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Guilaine Kinouani proposes a formulatory framework  
for working with racial trauma in the therapy room

Working with racial 
trauma in psychotherapy

‘I remember one 
time I got spat at
and [the therapist]
even told me that was 
me misinterpreting 
the situation’

 The substantial literature on race 
discrimination, racism and mental 
health puts it absolutely beyond doubt 
that racism in all its manifestations 

leads to psychological distress and all sorts 
of ‘mental health problems’.1-4 Further, race 
inequality in terms of access, experience and 
outcome are equally well documented.5-7 Ethnic 
minorities, or people of colour, continue to 
experience poorer mental health and receive 
substandard mental health care. Of particular 
note, they are much less likely to be referred 
to psychological therapies and, when they are, 
often report reluctance on the part of mental 
health practitioners to address racism and 
experiences of subtle forms of discrimination 
and microaggressions.8,9 Accusations of 
institutional and structural racism continue  
to plague the mental health professions.10 

When we think about trauma, and in 
particular post-traumatic stress disorder 
(PTSD), images of war, physical violence  
and other ‘extraordinary’ catastrophes easily 
come to mind. In the collective consciousness, 
the link between death, serious injury and 
trauma is firmly established. This is reflected 
in current biomedical conceptualisations of 
trauma. For example, the infamous ‘criterion 
A’ for PTSD11 in the Diagnostic and Statistical 
Manual of Mental Disorders requires the 
presenting individual to have been confronted 
with death, threatened death, actual or 
threatened serious injury, or actual or 
threatened sexual violence, as a pre-condition 
for the diagnosis. And although, in contrast 
with previous versions, the fifth edition 
(DSM-511) notably includes sexual violence, it 
is silent on racial violence. In sum, unless your 
experience of racism includes threats to life or 
physical integrity, you are unlikely ever to get a 
diagnosis of PTSD and, consequently, unlikely 
to receive appropriate trauma care.

The invisibility of racism has a long history. 
For example, the fight for women’s rights has 
historically been centred on White women. 
Their gendered but Whiteness-centred 
experiences have taken precedence over both 
the intersectional realities of women of colour 
and racialised civil rights. The impact of the 
colonialism, slavery and imperialism that lie at 
the core of ongoing structural inequality and 
relational configurations in society has also 
been marginalised within Eurocentric frames 
of reference in psychotherapy and psychology. 
Despite these absences and silences, and 
arguably precisely because of them, racism, 
racial violence and racial injustice persist. 
Indeed, they may well be on the rise.

The lived experience 
‘I remember it quite clearly. I must have been 
five or six, and I was in a park with my mum 
and my younger brother and this white lady...  
I remember her being huge but she couldn’t 
have been, you know, much more than average 
height, and she came up to my mum, prodded 
her in the chest and said “You need to go 
home”. I remember thinking “But we just got  
to the park, I don’t want to go home”.’12

As part of my doctoral thesis,12 I spoke 
to Black people about their experiences of 

racism, many of which occurred when they 
were young children. I spoke to 13 people, 
who between them recounted more than 
300 individual incidents of racism and 
racial injustice. These were the events that 
were cognitively salient and were likely to 
be only the tip of the iceberg. Still, there was 
so much material and so many requests to 
be interviewed that I had to stop recruiting 
participants much earlier than anticipated, 
partly for my own welfare. Some experiences 
were overtly violent, such as being racially 
bullied, abused or denigrated. Sometimes 
this was by teachers or others in positions 
of authority and power. Sometimes racial 
injustice was experienced by witnessing a 
parent being spat at, for example, or being 
told, as in the quote above, to ‘go home’. 

Most of the events, however, were more 
subtle in nature and consisted of aversive 
behaviours, hostile micro-communication, 
contempt and fear expressed non-verbally. 
Cumulatively, these more covert messages 
said in no uncertain terms: ‘You do not belong, 
you are Other and you are not safe’. Added 
to these were chronic experiences of denial, 
minimisation and invalidation across the 
range of societal structures and contexts, 
including in psychotherapy. Eventually, those 
socially sanctioned and loaded silences 
became internalised. Even when in therapy, 
often for several years, many participants said 
they chose never to raise their experiences 
of racism for fear of being gaslighted, 
pathologised or misunderstood. 

Indeed, when attempting to break the silence, 
many had experienced exactly that: ‘Any 
time race is mentioned, it’s about my having 
misinterpreted the situation... I remember one 
time I got spat at and [the therapist] even told 
me that was me misinterpreting the situation. 
That’s when I knew it was not going to work.’ 

Presenting issues
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Insidious traumatisation
Although absent from psychiatric 
conceptualisations, oppression has long been 
recognised as a traumatic agent. Feminist 
critiques of the DSM have for decades 
called for a theoretical expansion of trauma 
conceptualisations. Many have asserted the 
need to locate the experience of trauma 
within socio-political contexts. The concept 
of insidious traumatisation13 is born out 
of this literature. It is centred on the daily 
‘subthreshold’ traumatic stressors experienced 
by marginalised people that, cumulatively, 
amount to trauma. Here, traumatisation is 
believed to occur because experiences of 
marginalisation are constant reminders of 
one’s precariousness and unsafeness in the 

world. Some feminists and multicultural 
practitioners have sought to include insidious 
traumatisation within PTSD criteria or put 
forward conceptualisations of oppression-
related psychiatric disorders. 

It is clear, then, that smaller, less extreme  
but repeated experiences of discrimination  
and othering can add up to significant distress 
and ‘psychiatric’ presentations. It is clear too 
that experiences of racism do not have to 
involve threat to life or to the integrity of our 

body to adversely impact our mental heath.  
That racism fosters unsafeness, insecurity  
and recurrent pain is enough to lead to  
trauma, according to this framework.

Because racial violence today is often  
subtle and pernicious, it can easily be denied. 
This denial is equally (if not more) harmful  
than the initial discriminatory acts. It increases 
distress and isolation and can lead to what  
I have termed ‘epistemic homelessness’.  
I describe this as the subjective experience  
of becoming unanchored from one’s truth base; 
an embodied response to racial gaslighting that 
leads to a form of epistemic precariousness. Put 
simply, it leaves the person of colour feeling 
unsure about their perceptions of reality and 
about what they know.

A formulation of 
racial trauma 

Historical and  
ancestral trauma

 
Are there historical 

atrocities that are cognitively 
salient – imperialism,  

colonisation and/or slavery?
What is the level of distress related to  

those events/atrocities?
(Consider using a Subjective Unit  
of Distress (SUD). On a 0-10 scale, 

how distressed are you by...?) 

Personal or direct experience 
of racial injustice

Are there personal 
experiences of racism and  
racial injustice – assaults,  

micro-aggressions, awareness of  
structural inequalities? What are  
the most significant/cognitively  

salient events/processes?
What is the level of distress/SUD  

for each cognitively salient  
racist experience?

Personal political 
consonance

Survival and  
resistance strategies

Intergenerational  
family trauma

Race-based stress  
and racial trauma

4

5 3

6 2

1

 
How does the 

distress manifest physically, 
psychologically, relationally – 

headaches, panic attacks, low mood, 
nightmares, flashbacks, impostor 

syndrome, distrust of white people?
What is the level of distress/SUD 

for each manifestation?

 
Are there strategies 

that have been implemented 
to resist racism and racial  

injustice – organising, raising 
complaints, assimilating?
What outcomes do they  

tend to generate?
What is the level of distress/ 

SUD for each unwanted 
outcome?

 
Is there a dissonance 

between survival/resistance 
strategies and values/personal 
politics – feeling like a sell-out/ 

not ‘Black enough’?

What is the level of distress/SUD  
for such a discrepancy?

Are there stories 
of racism that have been 

told – parents or grandparents 
sharing their experience of racism, 
warnings or lessons about racism?

What is the level of distress/ 
SUD for each cognitively 

salient story?
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As an example, one research participant 
had experienced multiple instances of racism 
while in hospital, but her complaints were 
consistently dismissed or ignored. Over time, 
she started to lose confidence in her ability 
to trust and understand her experience. This 
resulted in her minimising her own distress and 
ignoring her physical symptoms, to the point 
that she did not seek treatment when she started 
urinating blood and lost the sight in one eye.

Without a doubt, then, racism continues to 
wreak havoc on the psychic worlds of people 
of colour. But rather than being addressed as 
a very real, specific clinical issue, experiences 
of racial oppression are usually ignored or 
pathologised through psychiatric lenses. 

As Robert Carter has pointed out: ‘What 
typically happens is that a psychiatric disorder 
is diagnosed in a person who may be affected 
by racism. This is something many persons 
of color do not welcome because it creates a 
stigma, may compromise any claim for redress, 
and may make healing difficult. In working with 
targets of racism, it is important that the person 
understand how his experience may have 
caused psychiatrically significant emotional and 
psychological harm. The approach I propose 
requires consideration of the target’s cognitive 
and emotional processing, personal history, and 
the recognition that the power of racism can be 
stressful and traumatic.’14

While the framework of insidious trauma 
places the lived experiences of marginalisation 
under the spotlight, pathologising them by 
adding them to the psychiatric classification 
system, as has been suggested by some, is 
not without problems. First, it legitimises 
psychiatric systems that propagate Whiteness. 
This worldview regards as ‘deviation’ any 
departure from its own, unproblematised 
values, with their long history of setting  
White European standards as the norm. 
Pathologising responses to racial or insidious 
trauma and deeming them abnormal in 
this context would be a reproduction of the 
trauma that leads people to services in the 
first place – specifically, the violence of being 
deemed ‘abnormal’, Other and treated as such 
in the world. This is the root cause, if not the 
definition of insidious traumatisation.

Carter’s clinical observations led to the 
conceptualisation of his race-based traumatic 
stress framework.15 According to this 
framework, racial trauma is the emotional pain 
a person may feel after encounters with racism. 

It is the person’s assessment of the encounter 
that is of vital importance here. When someone 
experiences their racial encounter as negative, 
emotionally painful, sudden and uncontrollable, 
they are much more likely to exhibit distress 
and trauma responses.14 This framework 
also aims to reduce the pathologisation 
and stigmatisation of psychological distress 
and ‘mental health problems’ related to 
racism. Trauma and race-based traumatic 
stress are often used interchangeably in the 
literature. Some posit a quantitative rather 
than a qualitative difference. Carter suggests 
racial stress becomes trauma when so-called 
intrusion symptoms are present, such as 
flashbacks and nightmares.14 Personally, I do  
not find the distinction necessary in my 
practice, as I work with the impact of racism 
more holistically (see below). 

Trauma-informed care
There are various definitions of trauma-
informed approaches (TIAs). All are centred 
on a wish to configure services around the 
developmental impact of trauma at all levels 
of functioning. TIAs aim to ensure that social 
systems understand the impact of trauma, 
whether on families, groups, communities or 
other structures with a view to avoiding re-
traumatisation. TIAs have a lot to offer when it 
comes to working with and understanding the 
impact of racism, but again, a critical approach 
is necessary to avoid reproducing violence 
and, indeed, racism. 

There is no huge conceptual difference, 
for example, between thinking of people as 
traumatised and thinking of them as ‘mentally 
ill’. Both explanatory models locate the 
disturbance or pathology within the individual, 
erase the adaptive functions of survival 
mechanisms and, most disturbingly, continue to 
place the individual, rather than the damaging 
structures, under scrutiny. Power structures are 
not held to account (limitations are not fully 
addressed in Carter’s framework either). Doing 
so would require a more radical approach to 
mental health, with social justice at its centre. 

Further, despite the current trend toward 
trauma-informed care, greater attention to the 
trauma of racism, and therefore to the needs 
and experiences of people of colour, has not 
followed. Silence on racism is still the norm.  
I am yet to come across a single intervention 
within the trauma-informed care frameworks 
that specifically addresses the trauma of racism 

in any mainstream mental health system in 
the UK. This is despite the acknowledged 
links between trauma and sociohistorical 
contexts in TIAs and the inequalities noted 
above. The invisibility of racism continues to 
be reproduced within TIAs, and this absolutely 
promotes Whiteness. It is doubtful that trauma-
informed care can be more relevant and/or 
more adapted to the needs and experiences  
of people of colour when it is colour-blind.

Formulating racial trauma 
‘I think what hurts me, and it’s because it’s 
topical and it’s current, I think it’s the injustices 
in America and here, where people, Black 
people, women and men, are murdered by 
the police. It’s caught on camera but the police 
get off with it, they are suspended on full pay 
pending investigations or they are allowed to 
carry on in work and the case is thrown out 
of court. They don’t find any case against the 
police. I think that gets me. That is painful.’12

A distinguishing feature of racism as trauma 
is that, when people walk through our therapy 
or counselling room door, the traumatic agent 
is usually live and ongoing, rendering the work 
with trauma-related grief complex. Expecting 
someone to achieve healing in the context of 
continuing unsafeness and violence is deeply 
dehumanising. Arguably, this is an act of 
complicity, if not violence. 

Racism not only does harm at an individual 
level; it harms at a collective and group 
level too. People of colour must not only 
contend with their personal experiences, as 
previously described; they are also vicariously 
exposed to the trauma of their loved ones, 
parents, grandparents and communities. 
Further, centuries of slavery, colonialism and 
structural racism have resulted in serious 
intergenerational wounds. For people of 
colour, this means that ancestral suffering 
can be awakened by contemporaneous 
experiences of racism.16-18 Intergenerational 
trauma may be conceptualised as the passing 
on of psychological wounds, generation after 
generation.19 (Thus, apparently mundane 
experiences can evoke deep suffering 
and historical trauma, increasing pain 
in the present.) Ancestral wounds may 
be communicated through unconscious 
mechanisms such as projection and projective 
identification, or behaviourally through 
storytelling or the sharing of lessons and survival 
strategies from one generation to the next.20

Presenting issues
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Historical atrocities consequently continue 
to shape our subjectivity, worldview and how 
we relate to one another. Another such effect is 
internalised racism – the introjection of ‘racist 
stereotypes, values and ideologies perpetuated 
within White supremacy, leading to feelings 
of self-doubt, disgust and disrespect for one’s 
racial group and/or oneself ’.21

Internalised racism and its concomitant 
self-hatred can take various manifestations. 
It can reveal itself through colourism – a 
preference for lighter-skinned individuals – or 
through the favouring of those with so-called 
Eurocentric facial features. It can also manifest 
in long-standing insecurities about intelligence 
or competence, and in imposterism. It can 
often lead to internal conflicts and experiences 
of cognitive dissonance and self-alienation. 
These are important considerations that 
cannot be captured by current mainstream 
psychotherapy or psychiatric models but need 
careful attention when working cross-culturally. 

‘I think to this day my mother is still 
traumatised from the way this country treated 
her […] a Black woman transplanted, who had 
no resources. So you have got the trauma 
first of all, and the country is portrayed as the 
motherland, you know, streets paved with milk 
and honey. You get here and you find that no, it’s 
cold, it’s dark, it’s grey and they think that you 
are stupid because you speak with a Caribbean 
accent. I cannot imagine what that must have 
been like. On top of that, you then find that, like, 
my father’s family refused to see them when 
they were first married because he’s White.’12

Racial trauma framework 
Based on my research12 and current empirical 
and theoretical evidence, I am proposing a 
model to help psychotherapists formulate and 
work with experiences of racial trauma.21 The 
model is a tool for reflection and conversation 
to explore possible interventions or approaches 
based on difficulties and distress that may 
come to light. Its core aim is to contextualise 
and integrate the impact of racism both in the 
‘here and now’ and the ‘there and then’. The 
model takes a multi-layered approach that 
acknowledges the influence of racism at various 
levels of functioning, including the ancestral, 
the sociohistorical and the personal. 

The tool also aims to name, make visible 
and normalise responses to racial violence by 
highlighting the psychological, behavioural 
and structural strategies of adaptation and 

resistance that people of colour adopt to 
survive within White supremacy. 

I hope this formulatory framework may go 
some way to help clinicians engage clinically 
with racism, racial injustice and racial trauma 
by making use of the skills and strategies they 
commonly use in their practice, whatever 
their core orientation. Reflective practice 
that addresses social contexts and power 
imbalances is key. It is fundamental that racial 
trauma-informed psychotherapy also has to 
be social justice-informed. It must be made 
totally clear that safe and healing conversations 
on racism cannot happen in contexts where 
therapists are not prepared to examine 
and continually address their own biases, 
prejudices and complicity in structural injustice 
and violence. Working with racial trauma 
requires full commitment to and embodying 
of anti-racism and anti-oppression, not only 
in the consulting room but, perhaps more 
significantly, outside it. A core skill of doing 
therapy is knowing when not to do therapy. 

‘Working with 
racial trauma requires 
full commitment to
and embodying of
anti-racism and 
anti-oppression’
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