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Trauma, Media Exposure, and 
Increased Tolerance to Violence: 

Its Impact on Empathy

In the spring of 2009 when TV signals permanently changed to digital, I decid-
ed to cancel cable and not purchase a digital antenna to get local programs. 

I instead opted to use Apple TV for my entertainment. It has provided huge 
benefits to my quality of life, including no longer being tormented by com-
mercials telling me to purchase products that I do not need and of which I do 
not approve. I no longer get bombarded with negative political campaigns. The 
biggest benefit is that I can now filter out the violent media that has become 
so much a part of our daily lives. Who would have ever imagined that violence 
would become routine in our lives, that in any given week we watch dozens of 
murders, beatings, bombings, terrorist acts, rapes, and even beheadings, and 
all without ever turning on the news. 

The question becomes, What is the exposure to so much violence doing to 
us? The answer is not so easy to explain. First, we need to make some distinc-
tions about the findings. It is important when reviewing the research not to 
lump media together. Playing video games and watching violent movies may 
have different effects on the participant. Most, although not all of the studies  
on violent media’s effects narrowly focus on one type exposure, either TV, 
movies, video games or other types of media. Additionally, we need to know 
that the current research focuses more on the question of aggression and 
whether watching violence makes us violent and less on other questions of 
trauma, empathy, and other impacts.

Our news programs routinely filled our living rooms with violence, and 
most of it is real. From the coverage of the 9/11 and Oklahoma City bombings 
to the beheading of human beings live on the web, broadcasters have ensured 
that almost no one is safe from seeing traumatizing events that cannot be 
unseen once they are within our psyche. The sometimes graphic reports from 
newscasters, which almost always start with a warning to viewers that the 
following maybe disturbing to watch, have become more and more common. 
The reports from the Sandy Hook Elementary School, Columbine High School, 
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and Aurora movie theater shootings left millions of 
people traumatized in their own living rooms. In one 
recent study at UC Irvine, researchers showed that 
people exposed to 6 or more hours of media coverage 
of the Boston bombing accounts, even without video 
footage, were 9 times more likely to report symptoms 
of PTSD than the actual bombing victims were (Silver 
et al, 2013). Think of those people who glue them-
selves to the TV after events like this and then consider 
what trauma is happening to them. 

Add to this culture of violence the video games 
whose sole method to win is to have the player make 
violent choices and inflict them on other players, choic-
es that are fun and without negative consequences. In 
fact, the violence in the game is the reward by way of 
a dopamine rush. This presents a unique quality that 
sets video games apart from other forms of media, 
as the player is no longer just the inactive recipient 
of media content. He is the doer of the deeds in that 
violent content. 

We have been studying the effects of violence and 
television almost since the dawn of the medium. The 
earliest studies go back to the ’50s. George Gerbner, 
PhD conducted some of the most famous and earliest  
studies. His work pointed out an interesting fact: 
watching violence is not going to make you violent. 
Instead, it will make you believe you live in a world of  
victims and you need to protect yourself. This effect, 
named the “Mean World Syndrome,” went on to 
explain that watching violence on TV makes people 
more likely to believe they will be a victim of violence, 
that their neighborhoods are unsafe, or that crime is 
a bigger issue in their life than it actually is. 

Brad J. Bushman and Craig A. Anderson conducted 
one study that did combine video games and movies  
in 2009. Their study, which looked at the time it would 
take participants to “help” someone in distress after 
either playing violent video games or watching violent  
movies showed exactly what one would expect. They 
wrote, “In sum, the present studies clearly demon-
strate that violent media exposure can reduce helping 
behavior in precisely the way predicted by major mod-
els of helping and desensitization theory. People ex-
posed to media violence become ‘comfortably numb’  
to the pain and suffering of others and are consequent-
ly less helpful” (Bushman & Anderson, 2009, p. 167). 

It seems the more violence we watch, the less likely 
we are to recognize and help someone who is having 
an emergency situation. In other words, we have less 
empathy for those in need of our help. 

All of this may have you wondering, “How much 
of our ability to be empathetic in clinical intervention  
is related to overexposure to violence?” Anna B. Ba-
ranowski (2002), in The Silencing Response in Clinical 
Practice: On the Road to Dialogue, discussed the link 
between compassion fatigue and vicarious trauma that  
can result in the “silencing response”. When we become  
too overwhelmed to listen or process our client’s tra-
gedy, we naturally block ourselves off emotionally. 
According to Baranowski, a typical “silencing response 
assumption” by clinicians is: “I can’t do anything about 
it.” Other indications that the silencing response is oc-
curring are: using humor to change the subject; avoid-
ing topics; faking interest or listening; avoiding a topic; 
or being angry or sarcastic with clients. (Baranowski, 
2002). A clinician’s sense of helplessness and hope-
lessness can foster a lack of empathy that becomes a 
default self-care strategy that in turn, effects quality 
of care. The silencing response can result in misdiag-
nosis and inattention to the client’s trauma.

So what can we do to protect ourselves yet still 
acknowledge our clients’ trauma and suffering? Being  
self-aware during clinical practice of our silencing 
response along with assessing and modifying the 
degree of our exposure to violence in the media are 
first steps. As clinicians, often, our greatest gift to our 
clients is “holding hope” until they are strong enough 
to begin to heal and be hopeful on their own. (Howe, 
2015). Making self-care a daily strategy strengthens 
our ability to be fully “present, able and hopeful” for 
our clients along their journey to wellness. The more 
self-care resources we have in our personal tool box, 
the more likely we will maintain appropriate empathy 
that supports rather than diminish the helping process.

Submitted by Joe Brummer, Joe Brummer Consulting, 
LLC. www.joebrummer.com in collaboration with 

Aili Cordova Arisco, LCSW.

For a complete list of references for this article please 
visit: www.womensconsortium.org/references_
Trauma_Matters.cfm
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Expanding trauma-informed practice and culture 
is one of the seven cross-cutting themes for the 

Department of Children and Families’ (DCF) strength-
ening families practice model. The use of trauma 
screening allows the child welfare profession to engage  
and talk with children and families about traumatic 
events or circumstances, their experiences, and the 
adverse effects of traumatic exposure on their well-
being. SAMHSA’s Concept of Trauma and Guidance 
for a Trauma Informed Approach, July, 2014, identified  
trauma as widespread and the need to address trauma  
“as an important component of effective behavioral 
health service delivery.” SAMHSA defined a trauma-
informed approach as a system that “realizes” the im-
pact of trauma, “recognizes” signs and symptoms of 
trauma, “responds” by integrating knowledge about 
trauma in practice and “resists re-traumatization.” 
The four R’s are the main components in a trauma-
informed approach and practice. 

In 2011, DCF received a 5-year grant to improve 
trauma-focused services for the children of Connecticut 
through the Administration for Children and Families  
(ACF). The federal grant, called CONCEPT, the Connecti-
cut Collaborative of Effective Practices for Trauma,  
is a collaborative effort between DCF, the Child Health 
and Development Institute (CHDI), and the Consulta-
tion Center at Yale University. Children involved in child  
welfare services present with higher rates of trauma 
exposure, and some will develop stress reactions and 
post-traumatic stress symptoms that impact their daily  
functioning and development. The grant has several 
associated key goals, including (a) the implementation  
of trauma screening for children, (b) workforce de-
velopment including training the entire workforce in 
trauma-informed care, (c) expanding the dissemination 
of Trauma Focused Cognitive Behavioral Therapy (TF-
CBT), and in the final two years of the grant, 2015 and 
2016, (d) dissemination of Child and Family Traumatic 
Stress Intervention (CFTSI), a peri-traumatic family-
based intervention following a recent trauma exposure. 
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Role of Trauma Screening 
With Children and Families

Trauma screening is a process of asking questions 
about traumatic events and stress reactions from 
those events. Screening provides a lens to understand 
behavior related to what happened to a child (versus 
what is wrong with a child), which is a more helpful 
method for clinical assessment and formulation to 
guide decision-making for the most appropriate treat-
ment intervention. Screening helps identify behaviors 
related to trauma rather than simply treating a be-
havior as a symptom. From a trauma-informed lens, 
behavior is a form of communication about unmet 
needs, is adaptive, and has meaning. Sometimes these 
behavioral reactions to trauma can be disruptive or 
cause difficulties at home, in school, or in the commu-
nity. Trauma screening can provide immediate and ear-
ly recognition for the impact of trauma for children and 
result in better assessment and treatment planning.

To date, CONCEPT has developed the Connecticut 
Trauma Screen that was piloted in years 2 and 3 of the 
grant with the expansion of TF-CBT. The trauma screen 
was piloted and revised based on input from staff and 
statistical analysis. For children less than age 6, the 
screen was developed to be used with the child’s care-
giver. Children age 7 and beyond are interviewed us-
ing the screen. The trauma screen includes four ques-
tions about trauma events and six questions related 
to symptoms or stress reactions. The revised screen is 
in the process of being validated and can make a con-
tribution as a measure to be shared across systems of 
care for an integrated approach to trauma screening. 

The new version of the Connecticut Trauma Screen 
was embedded in the Multidisciplinary Evaluation (MDE). 
Within 30 days of their removal, each child placed in 
an out-of-home setting receives a trauma-informed 
MDE that includes physical, dental, developmental, 
educational, behavioral, and emotional evaluation 
along with a trauma screen. The evaluator interviews 
children age 7 and above using the screen. The trauma 
screening results in a score of the number of different 
types of potentially traumatic events and a reaction 
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score that indicates at risk. In the MDE, for children 
under age 7, with whom the trauma screen is not used, 
trauma exposure and reactions are identified through 
the social history the DCF social worker prepares that 
documents family history including domestic violence, 
substance use, police involvement, parental and familial 
mental health history, and other trauma history. The 
child’s social history also encompasses prenatal histo-
ry, trauma history related to physical and sexual abuse, 
witnessing violence, and other traumatic events such 
as fire or accidents. Additionally, the child’s history 
includes questions related to the child’s trauma stress 
reactions. This social history is gathered from family 
and providers. The MDE summary includes recom-
mendations for further trauma intervention for all 
children birth to 18.

Early childhood screening requires an understand-
ing of infant mental health and identifying early ad-
versity in the child’s experience and is embedded in 
the child’s relationships and the child’s environment. 
Appropriate trauma screening requires information 
on the caregiver’s social and trauma history and clini-
cal competency for observation of parent/child inter-
actions. Screening children birth to age 5 is complex 
and sophisticated, given the developmental trajecto-
ries of these younger children and their dependency. 

Similar to adults and older children, young children 
will vary with their responses to trauma. Some signs 
of trauma can include sleep problems, nightmares, ir-
ritability or clinginess, appetite problems, withdrawal, 
vigilance, startling, or other changes in behavior. Like 
with adults and older children, their behavior is adap-

tive, and it is important to look at what the behavior is 
communicating about unmet needs. 

A trauma-informed approach with children and 
adolescents is critically based on the findings from 
the Adverse Childhood Experiences Study (ACES) that 
reported childhood adversity has long-lasting behav-
ioral, mental, and physical health effects through the 
person’s lifespan. Adverse life events and traumatic 
stress impacts brain development and has physiologi-
cal impact. Early recognition and intervention will have  
a positive impact on a child’s well-being and the four  
recognized child domains: cognitive functioning, physi-
cal health and development, emotional and behavioral 
functioning, and social functioning. The symptoms 
of trauma can be treated, and healing can take place 
when the trauma-related needs of children are 
screened for and identified, thus preventing enduring 
effects across the child’s lifespan. Child welfare and be-
havioral health providers are foundational in ensuring 
the integration of effective screening for trauma expo-
sure and dissemination of effective trauma treatments.

In conclusion, trauma screening is a first step in 
identifying trauma-related needs for children and fami-
lies. A trauma-informed approach addresses both phys-
ical and psychological safety. Screening is essential for 
expanding trauma-informed practice in child welfare. 

Submitted by Paul Shanley, ACSW, LCSW, 
Program Director, 

Clinical and Community Consultation Support Division, 
Community Support Services, State of Connecticut 

Department of Children and Families

Ask the Experts:
A Conversation with Onno van der Hart, PhD.

By Cheryl Kenn, LCSW

Onno van der Hart, PhD, is professor emeritus of 
psychopathology of chronic traumatization and  

a psychologist/psychotherapist specialized in the 
diagnosis and treatment of complex trauma-related 
disorders. He is a past-president of the International 
Society for Traumatic Stress Studies (ISTSS), a former 
vice-president and fellow of the International Society 
for the Study of Trauma and Dissociation, and fellow of 
the American Society of Clinical Hypnosis (ASCH). He 
edited Coping With Loss: The Therapeutic Use of Leave-
Taking Rituals and co-authored with Ellert Nijenhuis, 

PhD, and Kathy Steele, MN, CS, The Haunted Self: 
Structural Dissociation and the Treatment of Chronic 
Traumatization, in which Pierre Janet’s pioneering 
studies of trauma-related dissociation is a major 
source of inspiration and which has been translated 
into several other languages. With Suzette Boon, PhD, 
and Kathy Steele, MN, CS, he wrote Coping With Trau-
ma-Related Dissociation: Skills Training for Patients 
and Therapists, also translated into a number of other 
languages. You can learn more about his work at: 
www.onnovdhart.nl.

http://www.onnovdhart.nl
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Q:  Why did you enter the trauma treatment field?

A:  Perhaps a better question is how I entered the trauma 
treatment field. Working in social psychiatry, I encountered 
clients whose symptoms appeared to be related to unre-
solved grief and/or traumatic experiences. Clients could 
report recent traumatizing events as etiological factors, but 
(chronic) childhood traumatization often was underreport-
ed. I had no previous training in trauma-focused therapy, so 
I was not particularly sensitized toward the role that such 
traumatization might play in current suffering. However, a 
combination of careful history taking and my study of and 
training in Ego State Therapy and Gestalt Therapy as well 
as hypnosis, together with continuous learning about dis-
sociation of the personality, made me realize that trauma is 
a major “jamming station” in the lives of survivors and that 
it involves double or multiple streams of consciousness (as 
I called them at the time), which need to be included in the 
therapy for healing or integration to occur. 

 
Q:  Can you tell us what you consider to be the most 

helpful stabilization skill or tool one can teach a 
trauma survivor?

A:  In thinking about this question, as related to clients with a 
complex history of at least chronic childhood traumatization, 
a wide range of stabilization-oriented skills, techniques, 
and exercises came to mind, from which I found it hard to 
make a choice as to which one is the most important to 
teach trauma survivors. A major skill is increasing the ability 
to distinguish between the re-experienced traumatic past 
(trauma time) and the more safe present, at least in the ther-
apy room (Boon et al., 2011). However, I think that the best 
tool is a much more complex one, that is, developing a clear 
understanding of the need for phase-oriented treatment 
and shared conviction between therapist and client that 
each phase includes a number of subgoals that in a gradual 
manner need to be realized. I like to describe many of these 
goals in terms of overcoming specific trauma-related fears 
and goals. Timing, including the actual treatment phase is, 
of course, essential in which of these goals are successively 
emphasized. Kathy Steele, Ellert Nijenhuis, and I (2006)  
developed the following outline:

Phase 1:  Symptom reduction, stabilization, and 
skills building

•  Overcoming the phobia of attachment and attachment loss, 
particularly with the therapist

•  Overcoming the phobia of mental actions (e.g., inner experi-
ences such as feelings, thoughts, sensations, wishes, fantasies)

•  Overcoming the phobia of dissociative parts of the personal-
ity (apparently normal parts [ANP] and emotional parts [EP]; 
see my answer to question #3)

Phase 2: Treatment of traumatic memories

•  Overcoming attachment phobias related to the perpetrator(s)
•  Overcoming attachment phobias in emotional parts of the 

personality (EPs; see my answer to question #3) related to 
the therapist

•  Overcoming the phobia of traumatic memories

Phase 3: Personality integration and rehabiliation

•  Overcoming the phobia of normal life
•  Overcoming the phobia of healthy risk taking and change
•  Overcoming the phobia of intimacy, including sexuality and 

body image

Q:  Can you tell us one thing or something you think 
all trauma-focused clinicians should know?

A:  In my opinion, all trauma-focused therapists, but especially 
those who work with survivors of complex trauma, should 
be as knowledgeable as possible about trauma-related dis-
sociation of the personality, that is, of the dynamic, biopsy-
chosocial system as a whole that determines an individual’s 
characteristic mental and behavioral actions. This under-
standing is a difficult challenge, not in the least because the 
concept of dissociation has received so many, at times even 
contradictory, meanings. However, if we let our present-day 
understanding be guided by the teachings of Pierre Janet 
(1859-1947), the original master of dissociation studies, it 
will probably not be long before we find ourselves under-
standing it clearly (cf., Janet, 1907, p. 43). Janet regarded 
dissociation rooted in integrative failures, with traumatic 
experiences being the prime example. When we focus on 
an alternate label for trauma, that is, breaking-point (Ross, 
1941), these integrative failures become immediately obvi-
ous. Then the question arises, What does the mind or per-
sonality break into? As Nijenhuis and Van der Hart (2011) 
formulated it, the answer is: into two or more dissociative 
subsystems of the personality—known by a number of 
names, such as dissociative parts, self-states, or identities—
each having its own, at least rudimentary, first-person per-
spective and being characterized by its own characteristic 
function(s) and related mental and behavioral actions. Dis-
sociative parts can be latent and activated, in a sequence 
or parallel. As each dissociative part, the individual can 
interact with other dissociative parts and other individuals, 
at least in principle. Dissociative parts maintain particular 
psychobiological boundaries that keep them divided, but 
that they can in principle dissolve.

Phenomenologically, this division of the personality manifests 
in dissociative symptoms that can be categorized as negative 
(functional losses such as amnesia and paralysis) or positive (in-
trusions such as flashbacks or voices), and psychoform or cog-
nitive-emotional (symptoms such as amnesia or hearing voices) 
or somatoform or sensory-motor (symptoms such as anesthesia 
or tics). There exists, in my eyes, an unfortunate tendency 
among some contemporary researchers and clinicians to over-
look the positive dissociative symptoms and exclusively regard 
the negative dissociative symptoms, such as, in particular, dep-
ersonalization and derealisation. Thus, they overemphasize the 
defensive nature of dissociation and lose sight of the integrative 
failure inherent in the dissociation of the personality.

For a complete list of references for this article please 
visit: www.womensconsortium.org/references_
Trauma_Matters.cfm
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The Connecticut Women’s Consortium
2321 Whitney Avenue, Suite 401

Hamden, CT, 06518

www.womensconsortium.org

Learn from thinkers and innovators who work with justice-involved women and girls.

AJFO is the only professional conference focused exclusively on women and girls involved 
with the jus tice system. Participants represent a diverse array of practitioners, state administrators, 
program direc tors, women with lived experience, advocates, researchers, and program developers. 
The conference tra ditionally has been attended by over 400 professionals from federal, state and 
local correctional systems, as well as treatment providers and researchers from the United States, 

Canada and other countries. This year’s conference is being hosted by the CT Women’s Consortium 
in collaboration with CT Court Support Services Division (CSSD). CT Department of Children 

and Families (DCF), CT Department of Mental Health and Addiction Services (DMHAS), 
CT Department of Corrections (DOC) and the CT Department of Public Health (DPH).

For more information go to: www.ajfo.org or www.womensconsortium.org

Featured Resource
Adult, Juvenile and Female Offender (AJFO) Conference, 

October 13th - 15th

Hartford Marriot, Hartford, CT.

http://www.womensconsortium.org
http://www.ajfo.org
http://www.womensconsortium.org

