
TRAIN THE TRAINER
HANDBOOK

EUROPEAN COMMISSION - DIRECTORATE GENERAL JUSTICE AND CONSUMERS 
Programme and Financial management

Grant Agreement number: 881677 — I.N.T.I.T. — REC-AG-2019 / REC-RDAP-GBV-AG-2019

Funded by
the European Union

INTITINTIT
INtegrated Trauma InformedINtegrated Trauma Informed
Therapy for ChildTherapy for Child  
Victims of ViolenceVictims of Violence

www.intitproject.euwww.intitproject.eu

DIPARTIMENTO GIUSTIZIA MINORILE E DI COMUNITÀ 
 

The project was supported by

INTIT - INTEGRATED TRAUMA INFORMED
THERAPY FOR CHILD VICTIMS OF VIOLENCE



EUROPEAN COMMISSION - DIRECTORATE GENERAL JUSTICE AND CONSUMERS 
Programme and Financial management

Grant Agreement number: 881677 — I.N.T.I.T. — REC-AG-2019 / REC-RDAP-GBV-AG-2019

Funded by
the European Union

DIPARTIMENTO GIUSTIZIA MINORILE E DI COMUNITÀ 
 

The project was supported by

“This publication was funded by the European Union’s Rights, Equality
and Citizenship Programme (REC 2014-2020).

The content of this Handbook represents only the views of the INTIT
Implementing Team and is their sole responsibility.

The European Commission does not accept any responsibility for use
that may be made of the information it contains."

Disclaimer



2 | P a g e  
 

Purpose 
 

This handbook represents a guide for professionals intended for training their own peers and other 
professionals in the importance and relevance of an integrated trauma informed approach in addressing 
the needs of child victims of violence. This includes increasing the understanding of trauma, its impact on 
children and the importance of inter-agency cooperation between the criminal justice and child welfare 
systems to ensure that children’s participation in criminal proceedings does not represent a further act of 
re-victimization and re-traumatization.  

Trauma effects various aspects of children's lives and experiences. This handbook highlights the 
multidimensionality of traumatized children's needs. Professionals working with traumatized children 
should be aware that trauma impacts children’s psychological, physical and social wellbeing. 

Traumatized children are the target of interventions offered by numerous services and professionals, 
resulting in different approaches and procedures. This entails a higher risk for the child to be re-
traumatized by the protection and judicial systems themselves (e.g. because they have to repeat their 
story; because their acting out is misinterpreted, etc.). To avoid this the services involved need to be 
strongly interconnected and coordinated. This handbook will provide useful material and activities to help 
professionals co-design interventions targeting minors exposed to violence and trauma based on common 
standards, awareness of the incidence, signs and impact of trauma, as well as risk and protection factors 
that determine the long-term impact of trauma. 

Although it also provides some practical advice for professionals who come in contact with children who 
have been exposed to violence, this handbook is not a practical guide on how to communicate with 
traumatized children but a proposal for reflection on the impact of Adverse Childhood Experiences (ACE) 
on child development and the relevance of the main principles of a Trauma Informed CARE approach to 
address these effects. Precisely because they intervene early in the life of an individual, in the context of 
relationships that should provide care and nurturing, ACEs may have detrimental and cumulative effects 
if children and their families do not receive proper support. 

This training manual is directed to a plurality of professionals who, in different ways and at different levels, 
contribute to the child protection and rehabilitation, considering that each of these professionals have a 
consolidated experience in working with minors exposed to trauma and may have observed the impact 
and consequences of trauma on children. One of the main objectives of this handbook is to help 
professionals voice their different experiences and perspectives since all of these contribute to design 
proper interventions. 

This handbook will also highlight the risk of re-victimization to which children who come in contact with 
the judicial system are exposed when professional practices struggle to be fully oriented towards child 
friendly principles and procedures. 

This manual serves as a teaching guide for a 3-day training. Trainers are encouraged to engage participants 
as much as possible, encouraging them to reflect on how the information relates to their own work and 
the functioning of the service/system in which they work. It is understood that the adoption of a fully 
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developed trauma informed approach as well as complete services integration is not necessarily possible 
in the short-term within their context. The intent is therefore to focus on what they can do within the 
confines of the current context in an effort to increase awareness and trauma informed responses as well 
as empower them to take the actions that they can take within their professional lives in the absence of 
a fully integrated, trauma informed and child friendly system.  

The contents of the course articulated in this document follows an organization where each day has a 
focus on a different area: “Day 1” on trauma and its consequences and impact on children; “Day 2” on 
trauma Informed care and multiagency cooperation; “Day 3” on professional skills and secondary 
traumatic stress. This manual and related training material (slides, videos, discussion questions, case 
studies, group activities) have been tested successfully with 112 experienced professionals and trainers 
that participated in the pilot training conducted in Italy, Germany, Cyprus, Estonia, Spain in 
spring/summer 2022 and is provided in all INTIT partner languages and English. 

This handbook has been developed in the framework of the European project I.N.T.I.T. (Integrated Trauma 
Informed Therapy for Children Victims of Violence)1, coordinated by the Psychoanalytic Institute for Social 
Research and co-financed by the European Union. The INTIT project responded to the need to develop 
effective care for child victims of violence and to incorporate a trauma informed approach and to improve 
and enhance integrated care provision and child friendly approaches, expanding and integrating the 
concepts of TIC with child friendly justice and integrated care. 

This handbook was written by (in alphabetical order) Svenja Heinrich (CJD, Germany), Zlatina Kostova 
(Child Trauma Training Centre, Massachusetts Medical School University), Catia-Isabel Santonico Ferrer 
(IPRS, Italy), Vanja Stenius (IPRS, Italy). 

The case studies were prepared by Alessia Attar (IPRS), Elisa Muntoni (IPRS) e Vanessa Chiarotti (IPRS). 
  

 
1 The European project I.N.T.I.T. - Grant Agreement number: 881677 - I.N.T.I.T. - REC-AG-2019 / REC-RDAP-GBV-AG-
2019 coordinated by the Psychoanalytic Institute for Social Research is co-funded by the European Union - 
Directorate General Justice and Consumers Programme and Financial management. In the partner countries, the 
project conducted state-of-the-art assessment activities of the process of adapting intervention systems with minors 
exposed to trauma and violence to the standards and principles of trauma-informed care, as well as training and 
awareness-raising activities addressed to a wide range of professionals. At the European level, it produced and tested 
training material on the multiagency and trauma-informed approach for trainers representing the different 
professions involved in interventions with children exposed to trauma and violence. Following a testing phase in the 
partner countries the material is available through https://www.intitproject.eu/. 
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Creating a trauma informed class: Common values and principles 

This class is not only about trauma informed care, but is trauma informed. This means that we, as a group, 
are intended to be set up as a trauma informed entity based on trauma informed principles and values. 
The participants should not only take away theoretical knowledge, but experience what it means to 
“work” within a trauma informed setting.  

Initiate the training by establishing the following six core TIC principles as the common values to be shared 
throughout the training by all participants (trainers and trainees).  Discuss the meaning of each principle 
with the group, asking them how they view each principle in relation to the class and what it means for 
the group. 

- Safety: staff and the people they serve feel physically and psychologically safe. This notion of 
safety is key as it reflects the need not only to ensure the individuals’ physical safety (e.g. avoid 
contact with the offender), but also create a sense of psychological safety.  

- Trustworthiness and Transparency: organizational operations are geared towards building trust 
amongst clients, family members and staff. 

- Peer Support: “Peers” or “trauma survivors” are considered key elements in fostering healing and 
recovery. In the case of children, peers could be family members who themselves have 
experienced trauma during childhood. 

- Collaboration and Mutuality: Everyone in an organization has a role to play in a trauma-informed 
approach. Power differences between staff and clients and amongst staff are levelled as opposed 
to replicating a hierarchy of expert knowledge and client compliance. 

- Empowerment, Voice and Choice: Organizations believe in resilience and the ability of individuals 
and communities to heal and recover from trauma. Self-advocacy skills are promoted and staff 
members are considered facilitators of recovery rather than controllers of recovery. 

- Cultural, Historical and Gender Issues: Organizations are responsive to cultural needs, recognize 
historical trauma, and are aware of gender-specific needs. 

Start Days 2 and 3 with a reminder of the principles and give participants an opportunity to discuss them 
in an open manner. You can ask questions such as: 

- How have the principles influenced the training? 
- How has the trainees’ understanding of the principles evolved? 
- What, if any, changes should be made in the shared principles defined by the class? 

The final discussion at the end of Day 3 should include a discussion about what this experience felt like. 
What were the class dynamics like? Did it differ from the dynamics that they are used to? How did this 
affect them (willingness to share, sense of belonging and being heard, etc.)? Encourage a broad discussion 
about what being part of a trauma informed group felt like.  
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Day 1 – Understanding childhood trauma 

Section 1: Introduction – Why are we here today 

Imagine you woke up this morning to news headlines revealing that scientists had discovered a new 
disease, and that up to 1 billion children worldwide were exposed to this disease every year. And that as 
a result – over the course of their lifetime – these children were at greater risk of mental illnesses and 
anxiety disorders, chronic diseases such as heart disease, diabetes and cancer, infectious diseases like HIV, 
and social problems such as crime and drug abuse. If we had such a disease, what would we do? 

The truth is we do have such a “disease” and it is childhood trauma. And one of the things we would do is 
draw on the evidence we already have to take immediate, effective and sustainable action to prevent and 
manage the impact of these traumatic experiences on our children (World Health Organization, 2016).  

The goal of this training is to improve our knowledge of childhood trauma and capacity to reduce its 
impact with a focus on children who enter the criminal justice and services systems.  

We want to create a transversal language that can be shared among all child serving professionals (law 
professionals, paediatrics, mental health, child welfare, school system etc.) and improve collaboration 
between them. It is only by working together that we can truly create a trauma informed care system and 
equip the professionals to identify, assess and refer traumatized youth and families.  

You are here today because you are one of those professionals and can play a key role not only increasing 
your own knowledge and awareness, but in helping your colleagues do the same. As a future trainer, your 
understanding of childhood trauma and effective care responses will play a key role in facilitating the 
development of trauma informed professionals, services and systems thereby reducing the harm 
experienced by child victims of violence and their families.  

Over the course of this three-day training, you will gain insight into what trauma is, how it influences 
children and child development, how you and other professionals can recognize it, and what you can do 
– at all levels – to better respond to it, reducing the harm experienced by the child. Ultimately, you will 
learn what it means to be trauma informed at the level of the individual professional, the 
service/organization and the system or systems working together to ensure that contact with services and 
criminal justice does not lead to further trauma for the child. 

 

Section 2: Prevalence of Childhood Trauma 

Childhood trauma is a major public health issue. For example, an analysis of nationally representative 
survey data on the prevalence of violence against children in 96 countries estimates that 1 billion children 
globally – over half of all children aged 2-17 years – have experienced emotional, physical or sexual 
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violence/abuse in one year (Hillis et al., 2016)2. In terms of percentages of youth exposed to some form 
of violence/trauma ranges from 8% to 53%, depending on the type of violence and population studied 
(e.g., Copeland et al., 2007; Finkelhor et al., 2005)3. Despite its high prevalence, violence and 
maltreatment against children is often hidden, unseen or under-reported. Its hidden nature is well 
documented – for example, a meta-analysis of global data finds self-reported child sexual abuse 30 times 
higher and physical abuse 75 times higher than official reports would suggest (Stoltenborgh et al., 2013)4.  
Girls are particularly vulnerable to sexual abuse. For example, the lifetime prevalence of childhood sexual 
abuse is 18% for girls, compared to 8% for boys. Girls are also more likely to experience intimate partner 
violence (sexual and/or physical); rape by acquaintances or strangers; child or early/forced marriage; 
trafficking for the purpose of sexual exploitation and child labour, and genital mutilation/cutting. Such 
violence occurs in many settings, including those where girls should be safe and nurtured – at home; 
travelling to, from and within school; in their communities; and in situations of humanitarian emergency, 
displacement, or post-conflict settings. Globally, nearly one in three adolescent girls aged 15 to 19 (84 
million) have been the victims of emotional, physical and/or sexual abuse perpetrated by their husbands 
or partners. 

And if these statistics are not convincing enough, we also know that approximately 95 000 children and 
adolescents under the age of 20 years – almost one in five – died by homicide in 2012 (INSPIRE Seven 
Strategies for Ending Violence Against Children, 2016)5. When we look closely at the European statistics, 
we know that child maltreatment in 2010 led to the premature death of 852 children under 15 years in 
the European Region every (Global Burden of Disease study 2010)6.  

INSERT HERE THE AVAILABLE NATIONAL DATA ON ABUSE AND MALTREATMENT 

Given the high rates at which children experience trauma, this paints an alarming picture of the extent to 
which children live with the impact of trauma, in the absence of adequate support and services. In many 
countries, the true magnitude is vastly underestimated for a variety of reasons – partly because 
prevalence comes from administrative data used by health and justice systems and not from national 
survey data and partly because of the widespread believes that lead people – including children – to 
see some forms of trauma, such as violence as a norm, rather than a problem demanding attention. In 
any case, childhood trauma is a pervasive global issue and it is fundamental to help professionals to 

 
2 Hillis, S., Mercy J., Amobi, A., Kress H. (2016) Global Prevalence of Past-year Violence Against Children: A Systematic 
Review and Minimum Estimates, Pediatrics. 2016 Mar; 137(3): e20154079. 
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/482289  
3 Copeland, W. E, Keeler, G., Angold, A., Costello, J. (2007) Traumatic Events and Posttraumatic Stress in Childhood 
Arch Gen Psychiatry. 2007;64(5):577-584. https://www.researchgate.net/profile/Sherry-
Hamby/publication/8119512_The_Victimization_of_Children_and_Youth_A_Comprehensive_National_Survey/link
s/02e7e516c530753995000000/The-Victimization-of-Children-and-Youth-A-Comprehensive-National-Survey.pdf 
4 Stoltenborgh, M., Bakermans-Kranenburg, M. J., Van Ijzendoorn, M. H., & Alink, L. R. (2013). Cultural–geographical 
differences in the occurrence of child physical abuse? A meta-analysis of global prevalence. International Journal of 
Psychology, 48(2), 81-94. 
5 World Health Organization (2016) INSPIRE: Seven strategies for Ending Violence Against Children, October 2016. 
https://www.who.int/publications/i/item/inspire-seven-strategies-for-ending-violence-against-children 
6 Cited in the European report on preventing child maltreatment, World Health Organization 2013 
https://www.stop-child-abuse.net/child-abuse-in-europe/ 

https://jamanetwork.com/journals/jamapsychiatry/fullarticle/482289
https://www.researchgate.net/profile/Sherry-Hamby/publication/8119512_The_Victimization_of_Children_and_Youth_A_Comprehensive_National_Survey/links/02e7e516c530753995000000/The-Victimization-of-Children-and-Youth-A-Comprehensive-National-Survey.pdf
https://www.researchgate.net/profile/Sherry-Hamby/publication/8119512_The_Victimization_of_Children_and_Youth_A_Comprehensive_National_Survey/links/02e7e516c530753995000000/The-Victimization-of-Children-and-Youth-A-Comprehensive-National-Survey.pdf
https://www.researchgate.net/profile/Sherry-Hamby/publication/8119512_The_Victimization_of_Children_and_Youth_A_Comprehensive_National_Survey/links/02e7e516c530753995000000/The-Victimization-of-Children-and-Youth-A-Comprehensive-National-Survey.pdf
https://www.stop-child-abuse.net/child-abuse-in-europe/
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identify, assess and refer children to appropriate treatment and services, while also sharing a common 
language and collaboration between the different parties.  

 

Section 3: The consequences and costs of childhood trauma 

The costs of childhood trauma – at an individual, economic and societal level are staggering. Short and 
long-term consequences and economic costs of childhood trauma undermine investments in education, 
health, and child well-being, and erode the productive capacity of future generations. Exposure to trauma 
at an early age can impair brain development and damage other parts of the nervous system, as well as 
the endocrine, circulatory, musculoskeletal, reproductive, respiratory and immune systems, with lifelong 
consequences (Felitti et al., 1998)7. 

In the Adverse Childhood Experiences (ACE) study by Kaiser Permanente and the US Centers for Disease 
Control and Prevention, they asked 17,337 adult health maintenance organization (HMO) members to 
respond to a questionnaire about adverse childhood experiences, including childhood abuse, neglect, and 
family dysfunction. Eleven percent reported having been emotionally abused as a child, 30.1% reported 
physical abuse, and 19.9% sexual abuse. In addition, 23.5% reported being exposed to family alcohol 
abuse, 18.8% were exposed to mental illness, 12.5% witnessed their mothers being battered, and 4.9% 
reported family drug abuse. The ACE study showed that adverse childhood experiences are vastly more 
common than recognized or acknowledged and that they have a powerful relationship to adult health a 
half-century later. The study confirmed earlier investigations that found a highly significant relationship 
between adverse childhood experiences and depression, suicide attempts, alcoholism, drug abuse, 
sexual promiscuity, domestic violence, cigarette smoking, obesity, physical inactivity, and sexually 
transmitted diseases. Moreover, the study showed that those individuals who had 4 or more ACEs were 
50% to 70% more likely to develop mood and anxiety disorders, substance abuse and impulse control 
disorders.  

Many studies following the ACE study confirm the evidence that childhood trauma increase the risks of 
injury; HIV and other sexually transmitted infections; mental health problems; delayed cognitive 
development; poor school performance and dropout; early pregnancy; reproductive health problems; and 
communicable and noncommunicable diseases. Multiple studies also show that approximately 20% of 

 
7 Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., & Marks, J. S. (1998). 
Relationship of childhood abuse and household dysfunction to many of the leading causes of death in adults: The 
Adverse Childhood Experiences (ACE) Study. American journal of preventive medicine, 14(4), 245-258. 
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youth who were exposed to trauma later develop symptoms of Post-Traumatic Stress Disorder (PTSD; 
Nader and Fletcher, 2014)8.9 

The economic impact of childhood trauma is also substantial, as shown by data from countries and regions 
where the financial toll of such experiences has been estimated. In the USA alone, the total lifetime 
economic burden associated with new cases of child maltreatment occurring in one year was US$ 124 
billion in 2008, and costs increase if other types of trauma and abuse are considered. In the East Asia and 
Pacific region, it is estimated that the economic costs of just a few of the health consequences of child 
maltreatment were equivalent to between 1.4% and 2.5% of the region’s annual GDP. A recent study 
financed by the WHO Regional Office for Europe (November 2021) identifies immense health and financial 
costs to European nations associated with ACEs. In all countries combined ACE-attributable costs 
exceeded 1% of national GDP, with the median proportion being 2,6%10. (ADD AVAILABLE DATA ON 
TRAUMA FOLLOW UP COSTS IN YOUR COUNTRY) 

The ACEs pyramid11 

 

 
8 For further information on ACEs also view ACE'S by Vince Felitti, MD 
https://www.youtube.com/watch?v=Me07G3Erbw8  
How childhood trauma affects health across a lifetime, Dr. Nadine Burke Harris. 
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime?lang
uage=de  
9 Nader, K., & Fletcher, K. E. (2014). Childhood posttraumatic stress disorder n E. J. Mash & R. A. Barkley (Eds.), Child 
psychopathology (pp. 476–528). The Guilford Press. 
10 “Health and financial costs of adverse childhood experiences in 28 European countries: a systematic review and 
meta-analysis”.by Karen Hughes, Kat Ford, Mark A Bellis,Freya Glendinning, Emma Harrison, Jonathon Passmore  
www.thelancet.com/public-health Vol 6 November 2021. Findings suggest ACEs are associated with major health 
and financial costs across European countries The study estimated the annual health and financial burden of ACEs 
for 28 European countries. Total ACE-attributable costs ranged from $0·1 billion (Montenegro) to $129·4 billion 
(Germany) and were equivalent to between 1·1% (Sweden and Turkey) and 6·0% (Ukraine) of nations’ gross domestic 
products. The cost of not investing to prevent ACEs must be recognised, particularly as countries look to recover 
from the COVID-19 pandemic, which interrupted services and education, and potentially increased risk factors for 
ACEs. WHO Regional Office for Europe https://www.thelancet.com/journals/lanpub/article/PIIS2468-
2667(21)00232-2/fulltext 
11 Ace Interface, Understanding Adverse Childhood Experiences Building Self-Healing Communities,  
https://www.sos.wa.gov/_assets/library/libraries/projects/earlylearning/understanding-aces-handout.pdf  

https://www.youtube.com/watch?v=Me07G3Erbw8
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime?language=de
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime?language=de
http://www.thelancet.com/public-health%20Vol%206%20November%202021
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(21)00232-2/fulltext
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(21)00232-2/fulltext
https://www.sos.wa.gov/_assets/library/libraries/projects/earlylearning/understanding-aces-handout.pdf
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Section 4: What is trauma? 

Group activity: how would you define the word “trauma”? What makes something traumatic, as opposed 
to stressful? 

As the participants respond, the trainer can list the various definitions on the blackboard. After 5 min, 
summarize the common themes from the participants’ responses and then move on to the next slide, 
where the group can see how closely their definitions corresponded to the “official” one. 

Defining trauma 

According to SAMHSA12 “Individual trauma results from an event, series of events, or set of circumstances 
that is experienced by an individual as physically or emotionally harmful or life threatening and that has 
lasting adverse effects on the individual’s functioning and mental, physical, social, emotional, or spiritual 
well-being.” 

Professionals utilize varying definitions of trauma. While one cannot point to a single “correct” definition, 
there are a number of well accepted definitions that help us understand the meaning of the term.  

One of the main definitions that mental health professionals share is: 

The experience of a real or perceived threat to life or bodily integrity OR the life or bodily integrity of a 
loved one AND causes an overwhelming sense of terror, horror, helplessness, and fear [Definition based 
on the DSM-IV (1994) & DSM-IV-TR (2000)]13. 

A traumatic experience is different from a stressful one in several ways: 
- First, it threatens the life or physical integrity of the child or someone who is critically important 

to them (caregiver, sibling, etc.). 
- Second, they may feel that they are losing control over their body, which may intensify the 

experience of helplessness and hopelessness. 
- Third, there is a physiological reaction of the body, including increased heart rate, shortness of 

breath, dizziness, shakiness, etc.  

Sometimes, the actual physiological reaction of the body can be even more traumatizing for a child than 
the event itself. Losing control of their bowel or bladder, experiencing dizziness or faintness can increase 
the sense of panic and terror and may even cause a sense of disconnection from the reality.  

 

 

 
12 Substance Abuse and Mental Health Services Administration (SAMHSA), Trauma and Justice Strategic Initiative, 
2012, p. 2 https://www.ncbi.nlm.nih.gov/books/NBK207192/ 
13 Substance Abuse and Mental Health Services Administration (SAHMSA), Center for Substance Abuse Treatment 
(2014) Trauma-Informed Care in Behavioral Health Services, Treatment Improvement Protocol (TIP) Series 57, Part 
3: A Review of the Literature, U.S. Department of Health and Human Services, p. 17. 
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4816_litreview.pdf 
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Another definition of trauma is: 

Traumatic experiences are those that are overwhelming, invoke intense negative affect, and involve some 
degree of loss of control and/or vulnerability. The experience of trauma is subjective and developmentally 
bound (Van der Kolk, B. A., 2003; Margaret Blaustein, 2015) 14 15.  

This definition brings up the idea of poly-victimization and development – traumatic events will be 
experienced differently from a 2-year-old compared to a 10-year-old.  

Both of the above definitions demonstrate that trauma is a subjective experience. It is not so much 
determined by the nature of the incident itself, but how the individual perceives and responds. In this 
sense trauma is incredibly subjective allowing for very different reactions from different people even if 
they experienced the same event.  

Trauma is also much more complex than what one may assume based on the definitions above. Childhood 
trauma can happen in any society. It can happen in the neighbourhood where you live and in households 
that we would never expect it. Sometimes, traumatic experience may not immediately cause this sense 
of overwhelming terror and horror. If you think of a case of childhood sexual abuse from someone that 
the child trusted – such as an older cousin for example – the initial impact may cause mixed feelings of 
confusion, shame and embarrassment. All this is to say that trauma can evoke a variety of feelings and 
reactions that can show up in a short or longer term16. 

Section 5: Types of trauma 

There are a lot of different types of trauma and they mainly fall in two categories: acute and chronic17. 

Acute trauma is a single event that has a beginning and an end. Examples might be car accident, natural 
disaster, medical procedure, seeing a loved one die, being bitten by an animal. Even though the event was 
single, each child will have a variety of emotions, thoughts and physical sensations and they will usually 
consider to react in a way to find safety and protection. Children’s thoughts and actions (or inactions) may 
lead to a variety of feelings, including conflict, shame, blame, guilt, regret and/or anger. For example, a 
child who was in a car accident with their younger sibling and who during the accident instinctively 
protected his body, may blame himself that he didn’t jump to protect his younger sister. Moreover, during 

 
14 Van der Kolk, B. A. (2003). Psychological trauma. American Psychiatric Pub. 
15 Blaustein, M. E. & Kinniburgh, K. M. (2015) Treating Traumatic Stress in Children and Adolescents, How to Foster 
Resilience through Attachment, Self-Regulation, and Competency, ISBN 9781462537044. 
16 For a better understanding of why defining trauma and its consequences is so difficult please refer to the I.N.T.I.T. 
position paper prepared by IPRS “Trauma and Minors“ https://www.iprs.it/wp-content/uploads/2021/09/TRAMUA-
and-MINORS_completeCOMPRESSO.pdf  
17 D'Andrea, W., Ford, J., Stolbach, B., Spinazzola, J., Bessel A van der Kolk (2012) Understanding interpersonal trauma 
in children: why we need a developmentally appropriate trauma diagnosis, Am J Orthopsychiatry, 2012 
Apr;82(2):187-200. 
 
 

https://www.iprs.it/wp-content/uploads/2021/09/TRAMUA-and-MINORS_completeCOMPRESSO.pdf
https://www.iprs.it/wp-content/uploads/2021/09/TRAMUA-and-MINORS_completeCOMPRESSO.pdf
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and after a traumatic event, children will look at the reaction of their caregivers – we call this social 
interfering – and their reaction may serve as a buffer or may intensify the feelings of stress in the child.  

Chronic trauma is a type of trauma that the child experiences over a prolonged period of time, and they 
are often interpersonal in nature. The multiple traumatic experiences can be of the same type (witnessing 
domestic violence) or of different types (sexual abuse, emotional abuse, bullying). Even in cases of chronic 
trauma, there might be particular moments that gets stuck in the child’s mind. For example, a child whose 
parents are using drugs might have been more traumatized by the moment when he/she saw his/her 
mom passing out on the floor.  

The effects of chronic trauma build on each other and the way that a child with many experiences of 
chronic trauma will react to scary events will be different compared to a child who had experienced only 
one traumatic event. 

Neglect is a type of chronic trauma that we often overlook. Neglect doesn’t have any visible signs or 
tangible memories – as sometimes can be in the case of physical abuse or sexual abuse – and therefore it 
is much more difficult to detect. Neglect is defined as the “failure to provide for a child’s basic needs”. If 
you think of neglect as just the absence of something good, it may not seem that traumatic. But to a child 
who is completely dependent on adults for care, being left alone in a crib, in a wet, dirty diaper, suffering 
from the pain of hunger and exhausted from hours of crying, neglect feels like a threat to survival. For 
older adolescents neglect can come in the form of lack of supervision, dental and physical care, lack of 
attentions and care. Not having this proper care can make these kids more vulnerable to other types of 
trauma such as sexual exploitation, drug use, and risky behaviours. 

Complex trauma: Unfortunately, a big part of the kids that we work with – independently if we are 
psychologists, judges or social workers – won’t come to us with just one traumatic event, such as a car 
accident. The vast proportion of children that we deal with will probably have multiple traumatic events 
in the course of their lives and these events can be caused by people within their caregiving system. When 
a traumatic event was caused by someone that the child trusted and who was supposed to take care of 
them and protect them (caregivers, siblings), we refer to this as complex trauma18.  

Complex trauma has 3 main characteristics: it happens at an early age, for a prolonged period of time and 
is caused by someone that the child depends on for survival and safety.  

What we know from prospective, longitudinal studies on child development is that the early caretaking 
environment provides the foundation on which almost all other developmental tasks are built. Children 
learn how to regulate their emotions by the way that caregivers respond to them. If a toddler is crying in 
his crib and his mother comes and picks him up, then sooths him with her voice, feeds him and calms him 

 
18 For an overview on complex trauma, the following article available online is adapted from different sources: A 
Complex Trauma in Children and Adolescents https://www.complextrauma.org/wp-
content/uploads/2021/02/Complex-Trauma-9-Joseph-Spinazzola.pdf  
A Review of the Literature on Trauma and Traumatic Stress Reactions is provided by SAMHSA in Trauma-Informed 
Care in Behavioral Health Services Treatment Improvement Protocol (TIP) Series, No. 57 Center for Substance Abuse 
Treatment (US). Rockville (MD):Substance Abuse and Mental Health Services Administration (US); 2014. Report No.: 
(SMA) 14-4816 https://www.ncbi.nlm.nih.gov/books/NBK207192/ 

https://www.complextrauma.org/wp-content/uploads/2021/02/Complex-Trauma-9-Joseph-Spinazzola.pdf
https://www.complextrauma.org/wp-content/uploads/2021/02/Complex-Trauma-9-Joseph-Spinazzola.pdf
http://www.samhsa.gov/
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down, this child learns to trust both what he feels and that there are adults who are responding to his 
needs. This allows the child to rely on their emotions and to trust other people. Securely attached children 
learn a complex vocabulary to describe their emotions, such as love, hate, pleasure, disgust and anger. 
Under most conditions, their parents are able to help their distressed children feel a sense of safety and 
control, which gives them the confidence to regulate their own emotions and behaviours later in life and 
to manage stressful situations. 

But if you take that same child, who is chronically left in the crib to cry for hours and when his mother 
enters the room, she repeatedly fails to console him but instead scolds him for being a bad child, he will 
learn overtime that: 1. His emotions are unimportant and ought to be stifled and that 2. He is bad at his 
core, nobody really cares about him and therefore he is unlovable. When caregivers are emotionally 
negligent, consistently unresponsive, frightening, or violent, children are likely to become intolerably 
distressed and unlikely to develop a sense that the external environment is able to provide relief. Thus, 
children with insecure attachment patterns have trouble relying on others to help them and are unable 
to regulate their emotional states by themselves. As a result, they experience excessive anxiety, anger, 
and longings to be taken care of19. 

When children experience complex trauma, their attachment to their primary caregivers is interrupted 
and they are not able to learn how to regulate themselves later in life. The inability to self-regulate, over 
time can put a person on a pathway to have many other types of problems. In particular, complex trauma 
may impact 7 areas of child’s development:  

- Attachment: children with complex types of trauma often feel uncertainty about the reliability 
and predictability of the world. They may have problems with boundaries – some of them may 
lack appropriate boundaries (the child who jumps over you and tells you they love you at the first 
time they meet you) or they may be too avoidant (the teenager who has his hoody on and doesn’t 
keep an eye contact with you). Traumatized children often lack trust in the others and they are 
suspicious about the intentions of other people. This can lead to social isolation and interpersonal 
difficulties.  

- Biology: complex trauma may impact brain development and the immune system, leading 
children to more medical problems. Some of them may develop sensory-motor problems, 
hypersensitivity to physical contact, somatization.  

- Affect regulation: children may have difficulties identifying their emotions and knowing how to 
regulate them. Many of them lack the ability to describe their feelings and communicate 
appropriately their wishes and desires. 

- Dissociation: in some more extreme cases, children may have the experience of their mind leaving 
their body, or having the feeling that they are in a dream and not part of the reality. Sometimes 
dissociation is considered to be a protective mechanism in that if the child cannot control what is 
happening to them, they can control how to react.  

 
19 Van der Kolk, B. A. (2005). Developmental Trauma Disorder: Toward a rational diagnosis for children with complex 
trauma histories. Psychiatric Annals, 35(5), 401–408. https://doi.org/10.3928/00485713-20050501-06. 

https://doi.org/10.3928/00485713-20050501-06
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- Behavioural control: the inability to identify and regulate emotions will affect the ability of the 
child to regulate their behaviours. Many children who were exposed to trauma present with poor 
modulation of impulses, self-destructive behaviour, aggression against others, sleep disturbances, 
eating disorders, substance abuse, excessive compliance, oppositional behaviour, difficulty 
understanding and complying with rules, communication of traumatic past by re-enactment 

- Cognition: traumatized children may have difficulty focusing their attention, processing new 
information and retaining it. They may lack sustained curiosity, completing their tasks, planning 
and anticipating their actions. They may often have learning difficulties and limited language 
development.  

- Self-concept: last, but not least, traumatized children may lack of a continuous, predictable sense 
of self, they may have a negative view about themselves, and they often live their lives with a 
sense of shame and guilt.  

 

 

Section 6: What determines the way a child will respond to trauma? 

Each child will respond to trauma differently. It is important to remember that trauma happens in a 
context and even though the child might not be a direct victim of trauma (such as in the case of domestic 
violence), that doesn’t mean that certain experience is not traumatizing. Often, even though we may not 
see any visible sign of trauma such as in the case of neglect, there might be many invisible and 
psychological effects that are detrimental to the development of the child.  

Show the Video Removed https://www.youtube.com/watch?v=lOeQUwdAjE0 (prior to showing the 
video trigger warnings should be made) 

Follow with a discussion about key features in the video. Begin by asking participants to identify what 
they viewed as salient or significant in relation to:  

• Triggers: Here you can discuss Zoey’s reaction to the dress. Why did she react the way she 
did? Link this with the scene in which she saw her father yelling at her mother because of a 
dress. 

• The child’s interpretation of events and subsequent response: You can discuss Zoey’s 
interpretation of the phone call in which she assumes that she will be sent away, when in fact 
her foster mother is arranging to re-connect Zoey with her brother. 

• Caregivers’ actions in response to the child’s behavior (Did it help or hurt? Why?): Discuss the 
impact of various actions taken by caregivers. What did they do that triggered or harmed 
Zoey? What happened in early placements that led her to act out even more? What allowed 
her to start building a relationship with her last foster mother? How did the abrupt adoption 
of her brother affect her? 

• What could/should the care system have done differently? 

https://www.youtube.com/watch?v=lOeQUwdAjE0
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There are several risk and protective factors that will determine the way that a child will respond to 
trauma. All these factors are multi-layered and they can occur at an individual, family, community and 
societal level.  

Risk factors 

Based on Bronfenbrenner's ecological model of child development, we have listed a number of risk factors 
at Individual, relational, community and societal levels. Risk factors at an individual level are20: 

− Age and developmental stage – it is different to go through trauma if the child is 5 years old, 
compared to 15 years old 

− Basic temperament – some children are more laid back, others are more anxious and hyperactive 

− Prior exposure to trauma – trauma may have an accumulative effect and children with prior 
traumatic experiences may be more vulnerable and susceptible to stress 

− Prior mental health conditions  

− Disability – children with disabilities are more vulnerable to trauma 

− Substance abuse 

− History of violent behaviour 

On a family level, some risk factors are: 

− Poor parenting skills – parents who lack good parenting skills may expose the child to more trauma 
and also exacerbate the effects of prior trauma. Examples are cases of neglect or overprotection.   

− Marital discord – if the child is exposed to domestic violence, verbal, emotional and physical abuse 
among caregivers, this will also have an impact on the child’s reactions and behaviours. Children 
are still heavily dependent on their caregivers for their survival and well-being and therefore the 
safety of the caregiver will directly impact the sense of safety of the child. 

− Low socio-economic household status 

− Parental education level  

On a community and societal level, some risk factors are: 

− Rapid social change 

− Economic inequality 

− Gender inequality 

− Poverty 

− Legal and cultural norms that support violence  

 
20 Krug E et al. (2002) World report on violence and health. Geneva, World Health Organization, p. 12-13. 
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− High crime levels 

− High unemployment  

− Local illicit drug trade 

− Physical environment and situational factors 

 

It should be underlined here that elements of diversity (i.e., being part of a marginalized group) increases 
the risk for traumatization. Stress-related processes and psychological outcomes should be addressed 
taking into account the unique social context of the members of socially marginalized groups21. 

 
 

 

Risk factors from Bronfenbrenner's ecological model of child development 

 
 

 
21 Matheson, K., Foster, M. D., Bombay, A., McQuaid R. J., Anisman H. (2019) Traumatic Experiences, Perceived 
Discrimination, and Psychological Distress Among Members of Various Socially Marginalized Groups Original 
Research Article. Front. Psychol., 28 February 2019. Sec. Psychology for Clinical Settings. 
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00416/full 
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Protective factors 
 
Children will also have some protective factors that will buffer the impact of trauma22. 

On an individual level, some protective factors are: 

− Positive self-esteem: the believe that the child is intrinsically a good person who deserves to be 
loved and protected 

− Self-efficacy: the believe that the child has the skills to face the adversities of life 

− Coping skills: children who have a wider array of coping skills, will be better able to protect 
themselves and heal  

− Social skills 

− Temperament  

− Lack of past traumas 

On a family level, some protective factors are: 

− The presence of a safe and predictable caregiver. The most important factor for a child’s recovery 
is the presence of a nurturing and supportive caregiver, that can offer the safe environment and 
relationship to the child.  

− Familial support received immediately in the wake of trauma can be highly protective. Specifically, 
children whose caregivers believe their disclosure of traumatic exposure while offering validating 
emotional support have much better outcomes than those whose parents do not believe.  

− Economic stability  

− Parent education level 

− Extended family support 

− Parent skills and coping behaviour  

− Good peer relationships 

− Gender equality in household 

On a community and societal level, some protective factors are: 

− Formally recognized children’s rights and gender rights 

− Legal frameworks to prevent and combat violence  

− Policies to combat economic inequality and discrimination 

− Public disapproval of violence 

 
22 Ibidem 
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− Modelling of norms and behaviours that promote gender equality and rights of woman and 
children 

− Recreational and development programs available for children and youth 

− Safe environments 

− Positive relationships among community members 

 

 

Protective factors from Bronfenbrenner's ecological model of child development23 

 
All this is to say that trauma doesn’t happen only at an individual level, but it is embedded in a context. 
This broad context includes children’s personal characteristics, life experiences, and current 
circumstances (Core Concepts of Childhood Trauma). Some forms of trauma – such as neglect, parental 
substance use, psychological abuse, sexual and physical abuse – are difficult to detect, but harmful for the 
child development. Considering the importance of the context, it is crucial to remember that each of us 
as professionals can work together to create policies and practices that help to prevent child 
maltreatment, while also influencing the deleterious effects of trauma on children. It is fundamental that 
each organization and child-serving professional – within law, paediatrics, child welfare, mental health 
– can be aware and able to intervene and recognize the symptoms of trauma.  

 
23 Ibidem 
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Culture is also closely interwoven with traumatic experience, response and recovery. Some cultural norms 
and beliefs can profoundly affect the parenting styles of caregivers (for ex. corporal punishment), resulting 
in damaging practices and outcomes for the developing child. In the case of girls for example, a key factor 
that makes them more vulnerable to violence is the social tolerance of both victimization of girls and 
perpetration by boys and men (Seven Strategies for Ending Violence Against Children, INSPIRE). Often, 
this abuse or exploitation is perceived as normal and coupled with the fear and shame of the victim, it 
results in underreporting to authorities. Therefore, advocating for social norms and attitudes that are 
geared towards gender equalities, public disapproval of violence, reinforcement of children rights are 
fundamental to prevent violence. In each child serving institution it is important to be able to recognize 
the signs and symptoms of trauma and implement some practical strategies in working with traumatized 
children.  

It is important to realize that certain norms and stereotypes persist across all cultures despite efforts, at 
various levels, to change them. Work to reduce childhood trauma needs to openly recognize and 
acknowledge norms and attitudes that persist even when the culture is moving towards non-violence and 
equality.  

 
 

Section 7: Types of Abuse 

Professionals generally recognize 6 types of abuse although the exact definition of these may vary across 
cultures. These include: maltreatment, sexual abuse, emotional or psychological abuse, intimate partner 
violence (domestic violence), physical abuse, and bullying (verbal, social, physical, cyber). 
 
Go through each type of abuse indicated in the chart along with its definition, signs and symptoms. 
Suggested responses can be addressed during Day 3, where the focus is on professionals’ 
communication/relationship skills when dealing with minors.  
 
 
 
 
 
 
 
 
 
 
 

Discussion question: What norms exist within your country that enable or allow the commission of 
violence against children? How do they manifest themselves within your work with children? 
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Type of abuse Definition Signs and symptoms What you should do 

Maltreatment Involves physical, sexual and 
psychological/emotional 
violence; and neglect of infants, 
children and adolescents by 
parents, caregivers and other 
authority figures, 
most often in the home but also in 
settings such as schools and 
orphanages. 

  

Sexual abuse Includes non-consensual 
completed or attempted sexual 
contact; non-consensual acts of a 
sexual nature not involving 
contact (such as voyeurism or 
sexual harassment); acts of sexual 
trafficking committed against 
someone who is unable to 
consent or refuse; and online 
exploitation 
 
INSERT REFERENCE TO AGE OF 
CONSENT IN YOUR COUNTRY: 
(THE AGE AT WHICH A PERSON IS 
CONSIDERED TO BE LEGALLY 
COMPETENT TO CONSENT TO 
SEXUAL ACTS ACCORDING TO 
NATIONAL LEGISLATION). 

− An increase in 
nightmares and/or 
other sleeping 
difficulties 

− Withdrawn behaviour 
− Angry outbursts 
− Anxiety 
− Depression 
− Not wanting to be left 

alone with a particular 
individual(s) 

− Problematic sexual 
behaviours and 
relationship problems 

− Sexual knowledge, 
language, and/or 
behaviours that are 
inappropriate for the 
child’s age 

− Stay calm, listen 
carefully and non-
judgmentally 

− Never blame the 
child 

− Thank the child for 
disclosing and letting 
you know that they 
were abuse 

− Reassure them of 
your support 

− Validate and 
normalize their 
feelings 

− Make an appropriate 
referral for 
treatment/services 
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Type of abuse Definition Signs and symptoms What you should do 

Neglect Neglect24 is failure by those 
responsible for the child to meet 
the child's needs for normal age-
appropriate development; - 
Emotional neglect - the 
parent/carer deliberately or 
unintentionally consistently 
neglects the child's emotional 
needs (attention, security). 
Includes, inter alia, failure to 
express care, child rejection, 
ignoring emotional needs - 
Physical neglect - Failure by 
parent/carer to provide 
daily/regular care that results in 
serious risk to child's physical 
health (does not include poverty). 

− Marked25 cognitive 
developmental delay, 
difficulty 
understanding 
speech; 

− Apathy and 
indifference to the 
environment; 

− Physically neglected 
children may have 
lower body weight 
and growth; 

− Deficits in motor skills 
such as head holding, 
grasping, picking up 
objects, holding a pen, 
walking, etc; 

− Neglected young 
children may not 
smile or laugh 
because they have not 
been smiled at or 
encouraged to do so. 

− Problems with 
following rules at 
school, following 
instructions and 
completing tasks from 
start to finish; 

− Inactivity, poor 
communication with 
peers; 

− Antagonism and 
unpopularity among 
peers 

− Remain calm, 
trustworthy and 
caring. 

− Stay neutral and 
control your 
(excessive) 
emotions. 

− Trust the child and 
let him know that 
you believe him. You 
could say something 
like this: "I believe 
you. It's good that 
you told me." 

− Reassure the child, 
reassure him that he 
is cared for and 
relieve him of guilt. 
You can say, for 
example, "Nothing 
that happened was 
your fault" or "You 
didn't do anything 
wrong". 

− Don't restrict your 
child from play or fun 
activities unless it is 
necessary to ensure 
his or her safety. 
Restrictions may 
seem punitive.  
Contact the 
appropriate 
authority or 
professional as soon 
as possible. 

− It is the responsibility 
of everyone to 
immediately inform 
the local authority or 
the children's 
helpline. 

 

 
24 Kastepõld-Tõrs, Kaia (2018) Väärkoheldud laste ja nende perede psühholoogiline abi. Sotsiaalkindlustusamet 
25 https://www.kriminaalpoliitika.ee/et/perevagivald/lapse-vaarkohtlemise-margid 
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Type of abuse Definition Signs and symptoms What you should do 

Emotional or 
psychological 
abuse 

Includes restricting a child’s 
movements, 
denigration, ridicule, threats and 
intimidation, discrimination, 
rejection and other non-physical 
forms of hostile treatment. 
Witnessing violence can involve 
forcing a child to observe an act of 
violence, or the incidental 
witnessing of violence between 
two or more other persons. Over 
protective or overcontrolling 
parents can be emotionally or 
psychologically abusive. Parental 
overcontrol refers to an excessive 
amount of involvement in a child's 
activities, daily routines, or 
emotional experiences and an 
encouragement of dependence 
on the parents. 

− Delayed or 
inappropriate 
emotional 
development 

− Loss of self-
confidence and self-
esteem 

− Social withdrawal or a 
loss of interest and 
enthusiasm 

− Depression 
− Avoidance of certain 

social situations, such 
as going to school, 
ride the bike 

− Loss of previously 
acquired 
developmental skills 

− Offer a safe place, 
where the child can 
feel nurtured and 
protected 

− Praise the child and 
reinforce those 
things that he/she is 
good at to 
counteract the loss 
of confidence 

− Make the child feel 
capable by 
emphasizing his/her 
strengths and 
teaching them 
coping skills 

− Emphasize that the 
child is lovable and 
deserves to be cared 
for and loved 

Intimate partner 
violence 

Involves violence by an intimate 
partner or ex-partner. Although 
males can also be victims, 
intimate partner 
violence disproportionately 
affects females. It commonly 
occurs against girls within child 
and early/forced marriages. 
Among romantically involved but 
unmarried adolescents it is 
sometimes called “dating 
violence”. 

− Changes in emotions: 
increased fear and 
anger 

− Changes in 
behaviours: clinging, 
difficulty going to 
sleep or temper 
tantrums 

− Aggressive and violent 
behaviour at school 
and home 

− If you suspect a child 
being victim of 
domestic violence, 
try to talk privately 
to the child and 
assess their safety at 
home 

− Establish a sense of 
safety by providing 
reassurance and 
validating their 
feelings 

− If necessary, notify 
the appropriate 
authorities 

− Identify the non-
offending caregiver 
and foster their safe 
and nurturing 
relationship 

− Make a safety plan 
when the child as 
exposed to violence 
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Type of abuse Definition Signs and symptoms What you should do 

Physical abuse Physical abuse occurs when a 
parent or caregiver commits an 
act that results in physical injury 
to a child or adolescent, such as 
red marks, cuts, welts, bruises, 
muscle sprains, or broken bones, 
even if the injury was 
unintentional. Physical abuse can 
occur when physical punishment 
goes 
too far or a parent lashes out in 
anger. Note that in some 
countries any form of physical 
punishment is considered physical 
abuse. 

− Frequent physical 
injuries that are 
attributed to the 
child’s being clumsy or 
accident-prone 

− Injuries that do not 
seem to fit the 
explanation given by 
the parents or child 

− Conflicting 
explanations provided 
by child and/or 
caregivers, 
explanations that do 
not fit the injuries, or 
injuries attributed to 
accidents that could 
not have occurred 
given the child’s age 

− Habitual absence 
from or lateness to 
school without a 
credible reason. 
Parents may keep a 
child at home until 
physical evidence of 
abuse has healed. One 
should also be 
suspicious if a child 
comes to school 
wearing long-sleeved 
or high-collared 
clothing on hot days, 
since this may be an 
attempt to hide 
injuries 

− Awkward movements 
or difficulty walking; 
this may suggest that 
the child is in pain or 
suffers from the 
aftereffects of 
repeated injuries 

− Start with open-
ended questions. 
Don’t assume that 
the child is being 
abused. There may 
be many 
explanations for why 
a child is behaving in 
a particular way or 
for how a child was 
injured. 

− If the child has a 
visible injury, ask 
how the child was 
injured. Ask open-
ended follow- up 
questions to look for 
inconsistencies if the 
explanation for the 
injury seems 
implausible or 
doesn’t match the 
injuries. 
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Type of abuse Definition Signs and symptoms What you should do 

Bullying (verbal, 
social physical, 
cyber) 

Unwanted aggressive behaviour 
by another child or group of 
children who are neither siblings 
nor in a romantic relationship 
with the victim. It involves 
repeated physical, psychological 
or social harm, and often takes 
place in schools and other settings 
where children gather, 
and online. 

− Stress, anxiety and 
depression 

− Loneliness and 
isolation 

− Feelings of rejection, 
poor self-esteem 

− Avoidance of social 
situations, going to 
school, making new 
friends 

− Emotional and social 
withdrawal 

− Aggressive behaviour 
towards younger 
siblings, oppositional 
behaviour 

− Separation anxiety 

− Talk regularly: talk to 
the child about 
safety, including 
cyber and personal 
ones 

− Problem-solve with 
the child about what 
strategies to put in 
action when they get 
bullied (try to stay 
calm, walk away, 
etc.) 

− Help the child 
understand that 
being bullied doesn’t 
reflect having 
something wrong in 
them, but that often 
bullies are in pain too 

− In cases of cyber 
bullying, teach the 
child how to protect 
their identity by 
being careful what 
they share online, 
use passwords, etc. 

The definitions of the types of abuses provided in table are derived from “Seven Strategies for Ending 
Violence Against Children, ISNPIRE, WHO” p. 16, http://www.who.int 
 
 
Group discussion: Types of violence by age groups 

Discuss the figure below, pointing to the age ranges when different types of violence are more likely. Note 
that child maltreatment, sexual violence, and emotional or psychological violence and witnessing violence 
can occur at all ages whereas forms of violence that come from outside of the home start with bullying in 
school and move on with youth violence and intimate partner violence in pre-adolescence adolescence.  
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Section 8: Trauma and the brain  

It is important to remember that trauma is an experience, not a disorder (even though it presents as a 
disorder). In order to understand the behaviours of traumatized children, it is important to understand 
the impact that trauma have on the brain and the body.  

When we are in front of a threat – whether it is a snake or something else – our internal alarm system 
gets activated and our brain encourages our body to release hormones like adrenalin and cortisol that 
activate our body. The body typically responds to acute stress and danger in the following ways: fight, 
flight, freeze, or dissociate. If the danger is small – like a snake, we may fight it, but if we are chased by a 
bear, we might not be able to fight back. Once the threat is removed, the brain stops releasing those 
hormones and our senses returns to normal.  

However, when danger is constant– if we have a child who is constantly exposed to domestic violence, 
whose parents are abusing drugs and who also gets bullied at school – the internal alarm system of this 
child is constantly engaged. This is why we often see traumatized children who are hypervigilant, 
hyperalert, impulsive and ready to act (fight) OR children who are rather withdrawn, isolated or even 
zoned out (freeze, flight, dissociated). 

 

 

 

 

 

Seven Strategies for Ending Violence Against Children, ISNPIRE, WHO (http://www.who.int), p. 16 
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Group activity: a big stake jumps right in front of you (show slides with the snake, Day 1) 
 
We learn by experience. Imagine that you are walking on a nice trail in a park, it is a warm, sunny day and 
you are by yourself. Now imagine that all of the sudden you see a big snake jumping right in front of you. 
How would you feel in the body? What would you do? (Allow some minutes for people to share 
responses). 
 
Now imagine that for some reason, the next day you return on that same path. How would you feel? 
(Some responses might be hypervigilant, watching out for snakes, alert). If you have a friend walking next 
to you and talking to you, would you be able to fully focus on what he/she is saying? 
Now imagine again that you are back on that same path and, at some point, you see something that is 
really similar to a snake, like a stick or a branch of a tree. How would you feel? (Based on participants 
responses, the facilitator may say that people will probably have the same reaction as when the snake 
was there).  
 
Video on the fight/flight/freeze response (in the sets of slides provided for the training, these two 
exercises – snake and movie - are placed in different section  
 
Video on how to explain the impact of the trauma on the brain (Explaining the brain to children and 
adolescents): https://www.youtube.com/watch?v=py8deTlxNco 
 
This video can be very helpful to illustrate to professionals some easy ways to explain the 
fight/flight/freeze response. 
 
Our experiences can impact the way that our brain will form and function. Brain development happens 
from the bottom up: we first develop the primitive part of the brain, like the limbic system, which are 
essential for basic survival. The more complex, neocortical parts get developed over the course of 
development. Those complex parts are essential for rational thought, behavioural inhibition, ability to 
plan our actions, think in an abstract way.  

In our brain, we have billions of neurons that are forming connections between them and those 
connections form a network. Each network is responsible for a specific developmental task and skills: 
emotion regulation, movement, language comprehension, mentalization, memorization, speaking, etc. 
The more we repeat certain experiences, the stronger those networks will be. For example, if I speak to a 
new born child in multiple languages, they will strengthen their ability to comprehend and speak 
multilingually. In the same way, if I am constantly exposing this child to threat, instability and danger, their 
primitive part of the brain will develop really great, but their more complex part of the brain won’t. 
Therefore, this child may become really good in sizing up people, sensing and reacting to danger, but they 
will be less able to predict the consequences of their actions, to plan ahead and learn new information. 

In this way trauma has a dual influence on development: there is a prioritization of those domains of skill, 
competency, adaptation which help the child survive their environment and meet physical, emotional and 
relational needs. At the same time there is less emphasis on domains of development which are less 

https://www.youtube.com/watch?v=py8deTlxNco
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immediately relevant to survival (Blaustein and Kinniburg, 2017)26. For example, if a child is going through 
some important developmental period, such as kindergarten when she/he needs to learn reading and 
they are constantly in survival mode at home, they will have less emotional and physical resources to pay 
attention and learn how to read. These types of kids can be real experts in survival, but less able to use 
some of the more sophisticated functioning skills of their brain.  

To summarize, exposure to trauma causes the brain to develop in a way that the child can survive in a 
dangerous world (RPC curriculum): 

- By being on constant alert for danger 

- Quick to react on threats (flight, flight and freeze) 

 
Video on the brain architecture from the Centre for Developing Child at Harvard University 
https://www.youtube.com/watch?v=VNNsN9IJkws 
 
 

Section 9: Impact of trauma – What do we see and how to recognize signs and symptoms 

Adaptive functioning of traumatized individuals  

Behaviours usually have a specific function and address a specific need; as such, all behaviours of children 
make sense. In the same way, if we look at the child’s behaviours through trauma lenses, we will be able 
to connect the dots and better understand the meaning of that behaviour. Most of the behaviours in 
children address two needs: physiological and emotional. For example, a child who was neglected and 
deprived of food and shelter, may start hoarding food in their foster home, steal or develop intense 
attachment to a particular object. Or another child may lie as an attempt to be accepted and liked by the 
others. Traumatized children usually enter in two categories in terms of behaviours. Those kids who are 
coming from family environments where there was not enough attention and their caregivers failed to 
meet their basic needs. This will lead towards behaviours of need fulfilment. Examples are the kids that 
we label as “manipulative”, or the girls who have learned that only with sexualized behaviours they can 
obtain the attention that they lacked. The other category are the children who are coming from 
environments where there was too much danger and lack of safety (parents abusing substances, living in 
high crime communities, etc.). These experiences will lead towards behaviours that will avoid danger and 
seek safety. For example, the adolescent who uses drugs may do it as an attempt to suppress the intense 
feelings from trauma memories, or self-harm could be used for emotional regulation in order to down-
regulate painful or scary emotions.  

 
26 Blaustein, M. & Kinniburgh, K. (2017). The Attachment, Regulation, and Competency (ARC) treatment model.  In 
M. Landolt, U. Schnyder, and M. Cloitre (Eds.). Evidence-based Treatments for Trauma-Related Disorders in Children 
and Adolescents, Springer International Publishing. 

https://www.youtube.com/watch?v=VNNsN9IJkws
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For this reason, it is important for us as professionals to see beneath the surface and understand that the 
behaviours that we see are usually a peak of an iceberg. And that beneath that peak there are emotions, 
thoughts, past experiences and traumas that have shaped the mental map of the child and lead him/her 
to act in a manner that reflects survival mode. So, if we can shift the perspective and instead of thinking 
“what’s wrong with you” to think “what happened to you”, this can empower us as professionals to 
have a better understanding of the child’s behaviours and also help them manage those behaviours. 

 

Section 10: How children respond to trauma: signs and symptoms  

When children have experienced a recent trauma, they may present some acute trauma symptoms, which 
are distinct from the more long-term trauma symptoms we discussed earlier. It is important to be able to 
recognize these symptoms in order to detect recent or ongoing trauma.  

Changes in physiological arousal level and reactivity: 

As we remember from the previous slides on how trauma activates the internal alarm system, the child 
may become more jumpy, quick to startle, constantly on alert, having trouble with sleep and 
concentration, getting involved in reckless behaviours. 

- On alert for danger 

- Quickness to startle 

- Irritability/anger 

- Reckless and self-destructive behaviour 

- Sleep or concentration problems 

- Temper tantrums 

Intrusions: 

The child may experience intrusive memories from the traumatic event, intrusive thoughts and 
“flashbacks” which feels like the experience is happening again. But intrusions can also present 
themselves as nightmares during sleep. These intrusions can be really scary and upsetting. 

- Intrusive images, sensations, dreams 

- Intrusive memories of the traumatic event  

- Repetitive re-enactment in play 

 

Group discussion: What signs do you usually see in your work? What kinds of responses do these 
behaviors usually elicit? What responses would be most appropriate? (about 5-10 minutes) 
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Avoidance: 

We all tend to avoid thinking, talking and remembering the bad things that happened to us. But in children 
avoidance might interfere with their normal development. For example, the adolescent who was sexually 
abused in a car, might start avoiding getting into a car, seeing friends and meeting new people from the 
fear that the abuse can happen again. She may start avoiding all the places, people and situations that 
remind her of this. Avoidance can be internal or external: 

- Avoiding people, places, or things that bring memories of the trauma 

- Trying not to have thoughts, feelings, or memories about the trauma  

 

Changes in thoughts and mood: 

Exposure to trauma may lead to develop negative thoughts, beliefs and expectations in the child. Usually 
these negative beliefs are about: self, the others and the future. Many kids may believe that it was their 
fault, that they are unlovable and broken and that they can’ trust anyone. Kids with trauma may also have 
difficulties remembering, learning new information and focusing. 

- Trouble remembering 

- Pulling away from activities and relationships, including play 

- Stuck in negative thoughts and feelings 

- Blaming self for bad things that happened  

Section 11: Impact of trauma by age 

Just as there are different types of trauma, the impact of trauma varies in accordance with the age of the 
child, reflecting their developmental stage. These are some of signs that you may observe in the children 
depending on their age.  

Discuss the table below (one age group per slide). Ask the participants to share their experiences and what 
they have seen in traumatized children. 
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YOUNG CHILDREN (0-5) 
Key developmental tasks Trauma’s impact  

Development of visual and auditory perception  Sensitivity to noise  
Recognition of and response to emotional cues Avoidance of contact 
Attachment to primary caregiver  Heightened startle  
 Confusion about what’s dangerous and who to 

go to for protection 
 Fear of being separated from familiar 

people/places  
SCHOOL-AGED CHILDREN (6-12)  
Key developmental tasks Trauma’s impact 

 
Manage fears, anxieties, and aggression Mood dysregulation 
Sustain attention for learning and problem solving Learning problems 
Control impulses and manage physical responses to 
danger 

Specific anxieties and fears 

 Attention seeking  
 Reversion to younger behaviours  
ADOLESCENTS (13-21)  
Key developmental tasks Trauma’s impact  

Think abstractly  Difficulty imagining or planning for the future  
Anticipate and consider the consequences of 
behaviour  

Over or underestimating danger  

Accurately judge danger and safety  Inappropriate aggression  
Modify and control behaviour to meet long term goals  Reckless and/or self-destructive behaviour  

 
Resource Parents Curriculum, National Child Traumatic Stress Network (NCTSN) 
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Day 2: Trauma informed care and integrated systems 

On day 1 (or section 1) we have talked about the impact of various forms of violence against children, 
which can result in trauma. We have discussed definitions of trauma and heard that experiencing trauma 
is subjective. Depending on the subjective experience, trauma often has consequences for both physical 
and mental health - also defined as traumatic stress disorders. The connection between adverse childhood 
experiences and traumatic stress disorders was demonstrated by the ACE studies first conducted in the 
U.S. We have heard about the neurobiological aspects of trauma and that trauma also affects and alters 
the functioning of the brain. As a consequence, certain behavioural patterns emerge: fight, flight, freeze. 
These behaviours are expressions of adaptation and fulfil a function. We as professionals encounter these 
behavioural patterns in our work and sometimes experience them as a challenge as opposed to 
recognizing the “good reason” behind the behaviour. Finally, we addressed the child's perceptions and 
experiences of encountering caregivers or actors in the care system who are not always able to recognize 
these signs. We have also heard about the risk and protective factors that influence the magnitude of how 
the traumatic experience manifests itself. 

Section 1: Introduction 

Today we are going to move from talking about what trauma is and how to recognize it in children to 
talking about what we – as professionals – can do to better work with the children that we come into 
contact with and help ensure that our actions do not cause further harm. We will focus on 4 key issues: 

1. Trauma informed care, looking at its development, what it means, and how you can implement it 
2. Multi-agency cooperation and services integration 
3. Child-friendly justice 

Section 2: Trauma informed care  

The Concept of “Trauma-Informed Care” – Definition  

The “trauma-informed care” (TIC) approach has received increasing attention in recent years due to the 
connection between trauma and its (mental) health implications and its implications for social, medical 
and judicial services. The groundwork for defining and conceptualizing this approach was laid out by the 
U.S. Substance Abuse and Mental Health Services Administration (SAMHSA), which developed its 
framework based on academic research, expertise by practitioners as well as survivors’ knowledge.27 
SAMHSA defines a trauma-informed entity as follows: 

 

 

 
27 Also view https://pubmed.ncbi.nlm.nih.gov/15780539/ for the U.S. federal Women Co-Occurring Disorder and 
Violence Study, setting the groundwork for the federal direction around trauma-informed care. 

https://pubmed.ncbi.nlm.nih.gov/15780539/
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“A program, organization, or system that is trauma-informed realizes the widespread impact of trauma 
and understands potential paths for recovery; recognizes the signs and symptoms of trauma in clients, 
families, staff, and others involved with the system; and responds by fully integrating knowledge about 

trauma into policies, procedures, and practices, and seeks to actively resist re- traumatization.”28 

Areas of Intervention and Key Assumptions 

A trauma-informed approach is distinct from trauma-specific services. While it is inclusive of trauma-
specific interventions such as assessment, treatment or recovery support, it also incorporates key trauma 
principles into the organizational culture29. 

A trauma-informed approach can be implemented in a wide range of services including but not limited to: 
behavioural and mental health, education, children and family welfare, criminal and juvenile justice, 
primary health care, homeless shelters, and the military30. 

The TIC approach stems from the realization that public institutions and service systems themselves are 
often trauma-inducing causing “unintended” re-traumatization by treating a patient or client for 
behavioural issues (e.g. substance abuse, "conflict disorder" in children) in a vacuum without taking into 
account the impact of trauma.31 Recognizing and understanding trauma could prevent misdiagnoses that 
are focused on treating symptoms alone while failing to address the underlying cause of a “mental 
injury”32. 

Children and youth are frequently labelled as “oppositional” and are misdiagnosed with ADHD or a bipolar 
disorder.33 The adoption of a trauma informed approach reflects the recognition that many individuals 
experience trauma that in turn influences their behaviour and may be exacerbated by an inappropriate 
response by a service or caregiver.  

The four “R”s 

The four “Rs” are fundamental to any organization aiming to become trauma informed and reflect a 
cultural change within the organization as well as in the way it relates to external individuals who use the 
services.  

 
28 SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach, SAMHSA’s Trauma and Justice 
Strategic Initiative July 2014, p. 9, https://ncsacw.acf.hhs.gov/userfiles/files/SAMHSA_Trauma.pdf, p. 9 
29 Ibidem, p. 9 
30 In the US an interagency task force was created in 2018, Interagency Task Force on Trauma-Informed Care | 
SAMHSA, Bessel von der Kolk, Developmental Trauma Disorder, established the National Child Traumatic Stress 
Network. 
31 DeCandia, C. & Guarino, K. (2015) http://www.traumainformedcareproject.org;  
32 Stenius, V. & Veysey, B. (2005) It’s the Little Things. Women, Trauma, and Strategies for Healing, in: Journal of 
Interpersonal Violence, p.2; An example of the failure to recognized the signs of mental injury and misdiagnosis and 
medication is portrayed in the documentary “Cracked Up: the Darrell Hammond Story” (2018). 
33 DeCandia, C., & Guarino, K. (2020). Trauma-Informed Care: An Ecological Response. Journal of Child and Youth 
Care Work, 25, 7–32. https://doi.org/10.5195/jcycw.2015.69, p. 15. 

https://ncsacw.acf.hhs.gov/userfiles/files/SAMHSA_Trauma.pdf
https://www.samhsa.gov/trauma-informed-care
https://www.samhsa.gov/trauma-informed-care
http://www.traumainformedcareproject.org/
https://doi.org/10.5195/jcycw.2015.69
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To comply with a TIC approach, organizations should adhere to the following four key assumptions34: 

− All people within an organization or system have a basic Realization of trauma and how it affects 
families, groups, organizations, communities and individuals. There should be an awareness that 
trauma should be systematically addressed in prevention, treatment and recovery settings. 

− All people within an organization or system Recognize the signs of trauma. 

− The program, organization or system Responds by applying the principles of a trauma-informed 
approach to all areas of functioning including staff, leadership, policies, manuals and 
organizational culture. 

− A trauma-informed care approach seeks to Resist re-traumatization of clients as well as staff. 

TIC can be viewed as a “universal design for serving trauma survivors”35 with the entire system being used 
as a vehicle for intervention. It constitutes a significant paradigm shift involving whole support systems 
that need to broaden their scope of intervention from asking “how can I fix you” or “what is wrong with 
you?” to “What happened to you?“36 and “what do you need to support your development and 
recovery?”37. 

Core principles of Trauma-Informed-Care 

SAMHSA developed six core principles for TIC requiring an organization-wide commitment for putting 
these principles into practice. It should be noted that these principles are equally important and no 
priority is assumed in their listing below:38  

− Safety: staff and the people they serve feel physically and psychologically safe. This notion of 
safety is key as it reflects the need not only to ensure the individuals physical safety (e.g., avoid 
contact with the offender), but also create a sense of psychological safety.  

− Trustworthiness and Transparency: organizational operations are geared towards building trust 
amongst clients, family members and staff. 

− Peer Support: “Peers” or “trauma survivors” are considered key elements in fostering healing and 
recovery. In the case of children, peers could be family members who themselves have 
experienced trauma during childhood. 

− Collaboration and Mutuality: Everyone in an organization has a role to play in a trauma-informed 
approach. Power differences between staff and clients and amongst staff are levelled as opposed 
to replicating a hierarchy of expert knowledge and client compliance. 

 
34 SAMHSA (2014) p. 9-10 
35 DeCandia, C., & Guarino, K. (2020), p. 8. 
36 Perry, B. D. & Winfrey, O. (2021): What happened to you? Conversations on trauma, resilience, and healing. 
Flatiron Books. 
37 Ibidem. p. 13 
38 SAMHSA (2014), p.11 



34 | P a g e  
 

− Empowerment, Voice and Choice: Organizations believe in resilience and the ability of individuals 
and communities to heal and recover from trauma. Self-advocacy skills are promoted and staff 
members are considered facilitators of recovery rather than controllers of recovery. 

− Cultural, Historical and Gender Issues39: Organizations are responsive to cultural needs, 
recognize historical trauma, and are aware of gender-specific needs. 

Implementing these core values is an ongoing process due to resistance to change by staff and leadership, 
high staff turnover within the organization, inadequate training opportunities, and limited financial 
resources40. 

Becoming Trauma-Informed 

The above-mentioned assumptions and principles provide a roadmap for an organization or service to 
become trauma-informed. However, for the approach to be implemented it needs to be fully endorsed 
and reflected in all areas of operation.  

− Leadership: needs to demonstrate its commitment and define clear expectations 

− Staff training and workforce development: professional caregivers often suffer from high levels 
of stress, burnout, compassion fatigue, and vicarious trauma41  

− Involvement of trauma survivors, people receiving services, and family members42 in all aspects 
of the organization including program design, service delivery, quality assurance, staff training, 
cultural competence and evaluation43. The approach constitutes a power shift from a focus on 
professional “experts” to valuing and incorporating the experiences of trauma survivors and 
restituting the dignity for service recipients44.  

− Partnering with youth and families: Partnering is an emphasis in every talk on child traumatic 
stress.  Trauma involves experiences of powerlessness and isolation that can make youth and 
families reluctant to trust and cooperate with persons or institutions in authority. Trauma-
informed systems seek to reverse this dynamic by empowering youth and their families as 
partners rather than as adversaries. Youth and families are engaged in the decision-making 
processes, into planning and implementing services and they are given voice and choice. When 
we talk about trauma-informed care, we often focus on adults (e.g. training adults, assessing 

 
39 According to Stenius, V. & Veysey, B. (2005) there is an acute lack of trauma-informed gender specific care for 
women, p. 2 
40 DeCandia, C. & Guarino, K. (2020), p. 16 
41 In a recent study Schmid et al. found that the exposure to TIC practices and training in an organization has a 
positive influence on reducing the emotional burden of both staff and clients. Staff experience a higher level of 
fulfillment through improved client engagement and benefit from a higher level of awareness of the risks of 
(unintentional) re-traumatization and retriggering of clients and patients, cited in Levy-Carrick, Nomi C. et al. (2019): 
Promoting Health Equity through Trauma-Informed Care, in: Family and Community Health, April-June, Vol. 42, No.2 
42 In the case of services for children, this role could be taken by adults with previous experiences of trauma. Save 
the Children in Sweden has adopted this approach in their hiring process. https://www.raddabarnen.se/rad-och-
kunskap/arbetar-med-barn/tmo/  
43 SAMHSA (2014), p.13 
44 Stenius, V. & Veysey, B. (2005), p.16. 
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adults, etc.), but we also need to engage youth and ask their opinions as well, engage them in the 
process of implementing interventions, asking them for feedback, etc. At the same time, we know 
that youth are part of a system and if we work with youth, we need to engage the family system 
as well. Therefore, finding ways to connect with families is a key factor in helping youth. 

− Inter- disciplinary and cross sector collaboration between service providers and amongst systems 
of care needs to be promoted and endorsed by leadership. Staff and clients benefit from the 
added values of a common case analysis and from a sense of shared responsibility.45 The lack of 
inter-agency cooperation in turn could lead to misdiagnosis, false medication, and re-
traumatization46.  

− Address the intersections of trauma with culture, history, race, gender, location, and language.  
It is essential to acknowledge the compounding impact of structural inequity and to be responsive 
to the unique needs of diverse communities. Given growing refugee and immigrant community in 
most partner countries this aspect is of particular relevance. 

Benefits and Challenges of Trauma – Informed Care 

Benefits: 

− Relatively low cost and high yield investment to address the needs of clients and patients who 
have experienced trauma47.  

− By recognizing the implications of trauma, misdiagnoses are reduced and mislead medication can 
be avoided.  

− Participatory approach of involving trauma victims themselves has the potential to better tailor 
services towards clients’ needs and improve program retention rates.  

− Increase in inter-agency cooperation in TIC can enhance early identification of trauma while 
reducing re-traumatization through repeated questioning and interaction with multiple 
stakeholders. 

− Alleviation of emotional stress and vicarious traumatization of staff through training and 
through conveying the notion of shared responsibility between colleagues and systems48. 

Challenges: 

− TIC is not a “panacea” to the difficulties facing children who have experienced trauma. 

− Limited amount of evaluation to demonstrate the effectiveness of TIC 

 
45 Heinrich, S. & Missel, G. (2018): Jung, delinquent und psychisch auffällig. Ein multidisziplinärer Lösungsansatz der 
Hilfekoordinierung und der Versorgung, in: ZJJ 2/2018, p. 119-125. Article on the challenges of multi-agency 
cooperation for European Union funded project Fact for Minors. 
46 Ibid, p. 2 
47 DeCandia, C. & Guarino, K. (2015) 
48 Levy-Carrick, Nomi C. et al, (2019) p.105. 
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− Translating the theory of TIC into practice can be problematic49 50 

− Risk of being deficit-oriented and focusing on treating individual pathologies rather than 
fostering possibilities of well-being.51 52  

The connection between trauma and the broader societal context of social inequality and oppression 
needs to be recognized as an integral part of delivering services in the TIC framework. It is important to 
remain critically engaged with the systems behind the trauma-informed movement to avoid 
“perpetuating the same victim-blaming, silencing, shaming, and retraumatizing” practices of the past”.53 

Overall, there is a need to ensure that the principles and assumptions can be put into practice in a 
meaningful way. It is also important to view the individual in terms of his/her resources and strengths and 
avoid victim blaming. 

Summary 

The above-mentioned criticisms of the TIC approach can be summarized along the following lines:  

− the lack of evidence-based evaluation to date, 
− misunderstandings around the core principles of the approach and  
− the challenges of putting it into practice. 

In an attempt to adopt the approach of TIC in Europe stakeholders need to be aware of these challenges 
and need to carefully customize TIC to their particular setting since a “one-size-fits all” template will not 
do justice to the sensitivity of trauma. Once these notions are kept in mind the creative and empowering 
approach of TIC could provide considerable opportunities for both victims of trauma as well as for 
professional caregivers. 

 

 

 

 
49 Johnson, D. (2017): Tangible trauma-informed care, in: Scottish Journal of Residential Child Care, No.16, No. 1, 1-
22; Berliner, Lucy and David Kolko (2016): Trauma-Informed Care:  A Commentary and Critique, in: Child 
Maltreatment, Vol. 21 (2), 168-172. Hanson and Lang (2016): A Critical Look At Trauma-Informed Care Among 
Agencies and Systems Serving Maltreated Youth and Their Families. Child Maltreatment;21(2):95-100.  
50 As stated by Becker-Blease, K.A. (2017): “even the most experienced clinician or researcher cannot rely on intuition 
alone to create trauma-informed care.” Although a wide range of cost-intensive TIC trainings is currently emerging 
there is hardly any research on the quality of these trainings and participants’ ability to translate the training into 
their respective work environment. In fact, some providers have voiced fears of opening Pandora’s box by addressing 
trauma and consequently creating needs that cannot be met by their existing services. 
https://www.tandfonline.com/doi/full/10.1080/15299732.2017.1253401 
51 Berliner, L. & Kolko, F. J. (2016). 
52 While this is a valid concern, it should be noted that one of the core elements of TIC is the focus on healing and 
recovery from trauma. 
53 Becker-Blease, K.A. (2017), p. 132. 
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Group Discussion: break the class intro small groups. Ask each to discuss the extent to which their 
organization is trauma informed. (10 minutes of break-out groups before reporting back) 

• What do they, as professionals, do that is trauma informed? What can they do to become more trauma 
informed?  

• What, if anything, stands in the way of them becoming more trauma-informed?  
• Bring everyone back for reporting back and a class-level assessment of the questions addressed. 

 

Section 2: Integrated Systems  

„Besides focusing on one’s own mandate and the expectations around this mandate, it is essential to 
reflect on the roles of other systemic stakeholders servicing the child. There must be a good understanding 
of who can do what and how, where are the limitations, what are individual mandates and what are 
potential hurdles within these mandates to act trauma-informed. This self-perception and perception 
through the eyes of others is a fundamental aspect and to accept where other systemic stakeholders 
cannot act otherwise. It has something to do with understanding roles and tasks, but also with the 
possibilities for action." (Expert Childhood House, Germany)  

An important prerequisite for the successful implementation of a TIC approach is the inter- disciplinary 
and cross sector collaboration between service providers and amongst systems of care. The lack of inter-
agency cooperation could lead to misdiagnosis, inappropriately prescribed medication, and re-
traumatization.54 However, systemic barriers are often constituted through different jurisdictions and 
legal requirements, through strict health insurance parameters, financial concerns and data protection. 
These barriers force clients to repeatedly outline their issues to a multitude of stakeholders, prevent cross-
training and lead to interruptions in service delivery due to insurance constraints. As with the 
implementation of a TIC approach the commitment towards multi-agency cooperation needs to be 
endorsed by the leadership. Once the notion of multi-agency cooperation is established staff – and clients 
– benefit from the added values of a common case analysis and from a sense of shared responsibility.55 56  

Integrated care systems can take many forms and sizes. The integrated system itself refers to multiple 
services or organizations working cooperatively to provide an individual with what s/he needs. Depending 
on the geographic scope, the integration can occur locally, regionally or nationally. The intent is to remove 
barriers between different services and organizations to ensure cooperation and coordination in the 
provision of care or service.  

 
54 Ibidem, p. 2 
55 Heinrich, S. & Missel, G. (2018): Jung, delinquent und psychisch auffällig. Ein multidisziplinärer Lösungsansatz der 
Hilfekoordinierung und der Versorgung, in: ZJJ 2/2018, p. 119-125. Article on the challenges of multi-agency 
cooperation for European Union funded project Fact for Minors. 
56 For a more comprehensive review on the merit of inter-agency cooperation please refer to the I.N.T.I.T. position 
paper prepared by Consensus “Multi-agency Approach”. 
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In a more traditional system, each service or organization exists or operates separately as in the figure 
below. 

 

 

 

 

 

 

As you can see, each circle – or organization - is completely separate from the other, making 
communication and the coordination of actions difficult. 

In an integrated system, the circles come into contact, allowing for the regular and easy flow of 
information. This in turn allows for coordinated service delivery. 

 

 

 

 

 

 

 

Child victims of violence who become part of criminal proceedings are not just subject to standard care 
intended to increase their well-being and meet needs. They must also go through the criminal justice 
process while, potentially, not being allowed to access psychological or other services necessary to help 
them deal with their trauma. An integrated system working with child victims therefore needs to bring 
together: police, medical/forensic examiners, social services, child protection services, mental health 
services, prosecutors, judges and potentially other actors.  

Note that inter-agency cooperation represents a key element of TIC that helps reduce re-traumatization. 
This aspect is especially important in working with child victims of violence that enter the justice system 
and may need to be examined or give testimony to different individuals and in different settings. A TIC 
approach suggests that reducing the number of actors involved and the number of times the victim has to 
testify can be very beneficial to the victim. 
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Discussion 

Invite representatives from different systems/agencies to answer the following questions in a 5-minute 
statement each. Initiate a group discussion following these short inputs: 

To what extent is your organization integrated with others? How does this influence your ability to work 
and provide the best service to the children you work with? 

Which forms of inter-disciplinary and inter-agency cooperation work well and where is room for 
improvement?  

Which are potential barriers/fears/concern and limitations based on respective mandates?  

What is needed to make the system more trauma-informed? 

Implement the core concepts of TIC and integrated approaches to the specific settings 
 
Group activity: participants discuss how to “translate” and implement the core concepts of TIC and 
integrated approaches to the specific settings where participants will be coming from. Examples are 
provided for TIC in Schools and Juvenile Justice Settings (in Appendix, p. 53). 

Print the tables in the appendix for the participants and try to apply it to other sectors like child welfare, 
healthcare, etc.57  

 

Section 3: Child friendly justice  

Lack of communication and integration between service providers and actors within the criminal justice 
system represents one of the primary obstacles to assuring the protection of child victims of violence once 
they enter the system. Adversarial approaches and systems designed to collect evidence and allow the 
accused to confront the victim in court create situations in which child victims may be exposed to 
revictimization and re-traumatization. As professionals working with these children, either in the 
collection of evidence and trying of fact, or in providing supports and services, you play a key role in 
determining the kind of the experience the child has. This experience, however, is not determined solely 
by the nature of your interactions with the child and awareness of trauma. It is also determined by the 
system itself, cooperation and communication between services and actors within the criminal justice 
system, as well as its physical design.  

The notion of child friendly justice was developed to address some of these concerns, which are also 
addressed in the EU Victims’ Directive (EU Directive 2012/29/EU), in which child victims are recognized as 
special victims in need of additional protections.  

The Council of Europe defines child friendly justice as being:  

 
57 Essential Elements of a Trauma-Informed Juvenile Justice System, the National Child Traumatic Stress Network. 



40 | P a g e  
 

− accessible; 

− age appropriate; 

− speedy; 

− diligent; 

− adapted to and focused on the needs of the child; 

− respecting the right to due process; 

− respecting the right to participate in and to understand the proceedings; 

− respecting the right to private and family life; 

− respecting the right to integrity and dignity58. 

In relation to child victims of violence it is especially important that the process is focused on their needs, 
recognizes their trauma, and takes steps to ensure that the child is not retraumatized or revictimized. 

The ability for a Member State to ensure child friendly justice is to a large extent a function both of its 
laws and criminal procedures (e.g., does the child victim have to testify in court), architectural and design 
limitations/possibilities (e.g., can the child testify from a different room via camera or does s/he have to 
be present in the courtroom with the accused), as well as the skills and knowledge of judicial professionals. 
This last aspect is fundamental in terms of how the child is treated by investigators, medical examiners, 
judges, and others who interact with the child throughout the process. Does the professional respect the 
individual’s integrity and dignity? Does the practitioner work to ensure that the child’s needs are 
respected and met while at the same time collecting the necessary evidence? Child friendly justice is – to 
a large extent – a function of the culture of criminal justice professionals as well as the other professionals 
involved. Applying a trauma informed approach within each profession or organization would help ensure 
the implementation of child friendly justice even when legal barriers persist (e.g., lengthy proceedings). 

INSERT COUNTRY RELEVANT INFORMATION ABOUT THE FUNCTIONING OF THE JUSTICE SYSTEM AND 
NEW LEGISLATION 

 
 
Discussion: What do you believe can be done to make justice more child friendly in your country? What 
laws or procedures would need to be changed? What systemic changes would need to be made? What 
could individual practitioners do? 

 

 
58 Council of Europe, Child-friendly justice https://www.coe.int/en/web/children/child-friendly-justice  

https://www.coe.int/en/web/children/child-friendly-justice
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Section 4: The development of Barnahus  

Child Advocacy Centres and Barnahus 

The need for an integrated criminal process for child victims of violence was first addressed in the 
development of child advocacy centres in the United States, which were designed to decrease the risk of 
re-traumatisation for child victims of sexual assault. The idea was to place all investigative and other 
services under one roof in order to simplify the evidence collection process in the interest of the child. 
The model first came to Europe via Iceland which adopted the Barnahus model and has since spread 
throughout Europe. The Barnahus, or children’s house, represents an all under one roof set of services 
designed to ensure a trauma informed child friendly approach to justice. While each Barnahus operates 
somewhat differently and is, in some countries, limited by national legislation regulating the collection 
and giving of testimony, there are fundamental principles to which a Barnahus should adhere to as 
established in the Barnahus Quality Standards59: 

Standard 1: Key principles and cross-cutting activities 

− Children and their non-offending family/care-givers/support persons have access to adequate 
information all times. 

− Children and their non-offending family/care-givers/support persons can influence the timing, 
location and set up of the interventions in the service. 

− Children are given opportunities to express themselves and their views, needs and concerns 
inform best interests assessments and interventions 

− Measures are taken to avoid undue delay: 

o Ensuring that forensic interviews take place within a stipulated time period; 

o Ensuring that child protection assessments take place within a stipulated time period; 

o Ensuring that children benefit from timely medical and mental health assessment; 

o Ensuring that interventions both for the child and child’s family/care-givers/support 
persons can be started as soon as possible. 

Standard 2: Multidisciplinary and interagency collaboration 

− A formal interagency agreement, including a clear definition of the agencies’ respective roles and 
responsibilities has been signed by authorized representatives, committing the services to multi-
disciplinary and interagency collaboration in the service. 

− The service is recognized and regulated by a national or local social or child protection services, 
law enforcement/judicial system or the national health system through law or formal agreement. 

 
59Promise Barnahus Network  https://www.barnahus.eu/en/the-barnahus-quality-standards/  

https://www.barnahus.eu/en/the-barnahus-quality-standards/
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Standard 3: Inclusive target group 

− All children who are victims and/or witnesses of violence regardless the form of violence have 
equal access to the service and are offered a multi-disciplinary response. 

− Special effort is made to reach all child victims and witnesses regardless of the form of violence. 

Standard 4: Child friendly environment 

− The location is set up in a safe, child-friendly and age-appropriate way, considering:  

o furnishing of the waiting- and interview room 

o materials (for example age-appropriate toys, reading and activities) 

o private and soundproof rooms 

− Contact between victim and alleged offender is avoided at all times. 

− The services are (physically) accessible to all children regardless of place of residence, (this 
includes children with disabilities and/or special needs). 

Standard 5: Interagency case management 

− The interagency team and the respective agencies share information relevant about the case 
throughout the criminal investigation and judicial process as appropriate for the benefit and in 
the best interest of the child. 

− A designated professional of the team monitors and coordinates the multi-disciplinary response, 
including interagency case assessments. Interagency case assessments form the basis for 
individual plans for each child. 

− The service ensures continuous documentation and access to relevant case information to the 
interagency team members on the progress of the case until case closure. 

− The privacy of the child is guaranteed. There is a clear plan for dealing with the confidential 
information from the clients, the storage of this information and who has access to it. 

Standard 6: Forensic interview 

• To ensure the quality of the obtained evidence and to minimize the influence of the interviewer: 

o Forensic interviews are carried out by specialized staff members. 

o Forensic interviews are carried out according to evidence-based practice and protocols. 

o The forensic interview is adapted to the child’s specific background characteristics (for 
example: age, development, cultural background, and takes special needs into account). 
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Standard 7: Medical examination 

− Medical examinations and treatment are routinely carried out on the premises of the MD/IA 
service (unless urgent or complicated cases require special interventions or equipment at a 
hospital setting, as an outpatient or inpatient). 

− Medical assessments in MD/IA setting are, as far as possible, carried out at the same day as the 
forensic interview. 

− The medical examination is carried out by specialized staff who are trained on recognizing 
indicators of physical, sexual, and emotional abuse as well as child neglect. 

Standard 8: Therapeutic services 

− Mental health services and treatment are provided by professionals with specialized training and 
expertise. 

− Mental health assessment and treatment is routinely made available for child victims and 
witnesses that are referred to the service. 

− Interventions both for the child and child’s family/care-givers/support persons start as soon as 
possible. 

Standard 9: Capacity building 

− Staff receive regular team and individual training. 

− Staff is offered peer support and supervision 

− The staff regularly develops its competences and has access to education in different ways: 
guidance, counselling, supervision, study visits, information meetings, lectures. 

− The progress is tracked: there is a clear system for evaluating and reviewing the service. 

Standard 10: Prevention: information sharing, awareness raising and external competence building 

− External competence building: The service offers targeted action to increase competence and 
knowledge among professionals working for and with children, by for example organizing study 
visits, information meetings, lectures and producing written material 

− The service contributes to data collection and information sharing: Aggregated and disaggregated 
data/statistics is collected and shared with relevant stakeholders, including decision-makers, 
academia, child protection professionals, and the broader public. 
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INSERT INFORMATION ABOUT BARNAHUS OR SIMILAR SERVICES INTEGRATION IN YOUR COUNTRY IF 
APPLICABLE 

Discussion: To what extent does the Barnahus or integrated services system in your country meet the 
Barnahus quality standards? (Go through each standard with the class.) What role does a trauma informed 
approach play within the Barnahus? 
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Day 3: Applying the knowledge – key skills, professional satisfaction and 
case studies 

Section 1: Introduction 

On day 3 (or section 3) of the training we want to apply the knowledge we have acquired throughout the 
previous training sections. To start the day (section) we will revise the core principles of trauma-informed 
care. Afterwards we will introduce key skills in interacting with children and youth who have become 
victims of violence. Amongst these skills are the ability to foster resilience and to offer an “emotional 
container” for the young person. We also want to discuss strategies of fostering both physical as well as 
emotional safety. Finally, we want to address our own professional satisfaction and well-being. Working 
with children and youth with adverse childhood experiences can be challenging and at times 
overwhelming leading to symptoms of secondary traumatic stress and compassion fatigue. The key 
principles of trauma-informed care apply not only to how we work with clients/patients but also to us as 
professionals and our teams and networks. 

Section 2: Key Skills 

Professionals who work with child victims of violence are called upon to utilize special skills in interacting 
with the children in order to reduce the risk of re-victimization and re-traumatization while also 
encouraging, when relevant, the child to talk about what has happened. This training does not set out to 
help you fully develop those skills – you would need a separate training for that – but rather to make you 
aware of some of the material and tools that could support you in this process.  

As a professional you can adopt key skills such as the creation of an emotional container when you 
encounter a dysregulated child and recognize the importance of normalizing behaviours. 

We will introduce some key concepts here. 

Resilience 

Resilience is a dynamic process of positive adaptation to or in spite of significant adversities. Resiliency is 
a complex phenomenon shaped by biological, psychological and environmental factors. Resiliency is not 
only about “coping” but can also help some children to “thrive” despite or because of what has happened 
to them. Resiliency can be fostered through protective factors that can be rooted in a child’s personality, 
one or several reliable adults or a supportive social environment. For children, the pathways to resilience 
are rooted in60: 

− the give and take of safe, stable and nurturing relationships that are continuous over time 
(attachment)  

 
60 Masten, A. S. & Reed M. G. (2002). Resilience in development. Handbook of positive psychology,74, 88. 
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− the growth that occurs through play, exploration and exposure to a variety of normal activities 
and resources 

As we mentioned earlier, not each child will respond in the same way to traumatic events. The impact of 
trauma on children depends on many internal and external factors, which might be risky (poor parenting, 
neglect, etc.) or protective (stable attachment, supportive network, etc.). 

In order to understand the concept of resiliency and the factors involved, we need to look first at how risk 
and protective factors influence child development. Child development is like a balance scale with two 
sides. Experiences that can result in toxic stress, such as repeated or chronic exposure to violence, poverty, 
or maltreatment, pile on the negative side of the scale. Positive influences that can help make significant 
stress tolerable, such as supportive relationships, skill-building opportunities, and practice dealing with 
manageable challenges, tip the scale the other way.  

Nevertheless, there is another part of the scale that affects how the scale tips, called the fulcrum. As with 
any scale or seesaw, if a child’s fulcrum is placed closer to one end than the other, it becomes harder to 
tip the scale in that direction61. 

 

 

 

 

 

 

 

 

 

 

 

Although the initial placement of the fulcrum has an early impact on a child’s developmental trajectory, 
advances in science are now showing us that the position of the fulcrum is not fixed. To the contrary, the 
cumulative impacts of life experiences that tip the scale in either direction can also shift the fulcrum’s 
location over time. Stated differently, the continuing accumulation of positive and negative experiences 
over time actually influences the child’s mental and physical constitution—and thus has the power to 

 
61 Center on the Developing Child at Harvard University https://developingchild.harvard.edu  

Positive 
outcomes 

Negative 
outcomes 

https://developingchild.harvard.edu/
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slide the fulcrum. Therefore, we as caregivers and professionals have the power to influence the individual 
predisposition of a child and their development by62: 

− Offering opportunities to build capabilities needed to manage stress. These include the ability to 
focus attention, solve problems, plan ahead, adjust to new circumstances, regulate behaviour, 
and control impulses. These skills fall within what is called executive function and self- regulation 
and they constitute important building blocks for dealing with adversity. 

− Providing safe and nurturing relationship through which skills can be learned. Once again, we as 
adults have a powerful role in fostering resilience in children and buffering the effects of trauma. 

What does resiliency look like in children?63 

Following a traumatic event, a child’s pathway to resilience could include these elements:  

− Responding with minimal distress or effect on daily functioning.  

− Exhibiting a temporary dip in ability to cope followed by an early and effective return to a child’s 
usual level of functioning. 

Some children may have problems functioning in certain areas (e.g., school performance), while at the 
same time showing resilience in other areas (e.g., peer relationships). Family and system resources, 
services, and supports can help improve functioning in areas where the child is struggling while also 
supporting and enhancing areas in which the child is doing well.  

How can we foster resiliency in children? 

There are different ways in which we can foster resilience at an individual and systems level. Here, we 
would like to focus on 3 main concepts in fostering resiliency: Safety, Connectedness and Regulation. 

• Safety64 

When children are exposed to trauma, their sense of safety is undermined and their sense of danger is 
often exacerbated. Going back to our exercise from day 1 it can be assumed that traumatized children 
tend to see a “snake” in every “stick”. Their biographies have often been shaped by a severe absence of 
safety. Therefore, the first step in helping children is to establish a sense of psychological safety. To heal, 
children need to feel safe and to believe that there are adults in their lives who can offer safety and 
security. It is important to explain to a child the difference between physical and psychological safety. 
Children who have experienced trauma may not feel safe in their bodies and minds – trauma often can 
“remain” in the body and children can have physical sensations, reminders, thoughts that can make them 
feel unsafe. For example, the child who was sexually or physically abused may “remember” the abuse 

 
62Ibidem 
63 Resilience and Child Traumatic Stress, The National Child Traumatic Stress Network 
64 Resource Parents Curriculum, National Child Traumatic Stress Network (NCTSN) 
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through physical sensations, which can cause negative or suicidal thoughts, ultimate resulting in a general 
sense of psychological unsafety. 

• Connectedness65  

From all the research studies and data on child trauma, we know that the primary factor for healing is a 
safe, nurturing and predictable caregiver. And even though, we may not have the role of a caregiver for 
the child that we work with, we do have the capacity to provide a sense of nurturing and safe relationships. 
We know that trauma can affect 3 domains: i) the sense of self: children may think that they are not 
worthy of love, that it is their fault, etc.; ii) others: children with trauma may have difficulties trusting 
adults, they may believe that adults are dishonest or that nobody understands them; and iii) their future: 
most of the times children with trauma have negative views of their future, they feel helpless and they 
don’t believe that they can make a difference for a better future. The good news is that we work with 
individuals whose brains are still developing, so perhaps the neurophysiological effects of trauma can be 
corrected with appropriate intervention. In addition, children are psychologically malleable, as they are 
receptive to strategies designed to help them think in different ways about themselves, others and the 
world. There are 3 ways in which we can help children change their views and life perceptions, which 
consist in making them feel safe, capable and lovable. If we can be a safe adult for a child, we can help 
them to see the world as a safer place. If we can notice the strengths, interests and talents of children and 
teach them also new skills, they will believe that they are capable to navigate the world. If we can convey 
the message that they are worthy of love and that their past doesn’t define them, they will feel worthy of 
living.  

• Regulation66  

Children who have experienced trauma may have difficulties identifying their emotions and regulating 
them. Regulation is the ability to safely and effectively manage experiences on many levels: emotional, 
cognitive, physiological and behavioural. Regulation includes the capacity to identify, access, modulate, 
and share various aspects of experience. When we talk about self-regulation, it has 2 steps: identification 
and modulation. Therefore, all the ways that we will teach a child to regulate their emotions will consist 
in helping them to identify what they feel and modulate or express successfully their feelings. There are 
many practical techniques that we can use with children in order to help them regulate and those include 
up-regulation activities (physical exercise, movement, music, etc.) or down-regulation activities 
(mindfulness, relaxation activities, drawing, etc.). The concept of the 3 Rs illustrates three main ways in 
which we, as adults, can help a child to co-regulate: Reassurance, Routine and Regulation. Children need 
to know that there are safe adults around them, so we need to provide constant reassurance that they 
are safe and that there are adults who will take care of them. We can teach this skill to their parents, or 
we can also provide reassurance in whatever capacity we work with a child. We can provide a sense of 
reassurance through a predictable and compassionate availability, showing the child the attachment and 
social connectedness to overcome the fear of their experiences.  

 
65 Forkey, H., Griffin, J., Szilagyi, M. (2021). Childhood Trauma and Resilience: A Practical Guide. American Academy 
of Pediatrics. ISBN-13: 978-1-61002-506-5. 
66 Ibidem. 
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Children benefit from routine and structure. Routines shut down the stress response and improve a sense 
of safety and stability. Many children who have experienced trauma are coming from an unstructured 
environment, where their sense of power and control and predictability is been taken away. Therefore, it 
is fundamental to create new routines and structures – within the family as well as within the relationship 
and type of work that professionals are doing with children. Some examples of family routines might be: 
family nights during school weeks, bedtime routine, celebrate milestones, new traditions. Routines can 
be also established during therapy sessions, within classrooms and residential settings. 

Emotional container67 

You can understand these concepts if you think back to the meaning of trauma and the realization that 
the child’s actions have a “good reason” and are a rational response to something seemingly irrational 
that has happened and reflects the child’s learned coping and survival mechanisms. While you are not 
there as a therapist, it is nonetheless important that you understand the reason for the child’s behaviour 
and respond accordingly. This means shifting your focus from the child’s behaviour – and attempting to 
correct it – to recognizing and validating the child’s feelings and emotions. One way to establish a sense 
of psychological safety is to be an “emotional container”, meaning that in front of a kid who is having 
difficult behaviours (temper tantrum, screaming, yelling, crying), we can convey the sense that we feel 
the underneath emotion and that regardless of a child’s reaction, we as adults will be there to “contain” 
that emotion. There might be certain things that will make children feel safe, such as the presence of a 
particular food, sense of privacy, boundaries, reassuring voice, play, etc. Being an emotional container 
means remaining calm and regulated in the face of the child’s dysregulation, while also being able to label 
the child’s emotions (“I think you are feeling really frustrated right now.”), validating the said emotions 
(“I can completely understand why you feel like this.”) and normalize the emotion (“Anyone at your place 
would feel this way”).  

Combined with your calming presence, this recognition of what the child is experiencing and validation of 
his/her feelings and experiences can calm the child by providing an emotional container in which s/he 
feels safe expressing him/herself – rather than following the urge to “fix” things. 

By providing an emotional container you signal that you are in a position to “hold” the emotions if children 
decide to open up about their traumatic experiences- “you are so brave for telling me this”. This method 
allows you to be open and validating towards the child without encouraging the flooding of emotions. The 
tool could further set the stage for referring the child to trauma-specific services if needed. A possible 
introduction to encouraging the child or youth to seek additional help could be: “This is so important and 
I want to make sure that you talk to an expert as well”, one could also explain that they owe it themselves 
to get help and heal. 

 

 

 
67 Parents Curriculum, National Child Traumatic Stress Network (NCTSN) 
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Exercise: Divide the class into groups of two/three. Ask each person to think of something upsetting, that 
they then share with their partner in this exercise. To support the section on emotional containing the 
following trailer of a very famous movie in Germany can be shown SYSTEMSPRENGER Trailer Deutsch 
German (2019) Exklusiv - Bing video, after the two minute trailer ask participants to split into groups of 
two with the following exercise-The listener has the task of “containing” the other by recognizing and 
validating the others’ emotions and experience as normal given the circumstances. All participants should 
have the opportunity to both be a listener and affected individual.  

Bring the entire class back to discuss their feelings about the exercise. How did they feel about the 
response they received? How did it influence their emotional state? What could/should have been done 
differently? 

 

Section 3: Secondary Traumatic Stress, Compassion Fatigue and Self-Care 

In the previous sections of this training, you have had the opportunity to learn about and reflect on 
childhood trauma and abuse as well as how professionals, services and systems can best respond to 
trauma with a focus on integrated trauma informed systems.  

Amongst one of the key principles of trauma-informed care is the importance of staff training and 
workforce development. Given their frequent exposure to complex mental health issues and emotional 
needs, professional caregivers often suffer from high levels of stress, burnout, compassion fatigue, and 
vicarious trauma.68 In a recent study Schmid et al. found that the exposure to TIC practices and training in 
an organization has a positive influence on reducing the emotional burden of both staff and clients.69 Staff 
experience a higher level of fulfilment through improved client engagement and benefit from a higher 
level of awareness of the risks of (unintentional) re-traumatization and retriggering of clients and 
patients.70 

Organizations need to provide the appropriate training to their staff on themes like Secondary Traumatic 
Stress, be able to recognize signs and symptoms and use assessment tools to capture those signs and 
symptoms. 

Group activity: participants measure their own professional quality of life through a questionnaire that is 
available online and discuss the results of the scoring:  https://www.macmh.org/wp-
content/uploads/2016/05/Wkshp22_handout.pdf 
 
The questionnaire is in English and should be translated in participants’ language. 
 

 
68 Levy-Carrick Nomi C. et al. (2019) 
69 Schmid, M., et al (2020) Effect of trauma-informed care on hair cortisol concentration in youth welfare staff and 
client physical aggression towards staff: results of a longitudinal study, in: BMC Public Health, p. 1-11. 
70 Levy-Carrick, Nomi C. et al. (2019) 

https://www.bing.com/videos/search?q=Systemsprenger+Trailer+Englisch+subtitles&&view=detail&mid=57B89237AC1095FABA0657B89237AC1095FABA06&&FORM=VRDGAR&ru=%2Fvideos%2Fsearch%3Fq%3DSystemsprenger%2520Trailer%2520Englisch%2520subtitles%26qs%3Dn%26form%3DQBVR%26%3D%2525eIhren%2520Suchverlauf%2520verwalten%2525E%26sp%3D-1%26pq%3Dsystemsprenger%2520trailer%2520englisch%2520subtitles%26sc%3D0-41%26sk%3D%26cvid%3D866FC685DF444BB69CF301E934AF1871%26ghsh%3D0%26ghacc%3D0%26ghpl%3D
https://www.bing.com/videos/search?q=Systemsprenger+Trailer+Englisch+subtitles&&view=detail&mid=57B89237AC1095FABA0657B89237AC1095FABA06&&FORM=VRDGAR&ru=%2Fvideos%2Fsearch%3Fq%3DSystemsprenger%2520Trailer%2520Englisch%2520subtitles%26qs%3Dn%26form%3DQBVR%26%3D%2525eIhren%2520Suchverlauf%2520verwalten%2525E%26sp%3D-1%26pq%3Dsystemsprenger%2520trailer%2520englisch%2520subtitles%26sc%3D0-41%26sk%3D%26cvid%3D866FC685DF444BB69CF301E934AF1871%26ghsh%3D0%26ghacc%3D0%26ghpl%3D
https://www.macmh.org/wp-content/uploads/2016/05/Wkshp22_handout.pdf
https://www.macmh.org/wp-content/uploads/2016/05/Wkshp22_handout.pdf
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To address the above-mentioned symptoms self-care of professionals becomes essential. In social services 
regular supervisions and awareness raising around self-care are more prevalent than they are for police, 
judges or prosecutors. Heavy workloads, time restraints and the mandate of impartiality leave less room 
for focusing on self-care strategies. However, self-care does not have to be complicated or does not have 
to constitute another “task”, but rather is a question of: 1) Slowing down and redirecting your focus to 
your inner self, taking time for conscious self-awareness and checking on your own stress level 2) finding 
a balance between your personal and professional life and 3) making sure you maintain the connections 
that are important to you. 

Group activity: What are moments and tasks that make you happy at work? Are you aware of “red flags” 
of colleagues and if yes, what do you do?  What are strategies of self-care that work well for you and that 
you could recommend to others?  
 

Section 4: Case Studies  

In the last section of the training we will focus on two case studies (in Appendix, p. 62) to both look at 
signs of trauma and triggers as well as make an assessment of the most appropriate system response 
when applying an integrated trauma informed approach and on how to integrate the work of the different 
agencies and professionals involved in the case. 

Case Study 1: Anna and Maria 

Case Study 2: Samuele 

 

 

 

 

 

 

 

 

 

 

 

 

 

Group activity: case studies 

For each case study, divide the class into small groups of 3-5 individuals. Each group should comprise 
different professionals in order to represent the various services involved to the extent possible (e.g., one 
police officer, one social worker, one medical examiner, one psychologist, judge/prosecutor).  

Groups will address both case studies before reporting back to the class as a whole. The group work 
should focus on the following questions: 

− What trauma has the child experienced? 
− What signs of trauma are evident? 
− What triggers and risk factors can you identify?  
− Which resiliency and protective factors are evident? 
− What would a needs-based response look like? What services or agencies should be involved? 

What can be done to assure that the child’s participation in the criminal proceedings does not 
cause further harm? 

− Are there any other considerations? 

Allow participants 30 minutes to discuss each case study in the small groups. The groups should then 
report back using the table handed out to structure their findings. In a class discussion participants should 
discussion their thought processes behind answering the above questions and reflect to what extend the 
training has helped them address these trauma-related questions. An effort should be made to engage 
participants as much as possible and encourage them to do the work together. 
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Section 5: Becoming a trainer – and trauma informed  

This training is not just about acquiring new knowledge, but also in acquiring the capacity to transfer that 
knowledge to your peers and other professionals. This means increasing participants’ familiarity with the 
information and comfort in passing it onto others. As an exercise class participants will be assigned one 
section from the training, which they will then “teach” the class on Day 3. The duration of the section to 
be taught should be between 10 and 15 minutes (or longer) depending on the number of participants.  

The exercise should be set up utilizing a trauma informed perspective in which they are part of the 
organization seeking to implement a trauma informed service. Be aware of issues of cooperation, 
mutuality, empowerment, peers, equality, gender, and respect. Comments provided should be done from 
the perspective of “psychological safety”, ensuring that they are constructive and not destructive.  

Invite participants to reflect on how their interactions with others in the class are perceived and whether 
the class – as an organization - can be said to be trauma informed.  Link this to services integration and 
the importance of adhering to trauma informed principles in multi-agency cooperation in order to assure 
that all services and professionals have an equal place at the table.  

Section 6: Final Assessment 

This training is a work in progress, as such we need your input on the content, format and overall 
experience in order to improve the final product.  

Key questions: 

− How can the training become more effective and relevant for you? 

− What was the most useful? Why? 

− What was the least useful? Why? 

− What can be done to improve the experience?  

− What have you learned that is useful for your professional work? Which parts of the training could 
you suggest to your organization to become more trauma-informed? 

 

Group self-evaluation 

Engage in a group discussion to get feedback as well as the compilation of evaluation sheets. 

Were we able to be a trauma informed group? 

If yes, why?  

If not, what did we fail to do? 
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APPENDIX 1 

Examples of Trauma Informed Care and integrated approaches applied to school and Juvenile Justice 
settings 
 
Trauma Informed Care in School Settings  

Safety: The atmosphere and physical setting created within the school community is safe and welcoming. Interpersonal 
interactions promote a sense of emotional, social, and psychological security and well-being. Throughout the building, 
both children and adults, report feeling welcomed and invited by how the space is laid out and decorated, posted 
messages they read, imagery they see, and security measures in place. 
Categories    
Building security  Ensure physical security and accessibility are equally 

valued. If physical security measures increase, so do 
efforts to ensure accessibility. Your school is not willing 
to trade physical safety for a less welcoming, engaging, 
or inclusive atmosphere. 

 

Welcoming interactions  Actively greeting families when they enter the building 
is a regular part of the day.  
 
Include multiple opportunities or touch points 
throughout the building who welcome and assist 
families to where they need to do. 

 

Inclusive Environment 
 

Have students and community members create artwork 
that appears on the walls. 

 

 

Trustworthiness and Transparency: Organizational operations and person-to-person decisions are shared with the 
school community with the goal of building and maintaining long-term, collective understanding and accountability 
among everyone.  
Categories  
Decision-making  Make sure to engage and invite parents to share their 

opinions about important decisions. Create meetings, 
referendums, surveys that can give the opportunity of 
parents be part of a decision-making process. 

 

Communication Have multiple ways to connect to parents, via phones, 
online platforms, etc., ensuring that ALL the families are 
getting informed about any news.  

 

Modelling transparency Making sure that you as a school professional, 
communicates in a transparent and authentic way with 
parents, providing them with clear messages and 
communication.  
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Peer Support and Mutual Self-Help: Mechanisms for families to assemble and support one another are co-created 
rather than schools making decisions about how families come together and offer support. These programs can be 
informal or structured; should have mechanisms for those with lived experience to share that wisdom; and promote 
healing, resilience, collaboration, and hope. 

Categories  
Decision-making  Make sure to engage and invite parents to share their 

opinions about important decisions. Create meetings, 
referendums, surveys that can give the opportunity of 
parents be part of a decision-making process. 

 

Communication Have multiple ways to connect to parents, via phones, 
online platforms, etc., ensuring that ALL the families are 
getting informed about any news.  

 

Modelling transparency Making sure that you as a school professional, 
communicates in a transparent and authentic way with 
parents, providing them with clear messages and 
communication.  

 

 

Collaboration and Mutuality: There is recognition that healing happens in relationships and in the meaningful 
sharing of power and decision-making.  Collective and individual accountability of everyone is a top priority along 
with levelling power differences between staff and students, and between school staff throughout all levels. 
Categories  
The role of caregivers  Acknowledge the important role that parents have in 

their children lives. Recognize the impact that parents 
have on the development of their children and their 
engagement with education. Convey clearly this 
message to caregivers, by praising and empowering 
them in their roles as parents.  

 

Collaborative learning Engage parents in the structure of the curricula in the 
school, the choice of the topics and extracurricular 
activities.   

 

Schools as Members of 
Larger Communities 

Making sure to address community events and give 
space for parents to share their views and contribute to 
how the schools can address these issues. For example, 
during COVID, the school can collect the opinions of 
parents about how to help the community deal with the 
problem. 
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Empowerment, Voice, and Choice: The school aims to strengthen the experience of choice for staff and family 
members; and to recognize that every person’s experience is unique and requires an individualized approach. 
Throughout the school, and among the students and families, individuals’ strengths are recognized, built on, and 
validated, and new skills are developed as necessary.  
Categories  
Seeking perspectives   Have parent feedback surveys and suggestion boxes 

that gives your school feedback from family and 
community perspectives. 

 

Ensuring voice Make sure to provide translation for parents who are 
speaking other languages and put students in 
classrooms based on their learning needs.   

 

Discipline  Inform parents about discipline practices and notify 
them when their child is disciplined. 

 

 

Cultural, Historical, and Gender Issues: The school actively moves past cultural stereotypes and biases (e.g., based 
on race, ethnicity, sexual orientation, age, geography, etc.) and offers gender responsive services, leverages the 
healing value of traditional cultural connections, and recognizes and addresses historical and racial trauma. 
Categories  
Equity  Review discipline and graduation data and shift policies 

and norms to address inequities in discipline and 
graduation rates. 

 

Inclusion  Have families team up with staff to do presentations on 
celebrating diversity and their culture. Allow for 
opportunities to share traditions 

 

Valuing All Sources of 
Knowledge and Expertise 

Include parents, caregiver, and community members in 
planning groups to contribute content to the school’s 
communications, events, and activities. 

 

Citation: Barker, A., Danna, L., Fitzpatrick, N., Foreman, C., Giroux, C., Graham, M., Grossman, H., Kane-
Howse, G., Lanni, D., Merkel-Holguin, L., Packard, J., Seymour, M., & Simon-Roper, L. (2021). A Trauma-
Informed Resource for Strengthening School Family-School Partnerships.  

 

 

 

 

 

 

 

 



57 | P a g e  
 

Trauma Informed Care in Juvenile Justice Settings  

Safety: The atmosphere and physical setting created within the juvenile justice setting is safe and predictable. 
Interpersonal interactions promote a sense of emotional, social, and psychological security. Throughout the 
building, youth perceive feeling protected and supported. 
Categories    
Building security  Protect the current safety of youth, families, and 

staff by preventing threats or physical or 
psychological harm to them, including by 
eliminating the use of coercive or harsh practices 
(e.g., restraints, seclusion, shackling) or by limiting 
such practices to circumstances in which they are 
demonstrably necessary and effective.  

 

Safety plan  Mandate a trauma-informed safety plan that 
includes effective, individualized coping strategies 
for each youth who identifies traumatic reminders. 

 

Create safe places 
 

Create safe spaces where youth and families can re-
group when they experience post-traumatic stress 
reactions that interfere with their responsible 
participation in the legal process, while assisting 
them in (and holding them accountable for) fulfilling 
their responsibilities pertaining to their 
participation in judicial processes. 
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Trustworthiness and Transparency: Organizational operations and person-to-person decisions are shared with 
the juvenile justice setting with the goal of building and maintaining long-term, collective understanding and 
accountability among everyone.  
Categories  
Transparency in 
screening, 
evaluation, etc.  

Carefully timed traumatic stress screening is the standard of care 
for youth in the juvenile justice system. Make sure to share the 
results with youth (and family) and identify traumatized youth 
who have emotional, behavioral, learning, or relationship 
difficulties due to persistent post-traumatic stress reactions. 

 

Communication Create space and time to communicate to youth as they enter the 
system about the program, educational activities and regulations 
in the specific facility.  
 

 

Trauma-informed 
partnering with youth 
and families 

Trauma involves experiences of powerlessness and isolation that 
can make youth and families reluctant to trust and cooperate with 
persons or institutions in authority. Trauma-informed juvenile 
justice systems seek to reverse this dynamic by empowering youth 
and their families as partners rather than as adversaries, while 
maintaining the legal system’s regulations and authority. Youth 
and families are more likely to cooperate and fulfil their 
responsibilities when treated as collaborators in decision-making 
and partners in planning and implementing services. 

 

 

Peer Support and Mutual Self-Help: providing opportunities for youth to exchange mutual help and support, by 
sharing experiences of recovery and improvement. Ensure opportunities both among staff, youth and external 
parties (peers, etc.) to exchange knowledge, information and learn new skills.  
Categories  
Decision-making  Make sure to engage youth and parents in the decisions within the 

juvenile settings. For example, conducting de-brief sessions and 
informal focus groups after educational activities, support groups, 
etc.  

 

Educational activities Create opportunities of teaching and education from other youth 
in the community. For example, you can invite medical students 
to teach a class on “Health” or “Physiology”, during which youth 
in the juvenile justice setting can exchange communication and 
support with peers from other educational and cultural 
background.  

 

Modelling 
transparency 

Making sure that you as a professional, communicates in a 
transparent and authentic way with youth and parents, being 
open to their perspectives and points of view.  
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Collaboration and Mutuality: Cross system collaboration facilitates the provision of continuous integrated services 
to justice-involved youth who are experiencing posttraumatic stress problems. 
Categories  
Build partnerships  Organizations and service systems 

that serve youth and families should 
use trauma-informed policies and 
programming to build and maintain 
partnerships with schools, law 
enforcement, child welfare, 
healthcare, courts, community-based 
organizations, and adult and peer 
opinion leaders and advocates. 

 

Successful transitioning Support traumatized youth and 
families’ successful transitioning 
across systems, settings, and 
developmental phases (e.g., 
completing adjudication mandates; 
returning to family, school, or 
community; aging into adulthood). 

 

Across system communication Develop communication systems that 
allow for the sharing of information 
among systems while appropriately 
maintaining confidentiality of youth. 
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Empowerment, Voice, and Choice: Often youth in the JJS feel disempowered and powerless. The JJS aims to 
strengthen the experience of choice for youth (and staff); and to recognize that every person’s experience is 
unique and requires an individualized approach. Each youth is recognized in their specific skills, abilities and 
talents and their sense of self-efficacy is fostered.  
Categories  
Seeking input   Legal mandates and service planning 

include input from the youth and 
participating family members 
concerning their needs in order to 
mitigate the adverse effects of 
posttraumatic stress symptoms and 
related behavioural health problems. 

 

Teaching new skills Youth are provided with 
opportunities to gain new skills that 
might be helpful in their life in the 
community. Social and emotional 
skills might be taught by counsellors 
in group or individual format. 

 

Empowerment  The goal of trauma informed services 
involves growth and change – the 
promotion of a safer environment 
and better life – not just stabilization 
of symptoms. There is therefore 
support for the development of self-
advocacy skills, and staff accept 
protest and intense affect by youth 
without regarding it as pathological.  
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Cultural, Historical, and Gender Issues: Trauma-informed juvenile justice systems ensure that their practices and 
policies do address the diverse and unique needs of all groups of youth and do not result in disparities related to 
race, ethnicity, gender, gender-identity, sexual orientation, age, intellectual and developmental level, or 
socioeconomic background. 
Categories  
Equity  Ensure that peers and adults with 

whom youth interact or reside—in 
both informal settings and mandatory 
activities or sanctions—while involved 
in the juvenile justice system do not 
stigmatize, exclude, or re-traumatize 
them. 

 

Support Provide opportunities to receive 
prosocial support from youth and 
adults of similar gender, sexual 
identity, age, and developmental 
status. 

 

Accessibility Ensure that language barriers or 
cognitive limitations do not affect 
traumatic stress screening and 
assessment or treatment practices 
and that appropriate trauma-
informed and trauma-specific services 
are accessible to all youth. 

 

Citation: Essential Elements of a Trauma-Informed Juvenile Justice System. NCTSN  
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APPENDIX 2  

INTIT CASE STUDIES 

Case Study 1: The story of Anna and her little sister Maria 

 

Reasons for opening the case 

Anna and her little sister Maria are two children, aged 5 and a half years and 2 years respectively. They 
are the daughters of Susanna, a very young woman with a slight cognitive impairment, and Pietro, an 
adult male, employee at a waste removal service. The family lives in an isolated village in Southern Italy 
and has a very low socio-cultural level.  

The justice services came into contact with the family when the mother of the two girls filed a report 
against her husband, accusing him of having repeatedly abused her physically in the presence of her minor 
daughters. 

The report is upheld and the Public Prosecutor's Office opens an investigation against Pietro. 

At the same time, because these violent actions against Susanna were perpetrated in the presence of her 
minor daughters, the report was sent to the Public Prosecutor's Office at the Juvenile Court. 

This was the beginning of the civil proceedings for the protection of Anna and Maria. 

The civil proceedings lasted two years and led first to the fostering of the two girls by a foster family and 
the support of their mother Susanna by the Social Services, and then to the opening of the adoptability 
status of the two girls. 

The criminal proceedings lasted three years and led to the conviction of the father Pietro for abuse and 
maltreatment of his wife and minor daughters. 

What the Judge knows 

A report arrives at the Public Prosecutor's Office at the Juvenile Court for a case of family violence in the 
presence of minors. The Public Prosecutor sends me the file and I immediately notice that there is 
something in the report that is not clear/not right. 

I contact the Public Prosecutor's office to make a first analysis of the case. A synergic work is considered 
necessary and we start some in-depth studies on the father figure.   

I immediately summon the parents together with their daughters for a first preliminary investigation. The 
room where the meeting takes place is a dedicated space to welcome children and toys, paints for drawing 
and writing, etc. are provided. From the very first meeting, I notice that the family has a very low socio-
cultural level. I start asking the parents questions to assess their ability to look after themselves and their 
children in everyday life. Through targeted questions, I try to gather information about their habits (e.g. 
what their meals consist of) and their contacts with the school. Given their low socio-cultural level, I 
investigate the parents' level of care and attention towards their daughters by asking what is the brand 
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of the diaper that the youngest girl wears. Only the father responds, describing, in a theatrical manner, 
lavish meals of fish and lobster, while the mother appears disconnected and confused in her answers (she 
cannot answer clearly about the brand of the diaper). Throughout the interview, I perceive a strong 
discrepancy between what is being displayed and the state of neglect in which the two sisters find 
themselves. I therefore think it is necessary to have a conversation with the girls without the parents, 
whom I ask to leave the room.  

I use the game as a tool to start building a relationship of trust and to make the interview as less 
traumatizing as possible for the girls. It is immediately clear to me that the youngest girl has no muscular 
strength, she appears weak and weakened and does not maintain any eye contact with me. As soon as I 
approach her, she withdraws, avoiding any physical contact. When asked about their diet, the girls answer 
that they eat "brioche". The eldest girl, on the other hand, appears very upset, initially she throws objects 
around the room and when I hand her two dolls representing a boy and a girl, she nervously starts to play 
a game in which the male doll repeatedly hits the female doll and in which she brings in a toy car for which 
she imitates the sound of an ambulance. She expresses herself in a confused way, using a very poor 
dialectal language. When I ask her who takes care of changing her sister's diapers and who prepares her 
food, Anna says: "Many times we are alone and I am the one who takes care of Maria. I also have to clean 
the house, especially when mum and dad leave everything dirty.” The little girl, in a confused way, also 
says, in dialect, "They scolded me because I finished all the bleach".  When I ask her who she loves, she 
answers without hesitation and in a very serious and protective way that she loves her sister. 

At the end of the interview, the testimonies, very precious elements for the identification of the 
characteristics of the family and of its internal dynamics, are transcribed and transferred in the file and, 
even if it is not possible to obtain any evidence yet, the Prosecutor's Office is informed of what has been 
learnt.  

Particularly critical elements prompted me to take action. These included the state of neglect of the 
children, the violence the mother suffered at the hands of the child’s father, as well as the discrepancies 
between what was reported and what was actually discovered by the investigative process. Considering 
the need and urgency to remove the mother and daughters from the danger of further violence, I decided 
to place them in a shelter, where they can be protected and at the same time it is possible to monitor in 
safety the parental skills of the mother and father. My decision is opposed by the municipal social services 
who are in charge of the two girls because, in their opinion, interviews with the parents have revealed a 
strong affection between the father and the two daughters. I am therefore forced to remind the social 
services that this is a decision by the judicial authorities that must be complied with, and so the girls enter 
the shelter. The mother, on the other hand, opposes the opportunity offered to her to enter the shelter 
with her daughters and chooses to remain in her home. 

I remain in daily contact with the operators of the shelter and with the Prosecutor and I receive detailed 
reports and minutes from both of them. The operators report that Anna has often difficulties falling asleep 
and wakes up during the night, screaming and crying, saying that she had 'a bad dream'. In addition, it 
seems that Anna is easily frightened when she hears specific noises, such as a doorbell or an alarm, and 
reacts to these noises by suddenly jumping up and looking visibly worried. On one occasion, one of the 
workers asked Anna to pick up toys from the ground and put them in their place. The girl started shouting, 
saying “don’t tell me what to do!” and broke a toy by throwing it against the wall. The little sister, on the 
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other hand, seems distant, often plays alone and when someone approaches her, she becomes agitated 
and pulls back.  

In the meantime, a reading of the father's criminal record shows that there is a pending charge for a sexual 
offence against other daughters from the first of three previous marriages. So I decided to call the 
daughters, now an adult, to testify about their father and the crime he was accused of. Their testimony, 
at first reticent and a bit forced, turns out to be very important to better define the family context of the 
two girls and brings to light elements that help clarifying some initial and to gather information about the 
father figure and the extended family unit. 

At this point, I have sufficient elements to declare that the parental authority of both parents has lapsed. 
The father had his daughters taken away from him. This decision led to a lengthy criminal battle in the 
Court of Appeal. 

The criminal proceedings initiated following the report also continued. It was deemed necessary to take 
the testimony of Anna, the eldest child - even though she was less than fourteen years old - whose 
testimony I considered reliable on the basis of the information at my disposal. In order to avoid further 
traumatizing the child and incurring a second victimisation, her testimony is collected jointly with the 
Prosecutor, during the probationary incident, in a suitable space at the Juvenile Court and in the presence 
of a psychologist. 

Anna's testimony is confused, she says many things but in a disordered way, confusing herself in 
remembering, but at the same time a feeling is clear, common to all her broken stories, which allows to 
reconstruct the picture of what happened, to have confirmation of the (sexual) abuse and maltreatment 
caused by her father. 

The evidence gathered thanks to Anna's testimony, the evidences detected by the Prosecutor during the 
continuation of the investigation and the thorough reports of the operators of the shelter, lead to the 
shared decision to activate a foster care procedure for the two sisters. 

The search for a foster family was very complex, since, when it comes to cases of abuse and maltreatment, 
it is very difficult to find a couple that is willing to take in the child (in this case, two very young sisters) 
and accompany him/her throughout the criminal proceedings, giving support in a very delicate emotional 
moment. In this particular case, we manage to find a family in a very short time and the girls go into foster 
care. The girls quickly establish a very close bond with the foster family. 

What the Prosecutor knows 

A report of domestic violence reaches the Public Prosecutor's office for minors. Since it is a matter of intra-
family violence, I contact the judge of the Juvenile Court and send him the file with the report. 

The case seems suspicious. In the complaint it can be deduced that the violence against his wife was 
committed in the presence of their two (very young) daughters. I therefore consider it appropriate, after 
discussion with the judge, to arrange for investigations to be initiated. The first results of the investigations 
bring to light the father's criminal record. I consider it necessary to look at the case in depth and activate 
environmental investigations. The police hidden microphones inside the house and discovered that the 
wife and mother of the two girls was receiving other men, even in their presence. What is not known for 
sure is whether the husband was aware of these meetings or not. What is clear evidence of, however, is 
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that the husband beats his wife habitually. When the husband and father of the girls realized he was being 
spied on, he removed the bugs and the direct information between the house where the violence 
allegedly took place and the Public Prosecutor's Office stopped.  

I gather all the information from the investigations and complete the file, continuing to have direct contact 
with the judge who is following the two girls more closely. 

While the criminal trial based on the complaint continues, the Judge and I called the older girl to testify. 
Fragmented stories of abuse and violence suffered by the minors emerged, leading the Judge to declare 
that the parental rights of both parents had terminated and to remove the father from the two daughters. 

Once the two girls had been assigned to a foster family, I considered it essential to include in the records, 
as a useful element in the criminal proceedings, any element observed and collected in the context of the 
girls' placement (the drawings produced by the older girl, the messages she wrote to her foster mother 
when she was still in the family home).  

In this way, even a single interview with the child, supported by all these elements, made it possible to 
pursue the criminal proceedings that led to the conviction for sexual abuse and domestic violence of her 
father Pietro. 

What the community staff knows (social workers, psychiatrists, educators) 

We receive a request from the Social Services and the Juvenile Court Judge to admit a mother with her 
two small daughters. However, only the two daughters are taken into the shelter, as the mother refuses 
to leave her home.  

What we immediately notice is that for the two sisters is really hard to stay in the shelter. Anna misses 
her father, cries often, and wanted to put a picture of him next to her bed that he gave her one during 
one of the protected meetings. 

Within the protected space of the shelter, we observe that the older sister is extremely protective and 
caring towards her younger sister. The girl does not like to apply herself to creative or learning activities 
and does not like to play, but she repeatedly asks to be allowed to do the cleaning and always stays near 
the trash bins.  

Emotional and physical neglect and signs of multiple traumatization are noted in both children. The staff 
of the family home reported an episode during which a child pushed a girl and Anna - in front of this scene 
- remained frozen, looking into the void, rocking her body back and forth. She remained in this state for 
several minutes and when asked by the staff what had happened to her, she replied: "I don't remember 
anything". The child changes mood easily and cries a lot, especially when she does not get what she wants. 
At times, she is particularly open and willing to play with others and to interact with the educators, but it 
often happens that her attitude changes abruptly, becoming particularly angry and agitated and, rejecting 
everyone, she shouts "I hate everyone, I don't want to be here!" At such times, when someone approaches 
her younger sister, Anna becomes overprotective. 

In addition, both girls have difficulties in learning new information and skills, they cannot pay attention 
during creative and learning activities and therefore we consider it necessary to request a placement in a 
learning centre. Meetings with experienced child professionals reveal gaps in some motor and intellectual 
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skills, difficulties in expressing and regulating emotions, and for Anna difficulties in memorizing, together 
with an oppositional-defiant disorder.  

During playing activities, Anna often draws sexualized pictures.  

When the father visits, Anna sits on his lap, in close contact with her private parts, and kisses him on the 
neck. She seems very close to her father. 

The mother Susanna, on the other hand, appears distracted, delegating, emotionally unstable. She has a 
psychiatric condition. Even the communication with the daughters consists of poor contents. During the 
separation from her daughters at the end of the meetings, Susanna expresses the discomfort of having to 
leave her daughters and of having lost her maternal role. On more than one occasion, the youngest child 
jumped into her mother's arms when she was separated from her mother, clinging to her to prevent her 
from leaving. On several occasions, after seeing her mother, Maria refused to go to bed alone that 
evening. Anna, on the other hand, is very nervous and worried after being separated from her mother, 
and once she said that she had the image of her mother lying on the floor bleeding and that there was no 
one there to help her.  

Each of this information is reported in detail in the in-depth reports of the meetings that converge in the 
case report. Above all, the relationship with her father is carefully observed and described to the court. 
The produced reports lead the judge to believe that he has sufficient elements to interrupt the protected 
father-daughter meetings to protect the girls. 

When the foster family was assigned, we followed the whole process of building a relationship of trust 
between the foster parents and the two sisters: the girls showed substantial improvements in their 
relationships with adults, they gradually abandoned the oppositional dynamics that especially the older 
sister used to put in place with figures outside the family, they showed significant progress at a cognitive 
level, and began to assume attitudes more in line with their age. 

When we felt that a bond of trust and affection had been established between the foster family and the 
two sisters, we wrote a report to the judge on the progress made, which allowed the girls to leave the 
shelter and move in with the foster family. 

What Social Worker knows (to be further investigated: what was the basis for the social worker's 
assessment?) 

A case of alleged abuse and maltreatment of two younger sisters arrives from the Juvenile Court. 

The tutelary judge requests the start of a psycho-social investigation to find out about the conditions in 
which the two minors live and to assess the existence of risks or damage to their psycho-physical 
development. 

Through home visits and interviews with both the minors and their parents, I found a strong emotional 
bond between the older girl and her father.  

In the social report for the Court, I express that what has been gathered during the meetings with the 
family unit is not sufficient to activate a procedure to suspend the father's parental authority and to 
proceed with the placement of mother and daughters in a family home. 
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The Judge, however, considers that the elements are sufficient to proceed and I work in synergy with the 
services of the territory to identify which family home is more suitable and available to host mother and 
daughters. 

To date, we continue to monitor the care of the two sisters, maintaining direct contact both with the 
foster family and with the Social Services of Justice who are in charge of the father, Pietro, and we have 
activated services to support the mother who appears to be in a vulnerable condition. 

What the foster family knows 

The two girls were transferred to a foster family consisting of a couple in their sixties. The husband 
Francesco and the wife Silvia have never had children and decided to become a foster family to help 
children through difficult times. One day, Anna, while playing in the living room, went to Francesco who 
was sitting in the kitchen watching television. She sat on his lap and started rubbing herself against his 
crotch. Francesco, shocked by this behaviour got up suddenly, pushed the little girl back and yelled at her: 
"What are you doing, aren't you ashamed?” The girl got up, with tears in her eyes, and locked herself in 
her room crying. The next day, after discussing the matter with his wife Silvia, the couple called the social 
worker and asked for the girls to be transferred. 

Questions for discussion: 

What are the traumas 
and experiences of 

loss for the two girls? 

What are their 
traumatic reactions? 

What are the causes of 
these behaviours? 

What are the 
resilience factors? 

− Witnessed violence;  
− Sexual abuse by the 

father; 
− separation from 

parents; 
− stay in a family 

shelter; 
− mother receiving 

other men; 
− etc. 

− The little girl who sits 
on her father's lap 

− Anna feels obliged to 
take care of her little 
sister; 

− oppositional and 
aggressive 
behaviour; 

− dissociation;  
− hyperactivity; 
− etc. 

− Sexual abuse by the 
father provokes 
sexualised behaviour in 
one of the girls;  

− the emotional absence 
of the mother and the 
neglect makes the girls 
seem to be absent and 
dissociated; 

− etc. 

− Anna is a very 
responsible child 
who knows how to 
take care of others;  

− There is an 
improvement in 
cognitive, social and 
emotional 
development when 
they are moved to a 
safe environment; 

−  etc. 
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Case study 2: The story of Samuele (17 years old) 

Reason for entering the juvenile justice system: 

Samuele is a 17-year-old boy from Reggio Calabria. Three years ago, a civil procedure placed him in a 
residential community, located outside his region of residence. This procedure was opened after the boy 
was kidnapped by a drug-dealing group: as a member of the drug-dealing network himself, he was accused 
by the criminal group of stealing part of the drugs from their storage. During his hostage, he was 
repeatedly beaten and only freed after a leading member of the criminal group paid his debt. 

What the social worker knows:  

Samuele has a history of anti-social behaviour and drug addiction from an early age, albeit his conduct 
has never been addressed by legal authorities or social workers, despite his particularly dysfunctional and 
neglectful family context. In fact, the boy comes from a chaotic, invalidating and neglectful family, from 
which he wants to separate, but to which he understandably feels bonded. Both parents had a history of 
drug addiction, while his mother was responsible for numerous incidents of family violence against her 
husband and children. In addition, his mother was a victim of violence perpetrated by the man she started 
a relationship with, while her husband was in prison. Samuele’s siblings have been and are victims of 
direct and indirect violence. Before Samuele's court case started, his mother imposed the presence of her 
new partner at home, while still living there with her husband. The woman, like her husband, had poor 
parenting skills, did not care for her children and has never been a role model for them. After the arrival 
of his wife’s partner, Samuele's father left home and lived on the street for some time. Samuele and his 
siblings were used to his absence, as their father served several prison sentences.  

One day, Samuele saw his mother's partner abusing her. He threw a chair at him to stop the violence, but 
his mother kicked him out of the house because of that. He slept on the street for a few days, then met a 
man who introduced him to drug dealing and explained how the local organized criminal groups operated. 
This man was a point of reference for him, as he rewarded him for his dealing skills: this is how Samuele 
became a drug dealer himself. He started using substances at the age of 11-12 and developed an addiction 
that led him to steal a fair amount of drugs from the criminal group he was part of. Once discovered, he 
was kidnapped and kept segregated for several days; at this time, he was abused and his life was 
threatened. 

Once released, Samuele did not find the courage to report this episode, until the police arrested several 
members of the group. Only then he decided to disclose what he suffered during his hostage and enrolled 
in a protection programme, which provided for his transfer to a different area. 

The separation was very traumatic for Samuele, especially because he had always been very protective of 
his siblings. They were placed in two different juvenile communities after the latest in a series of incidents 
of neglect, in which their mother left them at a train station. 

After the trial against the criminal group that kidnapped Samuele started, the Magistrates proposed that 
both Samuele’s parents and siblings be transferred to another region as their lives were considered at 
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risk. Samuele wanted his siblings to be transferred to the community where he lived, in order to be close 
to them. 

Samuele worked as an entertainer at a summer camp in another region for a week, which his siblings also 
attended. He was happy to spend time with the children and to act as a role model for them, not only in 
emotional, but also regulatory terms. 

What the community staff knows 

Samuele cried desperately throughout the trip to the out-of-region community and, once arrived, he 
started to abuse cannabinoids secretly, because they helped him “not to think.” Over the three following 
years, he made significant progress and was able to open up with the community operators, with whom 
he developed a significant emotional bond and a trust-based relationship. 

As the trial against his kidnappers opened and Samuele was to testify against them, he started to present 
oppositional behaviour and made several attempts to escape. One day, Samuele packed up, ready to 
leave. At first, the educators managed to convince him to stay, but at night he climbed over the balcony 
and ran aaway with two other boys, who made their way back to the community a few hours later. On 
the next day, Samuele, hungry and cold, reached his native region Calabria. He feared that his family might 
suffer retaliations at the hands of his kidnappers if he testified at the trial. Two days later, he returned to 
the community in a terrible psychological state, threatening further attempts to run away.  

After some time, the operators found out that Samuele had debts with local drug dealers, who were 
looking for him through the other community residents. Samuele had also tried to convince some of these 
boys, including a 14-year-old, to buy cocaine for him and send messages to the dealers, as he could not 
use his mobile phone. 

What the psychologist knows:  

Samuele's story teems with experiences of neglect and trauma caused by his caregivers. Such negative 
experiences led the boy to believe that he was intrinsically wrong, unworthy of love and affection and 
deserving of the abuse and neglect he was exposed to. Samuele referred to his younger siblings as 
'children', as if he was a father figure for them.  

The boy experienced enormous psychological suffering which he externalized and openly admitted. His 
maladaptive behaviours, impulsivity and substance abuse are the psychological consequences of his early 
childhood upbringing. Samuele often became easily irritable with other people, especially if rules were 
imposed or if he perceived injustice. On one occasion, during lunchtime at the community, a boy asked 
him to exchange pasta for chicken and when Samuele gave him his plate, the other boy started laughing 
at him, and kept both the pasta and the chicken for himself. Samuele jumped up, threw the chair in the 
other boy's face and started kicking him. Some of the staff immediately intervened, but Samuele, enraged, 
pushed everyone away and continued to punch and kick the other boy, causing him several injuries. When 
asked (later) what had happened, he replied: "When he started laughing at me, I suddenly became so 
angry and then I can’t remember anything until the staff pulled me away." After similar episodes, Samuele 
usually retreats to his room for days, does not speak to anyone and wants to be left alone. 
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Samuele described numerous episodes in which he and his siblings were neglected and exposed to their 
parents’ psychological challenges. Samuele recalled that he was often left with no food as a child: 'My 
mother would almost faint on the sofa and couldn't get up for hours.' In those moments, Samuele said he 
felt terribly frightened, because it seemed that his mother was going to die and his little brother would 
not stop crying of hunger. He would look for food around the house and get him anything he could find. 
Samuele recalled that in those moments there is been no one to calm him down and reassure him that 
everything was going to be all right, so he withdrew into himself at night, fantasizing about a better life. 
The next morning, his parents would go back to 'normal' and acted as if nothing had happened.  

Samuele started abusing cannabinoids at the age of 12. His abuse seems to have become more acute, as 
the boy uses substances both to regulate his tension and irritability and 'distance' himself from his difficult 
context. 

His personal vulnerabilities and unprocessed traumatic experiences trigger Samuele’s deviant behaviours. 
Samuele is more impulsive than his peers and he lacks ability to regulate his anger. Despite this, the young 
man is sufficiently aware of his suffering to the point of asking for help. 

Despite his challenges, Samuele presents skills and attitudes which, if channelled well, can favour his 
healing process. Samuele’s strengths, however, need to be monitored, actively supported and not left to 
his autonomous management (that is why, for the above-mentioned reasons, Samuele needs one or more 
solid role models). Apart from the desire to emancipate and change the way he lived in the past, Samuele 
presents healthy emotional needs that needs to be considered. In fact, he repeatedly expressed his desire 
to be reunited with his siblings. 

What Samuele’s little sister knows 

Diana is 13 years old and is finishing junior high school. She said that her mother abandoned her and her 
little brother at the train station after a visit to Samuele, because she did not have enough money to buy 
a return ticket for all three of them. Before Diana was placed in a group home, her mother hardly ever 
prepared a hot meal for her and her brothers and often fed them McDonald's food at both lunch and 
dinner.  

She said she is relieved to be in a group home, despite pressures from her mother who wants them at 
home, and she feels uneasy about returning to her family at weekends. At such times, she is forced to 
witness the violent fights between her parents. One night, she called Samuele very scared, because her 
parents were fighting, her mother was 'acting crazy' and beating her father. She then called the police 
who arrived shortly afterwards to interrupt the fight.  

Since she started a romantic relationship with a local boy, she has returned home more willingly and tried 
to spend as much time as possible with him, away from her parents. This is the reason why she stated 
that she did not want to be removed from her context, and threatened to run away if this was imposed 
by the judiciary. 

She met Samuele after over a year, at the summer camp where Samuele was an entertainer. She admired 
the authority her older brother showed in front of her siblings, his commitment to entertaining them and 



71 | P a g e  
 

the affection he showed them. Despite the distance separating them, Samuele remains her main point of 
reference. 

What Samuele’s parents know 

Samuele's parents were very concerned about his drug addiction. However, they admitted that they did 
not have the ability to respond to such a situation adequately and requested the help of the Services. On 
the occasion of the young’s man repeated escapes from the community, his parents noticed that he had 
returned to his old circle of acquaintances and had probably started dealing and abusing substances again. 
However, their concern did not make them more willing to move far from their home and find a job with 
the help of an association that offered them support. They did not yet know how they would be able to 
support Samuele from a distance once he returned home (if the boy decided to leave the community once 
he was an adult) and referred this responsibility to the Services. 

What Samuele knows:  

Samuele said he had clear ideas about what he deemed right and wrong, as well as about what was legal 
and illegal. He outspokenly expressed negative views about organised crime and illegal activities in 
general. He felt ashamed for the offenses he committed. He admitted that he had first-hand experience 
of such contexts and wanted to seek help to break away from them. 

He said he dropped out of a catering college because he had 'gotten in a bad company', and subsequently 
started a vocational course for assistant chefs because he wanted to work in the catering industry. Before 
leaving school, he excelled in history and attended classes regularly. He expressed the desire to remain in 
the same community after turning 18, i.e. after the end of the civil procedure, until he could find the 
necessary stability to move into his own house and find a job in the area. He also attended a dance school 
where he took a course in Caribbean dancing. He said that dancing made him feel good and gave him no 
desire to take drugs before class, partly because he needed to have control over his body in order to dance 
in pairs, but mainly because dancing calmed him down. He made friends with the other community 
residents and often cooked for them. Though several girls showed interest in him, Samuele said that he 
did not want to get into a relationship, because "women are not reliable, they’ll leave you as soon as they 
find another man."  

He described his parents as fragile, unable to offer the sense of safety necessary for their children’s 
healthy development. He said that as a child he often witnessed verbal and physical fights between his 
parents and that he and his siblings also suffered corporal punishment. He stated that he was quite happy 
to return home to visit his parents but only for a few days. He is happier now that his younger siblings are 
in a community: he believes that if they were removed from home later, they would have risked going 
down a bad path. He is very protective and said tenderly that he is proud of his 10-year-old brother, who 
has now learned to read perfectly. Samuele openly shared his inner conflict between the desire to build a 
future away from his home environment and the desire to be reunited with his siblings, even though he 
understood that it was impossible for him to care for them. 
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Questions for discussion: 

What are the most relevant 
facts in this case? 

What hypotheses can 
be made? 

What would be the next 
steps to confirm/deny 

the hypotheses? 

What do we 
still need to 
know and 

learn? 

− 17-year-old boy 

− Substance abuse 

− Originally from Southern Italy 

− His parents are drug addicts 

− Samuele is a drug addict 

− Samuele tried to protect his 
mother and was then sent 
away from home 

− He got in touch with drug 
dealers 

− Samuele used drugs 
to appease the 
intensity of his 
emotions 

− Dealing drugs and 
being in a gang 
might be a way to 
belong  

− His sense of 
responsibility for his 
siblings originated 
from the obligation 
he felt to act as a 
protective figure for 
them, given the 
scarce protection 
and stability offered 
by their caretakers. 

− Interviewing Samuele 

− Asking for more 
information from his 
brothers and sister, etc.  

− Child trauma 
and 
substance 
use  
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INTIT Position Papers  

− International State of the Art Assessment on Trauma Informed Care 
https://www.intitproject.eu/download/ 

− Trauma and minors, https://www.intitproject.eu/download/ 

− Multi-agency Approach, https://www.intitproject.eu/download/ 

− The case of the Barnahus, https://www.intitproject.eu/download/ 

 

Suggested videos 

Video Removed https://www.youtube.com/watch?v=lOeQUwdAjE0 

Fight/flight/freeze response: Video on how to explain the impact of the trauma on the brain: 
https://www.youtube.com/watch?v=py8deTlxNco 

Video on the brain architecture from the Centre for Developing Child at Harvard University 
https://www.youtube.com/watch?v=VNNsN9IJkws 

SYSTEMSPRENGER Trailer Deutsch German (2019) Exklusiv - Bing video 

 

For Further Information On Adverse Childhood Experiences 

Ace Interface, Understanding Adverse Childhood Experiences Building Self-Healing Communities, 
https://www.sos.wa.gov/_assets/library/libraries/projects/earlylearning/understanding-aces-
handout.pdf  

ACE'S by Vince Felitti, MD https://www.youtube.com/watch?v=Me07G3Erbw8 

Childhood Trauma and the Brain, UK Trauma Council, https://www.youtube.com/watch?v=xYBUY1kZpf8 

How childhood trauma affects health across a lifetime, Nadine Burke Harris: 
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_life
time?language=de 

 

For Further information on Trauma Informed Principles an standards 

Trauma Informed Principles and Practices, Phoenix Trauma Centre, Dr Scott Giacomucci 
https://youtu.be/ANRlWfuWOGQ 

Trauma Informed Care: The 4 Rs, Phoenix Trauma Centre, Dr Scott Giacomucci 
https://youtu.be/vO9DJRd5b4k 

The Paradox of Trauma-informed care, Viky Kelly, TEDxWilmington https://youtu.be/jFdn9479U3s 
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