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Participants can learn:

• What is trauma? 

• How the ACE study has informed us?

• What are potentially traumatic events?

• What does trauma informed mean?

• How trauma may impact Children

• Trauma Practice/Evidence Based Intervention 
to support healing.



Trauma is defined as an 
experience that 
threatens life or physical 
integrity and that 
overwhelms an 
individual’s capacity to 
cope.

Child Welfare Committee, National Child Traumatic Stress 

Network. (2008).  Child welfare trauma training toolkit: 

Comprehensive guide (2nd ed.). Los Angeles, CA & Durham, 

NC: National Center for Child Traumatic Stress



Children across the world experience 

many types of trauma:

Natural disasters; War; Fires, 

Car Accidents; Community 

violence and Family violence

Child abuse and exposure to violence 

are the most common forms of 

trauma experienced by children.

Child Abuse and Neglect may be 

overlooked in the wake of “serious 

events.”



 The Adverse Childhood Experiences (ACE) 
Study is one of the largest investigations ever 
conducted on the links between childhood 
maltreatment and later-life health and well-
being. This study involved a collaboration 
between the Centers for Disease Control and 
Prevention and Kaiser Permanente's Health 
Appraisal Clinic in San Diego, Health 
Maintenance Organization



 The relationship between adverse childhood

experiences and social, emotional, and cognitive 
impairment and health risk behaviors, disease, 
disability, social problems and early death.  

 Adverse Childhood Experiences include: 

child abuse, neglect, domestic violence, and                    
family dysfunction.  



Growing up experiencing any of the following

conditions in the household prior to age 18:
 Recurrent physical abuse. Recurrent emotional abuse

 Contact sexual abuse. Emotional or physical abuse

 An alcohol and/or drug abuser in the household

 An incarcerated household member

 Someone who is chronically depressed, mentally ill, 
institutionalized, or suicidal

 Mother is treated violently

 One or no parents





Understanding how trauma impacts 
children, behaviorally, emotionally, 
developmentally, socially and physically. 

And considering that impact as we decide 
how to best respond to the needs of 
children.  



 Using a Trauma Lens means…when we have a 
concern about a child, to consider the 
possibility that the child has experienced a 
trauma which has resulted in traumatic stress 
that is playing a role in that concern. 

 Rather than asking “what is wrong with this 
child, asking what has this child experienced/”



Being trauma informed AND engaging in trauma practice 
 the impact of trauma on the child's presentation

 the importance of engaging the child and caregiver in the 
intervention process 

 the impact of trauma on the engagement process

 the role of the caregiver and family in the child's willingness and 
ability to participate in services

 engaging in trauma specific evidence based services including  
conducting a trauma screen and trauma assessment to inform 
treatment intervention and the child and family’s needs. 

 the use of evidence based trauma focused mental health 
interventions with fidelity  

 Engaging the child’s caregiver in the child’s treatment to completion



One of the adverse experiences that a child may 
have that may or may not: 

Causes intense fear 

Affect the child’s sense of well being

Have short term and long term effects on mental 
health, physical health, development and behavior.



Child Abuse              Exposure to violence

Fire                              Car accidents

Natural disasters   Multiple moves

Hospitalization       Death of a loved one

Divorce Placement out of the home

Serious Illness         Exposure to substance abuse

School Shooting      Rape

Others…..



Why do some children seem immune to or not 
impacted negatively by potentially traumatic 
experiences?

Resiliency acts as a mediator for some children.

However, trauma is cumulative and over time even 
the most resilient child may be negatively 
impacted by multiple traumatic experiences.



Factors that support resiliency:

◦ Having a supportive resource, i.e. caregiver

◦ A view of the glass being half full vs. half empty

◦ Optimistic vs. pessimistic

◦ Stress Hardy Characteristics (control, commitment 
challenge, community)

◦ Internal locus of control 

◦ Emotional Intelligence



 The child’s age and developmental stage

 The child’s perception of the danger faced

 Whether the child was the victim or a witness

 The child’s relationship to the victim or perpetrator

 The child’s past experience with trauma (cumulative)

 The adversities the child faces following the trauma

 The presence/availability of adults who can offer help 
and protection



 The physical and emotional responses a child 
has to a traumatic event or to witnessing a 
traumatic event involving another person.  

 Such events can overwhelm the child’s 
capacity to cope, and elicit feelings of terror, 
horror, out-of-control physiological arousal, 
and powerlessness. 



 Re-experiencing the trauma (e.g., nightmares, 
disturbing memories during the day, triggers)

 Hyper arousal (e.g., sleep disturbance, tendency to be 
easily startled, not being able to pay attention)

 Avoidance behaviors (e.g., resisting going to places that 
remind them of the event)

 Emotional numbing (e.g., seeming to have no feeling 
about the event)



Dissociation

A traumatized child may: 
▪experience a feeling of detachment or 
depersonalization, as if they are 
“observing” something happening to 
them that is unreal. 



Behavioral control:. Traumatized children 
can show poor impulse control, self-destructive 
behavior, and aggression towards others. 

Cognition: They may have problems focusing 
on and completing tasks, or planning for and 
anticipating future events and exhibit learning 
difficulties and problems with language 
development.

▪



Self-Concept:  Traumatized children frequently 
suffer from disturbed body image, low self-
esteem, shame, and guilt.

Attachment: Traumatized children feel that the 
world is uncertain and unpredictable. They can 
become socially isolated and can have difficulty 
relating to and empathizing with others.



 Biology. Traumatized children may experience 
problems with movement and sensation, 
including hypersensitivity to physical contact 
and insensitivity to pain. They may exhibit 
unexplained physical symptoms and increased 
medical problems.

 Mood regulation. Children exposed to trauma 
can have difficulty regulating their emotions as 
well as difficulty knowing and describing their 
feelings and internal states. 

 . 





 Brain development can be altered by the 
experience of a traumatic event, resulting in 
negative impacts on the child’s physical, 
cognitive, emotional and social growth.

 Children who experience the traumatic stress 
may focus their brain’s resources on survival 
and responding to threats in their 
environment.



 Chronic stress can overdevelop regions of the 
brain involved in anxiety and fear and under 
develop other regions of the brain.

 Other regions of the brain, such as those 
involved in complex thought, may not be 
activated and are therefore not available to the 
child for learning.



 Children who have been exposed to trauma expend a 
great deal of energy responding to, coping with, and 
coming to terms with the event. 

 This may reduce a child’s capacity to explore the 
environment and to master age-appropriate 
developmental tasks. 

 The longer traumatic stress goes untreated, the farther 
children tend to stray from appropriate developmental 
pathways



 Brain development in children who have been 
maltreated is often a very adaptive response to their 
negative environment… and then is maladaptive in 
other environments.

 The child may have great difficulty functioning in an 
environment of kindness, nurturing and stimulation.

 When a child lives in a world that ignores him, if not 
provided with appropriate stimulation for growth, his 
brain will focus on survival from day to day and may 
not fully develop healthy cognitive and social skills.



 Children who are hyper vigilant/aroused from 
fear cannot take in cognitive information; they 
watch for threatening gestures and are not 
listening to what is said.

 When in constant fear a child tunes into 
emotional and physical cues from others.

 This stress response releases the hormone 
cortisol which helps the body respond to 
danger: the child is in constant alert.  The fight 
or flight (or freeze and fear) response.



 A child’s inability to pay attention, being 
sleepy, angry, having mood swings, avoiding 
activities associated with triggers, being 
withdrawn or acting out often results in 
labeling the child with a behavioral diagnosis 
such as ADD, ADHD, ODD etc.. Or as a BAD kid 
without considering the potential impact of 
trauma.



 Treatment intervention for a behavioral diagnosis 
usually focuses on stopping the behaviors vs. treating 
the cause.

 Treatment of choice is usually medication.

 Child carries an incomplete behavioral diagnosis and 
may be defined or labeled as a “bad” or “problem 
child.”

 Child Traumatic Stress/PTSD needs to be ruled out.





Childhood trauma is among the most relevant and significant
psychosocial factors affecting education today (Blaustein, 2013)

Perfect, Turley, Carolson, Yohannan, and Giles (2016) estimate that 
approximately two out of every three school age children are likely to 
have experienced at least one traumatic event by age 17.  

Traumatized students are often focused on survival, which
hampers their ability to learn, socialize, and develop the skills
needed to thrive (Cowan & Rossen, 2013)

Traumatized students had significantly lower test scores on 
standardized tests & were more likely to need individualized educational 
plans (IEP).



• Lower GPA

• Higher rate of school absences

• Increased risk of being below grade level

• Increased drop-out, suspensions/expulsions

• Decreased reading ability 

• Interferences with learning and memory

• Decreased ability to pay attention and solve 
problems



 Traumatized children may experience:

◦ Physical symptoms like headaches and stomachaches

◦ Poor control of emotions

◦ Inconsistent academic performance

◦ Unpredictable and/or impulsive behavior

◦ Over or under-reacting to bells, physical contact, doors slamming, 
sirens, lighting and sudden movements

◦ Intense reactions to reminders of their traumatic event:

 Thinking others are violating their personal space, i.e. “What are you 
looking at”

 Blowing up when being corrected or told what to do by an authority 
figure

 Fighting when criticized or teased by others

 Resisting transition and/or change



 A trauma lens and the question of what has this 
child experienced vs. what is wrong with this 
child can initiate a trauma informed response.

 A trauma sensitive learning environment can 
buffer the impact of trauma

 The Trauma Informed IEP is one tool to build 
child resiliency



 The basis for most IEP law is found in three 
federal statutes, The Individual with Disabilities 
Education Act, Section 504 of the Rehabilitation 
Act of 1973, and the Family Educational and 
Privacy Rights Act.

 Individualized Education Plan (IEP) focus is on 
the child and is an educational planning 
document for students aged 3 to 21.  

http://www.understandingspecialeducation.com/section-504.html
http://www.ed.gov/policy/gen/guid/fpco/index.html


 IEPs  are for students who have been identified 
as meeting criteria for an educational disability 
such as: autism, developmental delay, emotional 
disability, hearing impairment, learning 
disability, mental disability, orthopedic 
impairment, other health impairment, 
speech/language delay, traumatic brain injury, 
or visual impairment



 The IEP is designed to provide significant and 
intensive remediation and assistance through 
research-based instruction.

 The IEP is unique and individualized to meet the 
educational needs of the student.

 The goal of the IEP is to close the achievement 
gap between the student’s current level of 
performance and the performance of his/her 
peers.



 Children who have faced a traumatic event and 
have been diagnosed with Child Traumatic 
Stress / Post-Traumatic Stress Disorder may 
meet criteria for special education services 
under the categories of Other Health Impaired 
or an Emotional Disability IF the diagnosis 
significantly and severely limits or interferes 
with the their educational functioning in the 
general education setting.



 Identify deficit 
 Use a Trauma lens 
 Screen for trauma/refer for trauma assessment
 Gather a team
 Involve child and family
 Assess Potential Impact with metrics
 Develop IEP
 Require evidence based interventions
 Coordinate and collaborate
 Monitor and modify as required
 Celebrate success



1. Consider trauma as an issue for students with behavioral and/or 
academic problems.

2. Screen for potentially traumatic events in a student’s experience.
3. Engage the child’s caregiver/s and other team members in 

assessment and identifying and implementing and monitoring 
intervention plans.

4. Refer to community resources with specialized training in trauma 
informed evidence based assessment and treatment. 

5. Communicate and collaborate with mental health counselors 
working with the child and family to support treatment 
participation and success.

6. Advocate for evidence based trauma informed interventions.
7. Become a part of your community response team for these 

children and their families.





 Children involved in the child welfare 
system are likely to have experienced 
both acute and chronic traumatic stress 
and three or more ACEs.

 Examples of acute and chronic 
potentially traumatic experiences.



 When trauma is associated with the failure of 
those who should be protecting and nurturing 
the child, it has the potential to have profound 
and far-reaching effects on nearly every aspect 
of the child’s life.

 Children who have experienced the types of 
trauma that precipitate entry into the child 
welfare system typically suffer impairments in 
many areas of development and functioning. 



 Our court and child protection systems depend 
upon disclosures by children to protect the child 
victim and to hold identified offenders 
accountable. 

 As a result, investigations often focus on the 
child and on giving the child the responsibility to 
"tell" what happened. 



 The child and family are the principle sources 
of information in the investigation of abuse.

 Although the forensic interview of the child is 
just one part of the investigation, the 
information elicited from the child often forms 
the core of the evidence used to determine the 
veracity of allegations of abuse.



Whatever interview protocol is used, the goal is to elicit

information from the child. We have now learned that

trauma can have a significant impact on:

 the investigation

 the caregiver’s response to an abuse concern

 the child’s willingness and ability to provide 
information  

 the professionals involved in the investigation and

 the outcome of allegations of child 
abuse/maltreatment.





Trauma informed professionals now understand that 
there are factors that may impact the child's 
willingness to talk about their traumatic experience/s 
including:

 The impact of the traumatic experience on the child

 The impact on the child’s caregiver/s

 The caregiver's response to the child’s experience 

 What  the child experienced related to the caregiver's 
response 

 The length and intensity of the child’s experience



 Child’s sense of safety. 

 The child’s past experience with trauma and 
the cumulative effect of trauma

 Impact of any past intervention services

 The presence/availability of supportive adults 
who can offer help and protection 

 Resilience of the child



 A child may be willing to share but the impact of the 
trauma may create barriers to their ability to talk 
about it.

 Some child victims will not display any negative impact 
as they function in their daily life but when asked to 
remember and tell about a traumatic event, they may 
regress back to their developmental level at a time 
when they felt safe.  

 Some child victims do not have language to describe 
what they experienced.



 The child’s inability to regulate moods and behavior 
may limited their ability to participate in services.

 The child’s lack of trust may inhibit their willingness 
and or ability to share information about what they 
experienced or witnessed. 



 Traumatic reactions may dull the child’s emotions in 
ways that make some professionals skeptical of the 
veracity of the child’s report. 



 As long as a child is not feeling safe and in control, the 
state of arousal/hyper-vigilance makes it difficult to 
process verbal information, attend, focus, retain and 
recall (Perry, 2000; Saigh, 1999)

 A child is less likely to talk about their experience if it 
involved threats of harm, use of force, physical harm 
and experienced over a long time

 A child may see services as part of a continuum of 
traumatic events and if not handled in a trauma 
informed manner, the process can induce additional 
stress on the child. 



 Some children who experience trauma may be unable 
to tell about it as they are unable to manage the 
emotion/fear/anxiety of re-experiencing the trauma 
when asked to talk about their experience.

 This level of terror may result in the child employing 
"survival behaviors" such as avoidance to manage their 
experience.

 The memory of the traumatic event may not be 
available to the child due to the impact of the trauma 
and memory storage/retrieval.



 Children may present as anxious, distracted and with a 
reduced ability to focus due to hyper-arousal. 

 The trauma may leave a child on constant alert to 
danger which impacts them physically as the chemical 
Cortisol keeps their body constantly ready to "fight or 
flight“ or “freeze”. 

 A child with symptoms of Post Traumatic Stress 
Disorder (PTSD) may not be able to tolerate the 
physical and emotional discomfort of recall and 
possible flashbacks. 



 Children with depressive symptoms may have a limited 
response

 A child may dissociate to emotionally survive the 
trauma.  This dissociative response may leave the child 
with little knowledge of what he experienced and/or if 
he is able to "tell" his story the telling may lack the 
emotion and detail one would expect. 

 A child may report as an observer due to their being 
dissociative during the interview.



 Some children may be unconsciously incapable of 
telling “their story” due to the impact of the trauma on 
their  conscious memory of the event.

 Severe trauma may cause memory loss, lack of details 
in the disclosure and incorporation of fantastic 
elements into disclosures (Everson, 1997; Dalenberg, 
et.al, 2002)

 Studies show children aged four to nine whose trauma 
was severe and violent abuse are more likely to 
incorporate bizarre and impossible details into their 
abuse accounts than children whose abuse was less 
traumatic (Dalenberg & Bottoms, 2002).



 Some children respond to questions about 
their trauma with I don't know or I don't 
remember.  This may be actual memory loss 
rather than resistance.  

 Memory is sustained in our brains by 
rethinking or rehearsing of events.  

 Children who experience trauma are likely to 
avoid this process and are less likely to discuss 
the traumatic event with a supportive adult. 



Other factors that may contribute to memory loss in 
children who experience trauma include:

 If the trauma is related to abuse or family violence, the child may 
need to forget in order to maintain the loving relationship with 
the offender.  “The abuse and betrayal must be forgotten in order 
for the child to preserve essential attachments to the abuser 
“(Freyd, J. 1996)

 Memory may be impacted by the offender telling the child to 
forget what happened. (Epstein & Bottoms, 2002) 

 Some well intended adults may tell a child who has experienced 
trauma to try to not think about it and to forget it.





Because:
 When a child experiences a traumatic event the 

caregiver is impacted.

 The caregiver is critical to the outcome for the child.

 Evidence based mental health services for child 
trauma require caregiver participation.

 The child with an engaged caregiver is more likely to 
heal from any negative impact of the trauma.

To be an advocate for the child requires that we 
be an advocate for the caregiver.



 In addition, many studies show that the primary factor 
in resiliency, or the ability to cope with stress and 
adversity, is to have relationships that provide care 
and support, create love and trust, and offer 
encouragement, both within and outside the family.

 Therefore, it is critical to engage the caregiver in 
supporting services to identify any impact of trauma 
and in treatment that supports the child’s healing and 
long term well being. 



 To be successful in working with 
caregivers it is important to understand 
how trauma may impact the caregiver's 
response to their child. 



 When a traumatic event is experienced 
by a child the entire family will be 
impacted.  

 Traumatic events also happen to entire 
families.  

 Experiencing a traumatic event, often 

without warning, is an extreme stressor. 



 Addition stress may be experienced by a 
caregiver who has their own trauma history.

 The caregiver/s response may result in their 
own symptoms of traumatic stress and/or PTSD

 The caregiver may not have resources or 
behaviors needed to respond to the impact of 
trauma. 

 When the traumatic event is abuse of their child, 
this may create additional issues that impact the 
caregiver’s ability to be child focused.



 The trauma may overwhelm the caregiver 
physically and emotionally which may 
negatively impact the caregiver’s ability to be a 
supportive resource for the child.

 Excessive demands and losses resulting from a 
traumatic event may lead to ineffective coping 
mechanisms.  

 The caregiver may have new responsibilities as 
a result of the trauma that they do not feel 
equipped to manage. 



 These trauma responses may be seen by the 
non trauma informed professional as 
indicators that the caregiver is uncooperative, 
resistant or self-focused. 

 These reactions can become barriers to 
engaging the caregiver in services/treatment.  





Approach the caregiver using the trauma lens.

Express empathy and exhibiting respect.

Provide psycho education regarding trauma and 
evidence based treatment.

Define the caregiver as the “expert” regarding their 
child and their child’s needs.

Understand and communicate the critical role of the 
caregiver in the outcome for their child.

Communicate support, hope and healing



 Conduct a trauma screen specific to the 
caregiver

 Refer the caregiver for a trauma assessment and 
treatment as indicated.

 Give clear information to the caregiver regarding 
the needs of their child.

 Engage and Support the caregiver in supporting 
their child.



 Based on the potential impact of trauma and the fact 
that trauma is cumulative, it is important to screen for 
past trauma experienced by both the child and 
caregiver. 

 Gathering this information during a caregiver 
interview offers an opportunity to assess the impact of 
trauma on the caregiver's willingness and ability to be 
protective and supportive of the child. 

 All of this information can then be used to help better 
understand the child's presentation and response to 
services.



 Screenings designed to elicit any history of exposure to 
a potentially traumatic experience are brief, simple to 
administer tools that offer yes, no information.

➢ Screening children and adolescents for trauma 
exposure and posttraumatic stress symptoms is the 
first step to identify youth needing trauma-focused 
interventions.

➢ Results may inform the need for a referral for trauma 
treatment by a mental health professional.



Purpose:  To identify the potential impact of exposure to 
a traumatic event/experience may have had on the 
individual.  

Re-experiencing the trauma (e.g., nightmares or 
disturbing memories during the day)
Hyper arousal (e.g., sleep disturbance, tendency to be 
easily startled)
 Avoidance behaviors (e.g., resisting going to places that

remind them of the event)
Emotional numbing (e.g., seeming to have 

no feeling about the event)



 Trauma Event Screening Inventory

 Harborview Trauma Screen

 The UCLA PTSD Index

 The Child PTSD Symptom Scale (CPSS)

 Trauma Symptom Checklist for Children (TSCC)

 Trauma Symptom Checklist for Young Children 

(TSCYC)

 Mood and Feelings Questionnaire (MFQ)

 Child Behavior Checklist

 Strengths and Difficulties Questionnaire



Mental Health Treatment Intervention Models  
that are shown, through clinical trials, to be 
effective in reducing harmful symptoms of 
traumatic stress.

Therapies that have been extensively studied and 
repeatedly shown to work in reducing 
problematic symptoms, such as nightmares, 
feeling “on edge”, and losing interest in activities



 Delivering the treatment model in the way it was 
delivered in the clinical trail that resulted in the 
evidence of it’s efficacy in treating trauma 
symptoms in a child or adolescent.

 Moving through each component of the 
treatment model as directed in the treatment 
manual.

 Delivering the treatment consistent with the 
recommended timeframe.

 Utilizing assessment pre treatment, during the 
treatment process and post treatment.



 Trauma Focused Cognitive Behavior Therapy 
(TF-CBT Cohen, Mannarino and Deblinger 
2006). Developed as a treatment for the 
trauma of sexual abuse.

 Parent-Child Interaction Therapy (PCIT; Eyberg 
2005). For parents of young children who have 
physically abused their child.

 Alternatives for Families:  A Cognitive 
Behavioral Therapy ( AF-CBT; Kolko, 2011).

Intervention for school aged and parents when 
physical abuse is an issue.



 Child and Family Traumatic Stress Intervention 
(CFTSI; Berkowitz, Stover and Marans, 2010).  
For children in the acute (45 day or less) after a 
traumatic event.  Helpful in preventing the 
development of PTSD.

 Child-Parent Psychotherapy (Lieberman and Van 
Horn, 2004) for young children 0-5 and their 
caregivers. Reduces externalizing symptoms and 
PTSD in children who have witnessed domestic 
violence



 Children with Problematic Sexual Behavior 
Cognitive Behavior Therapy (PSB-CBT, Silovsky, 
Niec, Bard and Hecht, 2007) is a group treatment 
for reducing children’s sexual behavior 
problems ages 6-12.  Treatment also available 
for adolescents

 Prolonged Exposure for Adolescents (Foa, et. al, 
2013) An established treatment for adult PTSD 
and has been applied to adolescents.  More 
effective in reducing PTSD than supportive 
counseling.  Focus on processing trauma 

memories.



 Eye Movement Desensitization and Reprocessing 
(EMDR; Shapiro, 2001) Originally developed for 
adults but now used with children who have 
experienced disasters or accidents.  

 Risk Reduction Through Family Therapy (RRFT, 
Danielson, 2010) systems approach to reducing 
negative outcomes for sexually abused 
adolescents.  Shows reduction in adolescent girls 
internalizing symptoms and risky behavior such 
as substance abuse.



 Access to the best and multiple resources
available within their community including mental 
health, medical and others as needed.

 Educators have a relationship with the child to 
support family engagement

 Research suggests that community collaboration 
improves outcomes for children experiencing 
traumatic stress.

 Trauma is truly an issue that takes a “village”



 How familiar are you with evidence-based 
treatments for child trauma symptoms?

 Do you have specific training in an evidence-
based treatment model?  If so, what is it.

 How do you approach therapy with children and 
families who have bee impacted by trauma?



 Exposure and impact of Traumatic events is a fact of life.

 Many professionals are not trauma-informed and fail to 
do a trauma screen and assessment to identify any 
impact of trauma when assessing a presenting concern.

 Failure to consider impact of trauma on the engagement.

 Risk of defining trauma symptoms as “bad or 
uncooperative behavior.”

 Trauma Assessment is not used to inform the Treatment 
Plan and interventions.

 Increased use in psychotropic drugs with traumatized 
children.



 Tendency to not provide treatment to children exposed 
to trauma until they “act out.”

 Failure to identify measurable behavioral outcomes for 
treatment success.

 Limited collaboration among professionals.

 Failure to provide trauma informed evidence-based 
treatment for children and their families who need it.

 Increase of symptoms without trauma specific 
treatment as child attempts to survive

 Failure to engage the caregiver in treatment with the 
child



 The ACE Study now connects the dots between the 
impact of untreated traumatic stress and so many 
individual and societal problems.

 Trauma specific screens exist to identify any history of 
potentially traumatic experiences for child and 
caregiver/s.

 Standardized assessments are available to measure 
the impact of trauma, to guide the development of 
treatment goals and to determine progress and 
treatment success.



 Research has identified effective, short term trauma 
focused treatment to prevent or reduce the negative 
impact of trauma on child victims.

 TF-CBT; PCIT; CFTSI; AF-CBT; EMDR and others

 Increased availability of effective evidence-based, 
short term, caregiver involved treatment to help 
children and their caregivers to learn skills and build 
competency.

 Now have Support/expectations for change in how we 
do business for the children we serve.



 National Children’s Alliance standards that support a 
trauma informed response to child maltreatment and 
child trauma.

 The National Child Traumatic Stress Network provides 
training tools and opportunities regarding appropriate 
responses to child trauma across child serving 
professionals. 

 Research has informed the role of collaboration in 
improving outcomes for children and families



 Consider the potential impact of trauma when 
addressing a presenting concern.

 Consider the potential impact of current or past 
trauma on the response of the caregiver/s and the 
child.

 Gather a trauma history for each child and caregiver to 
identify potentially traumatic experiences (PTE).

 When child abuse is the trauma identified, expand the 
focus of community interventions beyond the 
investigation to include treatment to support the 
outcome of child and family well-being.



 Provide standardized trauma assessments and use the 
results in making treatment decisions.

 Have knowledge regarding evidence-based treatments   
designed specifically for children who have 
experienced trauma

 In collaboration with other community professionals, 
integrate trauma-informed, evidence-based 
interventions into client service/treatment plan with 
measurable behavioral outcomes.

 Collaborate in making appropriate treatment referrals 
to mental health providers with specialized training in 
providing trauma focused evidence based treatment

 with fidelity.



 Collaborate to identify and utilize community 
resources to overcome barriers to a child and family 
receiving needed services.

 Understand the benefits of trauma informed evidence 
based treatment on the child’s willingness and ability 
to participate in court. 

 Community partners work together to engage families 
actively and effectively in support of the child’s 
treatment-including participation in that treatment.

 Monitor treatment through completion.
 Celebrate success with the child and family.



 Child Trauma Toolkit for Educators . 
www.nctsn.org/products/child-trauma-toolkit-educators-
2008

 Child Victim Web  www.musc cvweb@musc.edu
 (Free CEUs)

 Trauma Assessment Resources, www.musc.edu/projectbest
Benjamin E. Saunders, Ph.D. National Crime Victims 
Research and Treatment Center Medical University of  South 
Carolina Charleston, SC saunders@musc.edu M. Elizabeth 
Ralston, Ph.D., Dee Norton Child Advocacy Center, 
Charleston, SC  lralston0391@gmail.com

http://www.nctsn.org/products/child-trauma-toolkit-educators-2008
http://www.m/
http://www.musc/
mailto:cvweb@musc.edu
http://www.musc.edu/projectbest
mailto:saunders@musc.edu
mailto:lralston0391@gmail.com


 “Screening for adverse childhood experiences (ACEs): Cautions 
and suggestions”, Child Abuse & Neglect, The International 
Journal, written by David Finkelhor

 https://www.weareteachers.com/10-things-about-childhood-
trauma-every-teacher-needs-to-know/

 https://wmich.edu/sites/default/files/attachments/u57/2013/c
hild-trauma-toolkit.pdf

 https://www.nctsn.org/resources/house-cac-mental-health-
services-versus-linkage-agreement-outside-providers-cac

 www.nationalchildrensalliance.org/mhguide

http://nationalchildrensalliance.us11.list-manage1.com/track/click?u=f0eed4a49578b60fdd38f4745&id=ab8945e885&e=45f97615d0
http://nationalchildrensalliance.us11.list-manage2.com/track/click?u=f0eed4a49578b60fdd38f4745&id=cd7ef9da8b&e=45f97615d0
https://www.weareteachers.com/10-things-about-childhood-trauma-every-teacher-needs-to-know/
https://wmich.edu/sites/default/files/attachments/u57/2013/child-trauma-toolkit.pdf
https://www.nctsn.org/resources/house-cac-mental-health-services-versus-linkage-agreement-outside-providers-cac


 What is trauma? 

• How the ACE study has informed us.

• What are potentially traumatic events?

• What does trauma informed mean?

• How trauma may impact Children?

• The Caregiver and the outcome for the child?

• Trauma Practice Interventions to support 

healing.

• What else have you learned?

• How does trauma impact the professionals?



For believing that we can make a difference in the 
lives of traumatized children and their families.

 For further information, please contact:

 Libby Ralston, Ph.D.

 lralston0391@gmail.com




