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It is impossible to capture or explain 
the nature and extent of  assaults ex-

perienced by American Indians and 
Alaskan Native (AI/AN) families. 
AI/AN communities experience a 
disproportionate number of  events 
that put them at risk for trauma re-
actions. Often, these contemporary 
disruptions have roots in the histori-
cal past.
 According to the National Child-
hood Traumatic Stress Network 
(NCTSN), trauma is a unique indi-
vidual experience associated with a 
traumatic event or enduring condi-
tions.7 This definition is of  limited 
usefulness within the AI/AN com-
munities, however, since it does not 
take into account the cultural trauma, 
historical trauma, and intergenera-
tional trauma that has accumulated 
in AI/AN communities through cen-
turies of  exposure to racism, warfare, 
violence, and catastrophic disease. 
Cultural trauma is an attack on the 
fabric of  a society, affecting the es-
sence of  the community and its mem-
bers. Attacks on AI/AN communi-
ties have included prohibiting the 
use of  traditional languages, banning 
spiritual/healing practices, removing 
or relocating individuals or whole 
communities, and restricting access 
to public or sacred spaces. Historical 

trauma is the cumulative exposure of  
traumatic events that affects an indi-
vidual and continues to affect subse-
quent generations. Intergenerational 
trauma occurs when the trauma of  
an event is not resolved and is subse-
quently internalized and passed from 
one generation to the next through 
impaired parenting and lack of  sup-
port in the community. These types 
of  traumas increase individuals’ risks 
of  experiencing traumatic stressors 
while also decreasing their opportuni-
ties to draw on the strengths of  their 
culture, family, or community for so-
cial and emotional support.

Service Needs

 Currently, the majority of  Native 
people live in urban areas. Although 
many move from isolated and eco-
nomically deprived settings to seek 
better living conditions, they often-
times have difficulty securing stable 
employment. Many Native people 
are employed in low-wage, unskilled 
positions and they may require assis-
tance such as food stamps, reduced- 
price school lunches, and/or subsi-
dized housing. Heads of  households 
for the majority of  Native families 
are women, who are not only poor-
ly paid, but also often engaged in a 

constant struggle to provide support 
to immediate and extended family 
members. The bitter reality is that a 
large proportion of  the Native popu-
lation experiences severe financial 
hardship, which increases stress and 
compounds the risk of  exposure to 
crime and violence.
 AI/AN families are also at risk for 
violence due to political, economic, 
and social inequalities. According to 
the Department of  Justice,9 the aver-
age annual violent crime rate among 
AI/AN people over 12 years of  age is 
approximately 2.5 times the national 
rate. There is approximately one sub-
stantiated report of  violent crime per 
year for every 30 Native children.10

 Average life expectancy among 
AI/AN people is lower than in the 
non-Indian population. Given the 
shorter life expectancy and popula-
tion growth of  AI/AN persons, near-
ly half  the AI/AN population is com-
prised of  minors who need care, guid-
ance, and support. The community’s 
ability to provide these resources is 
compromised as the challenges of  
maintaining a livelihood, combating 
cultural genocide, coping with vio-
lence, and rebounding against emo-
tional and spiritual bankruptcy tear at 
the integrity of  home and culture.
 Given the multiple risks present in 
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AI/AN communities, it is not sur-
prising that the prevalence of  post-
traumatic stress disorder (PTSD) is 
substantially higher among AI/AN 
persons than in the general commu-
nity (22% vs. 8%).5 It is likely that 
higher rates of  exposure to traumatic 
events coupled with the overarching 
cultural, historical, and intergenera-
tional traumas make this population 

more vulnerable to PTSD. In ad-
dition, people who have traumatic 
experiences and develop PTSD are 
also at risk for several other negative 
mental health outcomes. Rates of  
substance abuse disorders and other 
mental health disorders, particularly 
depression, are also elevated among 
AI/AN peoples.1 In short, the AI/
AN population is especially suscep-
tible to mental health difficulties.

Honoring Children: 
EBT for Indian Country

 Despite the hardships outlined 
above, Native people have shown 

remarkable resilience. Communi-
ties have retained cultural strength in 
kinship networks, language, stories, 
songs, ceremonies, and spiritual be-
liefs. However, to survive, many indi-
viduals have developed coping strat-
egies that leave them ill-equipped to 
deal with the ongoing trauma, stress, 
and hardship they endure. Because 
of  past experiences with misguided 

programs offered by the government 
and social service organizations, 
many AI/AN people are distrust-
ful and reluctant to consider profes-
sional mental health services. What is 
more, therapeutic services offered to 
Native people in the past have often 
proven ineffective and inappropri-
ate for AI/AN populations. Recog-
nizing these barriers to treatment, 
the Indian Country Child Trauma 
Center (ICCTC) at the University of  
Oklahoma Health Sciences Center 
is working with the NCTSN and the 
Substance Abuse and Mental Health 
Services Administration  (SAMHSA) 
to develop, refine, disseminate, and 
evaluate culturally relevant trauma 
intervention models for use with chil-
dren in Indian Country. The interven-
tions are adapted from existing evi-
dence-based treatments (EBTs). The 
premise of  the cultural adaptation is 
that AI/AN cultures have traditional 
healing practices, activities, and cer-
emonies that are used therapeutically 
to provide instruction about relation-
ships and parenting. The resulting 
four Honoring Children interven-
tions developed by the ICCTC build 
on common and tribal-specific cul-
tural elements to provide culturally 
relevant therapeutic approaches that 
also respect the substantial individual 
variability in cultural identity among 
AI/AN people. The adaptations are 
also based on the recognition that 
these interventions must be appropri-
ate for dissemination in rural and/or 
isolated tribal communities where li-

censed professionals may be few.
 The process of  adaptation began 
with identifying the core concepts 
within existing EBTs. At the same 
time, the ICCTC worked to iden-
tify Native traditional teachings and 
concepts that would be relevant for 
trauma therapy in Indian Country. 
Particular focus was placed on tradi-
tions related to parenting, nurturing, 

and therapeutic 
practice. Atten-
tion was also paid 
to traditional 
ways of  teaching 
and learning, and 
to cultural world-
views that are 
used to explain 
individual behav-
ior. Using a pro-

cess of  ongoing and open dialogue, 
the ICCTC worked with EBT devel-
opers and a diverse group of  Native 
cultural consultants to create inter-
vention and training materials as well 
as implementation support strategies 
and protocols.

Honoring Children, 
Making Relatives

 An existing EBT called Parent-
Child Interaction Therapy (PCIT)4 
was adapted into Honoring Children, 
Making Relatives. This intervention 
maintains the guiding principles and 
theory of  PCIT while incorporating 
AI/AN practices, rituals, traditions, 
and other cultural elements.
 One Native method of  teaching 
typically moves from observation to 
teaching others: “Watch. Listen, as 
I tell you what to do. Do it this way. 
Now go teach your little sister.” This 
same series of  steps is a central fea-
ture in Honoring Children, Making 
Relatives: instruct the parents, model 
the behavior, let the parent practice, 
have the parent work directly with the 
child, and be sure the parent praises 
the child. For example, when a child 
demonstrates disruptive behaviors or 
is difficult to control, some parents 
may punish the child. The traditional 
Native concept of  respect and honor, 
however, would dictate that the adult 
be patient, be instructive, not embar-
rass, and use the opportunity to teach. 
During PCIT, the parent engages the 
child in positive interactions, attends 

Because of  past experiences with misguided programs 
offered by the government and social service organizations, 
many AI/AN people are distrustful and reluctant to 
consider professional mental health services. 



21focal point

to the child, lets the child know what 
the child is doing right, and eventually 
instructs the child in good behavior. 
Honoring Children, Making Relatives 
is the clinical application of  parenting 
techniques in a traditional framework 
that supports the emphasis that AI/

AN culture places on honor, respect, 
extended family, instruction, model-
ing, and teachings.

Honoring Children, 
Respectful Ways

 Native youth confront many chal-
lenges that negatively impact their 
sense of  self, their interactions with 
others, and their connection to their 
culture. Traumas of  sexual abuse, 
physical abuse, and violence, overlaid 
with historical and cultural trauma, 
can lead young people to disregard 
or devalue modesty and to develop 
inappropriate sexual behavior. Inap-
propriate sexual behaviors can have 
wide-ranging impact on the children 
themselves, and can also significantly 
affect the family, the extended fam-
ily, and the community. Ultimately, 
inappropriate behavior can result in 
serious negative social or legal con-
sequences. Honoring Children, Re-
spectful Ways8 is designed to honor 
AI/AN children and promote their 
self-respect while also promoting re-
spect for others, elders, and all living 
things.
  The Honoring Children, Respect-
ful Ways curriculum teaches young 

people culturally congruent ways to 
honor themselves. The use of  tradi-
tional healing and cultural practices 
encourages young people to iden-
tify with their AI/AN heritage. This 
treatment approach is congruent with 
an evidenced-based group treatment 
program for children with sexual be-
havior problems.3 In addition, Honor-
ing Children, Respectful Ways is an 
approach that can be implemented 
as a prevention or intervention treat-
ment program that helps AI/AN 
children and their families to connect 
with their traditional values, ways, 
and practices, and to develop positive 
beliefs about themselves and healthy 
values and behaviors in their relation-
ships with others.

Honoring Children, 
Honoring the Future

 The impact of  youth suicide in In-
dian country cannot be underestimat-
ed. The resultant loss of  family mem-
bers reverberates throughout the com-
munity, putting other family members 
at risk for depression, grief  reactions, 
poor work performance, drug and al-
cohol use, and domestic violence, as 
well as for contemplations of  suicide. 
The American Indian Life Skills De-
velopment Curriculum (AILSDC),6 
the only evidence-based suicide pre-
vention program in Indian country 
recognized by SAMHSA and the Na-
tional Registry of  Effective Programs, 
is the clinical component of  Honor-
ing Children, Honoring the Future. 
The larger intervention includes sup-
ports for case consultation, program 
development, and training in risk.
 The AILSDC uses risk and protec-
tive factors specific to AI/AN youth 
as the basis for its prevention strate-
gies. The curriculum, designed for 
middle- and high-school students, 
teaches such life skills as communica-
tion, problem solving, depression and 
stress management, anger regulation, 
and goal setting. Problem solving and 
suicide intervention skills are taught 
through activities that encourage stu-
dents to seek out cultural knowledge 
in their communities. AILSDC cur-
riculum is specifically tailored to be 
compatible with the norms, values, 
beliefs, and attitudes of  Native com-
munities. Special attention is paid to 
worldviews, communication styles, 

and forms of  recognition.

Honoring Children, 
Mending the Circle

 Trauma-Focused Cognitive-Behav-
ioral Therapy (TF-CBT) is an evi-
dence-based application of  cognitive 
behavioral techniques to support the 
healing process of  trauma in children. 
Honoring Children, Mending the 
Circle 2 is grounded in a traditional 
framework that supports the AI/AN 
traditional belief  in spiritual renewal 
leading to healing and recovery.
 The TF-CBT adaptation is based on 
traditional AI/AN beliefs and prac-
tices about behavior, health, healing, 
humor, and children. The premise is 
the belief  that AI/AN cultures have 
current healing practices, activities, 
and ceremonies that, like cognitive-
behavioral therapy, instruct individu-
als about how to manage thoughts, 
emotions, and physical reactions. 
For example, with trauma-exposed 
children, a common symptom is in-
trusive thoughts that create anxiety 
and inability to concentrate. During 
many traditional ceremonies and 
activities traditional healers instruct 
participants to “leave bad thoughts 
at the door” or “come in with good 
thoughts.” A similar technique used 
in TF-CBT is the “stop sign.” A child 
is instructed to use a stop sign image 
when intrusive thoughts begin.
 Common reactions to trauma in-
clude physical sensations of  rapid 
heartbeat and breathing that result in 
distress or discomfort. Relevant tradi-

There are currently over 550 
federally recognized tribes in the 

United States. There are 33 states with 
reservations nationwide. Twenty-
one of  the 24 states located west of  
the Mississippi River have at least 
one Indian reservation within their 
borders. Tribes range from two to three 
members in several California tribes 
to the Western Band of  the Cherokee 
Nation, headquartered in Oklahoma, 
with over 300,000 members. Navajo 
Nation, located at the Four Corners 
region connecting Utah, Arizona, 
Colorado and New Mexico, has over 
200,000 members.
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tional instructions during ceremonial 
or related activities might be to “Bring 
yourself  to this place, think about this 
place, close your eyes, breathe in, 
think about where your body is, your 
spirit, your connection with Mother 

Earth, you being okay with who you 
are.” This kind of  instruction is simi-
lar to the relaxation techniques of  
TF-CBT.

Summary

 The Indian Country Child Trau-
ma Center is providing important 
resources to American Indian and 
Alaskan Native communities. Be-
yond the culturally-based therapeutic 
approaches, the Center offers train-
ing and implementation support that 
is also culturally based. The guiding 
vision is that Native children who 
are experiencing trauma will be able 
to access treatment that is structured 
and systematic, but also culturally re-
sponsive, promoting connection with 
their community, their culture, and 
their heritage.
 There is a prophecy held sacred by 
Native people which foretold the com-
ing of  a different people who would 
bring disease and sickness to the 
Great Turtle Island (America). The 
story tells that it would be the ancient 
traditions and teachings of  past gen-
erations that would help Native peo-
ple climb up and regain their heritage 
as proud and rightful Nations. The 
Native people hold to the promise of  

these sacred teachings. With Honor-
ing Children, this prophecy has been 
partially fulfilled. Respect for Ameri-
can Indian and Alaskan Native ways 
of  healing is being upheld.
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This issue of  Focal Point 
presents the story of  Aar-

on (page 9), whose life was 
deeply influenced by child-
hood experiences of  severe 
physical abuse, sexual abuse, 
and systems-induced trauma. 
Unfortunately, Aaron’s story 
is typical of  many abused and 
neglected children and adoles-
cents who become involved 
with the child welfare system. 
Each year, there are more than 
500,000 children living in out-
of-home child welfare place-
ments.6 It is well established 
that abused and neglected 
children suffer from short- and 
long-term psychological and 
behavioral difficulties. Among 
youth in the foster care system, 
it is estimated that more than 
half  experience at least one signifi-
cant psychological disorder, includ-
ing depression, posttraumatic stress 
disorder (PTSD), social phobia, panic 
syndrome, or drug dependence.2

 The most common sources of  trau-
matic experiences for children who 
become involved in the child welfare 
system are abuse, neglect, and do-
mestic violence. Like Aaron, many 
children in the child welfare system 
are exposed to multiple or complex 
traumas. What is more, children are 
often further traumatized by their 
involvement with the child welfare 

system itself. Common causes of  
such system-induced trauma include 
repeated, insensitive, or humiliating 
interviews; unnecessary ruptures of  
family, extended family, and commu-
nity relationships; repeated changes 
of  placement; confrontations with 
abusers; and court testimony. There 
is growing attention to the need to 
create trauma-informed child welfare 
systems that are more aware of  and 
responsive to the needs of  vulnerable 
and traumatized children.8 Most re-
cently, the National Child Traumatic 
Stress Network (NCTSN) has de-
scribed services that are designed to 

reduce the impact of  trauma 
on the child and family as 
trauma-informed services.4

 Many child welfare systems 
around the country lack the 
ability to respond sensitively 
to the specific needs of  chil-
dren with complex trauma 
issues. This article explores 
challenges to creating trau-
ma-informed child welfare 
systems and provides recom-
mendations for future direc-
tions in the field.

Eight Essential 
Elements 

 As a first step in helping 
to create child welfare sys-
tems that are more trauma 
informed, the NCTSN has 

identified eight essential elements of  
trauma-informed child welfare prac-
tice.5 The eight essential elements are 
as follows:

 1. Maximize the child’s sense of  safe-
ty.

 2. Connect children with profession-
als who can assist them in reducing 
overwhelming emotions.

 3. Connect children with profession-
als who can help them develop a 
coherent understanding of  their 
traumatic experiences.

 4. Connect children with profession-

Creating a Trauma-Informed 
Child Welfare System
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als who can help them integrate 
traumatic experiences and gain 
mastery over their experiences.

 5. Address ripple effects in the child’s 
behavior, development, relation-
ships, and survival strategies fol-
lowing a trauma.

 6. Provide support and guidance to 
the child’s family.

 7. Coordinate services with other 
agencies.

 8. Ensure that caseworkers manage 
their own professional and person-
al stress.

 Achieving these eight essential el-
ements requires work at the level of  
individual children, the children’s 
immediate families (including both 
foster parents and biological parents), 
and the child welfare system. 
 At the individual level, children’s 
safety must be ensured, and children 
must be connected with services that 
will help them process and integrate 
traumatic experiences. At the fam-
ily level, both foster parents and bio-
logical parents need to learn about 
trauma and its effects, as well as how 
to provide a safe and supportive en-
vironment for a traumatized child. 
Often, biological and foster parents 
also need information about what 
resources the system can offer to sup-
port them, including resources for 
increasing parenting competency. 

Providing training for the biologi-
cal parents is particularly important, 
given the focus on reunification in the 
child welfare system.
 On a systemic level, the creation 
of  a more trauma-informed system 
requires educating all child welfare 
staff  (direct service providers, man-
agement, and foster parents) about 
the impact of  childhood traumatic 
experiences and about how systems 
can traumatically impact a child. 
Training on these topics should in-
clude basic definitions of  trauma, in-
formation about how children vary in 
their experiences of  and reactions to 
trauma, and a discussion of  cultural 
interpretations of  traumatic events. 
Training should emphasize that dif-
ferent forms of  maltreatment impact 
children differently and cause differ-
ent symptoms. The short- and long-
term impact of  trauma, and the devel-
opment of  maladaptive coping strate-
gies as a response to trauma, should 
also be discussed. Training should 
also emphasize the importance of  
performing a thorough assessment, 
including taking a detailed trauma 
history, identifying salient symptoms, 
and discovering trauma triggers. Child 
welfare workers and administrators 
should receive training in effectively 
communicating a child or family’s 
trauma history to other professionals, 
foster parents, or biological parents; 
and in developing an intervention 
plan that is consistent across child-
serving systems. Only after child wel-
fare staff, foster parents, and biologi-
cal parents have been trained in this 
manner can appropriate placements 
and intervention decisions be made.
 Building awareness about trauma 
is necessary, but not sufficient, in the 
creation and implementation of  a 
trauma-informed system. Casework-
ers must also change their practice. 
They should be supported in seeking 
out trauma-informed mental health 
providers. These providers are trained 
to deliver established trauma treat-
ments that are consistent with the 
eight essential elements in that they 
focus on maximizing interpersonal 
safety, reducing negative emotions, 
and helping a child integrate traumat-
ic experiences and achieve mastery 
over the traumatic experience. These 
interventions teach children practi-
cal ways to identify and control the 

emotions associated with traumatic 
memories, typically using relaxation 
techniques (e.g., focused breathing 
or progressive muscle relaxation), 
techniques for controlling intrusive 
thoughts (e.g., “thought stopping”), 
and positive self-soothing activities 
(e.g., visualization).
 Treatment strategies that address 
the individual child’s trauma experi-
ence and incorporate evidence-based, 
practical interventions show promise 
for the future of  treatment for trau-
matized children. For example, the 
Assessment-Based Treatment for 
Traumatized Children: A Trauma 
Assessment Pathway 7 model uses an 
individualized assessment process as 
a basis for selecting an appropriate ev-
idence-based intervention for a child 
with trauma symptoms. In some cas-
es of  complex trauma, an evidence-
based treatment may not be the best 
choice. In these cases, an individual-
ized treatment approach should be 

• How children experience trauma
 - Maltreatment issues
 - System-induced trauma

•  Immediate and long term impact 
of  trauma

•  Understanding and adequately 
assessing the unique trauma 

 experience of  the child
 - Using assessment tools
 - Using the trauma history 

• Identifying trauma triggers

• Communicating trauma history 
to other professionals, including 
foster parents and law 

 enforcement

• Continuity of  Care: Developing 
an intervention plan that is 

 consistent across systems

• Foster parent competencies

• Skills training for biological 
 parents

 CHILD WELFARE SYSTEM
TRAINING TOPICS 
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employed to address the most preva-
lent symptoms, while work continues 
within the larger system to meet the 
child’s particular needs.
 More generally, trauma-informed 
child welfare systems work to ensure 
that trauma-affected children and 
families are appropriately linked to 
services and resources in the com-
munity. One challenge is ensuring 
that trauma-affected children are 
appropriately identified. Child-serv-
ing agencies (including the courts, 
child welfare, and juvenile justice) 
should be made aware of  their op-
tions for making referrals and be in-
formed about how to assess whether 
or not a child needs a referral 
for trauma-specific or general 
mental health services. Use of  
a trauma assessment tool (e.g., 
the Child Welfare Trauma Re-
ferral Tool)3 provides a struc-
tured way for caseworkers to as-
sess a child’s trauma history, the 
severity of  the child’s reactions 
to the trauma, and any devel-
opmental concerns. A further 
challenge is identifying provid-
ers who are qualified to deliver 
the best evidence-based services 
available. A coordinated re-
sponse between referring agen-
cies and treatment providers 
helps ensure that children and 
families receive the best prom-
ising and/or evidence-based 
treatments available. Although 
challenging, it is essential that 
child-serving agencies are in-
formed about best practices and 
know who in their community 
provides such services. Child 
welfare staff  can obtain a list of  
qualified providers by directly 
contacting the developers of  an 
evidence-based practice.

A Community Protocol

 Involvement in the child welfare 
system can further traumatize an al-
ready vulnerable child. In this issue, 
Aaron’s story illustrates how some-
thing as simple as asking a child to 
visit with his abusive mother can re-
sult in a lifetime of  traumatic memo-
ries. Achieving a coordinated child 
welfare system response that serves 
to heal, rather than re-traumatize a 
child, requires creating a community 

protocol that focuses on addressing 
the complex and varying needs of  
the individual children served. Open 
communication among agencies is es-
sential. Agencies can share informa-
tion and coordinate their responses 
for individual children via an inter-
disciplinary child protection team 
that includes representatives from a 
variety of  child-serving agencies and 
meets regularly to focus on a specific 
child’s case. Child protection teams 
often include social workers, law en-
forcement agents, district attorneys, 
medical doctors, and mental health 
counselors. The child’s attorney or 
advocate can join these meetings to 

provide a voice for the child. Work-
ing together, team members can share 
their various perspectives to create 
a plan for the child that considers 
his unique trauma experiences and 
needs.
 Former foster youth, foster par-
ents, and biological parents also have 
valuable perspectives to contribute to 
community efforts to create a child 
welfare system that heals rather than 
re-traumatizes. These consumers of  
child welfare services have important 

information about ways to improve 
child welfare treatment, case man-
agement, and services. Creating op-
portunities and incentives to air and 
act upon these perspectives is a key 
element in creating a child welfare 
system that avoids further traumati-
zation, and promotes healing for the 
children and families served.
 Another way systems can avoid fur-
ther traumatizing children is through 
the use of  forensic interviewing, in 
which a child can tell her story to a 
trained interviewer who is experi-
enced in sensitively obtaining the 
details of  the abuse in a manner that 
is defensible in court. Other agencies 

can then use the forensic inter-
view and transcripts to review 
the abuse details, eliminating 
the need for the child or parents 
to retell the story.
 Finally, it is important to rec-
ognize the impact on a child and 
family if  the child has to testify 
in court. Coordination between 
the agencies involved serves to 
minimize the stress children ex-
perience when they are called 
into court and helps prevent re-
traumatization. The Kids and 
Teens in Court program in San 
Diego, California, brings the 
components of  trauma-focused 
cognitive-behavioral therapy 
into a real courtroom.1 Prior to 
appearing in court, children visit 
the courtroom and learn what to 
expect when they testify. They 
are also coached in anxiety re-
duction, cognitive coping, and 
relaxation techniques. The use 
of  this practice in court prepara-
tion provides children with skills 
that will enhance their ability 
to understand the interplay of  
their feelings, thoughts, and be-
haviors; help them regulate their 

emotions; and increase their ability 
to keep themselves safe both in the 
courtroom and in other areas of  their 
lives.

Policies and Procedures 

 The core of  trauma-informed child 
welfare practices is knowledge. In this 
type of  child welfare system, staff  are 
encouraged to stay up-to-date on cur-
rent knowledge in the field of  child 
trauma. Effective trauma-informed 
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policies guide the care of  vulnerable 
and traumatized children. These poli-
cies should clearly state how the eight 
essential elements of  a trauma-in-
formed child welfare system are to be 
implemented.
 Policies can be structured to ensure 
that traumatized children in the child 
welfare system are served by staff  
who understand their special needs. 
Policies should be individualized de-
pending upon the specific clientele of  
the agency and available community 
resources. Examples of  trauma-in-
formed child welfare policies include 
the following:

• Immediately after entering the sys-
tem, children will be assessed for 
the existence of  trauma-related 
symptoms and specific interven-
tions that would be most benefi-
cial.

• To the extent that it is developmen-
tally appropriate, children and ado-
lescents will be involved in develop-
ing their case plans.

• All child welfare system staff, as 
well as foster and biological parents, 
will be trained to recognize behav-
ioral indicators of  trauma.

• Foster and biological parents 
will be provided with ongoing 
support by child welfare staff  
to manage children’s trauma-
related behaviors, thus reduc-
ing the risk of  systemic trauma 
through disrupted placements.

Conclusion

 While it has long been clear 
that virtually all of  the children in-
volved in the child welfare system 
have suffered from one or mul-
tiple traumatic experiences, sys-
tems continue to struggle to offer 
an appropriate healing response. 
The eight essential elements pro-
vide a framework for creating a 
responsive, healing system. With-
in this framework, the perspec-
tives of  children, adolescents, and 
biological and foster parents can 
be integrated with provider and 

system perspectives to identify and 
address the individual and systemic 
needs of  traumatized children. The 
use of  assessment-focused products, 
such as the Trauma Assessment Path-
way and the Child Welfare Trauma 
Referral Tool, hold promise for help-
ing to ensure that trauma-affected 
children are identified, and that they 
receive appropriate and effective trau-
ma-informed interventions. Finally, 
strategies are being developed to en-
sure that system involvement serves 
to heal, rather than re-traumatize 
children and families. Further explo-
ration and discussion in each of  these 
areas is a necessary step in continuing 
efforts to create child welfare systems 
that are truly trauma-informed.
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Public policy decisions play a piv-
otal role in prevention, service, 

and treatment efforts for children 
who have been affected by traumatic 
events. An understanding of  this role 
is a critical part of  well-informed dis-
cussion of  the impact of  traumatic 
events on the health and well-being of  
children and families. Well-informed 
policy decisions can lead to better 
prevention efforts, more appropriate 
services, more effective treatments, 
and sufficient funding for these ac-
tivities, but poor decisions can fail to 
help or make a bad situation worse. 
Ideally, policymakers are informed 
by a comprehensive understanding of  
how traumatic events impact children 
and families. In reality, policymakers 
may not have the information they 
need.
 Child traumatic stress occurs when 
children are exposed to traumatic 
events, and when this exposure over-
whelms their ability to cope with 
what they have experienced. Policies 
cannot prevent all bad things from 
happening to children, but they can 
help prevent some traumatizing 
events from occurring and help en-
sure that the necessary infrastructure 
is in place when events do occur and 
support is needed.

 Good public policies must address 
the complexities of  child trauma di-
rectly. Child trauma comes in many 
forms, including abuse, disaster, be-
reavement, violence, or war, and af-
fects all ages, genders, cultures, and 
communities. Child trauma occurs, 
is diagnosed, and is treated in a va-
riety of  settings, including hospitals, 
schools, surrogate care, or family 
homes. Funding for services comes 
from multiple sources, including 
federal health care, private health 
insurance, state block grants, federal 
discretionary programs, and personal 
income. Creating effective policy in 
such complex contexts requires strong 
collaborative relationships among 
policy leaders, affected families, and 
all those who work with traumatized 
children.

Policy Interventions at 
Multiple Levels

 Repeated exposure to traumatic 
events can affect a child’s development 
and greatly increase the risk of  future 
serious health problems, even death.4 
Left untreated, problems can worsen, 
negatively affecting a child’s educa-
tional, social, and mental health out-
comes. Fortunately, knowledge about 

how best to identify and treat trau-
matized children is increasing. Policy 
interventions can help ensure that this 
knowledge continues to expand, and 
that what is learned is mobilized ef-
fectively to improve the lives of  trau-
matized children. Such interventions 
are needed at the federal, state, local 
community, and program/treatment 
level.

Federal

 Federal policies do address some 
forms of  child trauma, but these ef-
forts are piecemeal and uncoordinat-
ed. In contrast, a coordinated public 
health approach would work to re-
duce the impact of  trauma across the 
population as a whole.6 This kind of  
approach targets different segments 
of  the population with different kinds 
of  efforts focusing on prevention pro-
grams for the general public, early 
detection and intervention for popu-
lations at risk (including children), 
and treatment for those who need it. 
Public health programs can provide 
psychoeducational information to 
the public about what child trauma 
is, what signs of  trouble to watch 
for, and where help can be sought. 
Such campaigns have been launched 

Child Trauma: The Role of Public Policy
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around acute events, such as the Sep-
tember 11, 2001 terrorist attacks and 
the 2005 Gulf  Coast hurricanes. In-
corporating trauma information into 
standard public health and mental 
health campaigns could provide a 
psychoeducational “vaccine,” help-
ing families and others to understand, 

prepare for, and support children 
when they are exposed to traumatic 
events of  all kinds.
 Federal policies should also sup-
port evaluation of  prevention and 
intervention efforts, as well as coordi-
nated studies of  prevalence and inci-
dence across all trauma types. Large 
gaps exist in available information, 
and the information that currently ex-
ists in federal studies and reports has 
not been synthesized or comprehen-
sively analyzed.3 A thorough synthe-
sis could provide important guidance 
about how to create and implement 
effective prevention and intervention 
programs.

State

 State policies can directly affect 
the ways in which child trauma ser-
vices are integrated into child-serving 
state systems, including child welfare, 
mental health and addiction services, 
juvenile justice, and schools. Several 
states (Ohio, Oklahoma, and New 
Mexico) are currently addressing 
the impact of  trauma through state 
infrastructure grants, funded by the 
Substance Abuse and Mental Health 
Services Administration to help states 
transform their mental health sys-
tems. In the state of  Massachusetts, 
policymakers are fully involved in a 
coalition of  concerned advocates that 
is addressing trauma in the public 
school system. This partnership led to 
specific legislative changes and fund-
ing for schools to remove trauma as a 
barrier to learning.1

Local Community 

 Policy efforts at the local level can 
support collaborative partnerships 
among agencies whose missions over-
lap in the service of  children’s needs. 
This kind of  collaboration generally 
requires policy changes at the institu-

tional or agency level. Creating effec-
tive collaboration also requires build-
ing trust among diverse professional 
groups, and between families and the 
organizations who are offering ser-
vices to them.
 Several programs have been suc-
cessful in building such partnerships.8 
In one case, a prevention effort, a 
partnership between a local substance 
abuse program and a pediatric prima-
ry care clinic helped mothers obtain 
the addiction treatment they needed 
and get pediatric care for their chil-
dren at the same lo-
cation. Because this 
program succeeded, 
literacy programs and 
early childhood edu-
cation services were 
added. In a second 
case, a community 
child development 
clinic joined with a 
police department to 
create a child develop-
ment/community po-
licing program to help  
children and families 
who were affected by 
domestic and com-
munity violence. This 
program expanded 
to offer “24/7” on-
call services for child 
clinicians to work 
with first responders 
in cases of  domestic 
violence, and to offer 
training in this model 
to police and other 
clinicians. In a third 
case, the integration 

of  mental health services into schools 
was shown to be effective in address-
ing the chronic exposure to violence 
experienced by many children in the 
Los Angeles Unified School Dis-
trict.10

 Ideally, all child-serving systems 
will someday have an understanding 

about the impact of  trauma and 
how to collaborate to provide 
support for children and fami-
lies. Such community partner-
ships are not yet the standard of  
care, as noted in a recent survey 
by the National Child Traumatic 
Stress Network (NCTSN).11 The 
survey revealed major shortcom-
ings in the ways in which trauma 

issues were addressed. Regardless of  
the type of  service system, agencies 
rarely received in-depth information 
about a child’s trauma history when 
a child was first referred to them. Col-
lecting and sharing such information 
is critical to the development of  an 
effective case management and treat-
ment plan.

Program/Treatment

 Policy changes within programs 
and agencies can directly affect indi-

Incorporating trauma information into stan-
dard public health and mental health campaigns 
could provide a psychoeducational “vaccine.”
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vidual treatment and services. In this 
issue, the report by Ingelman and col-
leagues (pages 23-26) describes an ap-
proach that can help guide casework-
ers to make more trauma-informed 
decisions. This approach is founded 
on eight essential elements; for ex-
ample, “Maximize the child’s sense 
of  safety,” and “Address ripple effects 
in the child’s behavior, development, 
relationships, and survival strategies 
following a trauma.” Policies that 
promote the inclusion of  families as 
treatment partners are also critical for 
providing high quality care.

A Broad View of 
Child Trauma

 The complexity of  the child trauma 
issue underscores the responsibility 
of  the public health system to move 
beyond a narrow focus on medical 
issues.7 Understanding public health 
as closely aligned with social justice 
leads to greater clarity about how pol-
icy directives affect children exposed 
to trauma. Taking this broader view 
highlights key policy imperatives such 
as improving the public health sys-
tem, reducing socioeconomic dispari-
ties, addressing health determinants 
(such as poverty, pollution, unem-
ployment, or hunger), and planning 
for health emergencies with a focus 
on the needs of  the most vulnerable, 
including children. The chronic un-
derfunding of  the public health sys-
tem, with mental health and trauma 
needs often particularly neglected, re-
sults in an unfortunate over-emphasis 
on intervention only after problems 
have become severe (and possibly less 
amenable to treatment), and a corre-
sponding under-emphasis on preven-
tion and early intervention. Emergen-
cy response plans often fail to consid-
er the vulnerabilities of  those without 
resources, or the impact that chronic 
exposure to trauma and the lack of  
access to health care may have on 
chances for future recovery. A broad 
public health perspective would take 
into account the multiple ways that 
social justice issues, such as poverty, 
racism, and violence, affect the health 
and safety of  children.
 Policymakers generally rely heavily 
on science-based evidence when mak-
ing decisions.5 This can work well 
when the science base is adequate. 

When it is not, then society has a 
responsibility to fund research that 
moves beyond biological- or individ-
ual-level causes and cures to a larger 
psychosocial, public health perspec-
tive. To enhance the research base, 
research funding priorities should ex-
pand to include qualitative informa-
tion, economic evaluations of  the to-
tal impact of  interventions and policy 
changes, systematic research of  actu-
al demonstrations of  techniques, and 
the full participation of  survivors in 
the identification of  research needs.2

Current Policy Issues

 In 2006-2007, many federal and 
state policy-related challenges il-
lustrate the tensions imposed by 
the chronic underfunding of  public 
health and social services related to 
child trauma. Examples of  success-
ful recent efforts, initiatives that are in 
progress, and some notable setbacks 
include:

• Head Start Federal legislation for 
programs to serve children at risk 
of  abuse addressed support for 
home-based services, training of  
parents in child development, pro-
motion of  collaborations between 
Head Start and child welfare agen-
cies, and training of  Head Start 
staff  regarding children exposed to 
trauma.

• Federal legislation enacted in the 
Violence Against Women Act ex-
tended services to children exposed 
to domestic violence.

• The State Child Welfare Legisla-
tion Report 9 highlighted key state-
level child welfare issues, including 
some which involve children ex-
posed to trauma:

-  Adoption, including adoption of  
children with abuse histories;

-  Parent and child involvement in 
case planning to ensure a com-
prehensive understanding of  the 
child’s history;

-  Social worker loan forgiveness 
programs to attract and keep a 
workforce in place and reduce 
turnover; and

-  Strengthening of  behavioral 
health care for children in the 
child welfare system, so that 
training in trauma-informed care 

can be integrated into child ser-
vices through these service struc-
tures.

• The Deficit Reduction Act made 
several highly significant changes 
to Medicaid that have the potential 
for reducing services for trauma-
tized children. Such changes in-
clude reductions in reimbursement 
for Medicaid rehabilitation and 
school-based services, and the ad-
dition of  restrictions to the scope of  
Medicaid rehabilitation services.

• Following a Government Account-
ing Office report which document-
ed at least 12,700 children placed 
in child welfare and juvenile justice 
systems solely to access mental 
health services, new policies have 
been recommended. Efforts around 
custody (e.g., Keeping Families To-
gether Act, HR 5803) establish state 
family support grants to help ensure 
that families do not have to give up 
custody of  their children solely to 
obtain mental health services. The 
traumatic impact of  losing one’s 
child, or one’s family, in order to 
obtain health care is an example of  
the secondary traumatization that 
can be caused by the very system 
that is supposed to help. This Act 
is intended to prevent these losses 
from occurring.
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 The integration of  high qual-
ity, trauma-informed services into all 
child-serving systems is a more effi-
cient way to allocate scarce resources 
to ensure that traumatized children 
and families obtain appropriate care 
regardless of  the service system that 
helps them. The National Child Trau-
matic Stress Network and its national 
and local partners are working in 
multiple ways to raise the standard 
of  care for traumatized children in all 
service systems, including developing 
and supporting policies that help this 
integration of  services and system 
transformation to occur.
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