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ABSTRACT

Child trauma treatment endorses safety and stabilization before trauma processing, yet determining when a child is ready remains inadequately operationalized in
school-based mental health care across the United States. Premature progression can precipitate symptom escalation, dissociation, shutdown, disengagement, or
treatment dropout, while school schedules, group delivery, limited caregiver involvement, environmental instability, and variable trauma-specific preparation
complicate clinical judgment. This paper examines readiness provisions across CBITS, Bounce Back, SSET, TF-CBT, SPARCS, ARC, TARGET, and EMDR,
coding whether readiness criteria are explicit, implied, absent, or dependent upon clinician judgment. It distinguishes symptom measurement from readiness
determination and identifies a related supervisory gap: verifying clinician capacity to make and document this decision. The paper introduces Creating Conditions
for Becoming, a threshold-gated framework assessing affect regulation, environmental stability, supportive-adult availability, therapeutic alliance and willingness,
dissociation, developmental capacity, and observable readiness loss. Progression requires documented supervisory verification rather than predetermined session
counts. The framework provides a testable structure for clinical practice, supervision, and training, while establishing priorities for Delphi consensus, readiness-
instrument validation, and school-based outcome research supporting safer trauma treatment nationally.
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1. INTRODUCTION: THE UNRESOLVED READINESS DECISION

1.1 Readiness as the Clinical Pivot Point

A pivotal decision in child trauma treatment occurs before direct engagement with traumatic memories: whether a child is sufficiently prepared to
tolerate trauma-focused processing without overwhelming existing regulatory capacities [1]. Readiness therefore marks the clinical boundary between
stabilization and deliberate engagement with traumatic material. Although evidence-based interventions provide structured treatment sequences,
progression through those sequences does not necessarily establish that an individual child possesses the emotional, relational, developmental, and
environmental conditions required for processing [2]. Symptom severity is similarly insufficient. A child with substantial post-traumatic symptoms may
retain meaningful regulatory capacity, whereas another with lower measured severity may respond to trauma activation with dissociation, shutdown,
avoidance, or dysregulation [3].

Phase-oriented trauma theory provides an important foundation for this distinction. Herman's influential formulation places establishment of safety
before remembrance and mourning and subsequent reconnection [4]. This sequencing has contributed to the enduring clinical principle that safety and
stabilization should precede intensive engagement with traumatic experiences. Related trauma-treatment literature likewise emphasizes preparation,
coping capacity, and therapeutic security before demanding trauma processing [3]. Yet agreement that clinicians should “establish safety first” does not
resolve the operational question: what observable evidence demonstrates that sufficient readiness has actually been achieved? [5]. Without explicit
thresholds, progression can remain dependent on clinician interpretation.

1.2 Consequences of Advancing Before Readiness

That ambiguity has clinical consequences. Trauma-focused work intentionally activates memories, emotions, cognitions, and physiological responses
associated with traumatic experiences [4]. When activation exceeds a child's available regulatory capacity, the therapeutic process may produce
escalating distress, affective flooding, avoidance, dissociation, behavioral shutdown, or disengagement [6]. Premature progression may also weaken
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therapeutic trust or contribute to treatment interruption and dropout, particularly when children experience processing as something imposed rather than
collaboratively undertaken [3].

SAMHSA's trauma-informed guidance warns against inadequately prepared practitioners pressing clients for trauma material without adequately
understanding trauma responses and appropriate pacing [7]. The readiness problem therefore operates at two levels. Clinicians must determine whether
the child is ready, but systems must also determine whether the clinician is competent to make that judgment [5]. Recognizing destabilization,
differentiating tolerable therapeutic activation from loss of regulation, and knowing when to return to stabilization are clinical competencies rather than
procedural assumptions [8].

1.3 Why Readiness Determination Matters Nationally in U.S. Schools

This distinction has particular national significance because schools constitute a major point of access to mental-health services for children and
adolescents in the United States [1]. School-based services can reduce transportation, financial, stigma-related, and accessibility barriers that otherwise
limit treatment utilization [6]. Their accessibility, however, does not eliminate the complexity of trauma treatment. School clinicians work within
schedules, institutional demands, confidentiality requirements, variable caregiver participation, and environments where treatment pacing cannot
always be determined solely by clinical need [8].

The resulting gap is specific. Trauma protocols increasingly describe what interventions clinicians should deliver, yet the threshold establishing when
this particular child can safely progress may remain incompletely operationalized [4]. This article therefore compares readiness provisions across major
child-trauma protocols, examines the distinction between symptom measurement and readiness determination, evaluates clinician preparation and
supervisory verification, and introduces Creating Conditions for Becoming (CCFB) as a structured readiness framework [9]. CCFB reframes
progression as a threshold-based clinical determination rather than an consequence of completed sessions.

If readiness is difficult to operationalize under conventional clinical conditions, school-based delivery introduces structural constraints that make
individualized determination more difficult—and more necessary [7].

2. WHY SCHOOL-BASED TRAUMA TREATMENT COMPLICATES READINESS

2.1 Clinical Treatment Within an Educational Schedule

School-based trauma intervention improves accessibility by locating services where children spend substantial time, but it embeds clinical treatment
within an institution organized around educational rather than therapeutic priorities [12]. Session duration and frequency may consequently be shaped
by class periods, examinations, assemblies, attendance, holidays, transportation schedules, and competing school activities [15]. These constraints
become clinically important when trauma interventions require sequential movement from psychoeducation and stabilization toward progressively
greater engagement with traumatic material. Structured interventions such as CBITS demonstrate the advantages of predictable sequencing, yet
scheduled progression and individual readiness are conceptually different decisions [10]. A child reaching the session designated for trauma processing
has satisfied a temporal requirement, not necessarily a clinical threshold.

This distinction becomes particularly important following interruption. Missed sessions or shortened encounters can disrupt continuity, while
institutional pressure to complete an intervention within an academic term may unintentionally compete with individualized pacing [17]. Readiness
determination must therefore remain responsive to the child's current capacity rather than being inferred from protocol position or elapsed treatment
time [13].

2.2 Environmental Safety, Caregiver Support, and Disclosure

Unlike residential or highly controlled treatment settings, schools cannot determine the conditions to which children return after each session. Trauma-
exposed children may return to unstable caregiving arrangements, continuing adversity, community violence, family conflict, or other environments
capable of undermining gains achieved during stabilization [11]. Safety must consequently be understood beyond the therapy room. Apparent
regulation during a school session may coexist with environmental circumstances that substantially alter the child's capacity to tolerate subsequent
trauma processing [16].

Caregiver involvement creates another challenge. Family participation can strengthen child trauma treatment through reinforcement of coping skills,
improved communication, and support outside sessions [14]. Yet school-based programs frequently encounter practical barriers to sustained caregiver
participation, making assumptions derived from clinic-based models difficult to reproduce consistently [18]. Confidentiality and mandated-reporting
responsibilities can further influence disclosure. Children who anticipate consequences following disclosure may withhold information relevant to
determining their current safety or readiness [12].
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2.3 Group Delivery, Caseloads, and Unequal Readiness

Tier 2 group interventions create an additional tension between standardized delivery and individualized clinical need. Children participating in the
same group may differ substantially in affect regulation, dissociation, developmental capacity, environmental stability, therapeutic trust, and
willingness to discuss trauma [15]. Nevertheless, group protocols generally advance collectively, potentially creating a mismatch between group pacing
and individual readiness [10].

School mental-health professionals may simultaneously manage substantial caseloads, crisis responsibilities, documentation demands, and students
presenting with diverse clinical needs [17]. Moreover, practitioners delivering trauma-informed services are not invariably trauma specialists or
recipients of continuous trauma-specific supervision [13]. Under these conditions, individualized readiness assessment can become difficult precisely
where it is most necessary.

School-based treatment therefore introduces a fundamental clinical tension: the intervention may operate according to a schedule while readiness
operates according to the child [16]. Resolving that tension requires examining whether existing trauma protocols provide observable criteria for
progression, distinguish preparation from demonstrated readiness, and specify when processing should be delayed or stopped [18].

3. WHAT EXISTING TRAUMA PROTOCOLS ACTUALLY SAY ABOUT READINESS

3.1 Review Method and Readiness Coding Framework

Eight interventions were selected because they represent school-based, child-focused, complex-trauma, or processing approaches relevant to decisions
about progression: CBITS, Bounce Back, SSET, TF-CBT, SPARCS, ARC, TARGET, and EMDR [12]. The review focuses on what each model
requires before trauma material is directly processed, rather than comparing effectiveness. Protocol descriptions, manuals, implementation materials,
and program documentation were examined for preparation activities, progression rules, contraindications, reassessment procedures, and stopping
guidance [18]. Readiness was coded as specified when observable criteria governed progression; implied when stabilization or preparation preceded
processing without an explicit threshold; absent when no identifiable readiness criterion was stated; and clinician judgment when progression depended
primarily on individualized professional determination [14]. A second distinction classified progression as fixed-sequence when treatment advanced
principally through predetermined components or sessions, or assessed-threshold when advancement depended upon demonstrated clinical conditions
[21]. These categories permit preparation and readiness to be analyzed as related but non-equivalent constructs.

3.2 School-Based Structured Protocols: CBITS, Bounce Back, and SSET

CBITS illustrates the distinction clearly. Its school-based cognitive-behavioral structure combines psychoeducation, relaxation, cognitive restructuring,
social problem-solving, and exposure to traumatic memories within an organized course of treatment [13]. Skills acquisition precedes or accompanies
more direct trauma engagement, providing preparation before exposure. Nevertheless, the sequence itself does not constitute a standardized child-
specific go/no-go instrument demonstrating that regulation, environmental stability, willingness, and tolerance have reached a defined threshold [17].
Accordingly, readiness is best characterized as implied within structured preparation, with important progression decisions remaining clinically
mediated.

Bounce Back adapts this approach for younger elementary-school children. It combines ten group sessions emphasizing coping and practice with
individual sessions used to process traumatic memories and grief [19]. Developmental adaptations and caregiver materials strengthen preparation, but
the published structure again provides a treatment pathway rather than a universally scored readiness threshold [15].

SSET modifies CBITS for delivery by school personnel and reduces reliance on individual clinical and caregiver components [22]. Its accessibility is
valuable in practice, yet this adaptation sharpens the readiness question because structured group progression may occur among children with unequal
capacities for trauma engagement [12]. Across these three programs, preparation is evident; a uniform observable threshold that independently
authorizes progression is less evident. The clinically important distinction is therefore between completing preparatory content and demonstrating
readiness for the next therapeutic demand.

3.3 Clinical and Complex-Trauma Models: TF-CBT, SPARCS, ARC, and TARGET

TF-CBT provides a more explicitly phased architecture. Its PRACTICE components move through psychoeducation and parenting, relaxation, affect
modulation, cognitive coping, trauma narration and processing, in-vivo mastery, conjoint sessions, and enhancement of safety [16]. Gradual exposure is
integrated across treatment, and therapists calibrate exposure intensity according to what the child can tolerate without becoming overwhelmed [20].
This makes TF-CBT more responsive to individual tolerance than a simple session-count model. Even so, tolerance is clinically interpreted rather than
established through a separate validated readiness score [14]. Guidance for complex trauma further recognizes fluctuating self-regulation and permits
progression when youth have developed some usable coping capacity, illustrating both individualized pacing and the continuing importance of clinician
judgment [18].
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SPARCS approaches the issue differently. Designed for adolescents affected by chronic interpersonal trauma and ongoing stress, it is present-centered
and emphasizes affect regulation, mindfulness, relationships, meaning, and coping rather than requiring detailed trauma narration as its organizing
objective [13]. Its suitability for youth who may remain in stressful environments demonstrates why environmental safety cannot always be treated as a
completed prerequisite [21].

ARC similarly organizes intervention around attachment, self-regulation, and developmental competency, making regulation and relational functioning
central treatment targets [17]. As a flexible framework rather than a narrowly sequenced exposure protocol, it supports individualized formulation but
does not provide a single standardized threshold authorizing trauma processing [15].

TARGET is likewise present-centered and teaches the FREEDOM sequence to strengthen emotional regulation, attentional control, executive
functioning, mindfulness, and adaptive responses to stress [22]. Consequently, SPARCS, ARC, and TARGET offer substantial stabilization resources,
yet their structures do not convert readiness into a common measurable gate. Across the four approaches, preparation and regulation are prominent;
decisions concerning when particular trauma-processing demands are tolerable remain individualized and dependent upon case formulation, observed
response, developmental needs, and professional judgment [16].

3.4 EMDR Preparation and Cross-Protocol Synthesis

EMDR makes preparation a distinct phase within its eight-phase model. Phase 2 emphasizes therapeutic alliance, informed understanding of the
procedure, relaxation and affect-regulation resources, and sufficient stabilization to support subsequent reprocessing [20]. The clinician must therefore
carefully evaluate whether the client can maintain adequate stability and dual attention as work moves toward assessment and desensitization [14].

Across all eight approaches, a consistent clinically important pattern therefore emerges. Preparation is rarely ignored: coping skills, regulation,
psychoeducation, relational safety, resource development, or gradual exposure appear in different combinations [19]. What varies significantly is
whether these elements function as treatment components, considerations, or explicit gates to progression. TF-CBT and EMDR articulate
individualized tolerance more directly, whereas school-based protocols often embed preparation within structured sequences; SPARCS, ARC, and
TARGET emphasize regulation and adaptive functioning without reducing readiness to a discrete score [13].

The resulting evidentiary distinction for readiness determination is fundamental: having a preparation phase is not equivalent to having an operational
readiness criterion [21]. A protocol may teach regulation before processing while leaving unanswered how much regulation is sufficient or who verifies
progression [15]. Thus, the cross-protocol gap is not an absence of stabilization practices. It is the absence of a shared, measurable, clinically defensible,
clearly child-specific determination that separates “preparation completed” from “readiness demonstrated” [22]. This distinction provides the basis for
examining whether existing assessment instruments can supply the missing determination.

Table 1. Protocol-Level Comparison of Readiness Determination in Child Trauma Interventions

Protocol Population/setting
Stabilization/preparation
component

Readiness
characterization

Explicit
threshold?

Progression
structure

Primary decision-
maker

Stop/ return
criterion?

CBITS
School-aged youth;
primarily school-
based groups

Psychoeducation,
relaxation, cognitive
restructuring, coping and
problem-solving
before/directly alongside
trauma exposure

Implied through
preparatory skill
development

No
standardized
child-specific
threshold
identified

Predominantly
structured
sequence with
clinical
adaptation

Clinician

Clinical response may
require adaptation, but
no uniform readiness-
loss threshold

Bounce
Back

Elementary-school
children,
approximately ages
5–11

Group coping-skills
development with
individual trauma-memory
processing and caregiver-
related components

Implied through
preparation and
developmental
adaptation

No
standardized
readiness
score
identified

Structured
group and
individual
sequence

Clinician
Individual clinical
judgment

SSET

School-based youth;
designed for
delivery by school
personnel

Psychoeducation,
relaxation, cognitive
coping, problem-solving
and trauma-related
activities

Implied

No explicit
child-specific
go/no-go
threshold
identified

Predominantly
structured
sequence

Facilitator/clinician
within program
structure

Limited explicit
threshold for returning
to stabilization
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Protocol Population/setting
Stabilization/preparation
component

Readiness
characterization

Explicit
threshold?

Progression
structure

Primary decision-
maker

Stop/ return
criterion?

TF-CBT

Trauma-exposed
children/adolescents
with caregiver
involvement

PRACTICE stabilization
components; relaxation,
affect modulation,
cognitive coping and
gradual exposure

Implied with
substantial
clinician
judgment;
tolerance is
actively
evaluated

Individual
tolerance is
considered,
but not
reduced to a
standardized
readiness
score

Phased and
clinically
individualized

Trained clinician
with
child/caregiver
participation

Pacing and exposure
intensity modified
according to tolerance

SPARCS

Adolescents with
chronic/complex
trauma, including
continuing stress

Present-centered affect
regulation, mindfulness,
interpersonal and coping
skills

Implied/
contextual

No discrete
processing-
readiness
threshold
identified

Structured
skills-based
sequence with
individualized
application

Clinician/group
facilitator

Regulation and current
functioning inform
clinical response

ARC

Children/adolescents
with complex
trauma across
service settings

Attachment, regulation
and competency domains

Clinician
judgment
within
framework

No universal
processing
threshold
identified

Flexible
framework
rather than
fixed
exposure
sequence

Clinician/team

Intervention may return
to regulatory or
relational targets as
clinically indicated

TARGET

Adolescents/adults;
individual, group
and systems
applications

FREEDOM skills
addressing regulation,
attention, executive
functioning and adaptive
stress responses

Implied
through
regulatory
capacity

No
standardized
trauma-
processing
readiness
threshold
identified

Manualized
skills
sequence

Clinician/facilitator
Response guided by
regulation and
functioning

EMDR

Children,
adolescents and
adults; clinical
settings

Phase 2 preparation,
alliance, psychoeducation,
stabilization, affect
regulation and resource
development

More explicitly
readiness-
oriented but
clinician
determined

Readiness is
addressed
explicitly, but
determination
remains
individualized
rather than a
universal
scored
threshold

Phase-based
progression
informed by
clinical
assessment

EMDR-trained
clinician with
client

Additional
preparation/stabilization
when adequate
readiness is not
established

The protocol comparison demonstrates that preparation and stabilization are prominent across trauma interventions, but their presence does not
automatically produce a common, measurable readiness threshold. The next question is therefore whether instruments routinely used in child trauma
assessment can fill that gap. If those measures quantify symptoms rather than capacity to tolerate processing, the measurement problem becomes
central to readiness determination.

4. THE MEASUREMENT PROBLEM: SYMPTOMS ARE NOT READINESS

4.1 What Existing Child Trauma Measures Actually Measure

Assessment instruments used in child trauma practice provide essential information, but their intended constructs must be distinguished from treatment
readiness. The UCLA PTSD Reaction Index assesses trauma exposure and post-traumatic stress symptoms in children and adolescents, including
symptom frequency and associated impairment [21]. The Child PTSD Symptom Scale similarly measures post-traumatic stress symptom severity and
can support screening and monitoring of treatment-related change [19]. The Trauma Symptom Checklist for Children extends assessment beyond PTSD
to domains including anxiety, depression, anger, post-traumatic stress, dissociation, and sexual concerns [24]. The Strengths and Difficulties
Questionnaire provides a broader behavioral and emotional screening profile encompassing emotional symptoms, conduct difficulties, hyperactivity,
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peer relationships, and prosocial behavior [22]. These instruments serve clinically valuable purposes and should not be evaluated against functions for
which they were not designed [25]. Collectively, they identify symptoms, difficulties, and changes in functioning; they do not, by themselves, establish
whether trauma processing should begin.

4.2 Symptom Severity Versus Capacity to Engage

The distinction is conceptual as well as practical: symptom severity asks how much distress or impairment is present; readiness asks whether this
particular child, under current conditions, can safely tolerate the particular processing task being proposed [20]. A high PTSD score may indicate
substantial clinical need without demonstrating that the child lacks sufficient capacity for carefully paced processing [23]. Conversely, a comparatively
low symptom score cannot establish that the child possesses adequate affect regulation, environmental stability, therapeutic trust, or developmental
capacity for trauma-focused engagement [19].

Dissociation illustrates the problem particularly clearly. Although dissociative symptoms can be measured within broader trauma assessment, their
clinical significance during trauma processing concerns whether the child can remain sufficiently present and regulated while traumatic material is
activated [24]. Similar distinctions apply to willingness, alliance, caregiver or supportive-adult availability, and current living conditions [21]. These
variables concern the circumstances under which treatment occurs, not simply symptom magnitude. Readiness must therefore be conceptualized as a
multidimensional and potentially fluctuating clinical state rather than as an extension of symptom severity [25].

4.3 The Missing Readiness Construct

Within the measures examined, no instrument provides an integrated determination combining regulatory capacity, environmental stability, relational
support, willingness, dissociation, and developmental capacity into a specific decision about progression to trauma processing [22]. This finding should
be interpreted narrowly. It does not establish that no relevant pediatric readiness measure exists anywhere in the literature, nor does it diminish
validated instruments designed for screening, diagnosis, symptom monitoring, or functional assessment [20]. Rather, the reviewed measurement
landscape reveals a construct-level gap between assessing trauma-related clinical presentation and determining readiness for a particular trauma-
processing task [23].

That distinction identifies an empirical question requiring systematic investigation: whether readiness can be operationalized as a sufficiently coherent
construct to support reliable clinical determination [25]. Until such evidence is established, symptom scores should inform readiness judgments without
being treated as substitutes for them [21].

Figure 1. Symptom Severity and Trauma-Treatment Readiness as Distinct Clinical Constructs
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If standardized symptom instruments describe clinical presentation without independently determining readiness, responsibility for deciding whether
processing should proceed returns substantially to professional judgment. The adequacy of clinician preparation and the capacity of supervision to
examine that judgment therefore become central components of the safety question.

5. WHO MAKES THE READINESS DECISION? CLINICAL COMPETENCY AND SUPERVISION

5.1 Readiness as an Unstandardized Clinical Judgment

When protocols and symptom measures do not provide a definitive progression threshold, readiness ultimately depends substantially on clinical
judgment [24]. Counselor preparation literature has long recognized difficulty defining minimum competence because competence encompasses
knowledge, skills, professional judgment, ethical conduct, and the capacity to respond appropriately to individual clients [27]. General counseling
competence, however, should not be conflated with trauma-treatment competence. Trauma-focused practice additionally requires knowledge of
traumatic stress, stabilization, dissociation, developmental responses, pacing, and risks associated with activating traumatic material [23]. Readiness
determination represents a still narrower competency: the ability to decide whether a particular child, under current conditions, can tolerate a proposed
processing task and what evidence justifies that conclusion [29]. A clinician may therefore be generally competent and trauma-informed without having
demonstrated a reproducible method for making this specific decision. Where shared operational criteria are limited, professional judgment remains
indispensable, but its basis may remain difficult for another practitioner to examine [25].

5.2 Supervision as the Clinical Checkpoint

Clinical supervision is the most immediate professional setting in which readiness judgments can be examined before consequential treatment decisions
are implemented [28]. Effective trauma supervision can support case conceptualization, ethical decision-making, clinician development, recognition of
countertransference, and management of emotionally demanding clinical work [26]. Yet supervision availability does not necessarily mean that
readiness determination itself is systematically verified. A supervisor may discuss symptoms, risk, treatment progress, and clinician reactions without
establishing whether the clinician can assess each condition required for trauma processing [30].

A readiness-focused checkpoint would ask whether the clinician can distinguish symptom severity from readiness, identify dissociation or
destabilization, explain why progression is justified, recognize observable evidence that readiness has been lost, and specify the response required when
that occurs [24]. It would also test whether the clinician can delay progression when a school calendar, caseload expectation, caregiver preference, or
protocol timetable favors advancement [27]. Supervision would thereby examine the reasoning supporting progression.

5.3 The Verification Gap

Existing trauma-supervision competencies address important but distinguishable concerns. NCTSN guidance concerning secondary traumatic stress, for
example, emphasizes organizational and supervisory responses that help professionals recognize and manage the effects of indirect trauma exposure
arising from their work [25]. Such competencies protect workforce functioning and quality of care, but they do not inherently establish that a supervisor
has verified a clinician's competence to determine when a child can safely begin trauma processing [30].

The distinction is consequential. Supporting a clinician who is affected by trauma work asks whether the practitioner can remain effective and
adequately supported; readiness verification asks whether that practitioner can make and defend a child-specific progression decision [23]. The latter
requires observable evidence of assessment, rationale, pacing, contraindication recognition, and response to lost readiness [28]. This article defines the
absence of a consistent mechanism for confirming those capacities as the readiness-verification gap [26]. Closing that gap requires moving supervision
from assumed competence toward documented clinical verification.

The significance of the readiness-verification gap becomes clearer when treatment attrition and premature termination are considered. Existing outcome
systems may document what happened during treatment without establishing whether readiness determination or clinician preparedness contributed to
that trajectory.

6. EVIDENCE OF CONSEQUENCE AND THE MISSING LINK IN OUTCOME DATA

6.1 Attrition and Premature Termination

Treatment attrition is well documented in child and adolescent mental-health services, including services for trauma-exposed youth, but its causes are
heterogeneous [27]. The National Child Traumatic Stress Network Core Data Set created an unusually large clinical record describing trauma histories,
symptoms, functional difficulties, services, and outcomes among children receiving trauma-related care across diverse United States settings [23].
Analyses of these data demonstrate substantial clinical complexity, including multiple trauma exposures, behavioral difficulties, post-traumatic
symptoms, and variation in service trajectories [29]. Other trauma-treatment studies likewise identify premature termination as a continuing
implementation concern, with engagement influenced by child, caregiver, treatment, provider, and contextual factors [25].
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These findings should not be interpreted as evidence that inadequate readiness determination causes dropout. Such a causal conclusion would require
readiness to have been independently defined, measured, and prospectively related to termination [30]. The more precise question is whether existing
datasets measured readiness sufficiently to test that hypothesis. Where readiness is not recorded as a distinct construct, its contribution to treatment
continuation, destabilization, or premature termination cannot be isolated retrospectively [24].

6.2 The Readiness–Outcome Inversion

This limitation produces what may be described as a readiness–outcome inversion. Large clinical datasets can document the child's trauma history,
symptoms, services received, treatment trajectory, and subsequent outcomes [28]. Conceptually, the recorded sequence can therefore encompass
symptoms, treatment, completion or termination, and outcomes. This architecture is valuable for understanding service utilization and clinical change,
but it may leave an earlier decision largely invisible [26].

The missing sequence concerns clinician readiness competence, child readiness determination, rationale for progression, observable loss-of-readiness
signals, and clinician response [30]. Unless these variables are prospectively documented, researchers cannot readily determine whether a child entered
trauma processing after demonstrated readiness, whether readiness changed during treatment, or how the clinician responded when tolerance
deteriorated [23].

This inversion has methodological consequences. Poor outcomes cannot legitimately be attributed to readiness decisions when those decisions were
never measured; equally, favorable outcomes cannot establish that readiness was assessed systematically [29]. The empirical problem is therefore one
of missing explanatory information. A readiness framework must make the decision observable before research can determine whether its quality
predicts clinically meaningful trajectories [25].

Table 2. The Readiness Evidence Gap Across Assessment, Treatment, Supervision, and Outcomes

Decision
domain

What is currently documented
What is not consistently
documented

Clinical consequence Proposed CCFB response

Assessment
Trauma exposure, PTSD symptoms,
emotional/behavioral difficulties,
impairment and risk

Integrated determination of
whether the child can tolerate
the proposed trauma-processing
task

Symptom severity may be
mistaken for evidence for or
against progression

Assess readiness
independently across
defined clinical conditions

Treatment
preparation

Psychoeducation, coping skills,
affect regulation, relaxation and
stabilization activities

Observable threshold
establishing when preparation
has become sufficient readiness

Completion of preparatory
components may be treated
as equivalent to readiness

Require threshold-based
progression rather than
completion-based
progression

Progression
decision

Treatment phase, intervention
delivered and sometimes clinician
formulation

Explicit rationale documenting
why the individual child was
considered ready at that time

Basis for beginning
processing may remain
implicit

Record criteria, evidence
and rationale before
progression

Supervision
Case discussion, clinician support,
risk management and treatment
planning

Verification that the clinician
can competently assess and
defend readiness

Supervisor involvement does
not necessarily demonstrate
readiness competence

Require supervisor
verification and
countersigned readiness
documentation

During
processing

Symptoms, clinical observations
and treatment response

Standardized loss-of-readiness
indicators and predetermined
responses

Destabilization may be
recognized inconsistently or
after escalation

Specify observable stop
signals and required return-
to-stabilization responses

Outcome
Completion, termination, symptom
change and functional outcomes

Link between readiness
determination, progression
decisions and subsequent
trajectory

Readiness cannot readily be
examined as an explanatory
clinical variable

Preserve longitudinal
readiness records for
outcome analysis

7. PROPOSED DIMENSIONS OF TRAUMA-TREATMENT READINESS

7.1 Regulation, Dissociation, and Developmental Capacity

Readiness should first incorporate behaviorally demonstrated affect-regulation capacity, rather than relying exclusively on a child's report of feeling
prepared. Observable indicators may include the ability to recognize escalating distress, use previously learned regulation strategies, recover following



International Journal of Research Publication and Reviews, Vol 7, Issue 9, pp 4477-4489 September, 2026 4485

activation, and remain sufficiently engaged with the clinician [31]. Regulation does not require absence of distress; trauma processing inherently
involves emotional activation [28]. The relevant question is whether activation remains within a range that permits therapeutic participation and
recovery [34]. Dissociation requires separate consideration because apparent quietness or reduced emotional expression may reflect disengagement
rather than regulation [29]. Clinicians must therefore distinguish regulated engagement from detachment, altered awareness, or diminished
responsiveness. Developmental capacity is equally task-specific [33]. Readiness for verbal narration, cognitive restructuring, imagery, or other
processing procedures depends partly on the child's cognitive, linguistic, emotional, and reflective abilities. Readiness consequently concerns
demonstrated capacity for the particular therapeutic demand proposed [27].

7.2 Environmental and Relational Conditions

Readiness cannot be located entirely within the child because trauma processing occurs within relational and environmental systems [30]. Stability of
the child's current living environment or placement should therefore be considered when determining whether gains achieved during sessions can be
sustained outside treatment [35]. Instability does not automatically prohibit trauma-focused work, particularly when adversity cannot be rapidly
changed, but it should influence formulation, pacing, safety planning, and monitoring [32]. The availability of at least one dependable supportive adult
may similarly strengthen continuity between therapeutic sessions [28]. Within treatment, therapeutic alliance provides the relational context in which
difficult material can be approached without the child experiencing processing as coercive [31]. The child's expressed willingness must therefore carry
substantive weight. Agreement obtained through compliance, adult pressure, or perceived obligation is clinically different from collaborative
willingness to participate [33]. Readiness is consequently both individual and contextual.

7.3 Readiness as Dynamic Rather Than Permanent

Readiness should also be understood as dynamic rather than permanently achieved. A child who demonstrates sufficient capacity during one session
may return with reduced tolerance following renewed trauma exposure, family disruption, placement change, interpersonal conflict, sleep disturbance,
or other destabilizing experiences [35]. Clinicians therefore require observable indicators of loss of readiness, including sustained dysregulation,
marked dissociation, inability to remain oriented, escalating avoidance, withdrawal of willingness, or failure to recover following therapeutic activation
[29]. Such signals should initiate predefined responses rather than improvised decisions [34]. Depending on presentation, the clinician may pause
processing, reassess current conditions, restore stabilization work, modify pacing, consult supervision, strengthen external supports, or return
temporarily to an earlier treatment phase [27]. Reassessment protects against treating a previous readiness determination as continuing authorization for
processing [32]. Readiness is better conceptualized as a condition that must be established, monitored, and re-established when clinically necessary [30].

Transition. These dimensions become clinically useful only when organized into a reproducible decision pathway governing both progression and
stopping. This requirement provides the conceptual basis for Creating Conditions for Becoming, which translates readiness from a collection of
considerations into a threshold-gated clinical process.

8. CREATING CONDITIONS FOR BECOMING: A READINESS-GATED FRAMEWORK

8.1 Five-Stage Clinical Sequence

Creating Conditions for Becoming (CCFB) is proposed as a readiness-gated framework that organizes the preceding dimensions into five clinically
linked stages: Conditions Assessment, Establishing Conditions, Verified Readiness, Graduated Engagement With Trauma Material, and Consolidation.
Conditions Assessment identifies regulatory, dissociative, developmental, environmental, relational, and willingness factors relevant to the individual
child [31]. Establishing Conditions addresses identified deficiencies before processing progresses [28]. Verified Readiness requires affirmative
evidence that the applicable conditions have reached a clinically defensible threshold [35]. Graduated Engagement introduces trauma material
incrementally while continuing readiness monitoring, rather than treating authorization to begin as permanent [29]. Consolidation evaluates recovery,
integration, and continuing stability. Each stage contains a stop criterion: when required conditions are not demonstrated or subsequently deteriorate,
progression pauses and the clinician stabilizes, modifies, or reassesses before proceeding [33].

8.2 Supervisor Verification and the Dated Readiness Record

CCFB additionally requires supervisory verification before direct trauma processing begins. The supervisor confirms that the clinician can assess each
readiness dimension, distinguish symptom severity from readiness, recognize clinically significant dissociation, and identify observable loss-of-
readiness signals [30]. The clinician must also articulate the required response to those signals and provide a defensible rationale for treatment pacing
[34]. Importantly, competence includes the ability to delay progression despite pressure arising from caseload demands, caregiver expectations,
protocol schedules, or school calendars [27]. The determination is entered as a dated, criteria-based readiness record countersigned in supervision,
converting supervisory discussion into an examinable account of what was assessed, concluded, and authorized [32].
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8.3 Accountability Across Clinical Transitions

Documentation becomes particularly important when care crosses organizational or professional boundaries. Children may change clinicians,
supervisors, schools, placements, agencies, or service systems while trauma treatment remains incomplete [35]. Without an accessible record, a
subsequent practitioner may know which intervention was delivered without knowing why processing began or whether readiness later deteriorated
[28]. CCFB preserves the clinical reasoning behind progression, identified vulnerabilities, stop signals, and previous responses [31]. Readiness thereby
becomes a transferable clinical determination rather than an undocumented impression that disappears when personnel or settings change [33].

Figure 2. Creating Conditions for Becoming: Threshold-Gated Readiness Determination Framework

9. IMPLICATIONS FOR U.S. PRACTICE, SUPERVISION, TRAINING, AND POLICY

9.1 Clinical Practice and Supervision

For school-based clinicians, CCFB could provide a feasible structure for converting an otherwise implicit pacing decision into an explicit clinical
determination [35]. Rather than requiring readiness to be inferred from completed sessions, clinicians would examine defined conditions before
progression and reconsider them when circumstances change [38]. The framework could simultaneously provide supervisors with shared terminology
for questioning why processing should begin, continue, pause, or return to stabilization [34]. Such structure does not eliminate professional judgment; it
makes the evidence supporting that judgment visible and reviewable [40]. In school environments where time and caseload pressures can influence
pacing, this transparency could strengthen consistent clinical decision-making [36].

9.2 Counselor Preparation and Trauma-Specific Training

Independent decisions about trauma processing should follow preparation extending beyond general counseling competence [37]. Training should
develop the clinician's capacity to assess readiness, recognize dissociation, evaluate environmental safety, adapt processing tasks developmentally, and
distinguish tolerable activation from destabilization [39]. Clinicians should also demonstrate competence in pacing, documenting progression decisions,
identifying loss-of-readiness signals, and specifying when treatment should return to stabilization [35]. Supervised practice could require trainees to
articulate the clinical evidence supporting both progression and non-progression decisions [40]. This approach treats readiness determination as a
demonstrable trauma-specific competency rather than an assumed consequence of professional qualification, protocol familiarity, or completion of
general trauma-informed training [34].

9.3 United States Policy and Trauma-System Quality

At the systems level, CCFB aligns conceptually with the United States commitment to strengthening trauma services for children and families [36]. The
Children's Health Act of 2000 authorized development of the National Child Traumatic Stress Initiative, supporting improved treatment, service
development, training, and dissemination of evidence-based trauma knowledge [38]. Within that national objective, operationalizing readiness could
add a quality dimension concerning when and under what conditions trauma processing proceeds [37]. If subsequently validated, readiness criteria and
supervisory verification could support safer trauma engagement, stronger stabilization, improved treatment retention, more interpretable symptom
trajectories, and treatment completion [39]. These remain proposed clinical benefits requiring empirical evaluation, not established effects of CCFB
[35].

10. LIMITATIONS AND RESEARCH AGENDA

10.1 Limits of the Protocol Review

The protocol comparison identifies how selected interventions address preparation, stabilization, progression, and clinical judgment, but it cannot
independently establish what readiness criteria should govern trauma processing [36]. Differences among protocols also reflect distinct populations,
theoretical models, settings, and therapeutic objectives [39]. CCFB should therefore be understood as a proposed conceptual framework rather than a
validated clinical standard [34]. Its dimensions and thresholds require systematic evaluation before they can support prescriptive decisions in routine
child-trauma practice [38].

10.2 Delphi Consensus and Instrument Development

A logical next step is a Delphi study involving child-trauma clinicians, play-therapy supervisors, school-based practitioners, and trauma-treatment
supervisors [40]. Successive consensus rounds could evaluate proposed readiness dimensions, operational thresholds, contraindications, loss-of-
readiness indicators, and required clinical responses [35]. Findings could inform development of a Child Trauma Treatment Readiness Determination
Instrument and companion Supervisor Readiness Verification Protocol [37]. Psychometric evaluation should examine internal consistency, interrater
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reliability across clinicians and supervisors, and construct and discriminant validity [39]. Comparisons with established child-trauma measures would
test whether readiness behaves as a distinguishable construct rather than simply reproducing PTSD severity, general distress, dissociation, or functional
impairment [34].

10.3 Clinical Testing of Threshold-Gated Progression

Following consensus and preliminary validation, CCFB should be tested prospectively in United States school-based settings [38]. Single-case
experimental designs with repeated between-session measurement could examine whether threshold-gated progression produces different clinical
trajectories from fixed or conventionally sequenced stabilization [36]. Outcomes should remain clinically focused, including symptom trajectory,
dysregulation, dissociation, treatment interruption, attrition, stabilization, and completion [40]. Repeated readiness measurement would additionally
permit investigation of whether changes in readiness precede meaningful changes in treatment tolerance, providing an empirical test of the framework's
proposed clinical mechanism [35].

Figure 3. Research and Validation Pathway for Creating Conditions for Becoming

11. CONCLUSION

The unresolved question in child trauma treatment is not whether stabilization should precede trauma processing, but how a clinician determines and
demonstrates that sufficient readiness exists for a particular child at a particular time. This problem becomes especially consequential in school settings,
where institutional schedules, environmental uncertainty, variable caregiver involvement, group delivery, and competing demands can complicate
individualized clinical pacing.
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The analysis demonstrates an important distinction between providing stabilization and establishing readiness. Existing trauma protocols offer
substantial preparation strategies, yet readiness is not consistently operationalized as an observable threshold. Likewise, symptom measures
characterize distress and impairment but do not independently establish capacity for trauma processing. Consequently, considerable responsibility
remains with clinician judgment and supervision, exposing a readiness-verification gap.

Creating Conditions for Becoming addresses this gap by organizing readiness around regulatory, developmental, environmental, relational, and
dissociative conditions and requiring threshold-based progression, reassessment, and supervisory documentation. CCFB does not replace CBITS,
Bounce Back, SSET, TF-CBT, SPARCS, ARC, TARGET, or EMDR; it provides a decision and verification structure surrounding progression into
trauma-focused work. Following systematic consensus, validation, and clinical testing, such a framework could strengthen clinical consistency,
supervisory accountability, treatment safety, and quality of trauma care for children across United States schools.
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