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Essential Elements of Trauma-Informed Child 
Welfare Practice

2. Assist children in reducing overwhelming emotion.

3. Help children make new meaning of their trauma 

4. Address the impact of trauma and subsequent 

relationships.

5. Coordinate services with other agencies.
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Essential Elements of Trauma-Informed Child 
Welfare Practice

development and behavior to guide services.

7. Support and promote positive and stable relationships 
in the life of the child.

caregivers.

9. Manage professional and personal stress.
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3. Help children make new meaning of their 
trauma history and current experiences.

safety, personal responsibility, and identity.

behaviors can disrupt encoding and processing of memory.

about the event may undermine 

she can develop a coherent understanding of traumatic 
experiences.
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4. Address the impact of trauma and 

development, and relationships.

can lead to secondary problems (e.g., difficulties in school 
and relationships, or health-related problems).

recovery from the initial trauma.

lead to changes in the family 
system and must be addressed prior to or along with 
trauma-focused interventions.
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5. Coordinate services with other agencies.
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7. Support and promote positive and stable 
relationships in the life of the child. 

traumatic and uncertain circum
for children.

have been exposed to trauma.

tionships and placements and 

form and maintain positive attachments.
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nurtured and supported so 
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9. Manage professional and personal stress.
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What Is Child Traumatic Stress?
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Types of Traumatic Stress

Acute trauma is a single traumatic event that is limited in 
time. Examples include:

24

cont'd

hronic trauma refers to the experience of multiple 
traumatic events. 

each event serves to remind the child of prior trauma and 
reinforce its negative impact.
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Types of Traumatic Stress,
cont'd

Complex trauma describes both exposure to chronic 

Psychiatr Ann,35

26

Of these:
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Variability,
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Effects of Trauma Exposure,
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Effects of Trauma Exposure,



Child Welfare Trauma Training Toolkit: Slide Presentation | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

19

37

Long-Term Effects of Childhood Trauma
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Childhood Trauma and PTSD, 
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Trauma and the Brain

1
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Trauma and the Brain,

school-age children, trauma undermines the development 
of brain regions that would normally help children:

enabling the adolescent to consider and take protective actions

ly fearful and overly aggressive
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Trauma and the Brain,

adolescents, trauma can interfere with development of the 

increased risk for:
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The Influence of Culture on Trauma

46



Child Welfare Trauma Training Toolkit: Slide Presentation | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

24

47

48



Child Welfare Trauma Training Toolkit: Slide Presentation | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

25

49

1



Child Welfare Trauma Training Toolkit: Slide Presentation | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

26

51

What Can a Child Welfare Worker Do?, 
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Young children who have experienced trauma may:

Young  Children
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chool age children

traumatic experience

original danger
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School-age children may also: 
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adolescen s
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Homeless youth are at greater risk for experiencing trauma 
than other adolescents.

current physical, sexual, and/or 
emotional abuse

Special needs adolescents are 2 to 10 times more likely to be 

Lesbian, gay, bisexual, transgender or questioning (LGBTQ) 
adolescents 
response to suspicion about or declaration of their sexual 
orientation and gender identity

Specific Adolescent Groups
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What Can a Child Welfare Worker Do?

an adaptation to trauma.
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What Can a Child Welfare Worker Do?
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children:
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Child Welfare Trauma Training Toolkit:
Module 3

The Impact of Trauma 
on Children s Behavior, 

Development, and Relationships
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Essential Elements in Module 3

2. Assist children in reducing overwhelming emotion.

3. Help children make new meaning of their trauma 
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Recap: Assist children in reducing 
overwhelming emotion.

tension or health complaints.

68

trauma reminders

whole world seems dangerous and no adult seems 
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Reduce Overwhelming Emotion: What Child 
Welfare Workers Can Do 

and risk.

needs.
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reassuring children. 

and stress that the emotions are normal and 

Reduce Overwhelming Emotion: What Child 
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Recap: Help children make new meaning of 
their trauma history and current experiences.

safety, personal responsibility, and identity.

behaviors can disrupt encoding and processing of memory.

about the event may undermine 

developing  a coherent understanding of their traumatic 
experiences.

76

events that led to child welfare involvement in order to help 
the child correct distortions and reduce self-blame.

experience(s).
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Essential Elements in Module 4

4.  Address the impact of trauma and subsequent changes
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Recap: Address the impact of trauma.

difficulties in school and 
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Recap: Coordinate services with other 
agencies.
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The Importance of Trauma Assessment
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The Importance of Trauma Assessment,
cont'd
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rmal responses to trauma
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Core Components of Trauma-Informed, 
Evidence-Based Treatment,
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Examples of Evidence-Based Treatments
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Core Components of TF-CBT
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Utilize Comprehensive Assessment: What Child 
Welfare Workers Can Do

history.
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Utilize Comprehensive Assessment: What Child 

to
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Child Welfare Trauma Training Toolkit:
Module 5

Providing Support to the Child, 
Family, and Caregivers

100

Essential Elements in Module 5

7. Support and promote positive and stable relationships 
in the life of the child. 

caregivers.
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Recap: Support and promote positive and 
stable relationships. 
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relationships.



Child Welfare Trauma Training Toolkit: Slide Presentation | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

52

103

Child Welfare Trauma Training Toolkit:
Module 6

Managing Professional and 
Personal Stress
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Essential Element in Module 6

9. Manage professional and personal stress.
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Recap: Managing stress
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Sec n ar  tra atic stress (S S)
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The Essential Elements of  
Trauma-Informed Child Welfare Practice

1. Maximize the child’s sense of safety. 

Why it’s essential 
After traumatic events are over, a child may continue to experience insecurity, both 
physically and emotionally. A sense of safety is critical for physical and emotional growth 
and functioning, appetite, digestion, and sleep. Both physical and psychological safety 
are important, at home and within service settings. If children or their caregivers are living 
in an unsafe setting, this needs to be addressed immediately. Workers need to provide 
a psychologically safe setting for children and families while inquiring about emotionally 
painful and dif"cult experiences and symptoms. Workers must explain clearly the limits of 
con"dentiality and how certain information must be shared with other appropriate authorities.

2. Assist children in reducing overwhelming emotion. 

Why it’s essential 
Trauma can result in such intense fear, anger, shame, and helplessness that the child feels 
overwhelmed by his or her emotions. This overwhelming emotion may delay the development 
of age-appropriate self-regulation. Emotions experienced prior to language development may 
be very real for the child but dif"cult to express or communicate verbally. Trauma may be 
“stored” in the body in the form of physical tension or health complaints. 

3. Help children make new meaning of their trauma history and current 
experiences. 

Why it’s essential 
Child trauma can result in serious misunderstandings about safety, personal responsibility, 
and self-concept. It can disorganize and distort the connections between thoughts, feelings, 
and behaviors, and disrupt the encoding and processing of memory. Traumatic experiences 
may be dif"cult for children to communicate, thereby undermining their con"dence and 
the social support they might receive from others. School age and older children need to 
do more than just recall or repetitively replay trauma details; they need help developing a 
coherent understanding of their traumatic experience. The child needs to feel safe enough 
to face emotional experiences, begin to make sense out of what happened to him/her, and 
express this to others. 

Module 1, Activity 1C; Module 7, Activity 7A
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4. Address the impact of trauma and subsequent changes in the child’s 
behavior, development, and relationships. 

Why it’s essential 
Traumatic events can affect many aspects of the child’s life beyond the initial trauma 
response and may create new or secondary problems. These effects may be adaptive in the 
short-term but can, in the long-term, become counterproductive and interfere with a child’s 
recovery. These effects can include dif"culties in school and relationships or health-related 
problems (e.g., weight gain) and substance abuse. Other consequences of trauma—or 
secondary adversities—can also include changes in the family system precipitated by a 
traumatic event. It may be important to address these issues along with, or before, trauma-
focused treatment. Problems in these areas may be so extreme, pronounced, or troublesome 
that they mask other underlying traumatic stress symptoms.

5. Coordinate services with other agencies. 

Why it’s essential 
Traumatized children and their families are often involved with multiple service systems, 
including law enforcement, child welfare, the courts, schools, primary care, and mental 
health. Service providers working with traumatized children should endeavor to develop 
common protocols and frameworks for documenting trauma history, exchanging information, 
coordinating assessments, and planning and delivering care. In contrast to a fragmented 
approach, cross-system coordination views the child as a whole person. When different 
systems have many different and potentially competing priorities, there is risk that children 
and their families will receive mixed or confusing messages—or simply fall through the cracks. 

6. Utilize comprehensive assessment of the child’s trauma experiences and 
their impact on the child’s development and behavior to guide services. 

Why it’s essential 
Millions of children experience some sort of trauma every year. Short-term effects might 
include behavioral dif"culties or emotional and health problems. Long-term effects might 
include depression, anxiety disorders, PTSD, delinquency, substance abuse and relationship 
problems. Trauma-speci"c standardized clinical measures identify the types and severity 
of symptoms the child is experiencing. A thorough assessment identi"es potential risk 
behaviors (i.e., danger to self, danger to others) and aims to determine interventions that will 
ultimately reduce risk. Assessment also tells us why a child may be reacting in a particular 
way and the behavior’s connection to his/her experiences of trauma. Proper assessment 
provides input for the development of treatment goals with measurable objectives designed 
to reduce the negative effects of trauma. 
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7. Support and promote positive and stable relationships in the life of  
the child.

Why it’s essential 
Children form and maintain relationships to important "gures in their lives through bonding 
and attachment. Being separated from an attachment "gure, particularly under traumatic and 
uncertain circumstances, can be very stressful for a child. Within the child welfare system, 
the risk of separation from parents, siblings, and other important "gures in a child’s life is 
common (i.e., removal from home, multiple foster home placements, changes in school and/
or community). 

Establishing permanency for children in the child welfare system is critical if children are 
to form and maintain positive attachments. Child welfare workers can play a huge role in 
encouraging and promoting the positive relationships in a child’s life and minimizing the 
extent to which these relationships are disrupted by constant changes in placement. If 
a parent or caregiver is not available following a traumatic event, it is important for child 
welfare workers to understand that it may be necessary to engage other familiar and positive 
"gures, such as teachers, neighbors, siblings, and/or relatives, to help provide comfort and 
consistency for the child. Depending on the age of a child, friends may also play an important 
role in supporting a child who has been exposed to trauma. Promoting these positive 
relationships is a well-respected child welfare best practice and is also critical to a child’s 
sense of safety and well-being, particularly during a stressful time. 

8. Provide support and guidance to the child’s family and caregivers. 

Why it’s essential 
Children experience their world in the context of family relationships. Parents, kin, and other 
caregivers are the full-time and long-term supports for their children, and they will typically 
be involved in the child’s life longer than will the child welfare or mental health professional. 
In many cases, the family system is experiencing traumatic stress along with the child. 
Promoting resilience and improving coping skills among family members helps them deal with 
traumatic events and also prepares them for future challenges. Finally, family members are 
critical participants in service planning and delivery within systems of care. 

Resource families have some of the most challenging and emotionally draining roles in the 
entire child welfare system. They must be prepared to welcome a new child into their home at 
any hour of the day or night, manage a wide array of emotions and behaviors, and cope with 
agency regulations, policies, and paperwork. They are also expected to provide mentoring 
support and aid to birth families while at the same time attaching to the children and youth 
in their care. They must prepare simultaneously for the child’s reuni"cation with his/her 
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family or for the possibility of making a lifelong commitment to the child through adoption or 
legal custodianship. 

Relatives caring for children and youth face many of the same challenges that other resource 
parents face and several that are unique. Unlike foster families who are not related to the 
young people they care for, relatives may not have been seeking this role at this time in their 
lives. However, they have stepped up to the challenge in order to be there in a time of need 
or crisis in their family. Thus, they are often dealing with their own con!icting emotions and 
experiences of trauma and crisis. Meeting the needs of the children they love, responding 
to the requirements of the agency and courts, and sorting out their own feelings about the 
children’s parents and the situation that brought them to their home, can be overwhelming  
at times.

9. Manage professional and personal stress.

Why it’s essential 
Child welfare is a high-risk profession, and child welfare workers are confronted every day—
both directly and indirectly—with danger and trauma. Threats may come in from violent or 
angry family members. On top of this, hearing about the victimization and abuse of children 
can be very disturbing for the empathic child welfare worker and can result in feelings of 
helplessness, anger, and hopelessness. Those who are parents themselves or who have 
their own histories of childhood trauma might be at particular risk for the negative effects 
of secondary traumatic stress. Some professionals struggle with maintaining appropriate 
boundaries and with a sense of overwhelming personal responsibility. These challenges can 
be intensi"ed in resource-strapped agencies, where there is little professional or personal 
support available. It is critical to address professional or personal stress because, if left 
unaddressed, it can result in burnout and undermine work performance, to the detriment of 
the children and families served. Signs of burnout might include avoidance of certain clients, 
missed appointments, tardiness, and lack of motivation. 

Awareness and a plan that provides positive coping strategies are critical to preventing the 
potential risk of secondary traumatic stress to staff and to program success. Child welfare 
workers must have a thorough understanding of the impact of trauma on the child victims 
and families served. They also need to have an understanding of the impact this trauma may 
have on them. Staff can be stressed by hearing detailed reports of trauma from children 
on a daily basis and from having to deal with the powerful emotional responses and the 
impact of abuse and violence on the child. Dealing with a community system with limited 
resources that is not always responsive to the needs of these children can also be stressful 
to staff. The trauma suffered by these children can result in serious and chronic emotional 
and behavioral problems. Feeling frustrated when trying to deal with a complicated, often 
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insensitive system and experiencing the sense of “helplessness” when trying to heal these 
children make staff vulnerable to developing their own emotional and physical problems. 
Just as with the children themselves, staff members who work with victims are at risk 
of experiencing alterations in their thinking about their world, in their feelings, in their 
relationships, and in their lives. 
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Module 2, Activity 2E

Case Vignette—Tommy

Child: Tommy
Age: 4
Point in Child Welfare System: Removal from family, entering CW system
Trauma Type: Domestic violence
Culture/Ethnicity: This child could be of any racial or cultural background.

Case Exercise 
1. Read aloud the section on Presenting Situation. On !ip chart paper (use as many 

sheets as you need), record what you know about:

a. Tommy’s trauma history

b. Tommy’s areas of strength or resilience

c. Domains of functioning in which Tommy is having dif"culty

2. Read aloud the section on Background/History.

a. Add to the list of potentially traumatic events, or other experiences with 
separation, loss, and/or placement disruption.

3. Read aloud the Evaluation/Assessment.

a. What other information do you need about the child’s history?

b. Identify list of potential areas for assessment, case management, and planning 
next steps.

c. Make predictions about short-term and long-term outcome for this child and 
how a child welfare worker could modify this outcome.

You will have approximately 30 minutes for your discussion. Please take notes on the !ip 
chart paper throughout your discussion, as your group will be asked to report back to the 
larger group on one of the questions in Section 3 (i.e., 3a, 3b, or 3c above). 

Presenting Situation
Four-year-old Tommy entered foster care eight weeks ago, following an episode of domestic 
violence he had witnessed between his parents. Police had come and arrested his father and 
an ambulance had come to take his mother (bleeding and unconscious) to the emergency room. 
Extended family members were not available to care for him and he was placed in foster care. 

He was initially quite withdrawn and resisted soothing or nurturance, but has gradually joined 
foster family members in petting and playing with their dog. He was initially very restless in 
sleep, awoke every hour and a half or two, and required about a half-hour to fall back asleep. 
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He remains restless, wakes twice a night with or without nightmares, and falls back asleep 
more easily. He appears irritable and fatigued during the day. He wets the bed two or three 
times a week, after being dry for years.

He has begun day care three times per week, but is at high risk to be excluded, because of 
intense episodes of aggression toward peers, especially girls. He can also be very helpful to 
others, appears sensitive to their upset, and attempts to comfort them. He is not interested in 
books or being read to, but is exploring drawing and painting. When frustrated, his demeanor 
tends to darken, eyes glare, and muscles tense and he breathes heavily. He is likely to attempt 
to get his way without regard to feelings or safety of others. He typically ignores verbal limits and 
desperately "ghts physical restraint, to the point of exhaustion. Following visits with his mother, 
he tends to isolate himself. He does not visit with his father who is incarcerated.

Background/History
Father has a history of domestic violence. Mother was physically abused as a child. During 
an especially loud argument, neighbors called police. Police intervened and called Child 
Welfare to assess child safety.

Evaluation/Assessment
Tommy is frightened by escalating parental arguments, has dif"culty falling asleep and wants 
to sleep beside parents, has returned to bedwetting, is irritable during the day, and becomes 
aggressive with other children in child care. Tommy’s feelings are very intense in foster care. 
When frustrated, he has a hot temper and hits, screams, bites, and stomps his feet against 
the !oor, and may hit his head. Other times he cries and cries and can’t be consoled, just goes 
limp. On the way to foster care he repeatedly tried to run away, saying he had to go back home.

Across his "rst "ve sessions in play therapy, Tommy typically enacts themes of cars crashing, 
police sirens wailing, and ambulances speeding to the scene. Sometimes the police cars and 
ambulances are caught up in the vehicle crashing. Tommy is not interested in continuing the 
play to the hospital or including doctors on the scene. There is little interpersonal interaction 
in his play. He sometimes gives the therapist a vehicle to drive and be crashed into, but he 
remains strongly in control of the play sequence. His therapist will be observing him in the 
day-care setting and parent-child visitation center.

Mother is distraught about separation from Tommy, furious with her husband for precipitating 
the foster placement, and is becoming increasingly depressed and at risk for return to 
substance abuse. Within visits, she tends to be worried about Tommy or near tears. She 
often "nds fault with the foster parents. She is defensive when the therapist comes to 
observe a visit, and after Tommy leaves, she complains at length about her own experience 
in foster care as a young child and her dif"culty arranging transportation to visits, since dad 
had wrecked her car several months ago after drinking too much at a family reunion. 
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Coping with Trauma Reminders

What are trauma reminders?

Many children in the child welfare system have been through multiple traumatic events, often at the 
hands of those they trusted to take care of them. When faced with people, situations, places, or things 
that remind them of these events, children may re-experience the intense and disturbing feelings tied 
to the original trauma. These “trauma reminders” can lead to behaviors that seem out of place in the 
current situation, but were appropriate—and perhaps even helpful—at the time of the original traumatic 
event. For example:

 A seven-year-old boy whose father and older brother fought physically in front of him becomes 
frantic and tries to separate classmates playfully wrestling on the schoolyard.

 A three-year-old girl who witnessed her father beating her mother clings to her resource mother, 
crying hysterically when her resource parents have a mild dispute in front of her. 

 A nine-year-old girl who was repeatedly abused in the basement of a family friend’s house refuses 
to enter the resource family’s basement playroom.

 A toddler who saw her cousin lying in a pool of blood after a drive-by shooting has a tantrum after 
a bottle of catsup spills on the kitchen !oor.

 A teenager who was abused by her stepfather refuses to go to gym class after meeting the new 
gym teacher who wears the same aftershave as her stepfather.

 A twelve-year-old boy who’d been molested by a man in a Santa Claus suit runs screaming out of 
a YMCA Christmas party.

What happens when a child responds to a trauma reminder?

When faced with a trauma reminder, children may feel frightened, jumpy, angry, or shut down. Their hearts 
may pound or they may freeze in their tracks, just as one might do when confronting an immediate danger. 
Or they may experience physical symptoms such as nausea or dizziness. They may feel inexplicably guilty 
or ashamed or experience a sense of dissociation, as if they are in a dream or outside their own bodies.

Children’s reactions may vary somewhat by age. Preschool children may:

 Feel vulnerable and helpless 

 React very literally and dramatically (e.g., !inching, crying, trying to hide) to concrete reminders 
such as a raised hand or a facial expression

 Exhibit sudden strong emotional outbursts or tantrums

 Have little memory of the traumatic events that they can put into words

 Act out the traumatic events in play

Module 3, Activity 3B
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School-aged children may:

 Exhibit physical symptoms, such as stomachaches or headaches

 Vacillate between being withdrawn and quiet or aggressive and noisy

Teenagers may:

 Respond recklessly, taking more risks or abusing substances

 Limit themselves or withdraw from activities to avoid reminders

 Fear that their strong reactions mean they are “going crazy”

 Feel stigmatized by having gone through traumatic events and may not feel that they can talk 
about them

Sometimes children are aware of their reaction and its connection to the original event. More often, 
however, they are unaware of the root cause of their feelings and may even feel frightened by the intensity 
of their reaction. 

How can I help? 

Children who have experienced trauma may face so many trauma reminders in the course of an ordinary  
day that the whole world seems dangerous, and no adult seems deserving of trust. Child welfare workers 
are in a unique position to help these children recognize safety and begin to trust adults who do indeed 
deserve their trust.

It’s very dif"cult for children in the midst of a reaction to a trauma reminder to calm themselves, 
especially if they do not understand why they are experiencing such intense feelings. Despite 
reassurance, these children may be convinced that danger is imminent or that the “bad thing” is about 
to happen again. It is therefore critical to create as safe an environment as possible. Children who have 
experienced trauma need repeated reassurances of their safety. When a child is experiencing a trauma 
reminder, it is important to state very clearly and speci"cally the reasons why the child is now safe. Each 
time a child copes with a trauma reminder and learns once more that he/she is "nally safe, the world 
becomes a little less dangerous, and other people a little more reliable.

Tips for Helping Children Identify and Cope With Trauma Reminders

 Learn as many specifics as you can of what the child experienced so that you can identify 
when the child is reacting to a reminder. Look for patterns (time of day, month, season, activity, 
location, sounds, sights, smells) that will help you understand when the child is reacting. Help the 
child to recognize these trauma reminders. Sometimes just realizing where a feeling came from 
can help to minimize its intensity.

 Do not force the child into situations that seem to cause unbearable distress. Allow the child to 
avoid the most intense reminders, at least initially, until he or she feels safe and trusts you. 
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 When the child is reacting to a reminder, help him or her to discriminate between past 
experiences and the present one. Calmly point out all the ways in which the current situation 
is different from the past. Part of the way children learn to overcome their powerful responses 
is by distinguishing between the past and the present. They learn, on both an emotional 
(feeling) and cognitive (thinking and understanding) level, that the new experience is different 
from the old one. 

 Provide tools to manage emotional and physical reactions. Deep breathing, meditation, or 
other techniques may help a child to manage emotional and physical reactions to reminders. 
If you are unfamiliar with such techniques, ask a counselor to help.

 Recognize the seriousness of what the child went through, and empathize with his or her 
feelings. Don’t be surprised or impatient if the child continues to react to reminders weeks, 
months, or even years after the events. Help the child to recognize that reactions to trauma 
reminders are normal and not a sign of being out of control, crazy, or weak. Shame about 
reactions can make the experience worse.

 Anticipate that anniversaries of events, holidays, and birthdays may serve as reminders. 

 With the child, identify ways that you can best reassure and comfort during a trauma 
reminder. These might be a look of support, a reassurance of safety, words of comfort, a 
physical gesture, or help in distinguishing between the present and the past.

 Seek professional help if the child’s distress is extreme, or if avoidance of trauma 
reminders is seriously limiting your child’s life or movement forward. 

 Be self-aware. A child’s reaction to a trauma reminder may serve to remind you of something 
bad that happened in your own past. Work to separate your own reactions from those of the 
child.

For more information on the impact of trauma on children,  
visit the National Child Traumatic Stress Network (NCTSN) at www.NCTSN.org.
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Module 3, Activity 3D 

Case Vignette—Andrew 

Child: Andrew
Age: 9 
Point in the Child Welfare System: Child has been in foster care for all of his life. He 
has had approximately six foster home placements, including a failed adoption. The goal 
continues to be adoption. 
Trauma Type: Physical abuse, abuse in foster home, exposure to violence in foster home, 
and repeated moves
Culture/Ethnicity: This child could be of any racial or cultural background. 

Case Exercise 
1. Read aloud the Presenting Situation and Background/History.

2. Read aloud the Evaluation/Assessment section. 

a. Generate ideas about Andrew’s behaviors and responses to the traumatic 
event(s) in his history. Discuss why he may respond in these ways, including how 
these responses may be related to traumatic experiences and ongoing stressors.

b. Think speci"cally about your group’s assigned Essential Element, and identify 
potential areas for intervention for the child welfare worker in this case to 
consider. Be prepared to present at least three ideas to the larger group. 

c. Discuss how your approach to this case might differ if the children’s gender, 
age, or culture was different than the vignette speci"ed, and why.

3. AS TIME ALLOWS: After completing the case analysis of Andrew, discuss cases 
that members of your group have worked with. Apply the three Essential Elements 
we have discussed so far to your discussion. You are encouraged to review and 
integrate relevant parts of the Comprehensive Guide into your discussion. 

Presenting Situation 
Andrew is a 9-year-old boy who is now living in his sixth foster home placement since 
entering state custody at 2-months-old. He and his two older brothers were placed for 
adoption about one year ago, however, that placement was disrupted because all three 
children were too much for the adoptive family to handle. At this time Andrew continues to be 
eligible for adoption and attempts to "nd a permanent home for him are ongoing. 

Andrew’s current foster mother describes this child as very loving, but in need of a lot of love and 
attention. She describes him as having low self-esteem and in need of lots of praise. Andrew’s 
teacher reports that he is at times withdrawn, pessimistic or sad. She also reports that Andrew 
has dif"culty comprehending and completing schoolwork in a variety of academic areas. 
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It sometimes concerns her that he has dif"culty making decisions, lacks creativity, has weak 
study skills and is poorly organized. She stated that Andrew can easily be upset, frustrated, 
or angered in response to environmental changes. She said he sometimes has dif"culty 
controlling and maintaining his behavior and mood. He has a tendency to react negatively 
when faced with changes in everyday activities or routines. 

The foster mother reports having moderate problems with disruptive, impulsive and 
uncontrolled behaviors in Andrew. She said Andrew is sometimes aggressive, argumentative 
and threatening to others. He does sometimes break rules related to cheating, deception or 
stealing. She said she has noticed that he has dif"culty complimenting others and making 
suggestions for improvement in a socially acceptable manner. Like his teacher, the foster 
mother reports that he demonstrates poor expressive and receptive communication skills, 
and has dif"culty seeking out and "nding information on his own. 

On a positive note, Andrew seems to enjoy playing outdoors, riding bikes, being around and 
helping to feed the animals, and playing video games. He is very helpful at home with chores 
and can be a good listener. He is very outgoing and full of energy.

Background/History
At the age of one month Andrew was placed in custody based on allegations of severe child 
abuse in the form of multiple skull fractures. Andrew and his two older siblings were placed 
with relatives, but they were later removed to a foster home.

Prior to this incident there were other reports of neglect. CPS records revealed that on one 
occasion the mother failed to give Andrew and his siblings baths and that she did not feed 
them. There were also reports that the children had scabs and the mother picked them until 
they bled. Homemaker services were put in place. 

In subsequent reports there were allegations that the family was living in inadequate housing 
with no running water. There was also a report that the father spanked the oldest child, 
placed him in a dark room at night and locked the door. It was further alleged that the oldest 
child had a black eye as a result of this spanking. When the parents were confronted, they 
adamantly denied the abuse. The family later moved out of state.

There is concern that Andrew has above average knowledge of sex. It is suspected that he 
may have witnessed sexual activity, been a victim of sexual abuse or a participant in sexual 
behaviors with his brothers. He has stated that his brothers have “touched each other’s 
private parts.” The current foster mother does not report any sexual acting out. 
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Andrew is in the 2nd grade. He is in resource classes and continues to be tested to assure his 
educational needs are being met. He has a dif"cult time with reading, spelling and language 
comprehension. He is strong in math. Testing indicates the presence of a learning disability. 

Upon entering foster care Andrew lived with his paternal grandmother for one month. He was 
then placed in his "rst foster home. Three attempts were made at reunifying Andrew and 
his two older brothers with his birth mother but this proved unsuccessful. Andrew and his 
siblings lived in their "rst foster home for about seven years. 

In the last two years, the children have had four additional placement changes, sometimes 
together and sometimes separately, as well as a disrupted adoptive placement. Each of 
the placement changes and disruptions were due to the behaviors of the children. After the 
adoptive placement was disrupted, all three children went to separate foster homes where 
they currently reside. Given the young age at which he was placed with his "rst family of 
seven years, Andrew came to view them as his parents. 

It was discovered that he witnessed domestic violence on a regular basis while in this 
foster home. The severity of the abuse he witnessed is not clear. It was learned that the 
punishments he received in this home were overly severe. There were some reports of child-
on-child sexual abuse in this home. 

The children’s parents’ rights were terminated in 2002. Andrew is aware that he is free to be 
adopted. He does not fully understand all the concepts of adoption but understands that the 
goal is permanence. 

Evaluation/Assessment 
Andrew is described as a very loving and openly affectionate child but is often quick to put others 
down to make himself look better. He can get “wound up” quickly and either throw, stomp, or 
slam doors if he is told to do something he does not want to do. He requires lots of praise. 

Andrew can sometimes function well in a family, being agreeable at times with picking up his 
toys and other chores. It is reported that he occasionally has nightmares and will frequently 
talk in his sleep.

Currently the child is in speech therapy at school. While he can be mostly understood, he 
has dif"culty expressing his thoughts and using words correctly. He speaks loudly. Andrew 
has had individual and group therapy with his siblings in the past. So far, Andrew has 
been in eight different schools. Recent psychoeducational testing indicated that Andrew 
demonstrates the warmth and neediness of a young child and that he has signs of ADHD, 
anxiety, and depression.
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Module 3, Activity 3E; Follow-Up Activity

Sample Letter: Evaluation of Action Plans

(To be placed on county letterhead and distributed to training participants IF county personnel 
or training staff are following up with participants on their action plans after training)

(Date)

Dear Training Participant: 

(Insert name of county) has begun a process of evaluating Trauma-Informed Child Welfare 
Practice training in order to improve its effectiveness and relevance to your needs. To do 
that, we need your help. As part of the evaluation you will be asked to complete a participant 
Action Planning process before leaving the training today. Throughout the day you will be 
given worksheets for the Essential Elements of trauma-informed practice. Each sheet will 
have several strategies you could use in practice with children and families with trauma 
involvement. We will be asking you to check off the strategies you are most interested in 
implementing on these worksheets. At the end of the day you will be asked to choose three 
strategies from these worksheets for your "nal Action Plan. These will be the strategies you 
feel you can commit to implementing in your practice. (Insert name of county) (or other) 
staff will be contacting you x months after training to talk about what changes you were 
able to make as a result of your participation in this training and Action Plan. They will also 
be asking for information about facilitators and barriers that you experienced and general 
feedback on the course.

This evaluation has two purposes: 

1. To see if the training has been effective in getting its points across and increasing 
the groups’ knowledge of trauma-informed practice strategies for child welfare; and 

2. To get feedback about transfer of knowledge to practice.

Our purpose is to evaluate training, NOT the individuals participating in the training.

In order to conduct a follow-up interview with you we will need your contact information. We 
are asking that you put your name and telephone number/extension on your "nal Action Plan 
form. Individual information will only be used to reach you for a follow-up interview. Once 
this is done, your individual responses will be combined into categories with like responses, 
and only category information will be reported. Occasionally, it is helpful to make a point 
to include a speci"c quote or example from the interviews. If this is done no identifying 
information will be attached to the quote. Identifying information includes not just your name 
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but any information (e.g., job title) that applies only to you and could identify you. (If the 
county wants, they could also have the interviewer ask permission during the interview 
to use any especially good examples or quotes. If they do, add: “If the interviewer would 
like to use a quote or example that you have provided, he or she will ask your permission 
during the interview.”) 

Your help with this evaluation process is greatly appreciated. Your feedback will be 
instrumental in helping to improve training for future participants and our knowledge of 
effective practice strategies for children and families experiencing trauma. If you have any 
questions about the evaluation or how the data you provide will be used, please contact  
                                           ; by e-mail at                                      , or by telephone 
at                                      .

Sincerely,

(Name here)
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Module 3, Activity 3E

Bringing It Back to Work: 
Essential Elements 1, 2, and 3

 
 
ESSENTIAL ELEMENT 1 
Maximize the child’s sense of safety.

What can help? (Put an “X” in up to three boxes next to the ideas you think you would MOST 
like to emphasize in your daily child welfare practice.)

 At least "ve times in the next three months, when facilitating the placement of 
children, I will ask speci"cally about any worries that they have about being safe, 
and reassure them with information about how they are being kept safe. 

 Over the next three months, I will review my caseload and identify at least three 
children who may have concerns about safety. Over a three month period, each 
time I see these children, I will reassure them of their safety by telling them 
concretely how they are being kept safe in their current situation. I will do this even 
when safety issues do not arise during my visit with the child.

 Over the next three months, I will review my caseload and identify at least three 
children who have trauma histories and identify ways in which adults in their life 
protect them. I will review these points each time I meet with these children during 
this three month period.

 Over the next three months and for all of the children and caregivers on my 
caseload, I will describe in advance how the child will interact with child placement 
and/or legal systems. For each of these families, I will review this process each 
time we meet during this three-month period.

 Over the next three months, I will review my caseload and identify at least three 
children with a trauma history and assess their perception of risk in their current 
situation. For each of these children, I will develop a plan together with the child 
and caregiver to ensure physical safety. I will review this plan each time I meet with 
them during this three-month period.

1
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ESSENTIAL ELEMENT 2 
Assist children in reducing overwhelming emotion.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 Over the next three months, I will provide basic information about coping skills 
via handouts/pamphlets to three children and caregivers who request it, and also 
select three additional children and caregivers on my caseload who may bene"t 
from it (and give them copies of the handouts/pamphlets on coping skills).

 Over the next three months, I will inform all prospective foster parents of any 
applicable trauma history of potential foster children, while simultaneously 
respecting the child(ren)’s con"dentiality.

 Over the next three months, I will review my caseload at least once per month 
and identify any child(ren) requiring a mental health referral. Every time I identify 
a child requiring a mental health referral, I will refer the identi"ed child(ren) 
to psychotherapists, for the purpose of helping the children manage their 
emotions. After each of these children begins therapy and each time I meet with 
these children over the next three months, I will check in with them about their 
experience of therapy, including what they "nd useful about it, and what they think 
could be different about it.

 Over the next three months, I will review my caseload and identify three children 
who need assistance in reducing overwhelming emotions. Each time I see these 
children over the next three months, I will use pictorial or other aids to help the 
child to identify and label his or her emotions. As I do this, I will offer verbal 
reassurance that experiencing emotions is normal and understandable.

 Over the next three months, I will review my caseload and identify three families 
who are struggling with strong emotions. I will provide these children and 
caregivers with strategies for coping with strong emotions, such as relaxation 
techniques, meditation, dance, art, music, yoga, non-contact sports, and other 
types of physical exercise. Each time we meet over the next three months, I will 
ask them if they are using these coping skills, and if so, which ones they found 
helpful.

 Over the next three months, I will review my caseload and identify three children 
with trauma histories and recommend to their caregivers trauma-focused therapies 

2
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for the child and family that are evidence-based. I will share information about 
empirically supported treatments and promising practices from the NCTSN website 
(also in Supplemental Handouts section). Each time I meet with these caregivers 
over the next three months, I will ask them if they have questions about trauma-
focused therapies.

 At least once in the next three months, I will recommend to my supervisor (and 
others as appropriate) that our agency provide specialized trauma-informed training 
for foster parents, so that foster parents may increase the knowledge and develop 
the skills to address the behaviors and emotional needs of traumatized children in 
care.

 At least once in the next three months, I will review my caseload and identify at 
least three foster parents who are caring for traumatized children. I will provide 
them with information about the links between trauma reminders and the 
overwhelming emotions children may experience. Each time I meet with these 
foster parents over the next three months, I will ask them about any responses the 
child may be having to trauma reminders.

 
ESSENTIAL ELEMENT 3 
Help children make new meaning of their trauma history and 
current experiences. 

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 Over the next three months, I will interview all new children, their parents/
caregivers, and other extended family and community members connected to the 
new children on my caseload, using open-ended questions and active listening 
skills to obtain a thorough trauma history.

 On a monthly basis over the next three months, I will review my caseload and 
identify at least one child with a trauma history. For each of these children, I will 
show a sample copy of a Life Book created by a child which includes references to 
trauma, while simultaneously respecting the child’s con"dentiality.

 Over the next three months and with at least three families on my caseload, if 
removal of a child from their home of origin is necessary, I will review with the 
child(ren) and families the reasons for removal, referencing federal and state 
guidelines.

3
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 Over the next three months, I will review my caseload and select three children for 
whom I will identify speci"c and observable changes that I see in the child(ren)’s 
responses to their trauma histories.

 On a monthly basis over the next three months, I will review my caseload and 
identify three children who would bene"t from trauma-speci"c mental health 
services. I will then immediately make the referrals on their behalf to trauma-
speci"c mental health services. Each time I meet with them over the next three 
months I will check in with them about how treatment is going.

 At least once over the next three months, I will review my caseload and identify 
school-aged children and adolescents who are engaged in the “trauma narrative” 
component of their therapy. During this three-month period, I will check in with 
them about how it is going.
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Module 3, Activity 3F

Child Welfare Trauma Training Toolkit 
Training Evaluation (Day 1)

DAY 1: 8:30 AM – 4:15 PM

What best describes the organization you represent at this training? (check one):

 Child Welfare   Mental Health   County    Other Government Agency  
 Non-Governmental Agency   Consultant   Other (explain):                                      

Job Title:                                                                                                                           

Please indicate your rating in the categories below by marking the appropriate number,  
using a scale of 1 (low/not covered within the presentation) through 5 (high/clearly covered in 
the presentation).

ASSESS YOUR TRAINER(S) Low High

Level of knowledge in content area. 1 2 3 4 5

Trainer(s) were effective and helpful. 1 2 3 4 5

Level of consistency between content and 
objectives.

1 2 3 4 5

ASSESS EACH INDIVIDUAL LEARNING OBJECTIVE 

Participants will be able to understand the term 
“child traumatic stress” and know what types of 
experiences constitute childhood trauma.

1 2 3 4 5

Participants will be able to de"ne the Essential 
Elements of Trauma-Informed Child Welfare Practice.

1 2 3 4 5

Participants will be able to understand the 
relationship between a child’s lifetime trauma 
history and his/her behaviors and responses.

1 2 3 4 5

Participants will be able to identify coping responses, 
strengths, and protective factors that promote 
positive adjustment among traumatized children.

1 2 3 4 5
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ASSESS WHAT YOU HAVE LEARNED Low High

I have better knowledge upon which to base my 
decisions and actions.

1 2 3 4 5

This training has met my expectations. 1 2 3 4 5

ASSESS YOUR SATISFACTION WITH THE  
OVERALL PROGRAM

CONTENT

Appropriate for intended audience. 1 2 3 4 5

I am satis"ed with the level of practical knowledge 
and skills presented at this training.

1 2 3 4 5

TEACHING METHODS

Visual aids, handouts, and oral presentations 
clari"ed content.

1 2 3 4 5

Appropriate for subject matter. 1 2 3 4 5

FACILITY

Was adequate and appropriate for session. 1 2 3 4 5

LOGISTICS

I learned about the training with adequate time to 
plan my attendance.

1 2 3 4 5

Registration was easy and straightforward. 1 2 3 4 5

Overall, I would rate Day 1 of this training as:    Excellent    Good    Average    Poor
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Module 4, Activity 4D

Example of NCTSN Fact Sheet 
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Module 4, Activity 4D

Questions to Ask Mental Health Providers

1. Does the individual/agency that provides therapy conduct a comprehensive trauma 
assessment?

 What speci"c standardized measures are given?

 What did your assessment show?

 What were some of the major strengths and/or areas of concern?

2. Is the clinician/agency familiar with evidenced-based treatment models?

3. Have clinicians had speci"c training in an evidenced-based model (when, where, by 
whom, how much)?

4. Does the individual/agency provide ongoing clinical supervision and consultation to its 
staff, including how model "delity is monitored? 

5. Which approach(es) does the clinician/agency use with children and families? 

6. How are parent support, conjoint therapy, parent training, and/or psychoeducation 
offered?

7. Which techniques are used for assisting with the following: 

 Building a strong therapeutic relationship 

 Affect expression and regulation skills

 Anxiety management

 Relaxation skills

 Cognitive processing/reframing

 Construction of a coherent trauma narrative

 Strategies that allow exposure to traumatic memories and feelings in tolerable doses 
so that they can be mastered and integrated into the child’s experience

 Personal safety/empowerment activities

 Resiliency and closure

8. How are cultural competency and special needs issues addressed?

9. Is the clinician or agency willing to participate in the multidisciplinary team (MDT) 
meetings and in the court process, as appropriate?





1Child Welfare Trauma Training Toolkit: Treatments | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

Module 4, Activity 4D

Empirically Supported Treatments 
and Promising Practices

The approaches listed in the Supplemental Handouts section are interventions being 
implemented by centers within the National Child Traumatic Stress Network. Please note 
that these interventions do not represent all relevant practices available for treating child 
traumatic stress. You can obtain additional information, and the ef"cacy ratings of these 
treatments, by visiting:

 The National Child Traumatic Stress Network Empirically Supported Treatments and 
Promising Practices webpage at http://www.nctsnet.org/nccts/nav.do?pid=ctr_top_
trmnt_prom 

 The California Evidence-Based Clearinghouse for Child Welfare at http://www.
cachildwelfareclearinghouse.org.  

List of practices:

 Abuse-Focused Cognitive Behavioral Therapy for Child Physical Abuse (AF-CBT)
 Adapted Dialectical Behavior Therapy for Special Populations (DBT-SP)
 Assessment-Based Treatment for Traumatized Children: Trauma Assessment 

Pathway (TAP)
 Attachment, Self-Regulation, and Competence (ARC): A Comprehensive Framework 

for Intervention with Complexly Traumatized Youth
 Child Adult Relationship Enhancement (CARE)
 Child Development-Community Policing Program (CDCP)
 Child-Parent Psychotherapy (CPP)
 Cognitive Behavioral Intervention for Trauma in Schools (CBITS)
 Combined Parent Child Cognitive-Behavioral Approach for Children and Families At-

Risk for Child Physical Abuse
 Community Outreach Program – Esperanza (COPE)
 Culturally Modi"ed Trauma-Focused Treatment (CM-TFT)
 International Family Adult and Child Enhancement Services (IFACES)
 Group Treatment for Children Affected by Domestic Violence
 Honoring Children, Making Relatives
 Honoring Children, Mending the Circle
 Honoring Children, Respectful Ways
 Integrative Treatment of Complex Trauma (ITCT)
 Multimodality Trauma Treatment – Trauma-focused Coping (MMTT)
 Parent-Child Interaction Therapy (PCIT)
 Real Life Heroes
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 Safe Harbor Program
 Safety, Mentoring, Advocacy, Recovery, and Treatment (SMART)
 Sanctuary Model
 Streetwork Project
 Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS)
 Trauma Affect Regulation: Guidelines for Education and Therapy for Adolescents 

and Pre-Adolescents (TARGET-A)
 Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)
 Trauma-Focused Cognitive Behavioral Therapy for Childhood Traumatic Grief (TF-

CBT-CTG)
 Trauma Grief Component Therapy for Adolescents (TGCT-A)
 Trauma Systems Therapy (TST)
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Trauma-Informed Bingo

Can name three 
components 
of trauma-
informed, 
evidence-based 
treatment.

Knows of a 
person or 
agency that 
specializes in 
tx for kids and 
families who’ve 
experienced DV.

Works in the 
same county as 
you.

Feels they 
work best with 
adolescents.

Can name one 
standardized, 
clinical measure 
used to assess 
child traumatic 
stress.

Speaks a 
second language 
!uently.

Currently 
working w/ a 
child who could 
bene"t from 
trauma-informed 
therapy. 

Can name the 4 
key categories 
of symptoms 
for a PTSD 
diagnosis.

Did something 
last night to take 
care or him/
herself after the 
long, intense day 
of training.

Is bi-cultural.

Can name 
three ideas 
to promote 
psychological 
safety for 
children 
with trauma 
histories.

Can de"ne 
“evidence-based 
treatment.”

Knows of an 
agency or 
person that 
specializes in tx 
for child sexual 
abuse.

Participates 
as part of a 
multidisciplinary 
team (MDT, CAC 
or other) that 
coordinates 
services.

Works in a 
treatment 
agency that 
provides 
evidence-based 
assessment and 
treatment.

Is familiar 
with TF-CBT 
or another 
evidence-based 
treatment for 
trauma.

Will be training 
professionals 
or resource 
parents about 
child trauma-
informed child 
welfare practice.

Has made a 
referral for a 
client in need 
of immediate 
stabilization.

Can de"ne the 
term “complex 
trauma.”

Is new to 
(less than 2 
years) work 
with children 
with traumatic 
stress.

Has worked with 
children with 
traumatic stress 
for more than 
10 years.

Regularly 
participates in 
an activity they 
enjoy that helps 
to reduce or 
mitigate stress. 

Without looking 
at notes, can 
name 5 of the 
9 Essential 
Elements!

Can de"ne 
“secondary 
adversity.”

Knows a great 
visualization 
or relaxation 
exercise they 
could share with 
you.

Created by Miriam Wolf, MS, LCSW. Used with permission.

Module 4, Activity 4E
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Module 4, Activity 4F 

Definitions of Different Trauma Types

1. Sexual Abuse or Assault 

 NOTE: If perpetrator is in a caretaking role for youth, event is classified as 
sexual abuse. Sexual contact/exposure by others (i.e., non-caretakers) is 
classified as sexual assault/rape.

 Actual or attempted sexual contact (e.g., fondling; genital contact; penetration, 
etc.) and/or exposure to age-inappropriate sexual material or environments (e.g., 
print, internet or broadcast pornography; witnessing of adult sexual activity) by an 
adult to a minor child.

 Sexual exploitation of a minor child by an adult for the sexual grati"cation or 
"nancial bene"t of the perpetrator (e.g., prostitution; pornography; orchestration of 
sexual contact between two or more minor children).

 Unwanted or coercive sexual contact or exposure between two or more minors.

2. Physical Abuse or Assault

 NOTE: If perpetrator is in a caretaking role for youth, event is classified as 
physical abuse. Sexual contact/exposure by others (i.e., non-caretakers) is 
classified as physical assault.

 Actual or attempted in!iction of physical pain (e.g., stabbings; bruising; burns; 
suffocation) by an adult, another child, or group of children to a minor child with 
or without use of an object or weapon and including use of severe corporeal 
punishment.

 Does not include rough and tumble play or developmentally normative "ghting 
between siblings or peers of similar age and physical capacity (e.g., assault of a 
physically disabled child by a non-disabled same-aged peer would be included in 
this category of trauma exposure).

3. Emotional Abuse/Psychological Maltreatment

 Acts of commission against a minor child, other than physical or sexual abuse, 
that caused or could have caused conduct, cognitive, affective or other mental 
disturbance. These acts include:

a. Verbal abuse (e.g., insults; debasement; threats of violence)
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b. Emotional abuse (e.g., bullying; terrorizing; coercive control)

c. Excessive demands on a child’s performance (e.g., scholastic; athletic; 
musical; pageantry) that may lead to negative self-image and disturbed 
behavior

 Acts of omission against a minor child that caused or could have caused conduct, 
cognitive, affective or other mental disturbance. These include:

a. Emotional neglect (e.g., shunning; withdrawal of love)

b. Intentional social deprivation (e.g., isolation; enforced separation from a 
parent, caregiver or other close family member)

4. Neglect

 Failure by the child victim’s caretaker(s) to provide needed, age-appropriate care 
although "nancially able to do so, or offered "nancial or other means to do so. 
Includes:

a. Physical neglect (e.g., deprivation of food, clothing, shelter)

b. Medical neglect (e.g., failure to provide child victim with access to needed 
medical or mental health treatments and services; failure to consistently 
disperse or administer prescribed medications or treatments (e.g., insulin shots)

c. Educational neglect (e.g., withholding child victim from school; failure to attend 
to special educational needs; truancy)

5. Serious Accident or Illness/Medical Procedure

 UNINTENTIONAL injury or accident such as car accident, house "re, serious 
playground injury, or accidental fall down stairs (accident caused intentionally by 
another would be classi"ed as Physical Abuse or Assault). 

 Having a physical illness or experiencing medical procedures that are extremely 
painful and/or life threatening. Examples of illnesses include AIDS or cancer. Medical 
procedures include changing burn dressings or undergoing chemotherapy, etc. 

6. Witness to Domestic Violence

 Exposure to emotional abuse, actual/attempted physical or sexual assault, or 
aggressive control perpetrated between a parent/caretaker and another adult in 
the child victim’s home environment.
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 Exposure to any of the above acts perpetrated by an adolescent against one or 
more adults (e.g., parents, grandparent) in the child victim’s home environment.

7. Victim/Witness to Community Violence

 Extreme violence in the community (i.e., neighborhood violence). Includes exposure 
to gang-related violence (e.g., drive-by-shootings).

8. School Violence

 Violence that occurs in a school setting. It includes, but is not limited to, school 
shootings, bullying, interpersonal violence among classmates, classmate suicide. 

9. Natural or Manmade Disasters

 Major accident or disaster that is an unintentional result of a manmade or natural 
event (e.g., tornado, nuclear reactor explosion). 

 Does NOT include disasters that are intentionally caused (e.g., Oklahoma City 
Bombing, bridge collapsing due to intentional damage), which would be classi"ed 
as acts of terrorism/political violence. 

10. Forced Displacement

 Forced relocation to a new home due to political reasons. Generally includes 
political asylees or immigrants !eeing political persecution. Refugees or political 
asylees who were forced to move and were exposed to war may be classi"ed here 
and also under war/terrorism/political violence.

11. War/Terrorism/Political Violence

 Exposure to acts of war/terrorism/political violence. Includes U.S. incidents such 
as the Oklahoma City bombing, the 9/11 attacks, or anthrax deaths. Includes 
incidents outside of the U.S. such as bombing, shooting, looting, or accidents that 
are a result of terrorist activity (e.g., bridge collapsing due to intentional damage, 
hostages who are injured during captivity). Includes actions of individuals acting in 
isolation (i.e., sniper attacks, school shootings) if they are considered political in 
nature.
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12. Victim/Witness to Extreme Personal/Interpersonal Violence

 Includes extreme violence by or between individuals that has not been reported 
elsewhere (hence, if the child witnessed domestic violence, this should be 
recorded as Witness to Domestic Violence and NOT repeated here).

 Intended to include exposure to homicide, suicide and other similar extreme events.

13. Traumatic Grief/Separation

 Death of a parent, primary caretaker or sibling.

 Abrupt, unexpected, accidental or premature death or homicide of a close friend, 
family member, or other close relative.

 Abrupt, unexplained and/or inde"nite separation from a parent, primary caretaker, 
or sibling due to circumstances beyond the child victim’s control (e.g., contentious 
divorce, parental incarceration, or parental hospitalization). Does not include 
placement in foster care.

14. System-Induced Trauma

 Traumatic removal from the home, traumatic foster placement, sibling separation, 
or multiple placements in a short amount of time.
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Module 4, Activity 4G 

Case Vignette—Joshua

Child: Joshua
Age: 12
Point in Child Welfare System: Moved into family placement as part of foster care plan, is at 
risk of disruption
Trauma Type: Early neglect, physical abuse, possible sexual abuse, parental drug abuse, and 
abandonment
Culture/Ethnicity: Caucasian

Case Exercise 
1. Read aloud the Presenting Situation section. On !ip chart paper (use as many 

sheets as you need), record what you know about:

a. Joshua’s trauma history

b. Joshua’s areas of strength or resilience

c. Domains of functioning in which Joshua is having dif"culty

2. Read aloud the Background/History section.

a. Add to the list of potentially traumatic events, or other experiences with 
separation, loss, and/or placement disruption.

3. Read aloud the Evaluation/Assessment section.

a. What other information do you need about the child’s history?

b. Identify list of potential areas for assessment, case management, and planning 
next steps.

c. Make predictions about short-term and long-term outcome for this child and 
how a child welfare worker could modify this outcome.

You will have approximately 30 minutes for your discussion. Please take notes on the !ip 
chart paper throughout your discussion, as your group will be asked to report back to the 
larger group on one of the questions in Section 3 (i.e., 3a, 3b, or 3c above). 

Presenting Situation
Joshua has been in placement with his grandmother for several months. His behavior has 
been on the decline since his middle sibling was recently placed in the home with him. He 
was strongly reactive to any signs that his sister was receiving more attention than he was. 
He becomes easily angered by his sister, stating in therapy that being around her is like “all 
this old stuff coming back again.” His moods shift from constricted to volatile, with frequent 
angry outbursts, verbal and physical aggression toward family members, and multiple signs 
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of arousal (e.g., dif"culty sleeping, impaired concentration, edginess and irritability). He was 
recently diagnosed with oppositional de"ant disorder and ADHD.

His grandmother, who has her own history of childhood trauma, has become more depressed 
and overwhelmed by his emotional outbursts and she has had dif"culty providing consistent 
caretaking to either of the children. Child Protective Services (CPS) has become re-involved 
and a move to a more intensive level of care for Joshua is being considered.

Background/History
When Joshua was 18 months old, a neighbor became concerned that Joshua was often 
dirty, hungry and he did not seem to be thriving. There had also been several instances of 
poor supervision and the parents were considered “hostile” toward Joshua. Eventually, CPS 
became involved with the family, but there was never enough evidence to remove Joshua 
from his home. Joshua also had a younger sister, Lisa, who was six months old at this time. 

When initially interviewed by CPS the mother acknowledged that she was under tremendous 
stress due to an often violent relationship with her husband. She admitted that caring for 
Joshua was dif"cult because he was often irritable and rejecting of her attempts to console 
him. At other times, he was very restless and clingy toward the mother, especially when the 
father was present. She also said Joshua was “slow to develop.”

The mother admitted that she and her husband had a history of drug and alcohol abuse, 
although she denied any current problems with either. A service plan, including parenting 
classes, was put in place for the family and they were followed for about six months. Joshua 
and his family appeared more stable and services were terminated. Within a couple of years, 
a third child was born. Joshua’s parents continued to have a chaotic relationship and their 
drug use continued.

At the age of 11, Joshua showed his school guidance counselor some bruises, stating that 
his father had hurt him and that he didn’t want to go home anymore. Joshua and his two 
siblings were removed that day.

Once in foster care, all three children indicated that Joshua had been a target for abuse in 
the home, with each parent aligning with one of the other siblings. Joshua was frequently 
restricted to his room, and both of his parents made statements blaming him for the family’s 
problems. Joshua reports that he purposefully made himself a target to protect his younger 
siblings from being hurt. Based on the children’s statements, their father was charged and 
criminally prosecuted for assault and battery against his two older children.
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After their removal from the home, the three siblings were separated. After court proceedings 
terminated parental rights, the youngest was placed in a pre-adoptive foster home, and the 
two oldest were placed in different relatives’ homes. Joshua was initially withdrawn and quiet 
after removal and placement with his maternal grandmother. He spent long periods alone 
in his room and created an inner world that he worked hard to hide from his grandmother. 
Although he was polite and cooperative with adults, he had dif"culty with peers and was 
unable to stay interested in activities.

Despite testing which indicated that he had an above average IQ with no evidence of 
a learning disability, Joshua consistently received failing grades in his classes, due in 
large part to a refusal to complete homework assignments. Joshua also had repeated 
psychosomatic complaints but numerous tests ruled out a physical cause. At night, Joshua 
surrounded himself with stuffed animals, stating that they made him feel safer.

Evaluation/Assessment
As a school-age child within his biological family, Joshua began to be blamed for all the 
family’s problems. Joshua’s mother, in particular, expected the child to clean up after his 
younger siblings and he was deprived of food if he did not meet the expectations of his 
parents. He was constantly told that he was “bad” and a “problem for the family.” Joshua’s 
parents often had drug parties and Joshua was forced to stay awake to “take care” of their 
guests. His younger siblings would often misbehave to get attention and many times they 
would complain of being hungry. They were often sleep deprived due to the all night partying.

Around this same time, Joshua’s teacher reported constant absenteeism. The teacher stated 
that Joshua’s behavior would range from very aggressive with adults and other children, 
to uncontrollable crying and tantrums. During a meeting with the school, Joshua’s parents 
stated that Joshua always causes problems, and that he would be “punished” at home.

Within the next few years, Joshua would begin to feel so desperate about his situation that 
he began to plead with his teacher daily not to send bad reports home. From the age of 8, 
Joshua was not only locked in dark closets for hours at a time for being bad, he was also 
forced to watch his biological father fondle the youngest sibling. 

At the age of 11, Joshua showed his school guidance counselor some bruises, stating that 
his father had hurt him and that he didn’t want to go home anymore. Joshua and his two 
siblings were removed that day. Although multiple reports had been made to protective 
services over the years, there had never been suf"cient evidence to remove the children 
because neither Joshua nor his siblings had been willing to speak with authorities. 
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Following their removal from the home, the children described: frequent "ghts in which their 
parents screamed and threw things; unpredictable violence by their father, including his 
hitting them with a miniature baseball bat; being isolated and denied food and water for over 
a day at a time; and ongoing substance use by both parents.
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Module 4, Activity 4H

Bringing It Back to Work: 
Essential Elements 4, 5, and 6

 
ESSENTIAL ELEMENT 4 
Address the impact of trauma and subsequent changes in the 
child’s behavior, development, and relationships.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 On a monthly basis over the next three months, I will ask at least "ve families at 
each point of contact whether the child has been experiencing signs of trauma 
such as nightmares, bedwetting, emotional outbursts, or changes in behavior or 
apparent developmental level at home or at school. I will ask both the child and 
the caregivers about these signs at least once per month.

 Over the next three months, when a caregiver expresses concern with a child’s 
behavior that appears related to a trauma history, I will help the caregiver to 
understand the child’s conduct in a non-judgmental way and provide ideas for 
coping strategies. 

 Over the next three months, each time I learn of a behavioral indicator of trauma in 
a child, I will immediately take steps to assess the issue, making referrals to other 
professionals as needed. I will work with caregivers and education providers to 
ensure that they provide supportive interventions to the child to prevent secondary 
effects.

 Over the next three months, I will review my caseload and identify three children 
with trauma histories who are struggling with behavioral issues. I will remind 
their caregivers and other care providers that visible behavior problems can be 
a symptom of trauma rather than a sign of bad character. This does not relieve 
children from responsibility for their behavior, but may support more constructive 
choices. I will review this point with the children and caregivers each time I see 
them over this three-month period.

 Over the next three months, I will review my caseload and select three children 
for whom it would be appropriate to address the secondary impact of trauma 
on behavior, development, and relationships. Over the next three months, I will 
work together with these children and families to develop a plan to address the 

4
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secondary impact of trauma on behavior, development and relationships, and 
develop a list of providers to contact. 

 Over the next three months, I will review my caseload and identify at least three 
children for whom a referral to an evidence-based, intensive behavioral intervention 
would be necessary or appropriate [such as such as Parent-Child Interaction 
Therapy (PCIT) or Child Parent Psychotherapy (CPP)]. I will then immediately make 
the referral. Each time I meet with the child and family over the next three months, 
I will ask them if they are participating in therapy and check in with them about 
how it is going.

 Over the next three months, I will review my caseload and identify at least two 
children for whom an intervention with health, mental health and education 
providers is necessary to help the providers understand and respond to the 
secondary effects of trauma. During this three-month period, I will immediately 
contact the health, mental health and education providers, provide information 
about the secondary effects of trauma, and discuss strategies for how they can 
constructively intervene to support traumatized children. Each time I meet with the 
children over the next three months, I will ask them if they are meeting with health, 
mental health and education providers and check in with them about how it is 
going.

 
 
ESSENTIAL ELEMENT 5 
Coordinate services with other agencies.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 At least two times in the next three months, I will talk to my supervisor (or other 
relevant parties) about organizing quarterly meetings with other providers, including 
community-based service providers, to discuss common cases (while respecting 
con"dentiality) and to develop a trauma-informed “common language” and shared 
framework regarding child traumatic stress.

 For at least three children on my caseload over the next three months, I will 
promote continuity in helping relationships for the child and family by making at 
least two calls for each child to other service providers involved with the family and 
checking in about the child’s progress.

5
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 At least two times in the next three months, I will talk to my supervisor (or other 
relevant parties) about establishing interagency coordination agreements.

 At least two times in the next three months, I will talk to my supervisor (or other 
relevant parties) about establishing and working with interagency, multidisciplinary 
teams.

 Over the next three months, I will call health and mental health providers involved 
with at least three children on my caseload and enlist the providers as trauma-
informed team members in care plans for children and families. I will invite them to 
relevant meetings or case conferences during this three-month period.

ESSENTIAL ELEMENT 6 
Utilize comprehensive assessment of the child’s trauma 
experiences and their impact on the child’s development  
and behavior to guide services.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 Over the next three months, I will review my caseload and identify at least three 
children to refer to a trauma-informed mental health provider who is knowledgeable 
about assessment instruments appropriate for assessing trauma (see section in 
Comprehensive Guide titled “Putting It Together: Working with Providers Who Deliver 
Trauma-Informed Care”). Each time I meet with these children over the next three 
months, I will ask them if they have participated in such an assessment, and if so, 
whether or not they have received any feedback.

 Over the next three months, I will develop a list for at least three children on my 
caseload (with a trauma history) of available social supports within the community, 
including friends, family and community agencies with experience treating trauma.

 For at least three new cases over the next three months, I will utilize other 
available resources to gain a full picture of experiences and trauma symptoms. 
During this time period, I will review the children’s records, conduct collateral 
interviews with other individuals in the children’s lives (including relatives, 
community members, and/or educators), and when appropriate, interview the 
children. 

 At initial contact with at least three families over the next three months, I will 
take a careful trauma history by utilizing the Child Welfare Trauma Referral Tool to 
identify any urgent trauma-related concerns and to determine if they need a mental 

6
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health referral (including a possible referral to trauma-speci"c mental health 
treatment). If a mental health referral is warranted, I will immediately facilitate 
the referral process for the respective child(ren) in order to 1) provide further 
assessment and trauma care as soon as possible, and 2) contribute to preventing 
secondary effects that might arise due to delays in getting children the mental 
health services they need.

 Over the next three months, I will interview at least three therapists or agencies to 
determine which ones have the best preparation to deliver therapy to traumatized 
children. I will then develop a list of trauma-informed providers from my results, 
which I will share with the other child welfare staff on my unit, including my 
supervisor.
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The Invisible Suitcase: 
Behavioral Challenges of  
Traumatized Children

Module 5, Activity 5C

The Invisible Suitcase 

Children who enter the foster care system typically arrive with at least a few personal belongings: clothes, 
toys, pictures, etc. But many also arrive with another piece of baggage, one that they are not even aware 
they have: an “invisible suitcase” "lled with the beliefs they have about themselves, the people who care 
for them, and the world in general.

For children who have experienced trauma—particularly the abuse and neglect that leads to foster care— 
the invisible suitcase is often filled with overwhelming negative beliefs and expectations. Beliefs not 
only about themselves . . . 

 I am worthless.

 I am always in danger of being hurt or overwhelmed.

 I am powerless.

But also about you as a caregiver . . . 

 You are unresponsive.

 You are unreliable.

 You are, or will be, threatening, dangerous, rejecting.

You didn’t create the invisible suitcase, and the beliefs inside aren’t personally about you. But 
understanding its contents is critical to your helping your child to overcome the effects of trauma and 
establish healthy relationships.

The Invisible Suitcase and Behavior

The negative beliefs and expectations that "ll the invisible suitcase permeate every aspect of a child’s 
life. Children who have been through trauma take their invisible suitcases with them to school, into the 
community, everywhere they go. They have learned through painful experience that it is not safe to trust 
or believe in others, and that is it best not to give relationships a chance.

As a result, children who have experienced trauma often exhibit extremely challenging behaviors and 
reactions that can be overwhelming for resource parents. These problems may include aggression, 
outbursts of anger, trouble sleeping, and dif"culty concentrating. Very often, the behavior problems that 
are the most dif"cult to handle—those that may even threaten the child’s placement in your home—come 
from the invisible suitcase and its impact on relationships. One way of understanding why this happens is 
the concept of reenactment.

Reenactment is the habit of recreating old relationships with new people. Reenactments are behaviors 
that evoke in caregivers some of the same reactions that traumatized children experienced with other 
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adults, and so lead to familiar—albeit negative—interactions. Just as traumatized children’s’ sense of 
themselves and others is often negative and hopeless, their reenactment behaviors can cause the new 
adults in their lives to feel negative and hopeless about the child.

Why Do Children Reenact?

Children who engage in reenactments are not consciously choosing to repeat painful or negative 
relationships. The behavior patterns children exhibit during reenactments have become ingrained over 
time because they:

 Are familiar and helped the child survive in other relationships

 “Prove” the negative beliefs in the invisible suitcase, by provoking the same reactions the 
child experienced in the past. (A predictable world, even if negative, may feel safer than an 
unpredictable one.)

 Help the child vent frustration, anger, and anxiety

 Give the child a sense of mastery over the old traumas

Many of the behaviors that are most challenging for resource parents are strategies that in the past may 
have helped the child survive in the presence of abusive or neglectful caregivers. Unfortunately, these 
once-useful strategies can undermine the development of healthy relationships with new people and only 
reinforce the negative messages contained in the invisible suitcase.

What Resource Parents Can Do

Remember the suitcase

Keep in mind that the children placed in your home are likely to re-use the strategies they learned in 
situations of abuse and neglect. Because of their negative beliefs, children with an invisible suitcase have 
learned to elicit adult involvement through acting out and problem behavior. These behaviors may evoke 
intense emotions in you, and you may feel pushed in ways you never expected. Some common reactions 
in resource parents include:

 Urges to reject the child

 Abusive impulses towards the child

 Emotional withdrawal and depression

 Feelings of incompetence/helplessness

 Feeling like a bad parent

This can lead to a vicious cycle in which the child requires more and more of your attention and 
involvement, but the relationship is increasingly strained by the frustration and anger both you and 
the child now feel. If left unchecked, this cycle can lead to still more negative interactions, damaged 
relationships, and con"rmation of all the child’s negative beliefs about him–/herself and others. In some 
cases, placements are ended. And the suitcase just gets heavier.
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Provide disconfirming experiences

Preventing the vicious cycle of negative interactions requires patience and self-awareness. Most of all, 
it requires a concerted effort to respond to the child in ways that challenge the invisible suitcase and 
provide the child with new, positive messages. Messages that tell the child:

 You are worthwhile and wanted.

 You are safe.

 You are capable.

And messages that say you, as a caregiver:

 Are available and won’t reject him/her.

 Are responsive and won’t abuse him/her.

 Will protect him/her from danger.

 Will listen and understand him/her.

This does not mean giving children a free pass on their negative behaviors. As a parent, you must still 
hold children accountable, give consequences, and set expectations. But with the invisible suitcase in 
mind, you balance correction with praise, and deliver consequences without the negative emotions that 
may be triggered by the child’s reenactments. 

 Praise even the simplest positive or neutral behaviors. Provide at least 6 instances of warm, 
sincere praise for each instance of correction.

 Stay calm and dispassionate when correcting the child. Use as few words as possible and use a 
soft, matter-of-fact tone of voice.

 Be aware of your own emotional response to the child’s behavior. If you cannot respond in a calm, 
unemotional fashion, step away until you can.

 Don’t be afraid to repeat corrections (and praise) as needed. Learning new strategies and beliefs 
takes time.

Establish a dialogue 

The strategies that maltreated children develop to get their needs met may be brilliant and creative, but 
too often are personally costly. They need to learn that there is a better way. Children need to learn that 
they can talk about the underlying feelings and beliefs contained in their invisible suitcase. They need to 
understand that you as the caregiver can tolerate these expressions without the common reactions they 
have come to expect from adults: rejection, abuse, abandonment. Help children learn words to describe 
their emotions and feelings and encourage them to express those feelings. When the contents of the 
invisible suitcase have been unpacked and examined, reenactments and negative cycles are less likely to 
occur. 

For more on helping foster children who 
have been through trauma, see:

Delaney, R. (1998). Fostering changes: 
Treating attachment-disordered foster 
children (2nd ed.). Oklahoma City, OK: 
Wood ‘N’ Barnes Publishing.

Kagan, R. (2004). Rebuilding 
attachments with traumatized children. 
New York: The Haworth Press, Inc.
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The Suitcase and You: Tips for Avoiding Compassion Fatigue

Caring for traumatized children and adolescents can take quite a toll on resource parents. Remember that 
paying attention to your own feelings and needs is just as important as attending to the needs of your 
child. Without proper self-care, you can become physically, mentally, and emotionally worn out—as if you 
are carrying the child’s traumas all on your own shoulders. Some people call this “compassion fatigue.” 
When this happens, you may experience:

 Increased irritability or impatience with the child

 Denial of the impact traumatic events have had on the child 

 Feelings of numbness or detachment

 Intense feelings and intrusive thoughts about the child’s past traumas that don’t lessen over time

 Dreams about the child’s traumas

 The desire to get away from the child or get the child out of your home

If you experience any of these signs for more than two to three weeks, seek counseling with a 
professional who is knowledgeable about trauma. To avoid compassion fatigue, take the following 
preemptive steps.

 Beware of isolation. Successful resource parents know that they cannot go it alone when caring 
for children with trauma. Work in a team, talk to other foster parents and therapists, and ask for 
support. 

 Accept your reactions. All too often, resource parents judge themselves as weak or incompetent 
for having strong reactions to a child’s trauma. These feelings are not a sign of weakness or 
incompetence; rather, they can be the cost of caring.

 Work on understanding and processing your own traumas. Adults with a history of unresolved 
traumatic experiences are more at risk for compassion fatigue. Seek help to make sure your 
own traumatic history and reactions to trauma reminders don’t get in the way of your being an 
effective parent. 

 Keep your perspective. Remember, you are not just a resource parent. Make time to interact with 
children and adolescents who have not been maltreated, to socialize with adult friends, and to 
!nd joy in every day. Be sure to laugh often.

Adapted from “The Invisible Suitcase” by Jennifer Wilgocki, MS, LCSW and Jim Van Den Brandt, LCSW, ACSW.

For more information on the impact of trauma on children,  
visit the National Child Traumatic Stress Network (NCTSN) at www.NCTSN.org.



1Child Welfare Trauma Training Toolkit: What You Need to Know | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

Module 5, Activity 5C

What Children and Youth in Foster Care  
Want You to Know

 If we have to move, tell us why.

 Don’t let foster parents pack our stuff without our permission.

 Don’t let foster families tell other people, even relatives, about our background 
(e.g., the things they read in our "le).

 Don’t read our "les and think you know us.

 We need to be more involved in the decisions affecting our lives.

 Inform us of our rights; about our case; of our court dates and the purpose of 
each hearing; who our attorney is and how to reach him/her.

 Let us practice our religion, no matter what it is.

 Help us stay in touch with our brothers and sisters.

 Help us with our problems; don’t just medicate us.

 Give us more positive encouragement; stress what can be done and help us  
do it.

 Treat us with respect, like we are of importance.

 Respect our cultural and family values.

 Don’t expect us to be perfect.

 Encourage our goals no matter how idealistic they may seem.

 Don’t assume anything is unrealistic.

Compiled by Sue Badeau, Executive Director of the Philadelphia Children’s Commission, from 
focus groups, interviews and meetings with foster youth. Used with permission.
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Module 5, Activity 5D

Case Vignette—Chris

Child: Chris
Age: 3
Point in Child Welfare System: Recent removal from family, entering CW system (placed with 
maternal relative)
Trauma Type: Medical trauma, neglect
Culture/Ethnicity: This child could be of any racial or cultural background.

Presenting Situation
Chris is a 3-year-old, who is about to be released from the medical center where he has been 
treated for a serious burn injury. Three months ago, Chris was burned when he pulled a pot 
of soup from the stove onto himself. He sustained second-degree burns on 40% of his body, 
including his face, chest, and right hand and arm. Chris was living with his mother, who was 
arrested for child neglect when it was found that she had left Chris alone in their apartment 
while she was shooting heroin in another apartment in the building. Chris will require ongoing 
medical care for the burns. His maternal grandmother has asked to have him placed in her 
home. However, she has not been certi"ed to provide medical foster care. 

Background/History
Chris is the third child born to his mother, each from a different father. Both of the others 
are currently living with their fathers after being removed as a consequence of the mother’s 
substance abuse. Chris was small for gestational age at birth, and found to have opiates in 
his blood at birth. He was removed from his mother and put in foster care for the "rst month 
of life, but returned to his mother after she completed a drug treatment program. She started 
on methadone maintenance, which she continued until approximately six months ago. Chris 
has often stayed with his maternal grandmother and feels close to her. She notes that he 
has always been very active and curious and “into things.”

In the hospital Chris is having nightmares every night. He often calls for his mother and 
grandmother, and is very withdrawn in his interactions with the hospital staff. The physicians 
anticipate that he will continue to need dressing changes at least twice a day after discharge, 
which Chris "nds very painful and frightening. However, they are very reluctant to send pain 
medication home with Chris after discharge if this would be accessible to his mother. 

Evaluation/Assessment
Chris is lying in his hospital bed in a fetal position. His right hand and arm are heavily 
bandaged. He has an IV attached to his left arm. He wears children’s pajamas, under which 
you can see the bandages on his chest. His face looks red and raw. He jumps when you walk 
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in the room, and is initially suspicious and will not talk to you. However, once you show him 
a coloring book you brought for him, he is pleased and becomes engaged in coloring. He is 
easily frustrated by how dif"cult it is to use his bandaged right hand to color, and throws the 
crayon on the !oor. He starts crying when the crayon breaks. 

His grandmother comes into the room and he smiles widely and calls, “Nana!” You notice 
that he is groggy and slow in his movements as he sits up to greet her. He also grimaces in 
obvious pain as he hugs her. 



1Child Welfare Trauma Training Toolkit: Bringing It Back to Work—Part III | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

Module 5, Activity 5E

Bringing It Back to Work: 
Essential Elements 7 and 8

 
ESSENTIAL ELEMENT 7 
Support and promote positive and stable relationships in the life 
of the child. 

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 Over the next three months, I will review my caseload and identify at least three 
children who need further support in stabilizing relationships. I will invite their 
teacher, important family friend, priest, mental health counselor, etc., to participate 
in at least one meeting or conference about the child in the next three months.

 Over the next three months, I will review my caseload and identify three 
traumatized children who are struggling in their foster placements. I will contact 
their foster parents and help them develop a trauma framework to better 
understand the child’s needs and reactions and increase the likelihood of 
successful placement. Each time I meet with these foster parents over the next 
three months, I will ask them if they have any questions about trauma and their 
child’s behavior.

 For at least three children on my caseload over the next three months, I will pay 
attention to the child’s stress responses and seek to understand their trauma 
reminders to better inform decisions about placement, visitation, and permanency. 
Each time I meet with these children over the next three months, I will ask them 
about their stress responses and trauma reminders, and ask them for their input 
in preparing for any type of transition.

 Over the next three months, I will review my caseload and identify at least three 
children who were removed from their homes of origin or who have been placed 
with more than one foster family. Over the next three months, for each of these 
children I will try to maintain existing positive relationships in the child’s life (i.e., 
teachers, friends, siblings) by asking children if they have been in contact with 
those individuals and facilitating meetings with those individuals as much as 
possible.

7
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 Over the next three months, I will review my caseload and identify three children 
who have siblings, but are separated from the siblings. Over the next three 
months, each time I meet with these children, I will ask them about their siblings 
and will facilitate contact between them when I can in order to promote positive 
sibling relationships.

 Over the next three months, I will review my caseload and select three children 
who I will encourage and support in their attempts to preserve memories of 
important relationships and connections (i.e., photos, Life Book, etc.). Over the 
next three months, each time I meet with these children, I will ask them about the 
relationships in their life and ask them if they need help organizing their photos or 
memories.

 
 
ESSENTIAL ELEMENT 8 
Provide support and guidance to the child’s family and caregivers.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

 For all new cases over the next three months, I will identify and assist children 
and families with getting concrete needs met. This includes, but is not limited to, 
assisting the child/family in "nding overnight shelter, obtaining food, obtaining 
medical care, obtaining clothing, obtaining respite care, etc. 

 For at least three families over the next three months, I will assess for and 
integrate family, church, and community supports into a service plan for the family 
when appropriate.

 Over the next three months, I will review my caseload and identify at least three 
families to connect to other families for mutual support. Over the next three 
months, I will facilitate one meeting between each of these families.

 Over the next three months, I will review my caseload and identify at least three 
families where the children are experiencing trauma reminders on an ongoing 
basis. I will work with these families to help them deal with trauma reminders for 
children in their care, in order to decrease the risk of placement disruption. On 
a monthly basis over the next three months, I will check in with the children and 
families to "nd out how they are doing on this goal.

8
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 Over the next three months, I will review my caseload and identify at least three 
children whose parents or other caregivers are struggling with their own traumatic 
experiences or secondary adversities. I will tell them that studies indicate that 
parents who cope well with adversities and their own reactions to trauma are 
better able to care for their children and can assist their child’s coping as well, and 
I will provide them with referrals to trauma-informed providers. Over the next three 
months, I will check in with parents and ask them how they are doing.

 At least once over the next three months, I will review my caseload and select 
three children from diverse cultural groups. Over the next three months, I will 
obtain information about their cultural groups via any of several methods: research 
and resources that include the perspective of the group being researched or 
are written by members of the group under study; contact persons in each of 
the respective communities who are considered “cultural brokers”; and/or ask 
these children and families about their culture and preferences for services. After 
beginning the process of researching cultural values and practices, I will work with 
the child and family to incorporate culturally sensitive services into their case plan, 
including services to address the healing of trauma.
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Module 6, Activity 6B

Case Vignette—Mary

Mary Smith began her child welfare employment after receiving her bachelor’s degree in 
human services. She applied for the position because she had always loved working with 
children. She entered her work with great idealism and energy. She wanted to do a good job. 
She cared about what she did and believed in the importance of her work. 

During the "rst six months on the job, she was brought along slowly. She did not immediately 
receive a full caseload. Following training, she received 10 cases with a total of three 
families. She served these families well. She was always available to them. She sought out 
her supervisor and coworkers when she had questions.

During the next six months on the job, Mary was given an additional 10 cases. Some of 
her foster care placements were not working out. Her report writing and paperwork tripled. 
Mary felt frustrated that she could not accomplish what she wanted to do in her cases. She 
would make plans with her families, but some crisis always seemed to get in the way. Her 
supervisor began to complain to her about her paperwork being tardy. She began to feel 
“taken advantage of” by some of her families and “manipulated” by some of the children on 
her caseload.

Then one Sunday morning, Mary received a call from her supervisor. She told Mary that one 
of the children she had worked with for six months in foster care had been shot to death in 
a neighborhood disturbance. The supervisor asked Mary to visit the child’s foster home and 
biological family to bring them this news. 

Mary spent the next 48 hours with the two families. She had never seen such grief or 
anguish. The biological family blamed the foster family for not taking care of the child and 
blamed Mary for removing the child. Mary attended the child’s funeral with the foster family. 
She wept when she saw the child’s body in the cof"n. The child was so small and frail. “How 
could this happen?” she wondered. She held one of the child’s younger siblings on her lap 
during the funeral. 

For the next several months, Mary did not sleep well. She wondered constantly what she 
could have done to prevent the child’s death. What had she missed? She had nightmares 
where she saw the child shot over and over again. Sometimes Mary herself was doing the 
shooting. Mary began to arrive at the of"ce later and later. She would not answer her phone 
during the day and stayed at her desk most of the time completing reports. She began to 
feel herself more emotionally distant from her colleagues and also from the children and 
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families she served. She made fewer and fewer home visits, and she avoided, whenever 
possible, talking to families about painful issues. 

Mary also moved to a new apartment and had two more locks put on her apartment door. 
She got an unlisted phone number. She found it more and more dif"cult to get out of bed 
in the morning and go to work. She began to ask her supervisor if she could just do her 
paperwork from home.
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Module 6, Activity 6C

Child Welfare Work and Secondary Traumatic Stress

Christine B. Siegfried, MSSW
National Center for Child Traumatic Stress, UCLA

Researchers have identi"ed some special issues of concern to professionals, such as child 
welfare workers, who work directly with traumatized children and families. Sometimes the vivid 
recounting of trauma by a trauma survivor causes trauma reactions in the helping person. The 
professional is, in essence, exposed indirectly to trauma through hearing about the "rsthand 
trauma experiences of others. This is referred to as secondary traumatic stress (STS) which is 
sometimes also called “compassion fatigue,” or “vicarious trauma,” or “indirect trauma.”

STS can be thought of as a form of occupational stress. It can be a cumulative response to 
working with many trauma survivors over an extended period of time, or it may result from 
reactions to a particular client’s traumatic experience.

Common sources of secondary trauma in social services include:

1. Facing the death of a child or adult family member on the worker’s caseload

2. Investigating a vicious abuse/neglect report

3. Frequent/chronic exposure to emotional and detailed accounts by children of 
traumatic events

4. Photographic images of horri"c injuries or scenes of a recent serious injury or death

5. Continuing work with families in which serious maltreatment, domestic violence, or 
sexual abuse is occurring

6. Helping support grieving family members following a child abuse death, including 
siblings of a deceased child.

In addition to the secondary traumatic stress that may arise from helping children, many 
child welfare workers are exposed to traumatic or life threatening events of their own. These 
events may arise while removing a child from his or her home when emotional intensity is 
great. Child welfare professionals sometimes confront intense verbal or physical assault by 
clients or community members (Friedman, 2002). They are sometimes exposed to violent 
family members, car accidents, and neighborhood violence. Occasionally child protective 
workers are stabbed or shot. Like other people, most child welfare workers will have short-
lived reactions to these threats. With support from their colleagues and families, most 
workers will recover without formal assistance. 
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STS may be exacerbated by feelings of professional isolation, frequent contact with 
traumatized people and visits to trauma environments or locations, such as accident sites.  
It may be aggravated by the severity of the traumatic material to which the helper is  
exposed, such as direct contact with victims, or exposure to graphic accounts, stories, 
photos, and things associated with extremely stressful events. Some researchers believe 
that dealing with the pain of children is especially provocative for people and makes them  
more vulnerable to secondary traumatic stress than working with adult trauma survivors  
(Figley, 1995). 

Only a small percentage of individuals will develop STS. However, traumatic events can bring 
about various posttraumatic reactions in some child welfare workers. 

What Are Signs of STS?

Symptoms of secondary traumatic stress can include some of the same symptoms experienced 
by the direct victims of trauma—including increased fatigue or illness, social withdrawal, 
reduced productivity, feelings of hopelessness, despair, nightmares, feelings of re-experiencing 
of the event, having unwanted thoughts or images of traumatic events, anxiety, excess vigilance, 
avoidance of people or activities, or persistent anger and sadness (ISTSS, 2005). 

The effects of secondary traumatic stress may also include changes in how the individual 
experiences him or herself and others, such as changes in feelings of safety, increased 
cynicism, and disconnection from coworkers and/or loved ones. Exposure to terrible 
knowledge about inhumane treatment of children often forces staff to re-examine their 
assumptions about religion, God, families and life itself (Friedman, 2002). In the workplace, 
STS has been associated with higher rates of physical illness, great absenteeism, higher 
turnover, lower morale, and lower productivity.

People may also experience dif"culties in their personal or professional relationships, in 
managing boundaries, and in dealing with their emotions. They may have dif"culties sleeping, 
overeat, or use too much alcohol, have anxiety for their own children and irritability toward 
their colleagues and family. 

STS is different from burnout, although STS and burnout have some risk factors in 
common—high caseload demands, a personal history of trauma, limited access to 
supervision, lack of a supportive work environment, and/or a supportive social network. 
Burnout is often due to long-term involvement in a nonsupportive work environment, large 
caseloads, and onerous paperwork. With burnout, increased workload and institutional 
stress are the precipitating factors, rather than exposure to clients’ trauma. 
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Are Child Welfare Workers Especially Vulnerable to STS?

A few studies have been done on STS in child welfare workers and social workers generally. 
These suggest the incidence of the disorder in this population is relatively high. Some 
research shows that social workers in the child welfare system have a higher number of STS 
symptoms than other child welfare workers (Stoesen, 2007). 

Reasons for this are not exactly clear. Some researchers say that social workers are taught 
to be empathetic, and they hypothesize that a worker’s ability to empathize with clients may 
itself be a risk factor for STS (Nelson-Gardell & Harris, 2003). They may also come into 
the "eld with their own histories of trauma. A worker’s personal history of trauma may put 
him or her at increased risk of developing STS. Having been abused or neglected as a child 
increases a person’s risk of STS (Nelson-Gardell & Harris, 2003). It is not always clear when 
a worker with a trauma history suffers posttraumatic symptoms whether their own trauma 
is actually being re-triggered or whether they are suffering STS. Research shows us that 
trauma can create biological and psychological vulnerabilities in some people and that the 
effects of trauma can be cumulative. So individuals with personal trauma or abuse histories 
may generally be more vulnerable or have fewer resources to confront later stressors and 
traumatic events. 

Exposure to traumatic events is also higher in subpopulations to whom social workers are 
likely to provide services than it is in the general population (Bride, 2007). Some studies 
suggest that the more trauma survivors a helping professional has in her caseload, the more 
symptoms of STS she is likely to have herself (Schauben & Frazier, 1995). 

Bride (2007) did a study of master’s level social workers licensed in a southern state. The 
study found that 70.2% of workers experienced at least one symptom of STS in the previous 
week, 55% met the criteria for at least one of the core symptom clusters, and 15.2% met the 
core criteria for a diagnosis of PTSD. The intrusion criterion was endorsed by nearly half of 
the respondents. The most often reported symptoms were intrusive thoughts, avoidance of 
reminders of clients, and numbing responses. 

Bride says that the experience of STS is believed to be one reason why many human 
services professionals leave the "eld prematurely. Nationally, vacancy rates for public child 
welfare workers are signi"cantly higher than those of other state and local government 
workers (North Carolina Division of Social Services and The Family and Children’s Resource 
Program, 2007).



4Child Welfare Trauma Training Toolkit: Secondary Traumatic Stress | March 2008
 The National Child Traumatic Stress Network

 www.NCTSN.org

Ways that Child Welfare Workers Can Prevent STS

Saakvitne and Pearlman (1996; Pearlman & Saakvitne, 1995) identi"ed four areas they say 
are important to the prevention of STS in mental health providers:

1. Professional strategies (balanced caseloads, accessible supervision, planned 
assignment rotation)

2. Agency strategies (suf"cient release time, safe physical space, access to 
employee assistance program)

3. Personal strategies (respecting your limits, taking time for self-care)

4. General coping strategies (self-nurturing, seeking connection)

It is important for child welfare workers to be aware of STS symptoms. Get enough sleep and 
exercise. Eat well. Get social support and ask for help. Workers should have a life outside of 
their day job, and beware of volunteering for the same type of work they do for pay. 

It is especially important for workers to maintain a balance, and to practice stress 
management, to exercise, to spend time with family and friends, and to take vacation and 
personal time. 

Workers also need to understand their own personal trauma history, and to "nd an outlet 
where they can give voice to their feelings. Having a solid connection with other colleagues 
and supervisors who can help is important. Good supervision is critical to helping workers 
maintain perspective and balance. Supervision in some social work practice settings has 
become more bureaucratic and has moved away from support. Preventing and managing 
traumatic stress must be shared by the agency and workers—neither can do it alone. 

Child welfare work is motivated and sustained by hope, compassion, and knowledge. 
It is important for workers to "nd relief from everyday tasks by engaging in activities or 
relationships that restore hope and serve as reminders of the benevolent side of humanity. 

What Can Child Welfare Agencies Do to Prevent STS?

Unresolved trauma reactions can hurt workers’ physical and mental health. This impacts 
turnover, morale, and general agency function, which in turn affect an agency’s ability to help 
clients achieve positive outcomes (North Carolina Division of Social Services and The Family 
and Children’s Resource Program, 2005).
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Child welfare agencies should factor in STS and PTSD when thinking about developing and 
retaining staff. Child welfare work, by its nature, will expose workers to events that are 
extremely stressful for children and parents including placement and traumatic grief from 
parents following removal of a child. A considerable amount of behavioral and emotional 
issues displayed by foster children could be associated with loss and/or trauma. It is 
important for child welfare organizations to establish training and policies that are consistent 
with current knowledge of risk and prevention of secondary traumatization.

Agencies can destigmatize secondary trauma through organizational recognition and 
acknowledgement. At the very least, being open to talking about trauma can send the 
message that the agency cares about employee well-being. Agencies must also cultivate a 
work culture that promotes getting timely mental health diagnosis and treatment. Support 
resources, including peer support, are useful, as are professional consultation, training, and 
counseling (Stamm, Varra, Pearlman, & Giller, 2002). Safety training may be another way for 
agencies to reduce workers’ risk of developing PTSD. 

Agencies should also ensure that EAPs or employee health plans cover mental health 
services. Supervisors should help workers establish boundaries between themselves and 
their clients, give them a chance to talk about how they’ve been affected by trauma, and help 
them recognize the need to "nd balance in their work and personal lives. Workers should 
know and use stress management techniques (North Carolina Division of Social Services and 
The Family and Children’s Resource Program, 2005).

The commitment of the agency’s senior leadership is very important. They need to be 
champions of resilience and hope in the organization. They may need to create a trauma 
support position within the organization to coordinate trauma education and support 
services. 

Professional isolation is believed to be a major risk factor for the development of secondary 
trauma or burnout. Traumatic stress can make some staff ashamed about their strong 
reactions and uncomfortable about burdening colleagues or loved ones at home with their 
pain. At the unit level, trauma support is crucial. In most child welfare agencies, staff identity 
is based on the unit and the closest relationship workers have are with co-workers on their 
units (Friedman, 2002). 

Isolation can also result from geography, climate, population density and social barriers such 
as race. Many helping professionals in rural areas are isolated from other providers, peer 
support, continuing education and access to new information. 
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One study indicated that rural mental health workers are more likely to report clinically 
signi"cant secondary traumatic symptoms than their metropolitan counterparts (Larsen, 
Hudnall-Stamm, & Davis, 2002). A telehealth network may be an import source of support 
for those who work in helping professions in rural areas (Larsen, et al., 2002).

Summary

It is now clear that no matter how skilled or experienced workers are, when they work in 
close proximity to major trauma, they will be impacted by it. Child welfare workers cannot 
inoculate themselves from traumatic stress. Rather they need to develop individual and 
group supports that help them learn from their experience and reconnect with the sense of 
hope and empowerment with which they "rst entered the "eld.

Work with trauma survivors can be immensely rewarding. Professionals who are vigilant 
about taking care of themselves and who receive consistent support from their supervisors 
and others often "nd that working with trauma victims enables them to grow personally and 
professionally (Zimering, Munroe, & Bird Gulliver, 2003).
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Module 6, Activity 6D

Work/Life Balance Plan

DAILY  
Activities You Do 

for Yourself

WEEKLY  
Activities You Do 

for Yourself

MONTHLY 
Activities You Do 

for Yourself

SPECIAL 
OCCASION 

Activities You Do 
for Yourself  

(Sad or Happy)

1. What prevents you from doing these activities?

2.  What can you do to include more of these activities in your life?
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Module 6, Activity 6D

Self-Care Inventory

Rate the following areas in frequency:

5 = Frequently
4 = Occasionally
3 = Rarely
2 = Never
1 = It never occurred to me

Physical Self-Care

Eat regularly (e.g. breakfast, lunch and dinner)

 Eat healthy

 Exercise consistently

 Get regular medical care for prevention

 Get medical care when necessary

 Take time off when sick

 
Dance, swim, walk, run, play sports, sing or do some other physical activity that is 
enjoyable to self

Take time to be sexual

Get enough sleep

Take vacations

Wear clothes you like

Take day trips or mini-vacations

Make time away from telephones

Other                                                                                                                           

Psychological Self-Care

 Make time for self-re!ection

 Engage in personal psychotherapy

 Write in a journal

 Read literature that is unrelated to work

 Do something in which you are not an expert or in charge
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 Cope with stress in personal and/or work life

Notice inner experience (e.g., listen to and recognize thoughts, judgments, 
beliefs, attitudes and feelings)

Provide others with different aspects of self (e.g., communicate needs and wants)

Try new things

Practice receiving from others

Improve ability to say “no” to extra responsibilities

Other                                                                                                                           

Emotional Self-Care

Allow for quality time with others whose company you enjoy

 Maintain contact with valued others

 Give self af"rmations and praise

 Love self

 Reread favorite book or review favorite movies

 Identify and engage in comforting activities, objects, people, relationships and places

 Allow for feeling expression (laugh, cry, etc…)

Other                                                                                                                           

Spiritual Self-Care

Allow time for re!ection

 Spend time with nature

 Participate in a spiritual community

 Open to inspiration

 Cherish own optimism and hope

 Be aware of nonmaterial aspects of life

 Cultivate ability to identify what is meaningful and its place in personal life

Meditate/pray

Contribute to causes in which you believe

Read inspirational literature (lectures, music etc…)
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Workplace or Professional Self-Care

Allow for breaks during the workday

 Engage with co-workers

 Provide self quiet time/space to complete tasks

 Participate in projects or tasks that are exciting and rewarding

 Set limits/boundaries with clients and colleagues

 Balance workload/cases

 Arrange work space for comfort

Maintain regular supervision or consultation

Negotiate needs (bene!ts, bonuses, raise, etc…)

Participate in peer support group

Other                                                                                                                           

*   Review assigned numbers. Appreciate areas of strengths while making positive changes in 
areas with signi!cantly low scores to improve balance in life.

Adapted by Mental Health Services for Homeless Persons, Inc. (MHS), Cleveland, OH. Used with 
permission. Original source: Unknown.
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Module 6, Activity 6E

Bringing It Back to Work: 
Essential Element 9

 
 
ESSENTIAL ELEMENT 9 
Manage professional and personal stress.

What can help? (Of the following, mark an “X” in up to three boxes next to the ideas you think 
you would MOST like to emphasize in your daily child welfare practice.)

Line Staff, Supervisors, and Managers
In the next three months, I will:

 In 20-minute increments at least three times per week, I will practice one of the 
following stress management techniques: meditation, prayer, conscious relaxation, 
deep breathing, and/or exercise.

 At least once per week for an hour, I will meet with my supervisor for regularly 
scheduled consultation on cases.

 At least once every two weeks, I will meet with a peer CWW to discuss a dif"cult 
case in order to obtain support.

 If my child welfare work is activating my own unresolved trauma, I will meet with a 
therapist once per week to obtain support, deeper insight, and further strategies 
for managing the responses.

Supervisors and Managers
In the next three months, I will:

 At least once during unit meetings with my staff, I will provide a basic training (or 
arrange for someone else to train) on the topic of secondary traumatic stress 
(STS).

 At least once during unit meetings with my staff, I will verbally support the use of 
therapy/mental health services as an appropriate response in addressing STS. 
During this discussion, I will also describe at least two ways in which line staff can 
access mental health services, with the purpose of cultivating a workplace culture 
that normalizes (and does not stigmatize) getting help for mental health dif"culties.

9
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 At least once during unit meetings with my staff, I will provide a basic training (or 
arrange for someone else to train) on the topic of safety in the workplace. During 
this training, I will ask for feedback from line staff regarding whether or not they 
feel safe in their physical workspaces, and if not, obtain suggestions from them 
as to how to make their workspaces safer. Upon receiving suggestions for safety 
improvements, I will follow-up with respective management staff to implement 
safety improvements.

 At least once per month, I will review my staffs’ caseloads to determine if they 
are balanced with respect to the number and severity of traumatized children/
families. I will assign new trauma cases more evenly across my unit staff, in order 
to prevent staff burnout that can result from all or most trauma cases only being 
assigned to certain staff.
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Module 7, Activity 7B

Personal Trauma-Informed Child Welfare Practice Action Plan: 
Daily Strategies 

Participant Name:                                                                                 Date:                                    

County:                                                                                           

Go back to the strategies you identi"ed under the Essential Elements at the end of each module. 
Read through all of these strategies now. Then, select three strategies that you want to commit to 
implementing as part of your Action Plan. Write each of these strategies in the boxes provided below, 
and in the corresponding box in the right hand column, write in the Element number associated with 
each strategy. 

Essential Elements:
1. Maximize the child’s sense of safety.
2. Assist children in reducing overwhelming emotion.
3. Help children make new meaning of their trauma history and current experiences.
4. Address the impact of trauma and subsequent changes in the child’s behavior, development, and 

relationships.
5. Coordinate services with other agencies.
6. Utilize comprehensive assessment of the child’s trauma experiences and their impact on the 

child’s development and behavior to guide services.
7. Support and promote positive and stable relationships in the life of the child.
8. Provide support and guidance to the child’s family and caregivers.
9. Manage professional and personal stress.

Strategy (refer to strategies listed under the Essential Elements)
Associated 
Essential 
Element Number

Example strategy: 
Over the next three months and in 20-minute increments at least three times 
per week, I will practice one of the following stress management techniques: 
meditation, prayer, conscious relaxation, deep breathing, and/or exercise.
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Child Welfare Trauma Training Toolkit 
Training Evaluation (Day 2)

DAY 2: 8:30 AM – 4:15 PM

What best describes the organization you represent at this training? (check one):

 Child Welfare   Mental Health   County    Other Government Agency  
 Non-Governmental Agency   Consultant   Other (explain):                                      

Job Title:                                                                                                                           

Please indicate your rating on the presentation in the categories below by marking the 
appropriate number, using a scale of 1 (low/not covered within the presentation) through 5 
(high/clearly covered in the presentation).

ASSESS YOUR TRAINER(S) Low High

Level of knowledge in content area. 1 2 3 4 5

Trainer(s) were effective and helpful. 1 2 3 4 5

Level of consistency between content and 
objectives.

1 2 3 4 5

ASSESS EACH INDIVIDUAL LEARNING OBJECTIVE 

Participants will be able to understand the term 
“child traumatic stress” and know what types of 
experiences constitute childhood trauma.

1 2 3 4 5

Participants will be able to de"ne the Essential 
Elements of Trauma-Informed Child Welfare Practice.

1 2 3 4 5

Participants will be able to understand the 
relationship between a child’s lifetime trauma 
history and his/her behaviors and responses.

1 2 3 4 5

Participants will be able to identify coping responses, 
strengths, and protective factors that promote 
positive adjustment among traumatized children.

1 2 3 4 5

Module 7, Activity 7F
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ASSESS WHAT YOU HAVE LEARNED Low High

I have better knowledge upon which to base my 
decisions and actions.

1 2 3 4 5

This training has met my expectations. 1 2 3 4 5

ASSESS YOUR SATISFACTION WITH THE  
OVERALL PROGRAM

CONTENT

Appropriate for intended audience. 1 2 3 4 5

I am satis"ed with the level of practical knowledge 
and skills presented at this training.

1 2 3 4 5

TEACHING METHODS

Visual aids, handouts, and oral presentations 
clari"ed content.

1 2 3 4 5

Appropriate for subject matter. 1 2 3 4 5

FACILITY

Was adequate and appropriate for session. 1 2 3 4 5

LOGISTICS

I learned about the training with adequate time to 
plan my attendance.

1 2 3 4 5

Registration was easy and straightforward. 1 2 3 4 5

Overall, I would rate Day 2 of this training as:    Excellent    Good    Average    Poor

HELP US TO PLAN FUTURE TRAININGS

What did you like most about this training?  ________________________________________ 

 ______________________________________________________________________________

What did you like least about this training?  ________________________________________ 

 ______________________________________________________________________________

ADDITIONAL COMMENTS:  _______________________________________________________ 

 ______________________________________________________________________________
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Follow-Up Activity 

Transfer of Learning Follow-Up Form 
(for County and/or Training Personnel)

I. Interview Information: (To be "lled in by interviewer before or at the end of the interview.)

Participant Name:                                                                                                                   

Training Date:                                                                                                                    

Interviewer Name:                                                                   Interview Date:                     

II. Introduction: 

“Hello. My name is                                       . I’m part of (insert county name) County Staff 
Development. I’m conducting a follow-up evaluation with everyone who attended the training, 
‘Trauma-Informed Child Welfare Practice’ in (insert place) on (insert date) to "nd out how 
useful the training has been and what we might do to improve it. As part of the course, you 
completed a Personal Trauma-Informed Child Welfare Practice Action Plan and I’d like to talk 
to you about how the implementation of the plan went. This will take about 15 minutes.”

III. Review actions planned:

“If you’ll remember, as part of the Trauma-Informed Child Welfare Practice training you were 
asked to complete an Action Plan. The trainers asked you to think about ways you could 
apply what you learned to improve your own practice by using trauma-informed and trauma-
sensitive strategies with children and families served by your agency, and to write down a few 
concrete actions you planned to take to do this. For each of your planned actions, I’d like to 
ask you about what you were able to do, what kind of impact you think your actions had, and 
what factors helped or hindered you. 

“I would like to review what you wrote in your plan with you. It’s probably been a while 
since you attended the Trauma-Informed Child Welfare Practice training, and you may have 
forgotten what you wrote. I have a copy of your Action Plan and can review it with you. Would 
you like me to do that?” (Have the original plan handy to remind the person, if necessary, of 
what they wanted to address.)

1. Do you remember your Action Plan? 

  Remembers/has Action Plan  Does not remember/did not do Action Plan 

Then, ask the former trainee/current CWW the following questions, and complete this 
form as you do so:

“I’d like to begin with your "rst strategy from your original Action Plan.”
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2. It appears that the "rst strategy on your Action Plan was (write in strategy here): 
  
  

a. For this "rst strategy, would you say that you (write an “X” in the applicable box): 
 Were able to implement the strategy as planned 
 Partially implemented the strategy
 Implemented a different but related strategy
 Were not able to implement the strategy at all (if not at all, skip to question “b” below)

If any of "rst three boxes were checked, ask:
i. Could you describe for me what you did? (try to get speci"cs/examples) 

  
  

ii. What effect(s) do you think your strategy had (e.g., on practice/clients, agency, 
community, etc.)? 

iii. Were there any factors that helped you implement your strategy? If so, what were 
they?

 Support from supervisor
 Support from peers (other CWWs)
 Other:                                                                  

Please describe further:  
  
  

b. What, if any, barriers exist that hindered you in implementing this strategy? If so, 
what were they?

 Lack of support from supervisor
 Lack of support from peers (other CWWs)
 Time/competing priorities
 Other:                                                                  

Please describe further:  
  
  

3. The second strategy on your Action Plan was (write in strategy here): 
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a. For this second strategy, would you say that you (write an “X” in the applicable box): 
 Were able to implement the strategy as planned 
 Partially implemented the strategy
 Implemented a different but related strategy
 Were not able to implement the strategy at all (if not at all, skip to question “b” below)

If any of "rst three boxes were checked, ask:
i. Could you describe for me what you did? (try to get speci"cs/examples) 

  
  

ii. What effect(s) do you think your strategy had (e.g., on practice/clients, agency, 
community, etc.)? 

iii. Were there any factors that helped you implement your strategy? If so, what were 
they?

 Support from supervisor
 Support from peers (other CWWs)
 Other:                                                                  

Please describe further:  
  
  

b. What, if any, barriers exist that hindered you in implementing this strategy? If so, 
what were they?

 Lack of support from supervisor
 Lack of support from peers (other CWWs)
 Time/competing priorities
 Other:                                                                  

Please describe further:  
  
  

4. The third strategy on your Action Plan was (write in strategy here): 
 
 

a. For this third strategy, would you say that you (write an “X” in the applicable box): 
 Were able to implement the strategy as planned 
 Partially implemented the strategy
 Implemented a different but related strategy
 Were not able to implement the strategy at all (if not at all, skip to question “b” below)
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If any of "rst three boxes were checked, ask:
i. Could you describe for me what you did? (try to get speci"cs/examples) 

  
  

ii. What effect(s) do you think your strategy had (e.g., on practice/clients, agency, 
community, etc.)? 

iii. Were there any factors that helped you implement your strategy? If so, what were 
they?

 Support from supervisor
 Support from peers (other CWWs)
 Other:                                                                  

Please describe further:  
  
  

b. What, if any, barriers exist that hindered you in implementing this strategy? If so, 
what were they?

 Lack of support from supervisor
 Lack of support from peers (other CWWs)
 Time/competing priorities
 Other:                                                                  

Please describe further:  
  
  

5. Which of the strategies do you feel were the easiest to implement in everyday practice? 
Please state reasons: 

6. Which of the strategies do you feel were the most dif"cult to implement in everyday 
practice? Please state reasons:
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7. What, if any, changes did you make in your practice that were a result of what you 
learned about trauma, but were not part of your initial Action Plan? If so, please provide 
examples:

8. What, if any, recommendations might you have about facilitating the inclusion of trauma-
informed/trauma-sensitive strategies into ongoing daily child welfare practice?

9. Do you have any comments about the Action Plan process or this follow-up?

10. Do you have any other comments you would like to share with the project staff?
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