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CHILDREN &TRAUMA

B | out of 3 children will be exposed to some type of
violence (1)

B | out of 10 children will be exposed to multiple types of
trauma ()

o 75-93% of those entering || systems have a history of
trauma

o The average number of ACE =5
o General population 25-34%



o Increased number of traumatic events or adverse
childhood experiences increases the likelihood of criminal
behavior at a younger age and for increased number of

years in criminal systems.

o Children and youth who have experience trauma interpret
the world different than those that have not.

.. Listenbee et.al (2012); Finkelhor, et.al (201 1). 2. Adams, E, 2010; Costello et al., 2003) 3. Duke, et al, 2010



SUBSTANCE USE & TRAUMA

® 30-60% of those in Substance Abuse Treatment meet the
criteria for PTSD diagnosis

® ~50% inpatient with SA-PTSD

® Women with substance abuse are 2-3X more likely than
men to have a history of trauma.

® Increased numbers of childhood adverse experiences
increases the likelihood for adult use.

(Dube, et. al., 2002, Krejci, et.al, 2008; Souza & Spates, 2008)



SYMPTOMS

WHAT ARE
SYMPTOMS
OF
TRAUMA
OR PTSD!?

(DSM HUGE
LIMITATIONS!!)




Cosnitt Symptoms of
Intrusive ~ |+ Arousal 2+ Avoidant~ |+ RERE Trauma
/Mood +|
(DSM 5)




SYMPTOMS OF PTSD IN ADULTS (DSM5)
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SYMPEOMS-OR=RESD IN CHILDREN (DSM5)
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“HOPE IS MORE THAN WISHFUL THINKING. HOPE
TAKES COURAGE, STRONG FAITH, SOLID THINKING,
CREATIVITY, WILLFUL ACTION,AND PERSISTENCE IN
THE FACE OF THE UNKNOWN?”.

BOLLMAN AND GALLOS, P218.

Choose Hope



Behavior may be a
survival strategy and
while not acceptable~
a sign of strength and
resilience




LIMITATIONS AND TRUTHS

B You are one piece of the puzzle:

m Safety in home, environment, friends, etc. are outside of
your power.

B You may never know the entire picture of the client’s life.
TRUTH!
B You can choose to work from a place of hope!

B Individuals that move through very difficult circumstances
rarely credit ‘a village’ — they credit ‘an individual’.

B Principles of trauma informed work are good for all — not
only those experiencing trauma.



Be Genuine

B Be present, attuned
B Be consistent

B Be predictable

B Choice of Words ~Voice
Tone

B Soft eyes

B Body posture

B Know clients specific
Interests

B Role Modeling respect



NEGATIVE
LEARNING
OUTCOMES



THINK CHOICE & EMPOWERMENT

= Do not assume the individual knows what to do
(even if exhibited appropriate behavior before)

= Suggest options. Choice (MOST) always exists

= Trauma=powerlessness~
Empower every chance you can!

= See and appreciate strengths; actions that are
‘wanted’ and healthy.

= Assure them you are willing to support them,
listen to them.

= Empathize with emotions.




PERSONAL
POWER

&
CHOICE

‘Experience their Competence’

= Help client identify area
= Set up for success

= Upon achieving competence - highlight
-make conscious the many steps it took to
get there.




TEACHING & LEARNING

TO DO!

= Work with individual to articulate
steps in completion

= Write down order/activities

= Call on them to use their
card/reminder/planner

= Refer back to success in steps



ThankYou
For the Important Work You Do!
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