Assignment 7.1 – The Hidden Struggles of High-Functioning, Unpartnered and Childless, Trauma-Surviving, Older Women								Anna Cianci
This paper explores the complex and often invisible struggles of a growing demographic: high-functioning, older (i.e., over 50 years old) professional women who are survivors of early and/or adult trauma and have remained unmarried and childless. Though these women may appear outwardly successful—well-educated, professionally accomplished, and spiritually grounded—their internal lives often reveal deep loneliness, depression, and unresolved grief as they face aging without traditional familial support structures (e.g., Baker, 2022; Clement, 2024; DiFilippo, 2017; Marak, 2017). Many carry the lasting psychological impacts of childhood abuse, family estrangement, and unprocessed trauma, yet their pain often goes unnoticed in clinical and societal contexts because their success masks their suffering. 
Clinical frameworks often overlook this population, whose outward competence makes them largely invisible to mental health professionals (e.g., Cook, 2022). Their struggles are difficult to classify within traditional support group models, and their needs rarely align with existing mental health diagnostic or care systems (Franco, 2018; Carthy et al., 2023). Additionally, society tends to value women for their beauty, youth, and fertility (e.g., Cianci and Evans, 2025; Engeln, 2017)—traits that diminish with age—leaving these women increasingly marginalized and without an obvious reference group or sense of belonging. This is in contrast to aging men – valued by society for their wealth and social position (e.g., Cianci & Evans, 2025; Engeln, 2017) – whose power often grows.
The urgency of understanding and supporting this population is underscored by demographic shifts. Nearly 20% of American women now end their reproductive years childless, with this trend more pronounced among highly educated and professional women. As they age, they face unique risks for isolation, existential despair, and invisibility, lacking familial networks or the societal affirmation traditionally afforded to wives and mothers.
Moreover, trauma histories in this population often remain untreated due to the misleading impression of competence. These women are disproportionately affected by chronic trauma, particularly complex PTSD, and yet their outward accomplishments obscure their deep psychological wounds (Carthy et al., 2023; Herman, 1992; Franco, 2018). Older women are frequently misdiagnosed with depression or anxiety, while the trauma underpinning these symptoms goes unrecognized (Franco, 2018). 
In response, clinicians must recognize and address the unique needs of high-functioning, unpartnered and childless, trauma-surviving, older women by integrating trauma-informed, culturally responsive, and spiritually sensitive approaches to treatment. This paper will (1) articulate the defining characteristics, unique vulnerabilities, and prevalence of this group, (2) offer a clinical formulation and treatment framework, and (3) advocate for policy and clinical innovations that increase visibility, support, and care access for these often-overlooked women.
Description of the Clinical Issue: High-functioning depression—often classified as persistent depressive disorder (PDD) or dysthymia—is marked by chronic low mood, feelings of emptiness, and self-criticism. For trauma survivors, especially those with complex trauma, these symptoms can be compounded by relational difficulties, shame, and emotional dysregulation (Herman, 1992). The World Health Organization's inclusion of Complex PTSD (CPTSD) in the International Classification of Diseases (11th Revision) highlights the distinctive characteristics of long-term trauma, including troubles with self-concept, worthlessness, and chronic interpersonal disruptions (WHO, 2018; Sweeney & Taggart, 2018).
Older women often present physical symptoms that cannot be fully explained by a medical condition or employ avoidance-based coping when trauma is unresolved (Fox et al., 2022; Gatz & Fiske, 2003; Thorp, Sones, & Cook, 2011). They are often under-diagnosed, with trauma histories overlooked and symptoms misunderstood as typical aging-related depression or anxiety (Franco, 2018). Despite high-functioning in most aspects of their lives, many remain in dysfunctional relationships due to damaged self-esteem from past trauma (Beaulaurier et al., 2008; Carthy & Taylor, 2018). These women may appear resilient yet carry decades-old trauma, resulting in persistent mood and anxiety disorders well into late adulthood (Cook et al., 2013).
Prevalence: Adult psychological distress is a well-documented consequence of childhood trauma. Approximately 77% of adults receiving mental health services report a history of childhood trauma (Rossiter et al., 2015). While post-traumatic stress disorder (PTSD) affects around 8% of the general population (Kessler et al., 1995), trauma exposure among older adults is significantly higher, with estimates ranging from 69% to 86% (Thorp et al., 2011). Women, in particular, are more vulnerable to PTSD due to the high rates of domestic and sexual violence (Franco, 2018). Those between the ages of 45 and 70 are especially at risk, as they are more likely than younger women to remain in dysfunctional relationships and suffer long-term health consequences (Bright & Bowland, 2008) and are less likely to be in treatment than those less than 65 years (Sampson et al., 2022).
In addition to experiencing higher rates of chronic trauma, women are also more likely than men to carry trauma symptoms into later life, where diagnostic clarity and appropriate, targeted care are often lacking (Pietrzak et al., 2012; Wilke & Vinton, 2005). These overlapping factors—i.e., age, gender, and trauma history—underscore the need for clinical approaches that are both gender-specific and age-sensitive.
At the same time, childlessness is increasingly common among older women in the United States. In 2018, of the 92.2 million adults aged 55 and older, 15.2 million (16.5%) were childless (i.e., no biological children) (Valerio, 2021). Childlessness is especially prevalent among the younger cohort of older adults, suggesting that as these younger, childless cohorts continue to age, the proportion of older adults without children will grow. In this way, the number of older women facing aging and psychological challenges without familial support will increase in the future (e.g., Frejka, 2017). Taken together, these data highlight the growing and largely underserved population of older, trauma-affected, childless women—many of whom fall through the cracks of existing mental health and social support systems.
Causes of the Issue: Women who are survivors of early childhood abuse and/or significant family dysfunction are at greater risk for depression, anxiety, and interpersonal challenges throughout life (Felitti et al., 1998). For many high-functioning women, their coping strategy is achievement, which often masks their internal suffering and creates emotional isolation (Brown, 2022). This unresolved distress can result in spiritual crises and existential despair (Bowland et al., 2011; Bowland, Edmond, & Fallot, 2013). Aging compounds this distress as women lose social capital linked to youth and beauty and remain burdened by societal expectations to be nurturers and caregivers (e.g., Cianci and Evans, 2025; Engeln, 2017). These societal forces further reinforce the internalized pressure to appear “fine” despite persistent pain (Altmaier, 2021; Franco, 2018). According to Roth et al. (1997), such women often search for meaning, which may manifest in religious struggle, existential despair, or shame when traditional structures fail to provide purpose or belonging.
Treatment Approaches: Effective treatment for trauma in older women should be multifaceted and include attention to five critical phases: stabilization and validation, deconditioning of traumatic memory, restructuring personal beliefs, rebuilding interpersonal trust, and the accumulation of positive emotional experiences (Franco, 2018). This notion aligns with many trauma-informed modalities including Narrative Exposure Therapy (NET), Cognitive Processing Therapy (CPT), and Interpersonal Psychotherapy (IPT), which are all supported for CPTSD and chronic distress (Price et al., 2015; Thorp et al., 2011; Franco, 2018). 
Specifically, NET – which includes structured life review and autobiographical reconstruction – has been proven effective with older trauma survivors (Mørkved et al., 2014; Schauer et al., 2011). CPT, developed for sexual trauma survivors, has been found to reduced PTSD symptoms in older women (Reuman & Davison, 2022; Rizvi et al., 2009). IPT, which has been adapted for trauma-exposed women with PTSD and depression, has been found to be promising as it focuses on improving communication, emotional awareness, and social function (Cort et al., 2014). Additionally, spiritually sensitive treatments have been found to be effective for trauma survivors who face crises of meaning. Fallot’s spiritually based recovery program incorporates feminist theological reflection, theological reprocessing, and skill-building to help women reclaim empowering narratives and overcome shame, guilt, and despair (Bowland et al., 2012, 2013; Fallot & The Spirituality Workgroup, 2001–2004). This approach is consistent with the notion that therapy must integrate emotional safety and spiritual openness to build adaptive meaning-making and lasting healing (Dagan & Yager, 2019; Tetterton & Farnsworth, 2011).
Case Study and Case Formulation: Maria meets criteria for Persistent Depressive Disorder (Dysthymia) and features consistent with Complex PTSD. Symptoms include chronic low mood, self-criticism, emotional numbing, and social withdrawal. She also exhibits signs of spiritual distress. Maria is a 61-year-old Caucasian woman who has a Ph.D. in marketing and is a tenured university professor. She is personable, articulate, well-groomed, and highly respected in her field. Maria comes to therapy reporting loneliness, isolation, sadness, and anxiety about her stage in life. She describes herself as a devout Catholic Christian but struggles with her faith as she often feels angry with God for the tough life journey she has traversed from childhood through adulthood. She has never married, lives alone, and reports few close relationships.
Maria discloses a history of childhood sexual abuse by her father, who was also physically abusive to her two brothers, and various difficulties navigating adulthood and the dysfunctional family dynamic that persisted throughout her entire life. In her late 20’s and early 30’s, Maria engaged in approximately a decade of intensive therapy. By her mid-30’s, she achieved significant academic and professional milestones. In her mid-40’s, for approximately 15 years, she was the primary caregiver for her mother who had advanced dementia for 10 years. During her mother’s illness, she became estranged from her two siblings and after her mother’s death, Maria’s feelings of grief, loneliness, and existential doubt have intensified.
Clinical Formulation: Maria uses work and intellectual achievement to manage emotional pain, but these strategies have become less effective as she faces the prospect of aging alone. Being older, she cannot maintain the same work–productivity schedule that used to fill her days. Now she has more “downtime” which she is facing alone. She would like to meet other women like her with the same needs – that is, who don’t have a family of their own and who are estranged from their family of origin. Her experiences of trauma – both as a child (abused by her father) and as an adult (abused by her brothers) – manifest in a separateness, depression, and disconnection. She would like to resolve this internal dissatisfaction and enrich her life with meaning and meaningful connections. Maria’s faith has provided comfort and meaning in her life but she also has anger towards God and questions surrounding her faith.
Cultural Formulation: Maria’s experience is shaped by expectations of gender norms around marriage and family. As an older, single, childless, professional woman, she feels socially marginalized. Her Christian faith is central to her identity, but cultural messages within her faith tradition have contributed to her feeling marginalized and not seen. That is, her Catholic faith focuses a great deal on the family and does not articulate much support or recognition of those in the faith community who are single and do not have family relations. 
Treatment Formulation: Goals include reducing depressive symptoms, processing unresolved trauma, and restoring spiritual connection. Treatment will integrate trauma-focused CPT, IPT, narrative therapy, and spiritually-focused treatment. Key interventions include:
· Cognitive restructuring around living in the past and negative thoughts related to regrets, which deplete Maria’s energy and her spirit to move forward and be free of her past.
· Narrative story to rescript and broaden the view of a “successful” life beyond societal expectations for marriage and family and to empower Maria in uncovering and affirming her unique story and her strengths that have resulted from it. 
· Through person-centered psychotherapy, ways to build meaningful connections and social support in Maria’s life will be explored.
· Spirit-focused methods such as spiritual narratives and Catholic apologetics that support healing, redemptive suffering, and reasons for belief will be explored. In particular, I will employ spiritually integrated psychotherapy – called "Solace for the Soul: A Journey Towards Wholeness" (Murray-Swank, 2003) – which draws from Person-Centered Therapy, Narrative Therapy, and pastoral counseling traditions. Using this approach, I will (a) foster Maria’s internal capacity for healing by demonstrating unconditional positive regard and empathy while exploring Maria’s spiritual and emotional wounds (e.g., shame, trauma, and the image of God) in a nonjudgmental, safe therapeutic space; (b) encourage Maria to re-author her personal and spiritual narratives to a healing narrative that aligns with her spiritual beliefs; and (c) address Maria’s spiritual struggles, such as guilt, anger at God, and distorted God-images by spiritual journaling (e.g., writing to and from God; theological reflections) and exploring spiritual practices to support healing. 
Advocacy Considerations: I will advocate for increased awareness of high-functioning depression and trauma among older professional women by educating colleagues, supporting workplace wellness initiatives, and encouraging faith communities to address trauma without shame or marginalization. I will also promote trauma-informed care in academic and professional settings. In addition, I will also seek to partner with organizations for older persons such as AARP and perhaps faith organizations to create a supportive community for women over 50 who are navigating life without partners or traditional family networks. Such organizations could provide connection, mutual support and respect, and opportunities for fellowship and to build meaningful connections among such women. 
Legal/Ethical Considerations: I will maintain strict confidentiality, particularly as clients like Maria have employment at organizations involving the teaching or care of young adults. Care should be taken to avoid imposing religious or cultural assumptions particularly related to Maria’s identity as a Catholic Christian and a member of a minority group – i.e., women over 50 years old who are unmarried and childless and who have experienced trauma in their lives – that is marginalized by society. Informed consent must include discussions around spiritual integration and trauma processing, ensuring the client retains autonomy over how these aspects are addressed.
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