments,  

3. Referral for a Speech Language Pathologist assessment of current functioning and/or 

other relevant assessments needed 

4. Following assessments, the pediatrician complies with an additional referral, 

including all evaluations conducted by allied health professionals, to initiate the 

formal assessment processes for possible diagnosis. 

a. If an appointment is given, current appointments are being booked for 2 years 

and 10 months from that day (Mann, personal communication, October 9, 

2025).  

The current process can take up to 5 years from initiating the diagnostic process to having an 

official diagnosis. The wait can be detrimental not only to the child but also to the systems they 

are members of. 

Updated Diagnostic Model  

In the proposed hybrid model, ideally, the possible diagnosis would be addressed prior to the 

child entering school due to the yearly assessments conducted to identify these markers. 

However, if it was missed or they are new to the province, the process would ideally run as 

follows: 

1. Book an appointment at the local community care center and the child wellness team, 

identifying concerns when booking the appointment. 

2. Child wellness reviews the patient file, including findings from developmental, social, 

and emotional assessment and observations. Consults with pediatrician, psychologist and 

other specialists on steps of care. 
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3. At the appointment, the child’s attending physician discusses the presenting concerns 

from the child's wellness team. Together plan for next steps, including scheduling further 

assessments, referral to current support and treatment that can be utilized now without a 

diagnosis, appointment with a psychologist, and direction to additional support for the 

caregiver.  

a. All appointments will occur in the community care center, and there will be a wait 

due to scheduling and demand. The expectation is that the whole process will take 

less than one year.  

Apart from a decreased wait time, the most significant differences are that almost all care 

will hopefully occur in the community care center. The goal is to integrate neurodevelopmental, 

relational, and systems theory into primary care through multidisciplinary team methods and 

people-first approaches. By investing in the local community infrastructure, providing funding to 

expand programming, physical locations and staffing, coupled with having accessible care, a 

future is envisioned where a child who is experiencing maladaptive behaviours associated with 

traumatic experiences will not be left with multiple diagnoses that don’t target the root. Rather, 

aiming to alleviate the distress being exhibited by providing parental support, assessing the 

patient and the system they are in, and utilizing the formalized supports within their community.  

 At its core, the new model of care proposed today is an experiment. Although efforts are 

being made across the country to implement aspects of the proposed model, it is difficult and 

expensive. Given the focus on children, having examined the impacts of early trauma and the 

lack of resources available for caregivers when faced with a developing person who cannot 

understand their experiences, a desire and hope for a change in the medical system makes sense. 
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In working directly with children who have experienced developmental trauma and are unable to 

access support without seeking a diagnosis, a change is needed. 

Conclusions 

 The thought experiment of considering a new model of care for British Columbia invites 

the opportunity to consider a world where people experiencing both physical and mental health 

concerns will know the steps to take and then receive attentive, efficient care. Drawing 

awareness to the flaws within the current systems forces those within the medical field to take a 

step back and accept that the biomedical model is causing harm to the youngest and oldest in the 

country. 

 Firstly, to understand where a medical model of care might be going, it was essential to 

understand the history of how the nation ended up here. Tracing the history from the first 

institution to the present day offers insight into the legal and professional developments that have 

formed a foundation rooted in the physiological manifestations of illness. Through exploring the 

current diagnostic process for complex developmental behavioural conditions and autism 

assessments, the reality of how difficult it is for the common individual to move within and 

understand the system, not to mention the astronomical wait times associated with care.  

 Moreover, in exploration of a better system, time has been spent investigating how other 

countries administer care to their people. The United Kingdom’s ambitious plan to implement a 

biopsychosocial model across the nation, and Norway’s social justice model, paving a way for 

equitable access to care, Finland’s hybrid approach, applying aspects of both models in response 

to individuals’ mental health crisis, with such success that it has become codified in public 

policy, were each considered. 
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Taking the examples from alternative health care models, a proposal has been made for 

an alternative path to physical and mental health in BC. Although it may feel out of reach, the 

proposal aims to address the consistent failings of the current BC model by centring the work in 

the community and mobilizing teams of professionals to work together to serve people better. 

Specifically addressing access to primary care providers, diagnostic abilities, the hope is that if a 

time comes when developmental trauma disorder is an official diagnosis, support will be 

available, without an intolerably long wait.  
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