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B E F O R E  Y O U  B E G I N

A clear place to begin
Some things are hard to describe because they never happened. There was no incident, no scene you 
could point to, nothing a stranger would have noticed from the doorway. You may have been fed, 
driven to practice, praised for your grades, and kept safe — and still have grown up without much 
help knowing what you felt, without anyone asking, and without the experience of being repaired 
after something went wrong.

That is the territory this guide covers. It is harder to name than most, because the evidence is missing 
rather than present, and because the people involved were usually doing their best with what they 
had.

This is educational, not diagnostic. Nothing here adds up to a score, and no section is a verdict. If a 
page does not fit your life, it is not a page you need to argue with — skip it. Your own memory of your 
own childhood outranks anything printed here.

C L I N I C I A N ’ S  N O T E    • 

Patients almost never arrive saying they were emotionally neglected. They arrive saying they are 
hard to reach, or that a partner says they are hard to reach, or that there is a distance in the 
room they cannot account for. Then, forty minutes in, someone says something like “I don’t 
think anyone ever actually asked me how I was doing” — as an aside, not a headline.

I have learned to slow down there. The reason it comes out as an aside is that it was normal. 
You cannot miss what you were never shown existed, so it does not get filed as a wound; it gets 
filed as ordinary. What I would like you to take from this guide is not a new label for your 
childhood, but permission to treat that aside as worth a longer look.

H O W  T O  U S E  T H I S  G U I D E

Read it in one sitting or a page at a time. 
Where a section lands, write down one 
specific moment rather than a general 
conclusion — a moment is something a 
clinician can actually work with. Where it 
does not land, move on.

A  N O T E  A B O U T  S A F E T Y

Looking back can bring up more than 
expected. If this reading brings on 
nightmares, intrusive memories, long 
stretches of feeling unreal, or a drop in 
mood you cannot climb out of, stop and talk 
to someone. If you are in danger or thinking 
of harming yourself, call or text 988. Call 911 
for an emergency.
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H O W  C O M M O N  I S  T H I S

In CDC survey data from adults in all 50 states and DC between 2011 and 2020, 63.9% reported 
at least one adverse childhood experience and 17.3% reported four or more. Worth knowing: 
those figures counted eight kinds of adversity and did not include neglect — the survey only 
added neglect questions in 2019. There is no trustworthy standalone figure for emotional 
neglect; it is the hardest form of maltreatment to measure, because it is defined by what did not 
happen. Treat that missing number as a reason to take your own account seriously rather than 
to doubt it.
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T H E  F R A M E

What this guide means, and what it does not
“Childhood emotional neglect” is a useful description, not a diagnosis — no manual lists it as a 
disorder. Both major manuals do treat child neglect as clinically relevant: DSM-5-TR includes “Child 
Neglect,” which explicitly covers a failure to attend to a child’s emotional or psychological needs, and 
ICD-11 codes a personal history of neglect. In practice, clinicians diagnose what followed — 
depression, anxiety, post-traumatic stress — and record the neglect as history. Researchers mostly 
measure it by asking adults to recall their childhoods, a method reasonable people disagree about.

What holds up better than the label is the mechanism. Children learn what to do with their feelings 
from how the adults around them respond. Harvard’s Center on the Developing Child calls this back-
and-forth “serve and return,” and notes that naming what a young child is feeling builds language 
and the brain circuits behind early emotional well-being. When adult responses are absent or 
inconsistent, that development can be disrupted: a feeling that reliably meets nothing teaches the 
child to adjust, and the adjustment is usually intelligent.

Three things follow. Whatever you do with feelings now, you learned it somewhere, under conditions 
you did not choose. The strategy was not a defect but a solution that has outlived its problem. And 
emotional skill is a skill — adults can acquire it later than they should have had to.

T H I S  I S  N O T  A B O U T  B L A M E

Most caregivers in these stories were stretched, unwell, grieving, working two jobs, or raising 
children the way they were raised. Understanding where you learned something is different 
from deciding who was at fault, and only one of them changes anything for you. You can hold 
both that your parents did their best and that it was not enough for what you needed; insisting 
on only one is usually what keeps people stuck.
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W H E N  T H I S  G U I D E  I S  N O T  T H E  R I G H T  M A P

Set this aside and speak to a clinician directly if you are having nightmares or intrusive 
memories of specific events; if there are stretches of your childhood you cannot account for; if 
you lose time or feel like you are watching yourself from outside; if your mood has been low or 
flat for more than two weeks; if you are drinking or using more to stay level; or if you feel unsafe 
with someone in your life right now.

You do not have to tell the whole story to ask for help. “Something from a long time ago is 
affecting me now and I don’t know how to talk about it” is a complete opening sentence.
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P A T T E R N  1  O F  6

Needs that learned to go quiet

You are the person who is fine. Asked what you want for dinner, you genuinely do not know, and the 
not-knowing arrives fast — before any preference does. Asked what you need, you find yourself 
answering with what would be reasonable to need.

In a household where needs went unanswered, having fewer of them was the efficient solution. A 
need that is never met is just a standing disappointment, and it is cheaper to stop generating them.

W H A T  T H I S  C A N  L O O K  L I K E

  ▪ Deciding what you want only after you know what everyone else wants

  ▪ Saying “I’m easy” so consistently that people stop asking

  ▪ Discovering you were hungry, tired or upset several hours after the fact

  ▪ Preparing a justification before making even a small request

C L I N I C I A N ’ S  N O T E    • 

The version I see most is not a person with no needs. It is a person with a very narrow window in 
which a need is admissible. Everything gets converted into whether it is reasonable — 
reasonable to be tired, reasonable to want to leave early — and the conversion runs so fast it 
does not feel like a step.

I sometimes ask people to answer a want before checking whether it is justified. Most find it 
surprisingly hard, and that difficulty is more informative than any account of their childhood. It 
tells us the screening is automatic, which means it is old.

A  N O T E  O N  F A M I L Y ,  C U L T U R E  A N D  O B L I G A T I O N

Advice like this often assumes one model of family: that adult children are separate units, that 
limits are healthy by default, and that obligation is something to negotiate down. In many 
households that model is simply wrong, and duty to family is a value rather than a symptom.

The question is not whether you owe your family less. It is narrower, and it survives translation: 
inside the obligations you actually hold, is there anywhere your own state gets spoken about? A 
person can be fully committed to their family’s expectations and still have nowhere to say they 
are struggling. That second thing is what this guide is about.
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P A T T E R N  2  O F  6

Not being sure what you feel

Someone asks how you are and you produce an accurate report of your week. It is not evasion — you 
checked, and the register was blank. Later, in the car, something surfaces, but by then the moment 
has passed and it arrives as a physical thing rather than a nameable one: a tight jaw, a heaviness, a 
restlessness with no object.

Naming feelings is taught. Children learn it from adults who guess out loud — “you seem 
disappointed” — and then get corrected or confirmed. Without much of that, the vocabulary stays 
coarse: fine, stressed, tired, bad.

W H A T  T H I S  C A N  L O O K  L I K E

  ▪ Reaching for “stressed” or “tired” to cover a wide range of different states

  ▪ Knowing what you think about something long before knowing how you feel about it

  ▪ Being told you seem angry or sad and finding the description genuinely unfamiliar

  ▪ Naming other people’s feelings far more precisely than your own

C L I N I C I A N ’ S  N O T E    • 

There is a distinction here that is easy to miss. Not having language for a feeling is different 
from not having the feeling, and both are different again from having it and deciding it does not 
warrant mention. Those three lead to different work, and people often assume they are in the 
first when they are in the third.

It is also worth saying that difficulty identifying feelings has more than one source. It is common 
in autistic adults — roughly half score in the range clinicians call alexithymic, against about 5% 
of non-autistic adults — and it tracks closely with depression, is more common after a head 
injury, and is associated with poor sleep. Those are associations rather than proof of cause. Two 
rules of thumb. If this has been true for as long as you can remember, including in periods when 
you were well cared for, raise it with someone rather than filing it under this guide. And if the 
numbness or the physical heaviness is new rather than lifelong, get a physical check first, 
including sleep and thyroid function — ruling out a medical cause comes before assuming a 
psychological one.

T R Y  T H I S
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N O T I C E

One moment this week when 
the honest answer to “how are 
you?” was blank.

U N D E R S T A N D

Ask where the feeling showed 
up in your body before it had a 
name.

C H O O S E

Replace one “fine” with two 
more specific words, even 
imprecise ones.

Educational resource · not a diagnostic tool 8



W h a t  W a s  M i s s i n g Pathway Clinical Group

P A T T E R N  3  O F  6

Self-reliance that has a price

You handle it. Whatever it is, you handle it, and you are good at it — the competence is real and it is 
not a symptom. What is harder to see is that handling it was never quite a preference you formed. It 
was a conclusion you reached early, when the alternative was waiting on help that did not come.

The cost stays invisible for years, because self-reliance is rewarded nearly everywhere. It usually 
announces itself late, at a point of real overload, when the machinery for asking has never been built.

W H A T  T H I S  C A N  L O O K  L I K E

  ▪ Solving a problem before it occurs to you that anyone could help

  ▪ Feeling a flicker of irritation at help you actually need

  ▪ Being the person everyone relies on, and having no equivalent person yourself

  ▪ Finding “let me know if you need anything” completely unusable as an offer

C L I N I C I A N ’ S  N O T E    • 

I want to concede something that guides like this usually skip: self-reliance is a real virtue, and it 
has probably built most of what you are proud of. I am not asking you to trade it in.

The distinction I care about is whether you can put it down. A capacity you can choose is 
different from a setting you are stuck on, and only one of those is a problem. A useful test — 
think of the last time you were struggling and someone competent was right there. Did asking 
occur to you and get rejected, or did it not occur to you at all? The second one is the one worth 
working on.

T R Y  T H I S

N O T I C E

One thing this week you 
handled alone that someone 
would have helped with.

U N D E R S T A N D

Ask what asking would have 
cost you at eleven years old.

C H O O S E

Make one request specific 
enough to be answerable with 
yes or no.
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P A T T E R N  4  O F  6

Not being able to take care in

The strange part is that asking is not the hardest thing. Someone does something kind — remembers 
a date, brings you something, tells you they were worried — and there is a small recoil, or a rush to 
even the score, or a joke. The care arrives and cannot quite land.

Receiving requires believing you are worth the other person’s effort and that they will not resent it 
later. If neither was reliably demonstrated, the belief has nothing to stand on, and warmth registers 
as a debt.

W H A T  T H I S  C A N  L O O K  L I K E

  ▪ Deflecting a compliment before it has finished

  ▪ Immediately planning how to repay a favor

  ▪ Feeling more exposed by kindness than by criticism

  ▪ Being far more comfortable as the helper than as the helped

C L I N I C I A N ’ S  N O T E    • 

People assume the fix is to disclose more, and then swing hard — they tell someone far too 
much, watch it go badly, and conclude the whole experiment was a mistake. It was not a 
mistake about disclosure. It was a mistake about pacing, and about who.

What I suggest is smaller and more specific. Tell one person one true thing that costs you a 
little, and then — this is the part people skip — pay attention to what comes back. The 
information you need is in their response, not in how brave you felt saying it.

T R Y  T H I S

N O T I C E

One offer of help or warmth 
you deflected this week.

U N D E R S T A N D

Ask what receiving it would 
have obliged you to, in the old 
arithmetic.

C H O O S E

Accept one thing with “thank 
you” and nothing after it.
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P A T T E R N  5  O F  6

Watching for signs of distance

You notice the shift before anyone says anything: the shorter reply, the delay, the flatter tone. Often 
you are right, and the accuracy is part of the problem — you are reading with equipment calibrated 
for a household where a change of mood mattered, and applying it to a colleague who is simply busy.

Children who could not rely on being told what was going on became very good at inferring it. That 
skill does not switch off, and running it continuously is exhausting.

W H A T  T H I S  C A N  L O O K  L I K E

  ▪ Rereading a message you sent, looking for what you got wrong

  ▪ Losing ten minutes to a change in someone’s tone

  ▪ Apologizing pre-emptively for things nobody was upset about

  ▪ Being told you are “too sensitive” about things you turn out to be right about

W H E N  T H I S  L O O K S  L I K E  T R A U M A  R A T H E R  T H A N  A T T U N E M E N T

Watchfulness has two different sources and they need different treatment. If your alertness 
comes with nightmares, intrusive images of specific events, a strong startle response, a need to 
sit facing the door, or stretches where you feel unreal or detached from your own body, that 
pattern sits closer to post-traumatic stress than to reading a household well.

Complex PTSD, recognized in the ICD-11, means the requirements for PTSD are met and, in 
addition, three lasting difficulties are present: severe and pervasive problems regulating 
emotion; a persistent belief that you are diminished, defeated or worthless, carrying deep 
shame, guilt or a sense of failure tied to what happened; and persistent difficulty sustaining 
relationships and feeling close to others. Those have to be causing real impairment. It usually 
follows prolonged or repeated events from which escape was difficult — which frequently 
includes childhood, and frequently includes households where neglect and abuse happened 
together.

This matters because the treatment is more specific than general talk therapy about your family. 
No clinical guideline yet grades treatments for complex PTSD by name — the research base is 
still thin — but the trauma-focused therapies used for PTSD do reduce symptoms in people with 
complex trauma histories: cognitive processing therapy, prolonged exposure, and EMDR. Where 
problems regulating emotion are prominent, approaches that add a skills-building phase before 
or alongside trauma processing appear to help more with that particular difficulty. If this 
describes you, ask to be assessed for post-traumatic stress by name.
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C L I N I C I A N ’ S  N O T E    • 

I do not try to talk anyone out of the reading — the people who read rooms best are usually the 
ones who were told they were imagining things, and that is a bad combination. What I try to do 
instead is separate two questions that have been fused: is my read correct, and is it mine to fix. 
Very often the answer is yes, and no. Learning to stop at the accurate read is most of the relief 
available here.
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P A T T E R N  6  O F  6

Then, and now

There is a question this guide cannot answer for you, and it is the one that matters most: is what you 
are feeling about what was missing then, or about what is missing now?

They produce a similar ache — being unmet, doing the emotional work alone, being known only in 
outline. But the situations are different and they call for different things. Sometimes the honest 
answer is both: an old pattern led you toward a relationship that repeats it, and that relationship is 
also genuinely not meeting you. That is common, and it is not a contradiction.

O L D  A B S E N C E ,  O R  C U R R E N T  A B S E N C E ?

Signs it is mostly historical: the feeling predates this relationship; you have felt it with several 
different people; your partner does respond when you ask directly, even though you rarely do; 
the loneliness is worst when you are alone with your own history.

Signs a current relationship is part of it: you have asked clearly, more than once, and nothing 
changed; you have been told your needs are excessive when they were ordinary; you censor 
yourself to keep the peace and the peace is still fragile; the loneliness is worst in the room with 
them.

The work differs. The first is usually individual therapy. The second may be couples therapy — 
where it is safe to speak honestly, and the safety note in “What actually helps” matters here — or 
a decision about the relationship, and no amount of individual insight substitutes for that.

C L I N I C I A N ’ S  N O T E    • 

People arrive having already decided this is all about their childhood, because childhood is 
safely finished and a current relationship is not. I understand the preference. But I have sat with 
people who did two years of good work on their parents while the person across the breakfast 
table was not answering them, and the work could not reach it.

If you are not sure which one you are in, that uncertainty is itself worth bringing to a first 
appointment. It is a better question than most people walk in with.
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P U T T I N G  I T  T O G E T H E R

Both sides of the same strategy
It is tempting to read a list of patterns as a list of faults. It is more accurate, and more useful, to read 
it as a set of solutions that were once well matched to their conditions. Every one of them bought 
something real.

The point of setting the columns side by side is that neither one cancels the other. You do not have to 
decide that your self-reliance was a wound in order to notice that it now keeps people at a distance 
you did not choose. Nothing here asks you to become someone who needs a great deal. It asks 
whether the setting is adjustable.

O N E  T H I N G  W O R T H  S A Y I N G  P L A I N L Y

None of this is a personality you are stuck with. The strategies in the left-hand column were 
learned in a particular set of conditions, and the reason they persist is that they are rarely tested 
against different ones. Most of the change people make here is not dramatic. It is a series of 
small tests that produce different results than the old arithmetic predicted.
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C L I N I C I A N ’ S  N O T E    • 

The mistake I watch people make with a table like this is to read the right-hand column as the 
true one and the left as self-flattery. It is the other way round more often than not. The left 
column is the reason you are functioning well enough to be reading a guide about it.

When someone tells me they want to stop being so self-sufficient, I slow that down. We are not 
removing anything. We are trying to add a second option in the specific situations where the 
first one is expensive — which is usually a much shorter list than people expect once they write 
it out.
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T R E A T M E N T

What actually helps
B E F O R E  A N Y  O F  T H E  A D V I C E  T H A T  F O L L O W S

This guide encourages clearer requests and more disclosure. That advice assumes it is safe to 
be honest with the person you are being honest with, and for some readers it is not.

If a partner monitors where you are, controls money, threatens you, isolates you from people, 
or if you find yourself managing their reactions in order to stay safe — do not start with 
communication work. Couples therapy is not a safe route when one partner is using fear, 
violence or coercive control to dominate the other, because being asked to speak honestly in the 
room can raise the danger. Good practice is for a clinician to screen each partner separately 
before any joint work begins. Call the National Domestic Violence Hotline at 1-800-799-7233 (TTY 
1-800-787-3224), text START to 88788, or chat at thehotline.org — free, confidential, 24 hours a 
day, with support in about 170 languages. They will talk through the options with you, including 
staying, and they will not push you anywhere.

There is no clinical trial of “treatment for childhood emotional neglect,” because it is not a diagnosis 
and no one has run one. What there is evidence for is treatment of the things it tends to produce and 
travel with.

  ▪ For post-traumatic stress, including trauma originating in childhood: trauma-focused talking 
therapies carry the strongest evidence — cognitive processing therapy, prolonged exposure, 
cognitive therapy for PTSD, and EMDR. Head to head they produce broadly similar results, though 
guidelines rank them slightly differently: the VA/DoD (2023) and ISTSS place EMDR alongside the 
others, the American Psychological Association (2017) rates it one step lower, and the UK’s NICE 
recommends it mainly for non-combat trauma. Around 40 to 50% of people no longer meet 
criteria for PTSD by the end of treatment — real help, and not a guarantee.
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  ▪ For depression: cognitive behavioral therapy, behavioral activation, and interpersonal therapy all 
have solid support and appear as first-line options in treatment guidelines. About 4 in 10 people 
have a substantial response to a first adequate course of psychotherapy — symptoms cut at least 
in half — against about 2 in 10 given no active treatment; a first antidepressant is broadly similar, 
in the region of 45 to 50%. Responding is not the same as being symptom-free, and a course that 
does not work is information about fit rather than a verdict on you.

  ▪ For difficulty naming and regulating emotion: skills-based approaches are worth asking about. 
The Unified Protocol, a transdiagnostic emotion-regulation treatment, has been tested in 19 
randomized trials with moderate benefits for anxiety and depression. Dialectical behavior therapy 
skills groups and Emotional Awareness and Expression Therapy have smaller, earlier evidence 
bases, and the latter has mostly been studied in chronic pain rather than in neglect. This is a less 
settled area than the two above, and it is honest to say so.

Treat headline percentages, including the ones above, with care. Studies define “response” and 
“remission” differently, and average results say nothing certain about any one person, so those 
figures are a range rather than a promise.

And then the ordinary answer, which is harder to put in a table: a relationship where the guessing 
gets done out loud. Therapy is one place that reliably happens, and that is most of what makes it 
work for this — not the interpretations, but the repeated experience of someone tracking your state 
and saying so.

W H A T  T O  A S K  A  N E W  T H E R A P I S T

It is normal to interview a clinician before committing. Useful questions: have you worked with 
adults whose difficulty comes from what was missing in childhood rather than from a single 
event? What approach would you use, and how would we know in a few months whether it is 
working? What happens in a session, and what would you expect me to do between sessions?

Ask about money early too — the fee, whether any reduced-fee slots exist, whether they provide 
a superbill, and what happens if you miss a session. A clinician who welcomes these questions is 
usually a good sign, and you are allowed to meet two or three people before choosing one.
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G E T T I N G  C A R E

Cost, access, and medication
Cost is the most common reason people stop at the reading stage. A guide that builds motivation and 
then names one private practice has done half the job, so here are the routes that actually exist.

  ▪ Insurance — check in-network options first. If your therapist is out of network, ask for a 
superbill: an itemized receipt showing the clinician’s NPI, the diagnosis and service codes, dates of 
service and what you paid. Some plans with out-of-network benefits reimburse part of a private 
fee, many do not, and reimbursement is never guaranteed — what comes back depends on your 
out-of-network benefit, the insurer’s allowed amount (usually less than a private fee), your 
coinsurance, and whether the deductible is met. Medicare generally has no out-of-network 
benefit. If you are paying privately, you are entitled to a written good faith estimate before 
scheduled care.

  ▪ Timely access in California — if you have commercial insurance regulated in California, your plan 
must offer a non-urgent behavioral health appointment within 10 business days, and must 
arrange and cover out-of-network care at no extra cost if no in-network clinician is available in 
time. If your plan will not comply, file a grievance with the plan, then contact the Department of 
Managed Health Care Help Center at 1-888-466-2219 or healthhelp.ca.gov.

  ▪ Sliding scale — many private clinicians hold reduced-fee slots and do not advertise them. Asking 
is normal and is not an imposition. Open Path Collective (openpathcollective.org) is a nonprofit 
network for people in financial need: a one-time $65 membership, then roughly $40 to $70 a 
session, or about $30 with a supervised student intern.

  ▪ Community mental health — dial 2-1-1 for referrals to local counseling, mental health, housing 
and social services. 211 reaches about 99% of the US population across all 50 states, DC and 
Puerto Rico, though what is available varies locally; 211 San Diego answers around the clock in 
English and Spanish, with interpretation in other languages. SAMHSA’s national helpline, 1-800-
662-4357, is a free 24-hour referral and information line — not a crisis line — and you can search 
providers at findtreatment.gov.

  ▪ Group therapy — usually a fraction of individual fees, and for this topic being in a room with 
other people is not a downgrade. It is arguably closer to the point.

  ▪ Guided self-help — structured workbooks and digital programs work better when someone 
checks in with you than when you work through them alone. The advantage is modest 
immediately after treatment and largest for people with moderate or more severe symptoms; by 
six to twelve months, guided and unguided programs tend to converge. UK guidelines list guided 
self-help, usually six to eight sessions with a trained practitioner, as a first-line option for less 
severe depression.
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A B O U T  M E D I C A T I O N

There is no medication for emotional neglect, but where depression, anxiety or post-traumatic 
stress are part of the picture, medication is a reasonable thing to discuss with a physician or 
psychiatrist, and it combines with therapy rather than competing with it.

If you have that conversation, useful questions are: what is this expected to do, how long before 
we would know, which side effects should I expect early and which should I call about, how long 
would I stay on it, and what does stopping look like.
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P R A C T I C E

A working rhythm
Insight on its own has a short half-life here. What tends to move things is a small, repeatable loop, 
run on one specific moment rather than on your childhood as a whole.

The loop is deliberately small. “Notice” means one moment, not your whole history. “Understand” is a 
single question — what did this once make easier or safer — rather than an explanation of your 
family. “Choose” has to be something available before next week, or it is not a step.

Fill this in before a first appointment if you can. A clinician can do considerably more with one specific 
moment than with a summary of twenty years.

One moment
A specific time this week — not a 
conclusion.

 

 

 

 

 

What it protected
What did this once make easier or 
safer?

 

 

 

 

 

One next step
Small, specific, possible before next 
week.
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N E X T  S T E P S

When to bring this to someone
These are places to look, not a score. One item from the third column is enough on its own.

I F  Y O U  N E E D  H E L P  N O W

988 — Suicide & Crisis Lifeline. Call or text 988, or chat at 988lifeline.org/chat. Free, confidential, 
24 hours a day, across the US. For Spanish, call 988 and press 2 or text AYUDA to 988; 
interpretation in more than 240 other languages is available on voice calls. People who sign can 
dial 988 from a videophone; TTY users can dial 711 then 988. Veterans: call 988 and press 1, or 
text 838255.

1-888-724-7240 — San Diego County Access & Crisis Line. Free, confidential, 24 hours a day, with 
interpretation in more than 200 languages. This line or 988 can send a Mobile Crisis Response 
Team to you anywhere in the county — a clinician, a case manager and a peer support specialist, 
with no law enforcement. The team cannot respond to medical emergencies or to threats of 
violence.

911 — for a medical emergency, an overdose, or immediate danger of violence.

1-800-799-7233 — National Domestic Violence Hotline. TTY 1-800-787-3224, text START to 88788, 
or chat at thehotline.org.

2-1-1 — local community services, including mental health and counseling. Available across 
nearly all of the US.

866-488-7386 — The Trevor Project, for LGBTQ+ young people. Text START to 678-678 or chat at 
TrevorChat.org, 24 hours a day. (988’s separate LGBTQI+ youth option was discontinued in July 
2025; 988 continues to serve everyone.)
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I F  Y O U  A R E  N O T  S U R E  W H A T  T O  S A Y

People delay a first call because they cannot summarize the problem, and a problem defined by 
absence is particularly hard to summarize. You do not need a summary. “I think something 
about how I grew up is affecting how I am with people, and I would like to talk to someone 
about it” is enough to book an appointment.
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R E F E R E N C E

Sources and contact
S E L E C T E D  S O U R C E S

  ▪ Swedo EA, Aslam MV, Dahlberg LL, et al. Prevalence of Adverse Childhood Experiences Among 
U.S. Adults — Behavioral Risk Factor Surveillance System, 2011–2020. MMWR Morb Mortal Wkly 
Rep. 2023;72(26):707–715. cdc.gov/mmwr/volumes/72/wr/mm7226a2.htm

  ▪ Centers for Disease Control and Prevention. Adverse childhood experiences data: BRFSS ACE 
module. cdc.gov/violenceprevention/aces/ace-brfss.html

  ▪ American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, fifth 
edition, text revision (DSM-5-TR), 2022 — Child Neglect (T74.02, T76.02, Z62.812).

  ▪ World Health Organization. ICD-11 Clinical Descriptions and Diagnostic Requirements — 6B41 
complex post-traumatic stress disorder; QE82.3 personal history of neglect. icd.who.int

  ▪ American Psychological Association. Clinical Practice Guideline for the Treatment of PTSD in 
Adults, 2017. apa.org/ptsd-guideline

  ▪ US Department of Veterans Affairs and Department of Defense. Clinical Practice Guideline for 
the Management of PTSD and Acute Stress Disorder, 2023. ptsd.va.gov

  ▪ National Institute for Health and Care Excellence. Post-traumatic stress disorder, NG116. 
nice.org.uk/guidance/ng116

  ▪ Cuijpers P, Miguel C, Ciharova M, et al. Absolute and relative outcomes of psychotherapies for 
eight mental disorders: a systematic review and meta-analysis. World Psychiatry. 2024;23:267–
275. doi:10.1002/wps.21203

  ▪ Cloitre M. The promise of ICD-11-defined PTSD and complex PTSD to improve care for trauma-
exposed populations. World Psychiatry. 2025;24(1):82–83. doi:10.1002/wps.21271

  ▪ Karatzias T, Murphy P, Cloitre M, et al. Psychological interventions for ICD-11 complex PTSD 
symptoms: systematic review and meta-analysis. Psychol Med. 2019;49(11):1761–1775.

  ▪ Sarr R, Quinton A, Spain D, Rumball F. A systematic review of the assessment of ICD-11 complex 
post-traumatic stress disorder (CPTSD) in young people and adults. Clin Psychol Psychother. 
2024;31(3):e3012.

  ▪ Carlucci L, Saggino A, Balsamo M. On the efficacy of the Unified Protocol for transdiagnostic 
treatment of emotional disorders: a systematic review and meta-analysis. Clin Psychol Rev. 
2021;87:101999.

  ▪ Karyotaki E, Efthimiou O, Miguel C, et al. Internet-based cognitive behavioral therapy for 
depression: individual participant data network meta-analysis. JAMA Psychiatry. 2021;78(4):361–
371.

  ▪ Kinnaird E, Stewart C, Tchanturia K. Investigating alexithymia in autism: a systematic review and 
meta-analysis. Eur Psychiatry. 2019;55:80–89.
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  ▪ Center on the Developing Child, Harvard University. Serve and return. 
developingchild.harvard.edu/topic/serve-and-return

  ▪ 988 Suicide & Crisis Lifeline. Get help; frequently asked questions. 988lifeline.org

  ▪ County of San Diego Behavioral Health Services. Access & Crisis Line and Mobile Crisis Response 
Team. sandiegocounty.gov

  ▪ California Department of Managed Health Care. Behavioral health care fact sheet: timely access 
standards. dmhc.ca.gov

  ▪ National Institute of Mental Health. Psychotherapies. 
nimh.nih.gov/health/topics/psychotherapies

A  N O T E  O N  T H E  E V I D E N C E  I N  T H I S  G U I D E

Prevalence figures, treatment claims, crisis numbers and access details in this guide were 
checked against primary sources — CDC surveillance reports, WHO and DSM diagnostic texts, 
national clinical practice guidelines, published meta-analyses, and the official pages of each 
helpline — in August 2026, rather than quoted from memory or from other guides. Where the 
evidence is thin, as it is for emotional neglect as a construct and for interventions aimed 
specifically at naming feelings, the text says so rather than rounding up. Crisis lines and 
coverage change: if you find something here that no longer holds, please tell the practice.

This guide is general education. It is not medical or psychological advice; it is not a substitute for assessment by a 
qualified professional, and reading it does not create a clinician–patient relationship. Nothing in it is a diagnosis.

May be reproduced and shared in full, without charge, for patient education. Please do not excerpt the safety or crisis 
material separately from its context.
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