Tpunosn, Opx. 6uon. men. Hayku, MAHY, XXV, 1-2, s. 103-114 (2004)
Contributions, Sec. Biol. Med. Sci., MASA, XXV, 1-2, p. 103114 (2004)
ISSN 0351-3254

CHILD TRAUMA, ATTACHMENT AND BIOFEEDBACK
MITIGATION

N. Pop-Jordanova and T. Zorcec

Paediatric Clinic, Faculty of Medicine, University of Skopje

Abstract: The aim of this study is to investigate the correlation between the
quality of attachment in early infancy and the effects of child trauma, as well as to
introduce some innovative therapeutic approaches.

For this reason, a group of 10 children manifesting post-traumatic stress disor-
der (PTSD), diagnosed by ICD-10, was selected. The mean age of the patients was 9 +
3.05 years, from both sexes (girls 3, boys 7).

Mothers and children were examined by a battery of psychometric instruments
Minnesota Multiphasic Personality Inventory (MMPI), Child Behaviour Checklist (CBCL),
Eysenck Personality Questionnaire (EPQ), and State Anxiety Inventory (STAI). In addi-
tion to the classical psychotherapeutic methods (supportive, behaviour and play the-
rapy), the multimodal computerised biofeedback technique was introduced for both
assessment and therapy.

The results for the children showed a high level of anxiety and stress, somatisa-
tion and behavioural problems (aggressivity, impulsivity, non-obedience, and nightma-
res), complemented by hypersensitive and depressive mothers and misattachment in the
early period of infancy.

Consequently, the explanation of the early predisposition to PTSD was related
to be the non-developed Right Orbitofrontal Cortex-ROFC. The latter was related to
insecure attachment confirmed in all the children examined.

The therapeutic results obtained with biofeedback techniques are very encoura-

ging.

Key words: attachment, biofeedback, child trauma, post-traumatic stress disorder.



104 N. Pop-Jordanova, T. Zorcec

1. Introduction

The condition of stress has two main components: physiological (direct
material or bodily challenge) and psychological (related to the perception of cir-
cumstances). Both components can be examined in three ways, focussing on the
stressor, the response and the transaction between them. [1].

In clinical practice, the measuring of the stress could be performed thro-
ugh physiological arousal (Electrocardiogram — EKG, Electrodermal response-
EDR, arterial tension — TA), or by psychometric instruments like Life Events or
Daily Hassles. Reactions to stress vary from one person to other, and from time
to time. The variations depend on psychological and social factors, which modify
the impact of stressors on the individual. [2, 3, 4]

Psychophysiological disorders result from the interplay of psychological
and physiological factors. There are many skills and strategies for coping with
stress. Emotional discharge (expressing feelings) and cognitive redefinition (as
a defence mechanism) are the most frequenth used strategies for emotion focus-
sing coping in adult people. However, in childhood, coping with stress is still
not enough structured. [5]

Generally, stress management related to child trauma comprises any
intervention for reducing stress reaction. For this reason, medication (benzodia-
zepines, beta-blockers, etc.) or behavioural and cognitive methods like: relaxation
procedures, systematic desensitisation, massage and hypnosis are used. [6, 7, 8]

In this paper the main question to be answered is the relationship bet-
ween attachment and reactions to stress in children. In addition, the efficiency
of multimodal biofeedback for child trauma mitigation is explored, an approach
applied here for the first time to children with PTSD in the Balkan region.

2. Basic mechanisms

2.1. Attachment

Attachment is the term used by John Bowlby [9] to describe the affec-
tive bond that develops between an infant and a primary caregiver. Bowlby des-
cribed the infant as biologically predisposed to use the caregiver as a haven of
safety or a secure base while exploring the environment. The caregiver’s res-
ponse to such bids helps shape the attachment relationship into a pattern of inte-
raction that develops over the first year of life. The history of this developing
relationship between infant and caregiver allows the infant to begin to anticipate
the caregiver’s response to bids for comfort. [10,11, 12, 13]
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Interaction between mothers and babies plays an important role in the
formation of attachment and in determining maternal response to the infant’s
signals. In this context, there is research evidence that breast-feeding mothers
differ from bottle-feeders in satisfaction with the experience, in acceptance of
the maternal model and emotional investment in the infant. [14, 15]

Secure attachment arises out of responsive and sensitive parenting and
is contrasted to adult neurosis. By studying a sample of unweaned babies and
their mothers, Ainsworth et al. [16] discovered three different levels of attach-
ment: securely attached, insecurely attached (avoidant, ambivalent and disorga-
nised) and non-attached children.

In ICD-10 [17] and DMS-1V [18] two varieties of attachment disorders
are recognised: a) non-attachment with emotional withdrawal, typically asso-
ciated with abuse and b) non-attachment with indiscriminate sociability, most
usually observed when children have been exposed to repeated changes of care-
givers.

2.2. PTSD and ROFC

Post Traumatic Stress Disorder (PTSD) is classified under anxiety dis-
orders in both ICD-10 and DMS-IV and its onset may occur in individuals
across the lifespan. There are no specific criteria for PTSD with an onset in
childhood. In DMS-1V it is noted that children’s responses to severe trauma
may be more disorganised than in an adult and can involve agitated behaviour.
Their response may include intensive fear, helplessness or horror. The event
must be persistently remembered and ‘relived’” with concomitant distress, parti-
cularly when current circumstances are associated with the original event.

Clinical characteristics of PTSD are: intrusive and distressing recollec-
tions of the event seen by them in play, nightmares, re-enacting the event beha-
viourally, avoidance of stimuli associated with the trauma, increased arousal,
visual imagery (flashbacks), and ’especially in adolescents, increasing risk of
irritable moods and sleep deprivation. It is noticed that girls are more susceptible
to PTSD than boys. There are no precise epidemiological data about PTSD. In war
conditions the incidence is about 11.5%, while after accidents the incidence is
higher, approaching 30% [6].

The right orbitofrontal cortex (ROFC) has been pointed out as crucial in
the regulation of emotions and the autonomous nervous system (ANS). Conse-
quently, infants with attachment problems have a problematic ROFC and are
more predisposed to PTSD. ROFC is not on line at birth. It develops only through
interaction with another self, another brain. [19]

The engagement and attunement of the mother stimulate positive emo-
tions and develop the ventral tegmental dopaminergic pathways of excitatory
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arousal. Thousands of positive interactions are needed to develop this system in
the first year of the life. A poorly attuned mother does not allow infant self-re-
gulation of the sympathetic system. In the second year parasympathetic inhibi-
ting circuits become internalised. Infants experience a shame-based inhibition of
unbounded excitation. These negative experiences develop the lateral tegmental
parasympathetic noradrenergic system. The caregiver must avoid toxic shame,
severe humiliation, or aggressive interaction as these produce excessive anxiety
and infantile rage responses. Flexible switching between these two systems (Sy
and PaSy) allows successful methods for rudimentary coping with stress. [20]

Within the attachment relationship the mother is shaping the infant’s
coping systems (brain-body reaction to the stress). The model of Bowlby, enri-
ched by the neurobiological findings of Shore shows how early social emotional
interactions within the attachment relationship impact the experience-dependent
maturation of the baby’s brain. This is partly determined by genetic factors
(encoded in the temperament) and partly determined by early socioaffective
experience (nature of caregiver). It is obvious that the brain growth spurts conti-
nue from the end of the last trimester of pregnancy through the first two years of
life. Both DNA and RNA levels in the cortex increase over the first year, and
the maturation of the brain is experience-dependent. Thus, an integrative, inter-
disciplinary approach to the development of the child is needed. [21, 22]

3. Methodology

We selected a group of 10 children manifesting PTSD diagnosed by
ICD-10 criteria age 9 * 3.05 years, (girls 3, boys 7). In our study boys were pre-
dominant, as opposed to other authors who noticed that girls are more suscep-
tible to PTSD.

Through anamnesis, symptomatology and psychometric evaluation we
tried to reveal and explore the relationship between the early child experience
(attachment bonding) and the degree of stress reaction.

Mothers are checked by Minnesota Multiphasic Personality Inventory
(MMPI) [23] and Child Behaviour Checklist (CBCL) [24], while children are
examined by Eysenck Personality Inventory (EPQ) [25] and State Anxiety In-
ventory (STAI) [26].

In addition to the classical treatment of PTSD (behaviour-cognitive and
play therapy) [27] we introduced multimodal biofeedback application (Electro-
dermal and Neurofeedback) for both assessment and therapy [28, 29]. Biofeed-
back method is increasingly used worldwide; still, to our knowledge, our team
is the only one applying it in south-east Europe.
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Feedback is defined as a method of controlling the system by reinser-
ting the results of its past performance, while biofeedback (BF) is the method of
learning self-control by back-reporting biological signals. BF has several moda-
lities depending on the type of bio signals: electrodermal response (EDR), electro-
myography (EMG), electroencephalography (EEG), BVP (blood volume pulse),
RWEF (respiratory waveform), etc. Figure 1 shows the biofeedback process sche-
matically.
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Figure 1. Schematic presentation of the biofeedback method

4. Results and discussion

4.1. Anamnesis

As stressful events provoking PTSD were identified: in three cases —
the death of family members (parent or grandparent), in three other cases — a car
accident, and in four last cases — the war conditions (explosion of a bomb near
the school).

The interview with mothers in all cases showed different types of inse-
cure attachment. In two cases the mother was still a psychiatric patient (severe
depression), and in others some specific situations in the family were assumed
to be the reason for insecure attachment. For illustration I will present three cases
typical of the insecure attachment and clinical symptomatology relation. Gene-
rally, the anamnesis showed the imbalance between the pronounced clinical symp-
tomatology and the stressors.

In what follows, we present three typical cases illustrating the attach-
ment-symptomatology correlation.
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Casel. (loss of grandfather): The nine-year old boy D. had been brought at
midnight to the hospital by emergency ambulance, having had an attack of aggres-
sion directed against his mother and grandmother. He expressed uncontrolled
and destructive rage for 3—4 hours. At the hospital, he was immediately calmed
with medications Anamnesis showed D. as the only child in an incomplete family.
His father had abandoned his mother when she was still pregnant. Being unem-
ployed, the mother left D. in an orphanage, but, after a few months, she took her
baby back. No early attachment bond with the mother was created. The boy
grew up in a village with his grand parents. The only person with whom the
child made a close interrelationship was the grandfather. The boy has grown
into a strong and healthy child, and started the school on time. The grandfather
died unexpectedly when D. was 9 years old. The mother tried to conceal this,
but few days later, the boy understood that his grandfather had died. D. became
disobedient, impulsive and failed at school. The attack of aggression started at
a moment of some disagreement with his mother. The aggression seemed to be a
punishment for the loss of the unique person to whom D. had been attached.

Case 2. (car accident): Two siblings (a girl of 9, and a boy of 12 years)
manifested PTSD one week after a car accident. The accident wasn’t serious,
only a small scratch on the tabletop was made. Children had flashbacks, arou-
sal, nightmares and a fear of being alone. They live in Tetovo, where serious
ethnic tensions are still present. The mother was a psychiatric patient for five
years and the children had no secure attachment to her. They were Albanians
living in a big, patriarchal family. Changing caregivers, they had insecure ambi-
valent attachments that resulted in the manifestation of PTSD after a relatively
small car accident.

Case 3. (bomb explosion): A four-year-old girl was brought to hospital
because of headache, stomachache, disobedience and fear of sleeping alone.
This happened shortly after the explosion of a bomb. The mother, employed as
waitress, could not be bonded to her child because of the job, so the caregiver
had changed many times (grandmother, father, grandfather, and neighbours).
The stress provoked signs of somatisation. As is known, somatisation is present
in 75% of PTSD in small children. The same stress (explosion of the bomb)
provoked PTSD in only four children (from a total of 560 in the same school)
all with insecure attachment.

As is clear, all children manifested PTSD after a relatively small stress
because of insecure attachment.

4.2. Psychometrics

Results obtained for EPQ confirmed neurotic tendencies, introversion,
psychopathologic traits and tendencies to social liability (Table I). The control
group consisted of 35 healthy schoolchildren, both sexes.
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Table I
Group’s results from Eysenck Personality Questionnaire (EPQ)
Neuroticism (N) Extroversion (E) Social liability (L) | Psychopathology (P)
PTSD 17.4 (£3.5) 9(x£23) 8.5(x5.3) 12.5 (£ 4.3)
Control 13 (£3.7) 16 (£2.7) 14 (£4.03) 6 (£3.03)
t test 3.55 (p<0.01) | ¢test 7.07 (p<0.01) | ztest2.93 (p<0.05) | ztest7.17 (p<0.01)

Results for CBCL — boys, illustrating behaviour problems, are presen-
ted in Figure 2. Generally, high internalising scores are obtained for all children,
while externalising scores appeared to be high only in boys, with aggressivity
particularly accentuated.

25

1. anxious; 2. depressed; 3. uncommunicative; 4. obsessive-compulsive; 5.
somatization; 6. social withdrawal; 7. hyperactive; 8. aggressive; 9. delinquent

Fig. 2. Results obtained for CBCL-boys

Figure 3 presents results obtained from MMPI of mothers. High Hs
scale confirms narcissm and hypohondriasis; while scores for other scales are
related to expressed immaturity, impulsivity, anxiety and moderate depression.

25

I .

L F K Hs D Hy Pd Pa Pt Sc M a

L, F, K-validity scales, Hs-hypochondriasis; D-depression; Hy-hysteria; Pd-psycho-
pathic deviate; Pa-paranoia; Pt-psychasthenia; Sc-schizophrenia; Ma-hypomania
Fig 3. Results obtained for mother’s MMPI

IIpunosn, Opx. 6uon. mex Haykn XXV/1-2 (2004) 103114



110 N. Pop-Jordanova, T. Zorcec

The evaluation of children with State Anxiety Inventory (STAI) showed
mean values for anxiety level 39.5 (from max 45) for the whole group, which is
related to very high actual anxiety.

4.3. Biofeedback

The EDR-biofeedback was used for assessment of the stress level,
which is related to skin electric resistance. Reducing the stress-level by relaxa-
tion, the skin resistance increases. On the other hand, the recalling of a stressful
event provokes the abatement of the curve, i.e. increasing stress-level, resistance
decreases (Fig.4).
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Figure 4. Short-term abatement of electrodermal resistance ( in KQ)
provoked by recalling a stressful event

In the Figure 5 the summarized results of the change of biofeedback
indicators for PTSD are presented. On the left, EDR for the whole group from
the first and the last session of EDR BF (in KQ) is presented. The increase of
the EDR resistance shows the relaxation after 20 sessions training. On the right,
the change in SMR-NFB ( in uV) followed by lower arousal is presented.

In addition to EDR biofeedback, we used neurofeedback (EEG biofeed-
back) for stress reducing in PTSD children. PTSD is followed by high beta wa-
ves (16-20Hz) and decreased alpha (8—12 Hz) and theta (4-8 Hz) waves.
Consequently, standard neurofeedback (NFB) training for post-traumatic stress
disorder in adults comprises alpha-theta training [29]. Dealing with children, we
introduced SMR (12-16 Hz) training which we consider as more adequate for
children. The increasing of SMR intensity by NFB was from mean 6.344 to
7.176 (in uV). So, by EEG-operant conditioning we obtained higher SMR fol-
lowed by relaxation, motor control, and lower beta (lower arousal).
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Figure 5. The change of biofeedback indicators for PTSD

In essence, neurofeedback is based on monitoring neuronal synchrony
(local and global) and shifting the frequency bandwidth by operant conditioning
training. An important finding of neurofeedback research and clinics is that glo-
bal (i.e. long-distance) synchrony represents a physiological mechanism of attention
[30]. Our studies of attention deficit disorder in children have also shown a positive
correlation between attention and increased synchrony in the high (beta) frequ-
ency range. [31] The next step would be to check the recommendation to com-
bine training both high (beta) and low (alpha and theta) [32]

5. Conclusion

As it was shown all children manifested PTSD in the early period of life
and the clinical presentation was disproportionally greater according to the real
level of trauma. This could be correlated to the fact that all of them had an insecure
attachment. The social conditions (war, economic poverty) have been the addi-
tional background for PTSD.

In our treatment we used supportive and behavior-cognitive therapy,
combined with EDR and EEG-SMR biofeedback training. The results obtained
are very encouraging. The symptoms of PTSD in all children had been elimina-
ted after 20 sessions EDR /EEG biofeedback (one session of 50 minute duration
per week).

In brief, two general conclusions can be deduced: (1) The lack of secure
attachment, confirmed in all children the examined, contributed to early predis-
position to PTSD, related to non-developed ROFC; and (2) Multimodal biofeed-
back technique is a good complementary tool for both assessment and therapy
of PTSD in children.
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Pe3zume

TPAYMA BO JETCTBOTO, PAHO EMOITMOHAJIHO BP3YBAIE
1 BNOPUIBEK

H. INon-Joppranosa u T. 3opuern,

[TlegujaTtprcka kanHuKa, MeauiHHCKH PaKyaTeT,
Yuusepsunrer ,, Kupnr n Meroquj” — Ckormje

Llen Ha cryaujaTa € fa ce UCTpaXKu NOBP3aHOCTa NMoMel'y KBaJUTETOT Ha
PaHOTO EMOIMOHAIIHO Bp3yBame M e(peKTUTEe Ha Tpayma BO JETCTBOTO, KaKO U
BOBEyBath¢ Ha HEKOU IIOHOBU TE€PANEBTCKYU NIPUOM.

3a Taa 1en, celeKTHpaHa € Ipyla Ha Jiella CO MOCT-TPaBMAaTCKO CTPECHO
pacrpojcrBo (PTSD) aujarHoctunmpano co ICD-10. CpepHaTa Bo3pacT Ha Nalm-
enTutre e 9 + 3.05 roguHM, o o6ara momna (AeBojunkba 3 U MaIKu 7).

MajkuTe u fenara ce UCIATYBAaHHU cO OaTepHja MCUXOMETPUCKHA UHCTPY-
MeHTH MuHecoTa MynTHga3eH WHBeHTap Ha juuyHocta (MMPI), Yeknucra 3a
noepienneto Ha jenara (CBCL), AjseHkoB uHBeHTap Ha jquyHocta (EPQ) u MH-
BeHTap 3a aHkcuo3HocT (STAI). Kako jomosmHeHne Ha KJacCMYHHUTE NCHXOTepa-
NFCKU MeToAX (TMOAApIIKa, Tepanyja Ha MOBEleHHEe U Tepalnyja HU3 Urpa) BoBe-
JOBME MYJITHMONAJHA KOMIjyTepu3upaHa OMo(puuOeKk TeXHWKa Kako 3a Ipo-
[[eHKa TaKa ¥ 3a Tepanuja.
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[loOueHnuTe pe3yiTaTd Kaj Aeuara Mokaxaa BUCOKO HUBO HAa aHKCHO3HOCT
U CcTpec, coMaTu3aluja 1 IpoOIIeMU BO OTHECYBAKETO (arpecUBHOCT, UMITYJICHB-
HOCT, HETIOCIYIIHOCT, HOKHH MOpPH), Kaj MajKUTe MOCTOCHE Ha XUIIEPCEH3UTHB-
HOCT U JENPECUBHOCT, KaKO M €JIEMEHTH 3a JIOIIO €MOLMOHAIHO BpP3yBakkhe BO
HajpaHUoOT IEePUON Of KUBOTOT Ha fenata. ClegcTBEHO Ha Toa, 00jaCHYBaHETO
3a paHaTa NPEAUCIO3MIMja CIpeMa IOCT-TPaBMAaTCKO CTPECHO PacTPOjCTBO €
MOBp3aHa Co Hepa3BUeH ieceH opouTo-ponTanen koprekc (ROFC). OBa e mocie-
AUa Ha HECUTYPHOTO PaHO €MOILMOHAJIHO BP3yBamkhe, HOTBPAECHO Kaj CUTE HCIIU-
TaHUIIN.

Tepanuckure pe3yaratu fpodueHn co OGMOpuIOEK TEXHUKUTE Ce OXpa-
OpyBayKH.

Knygan 360poBH: paHO €MOLMOHANTHO Bp3yBame, OMo(puadeK, feTcka Tpayma,
MOCT-TPaBMAaTHYHO CTPECHO PacTPOjCTBO.
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