Handout 3.1
Impact of Complex Trauma
Using the ARC (Attachment, Self Regulation, and Skill Competency) Framework
Challenges to Positive Attachment
• Suspicious of others; preoccupied with perceived threats
• Defiant and/or aggressive towards peers, caregivers or other adults
• Non-discerning in making friends or sharing information
• Unaware of their own emotions
• Not attuned to others’ emotions
• Avoids asking for help or communicating needs
• Very needy and demanding
• Allows oneself to be victimized by others
• Isolative behavior
• Engages in loud attention seeing behavior
• Inappropriate attempts to get intimate contact
• Problems with boundaries
Challenges to Self-Regulation
• Hypersensitivity to physical contact
• Hyper vigilance – overreacts to perceived threats or danger
• Hyper arousal – feeling tense, on edge, easily startled, difficulty sleeping or having angry
outbursts
• Somatization – experiencing emotional stress in one’s body
• Inability to be in the moment or to be “mindful”
• Disturbances in regulation of bodily functions – sleeping, eating, digestion;
• Excessive risk taking
• Aggression towards others
• Sleeping: too much or too little
• Hyper-sexual behavior
• Substance abuse
• Cutting behavior
Challenges to Skill Competency…
• Pessimistic and hopeless outlook
• Lacking a sense of meaning or purpose in life
• Difficulties focusing on the task at hand
• Difficulties planning and future oriented thinking
• Difficulties realizing consequences for one’s actions
• Difficulties setting realistic, achievable goals
• Low sense of self-efficacy (inability to complete necessary tasks within one’s
environment)
• Low self-worth (not worthy or deserving of love, attention, help, etc...)
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Handout 3.2
Trauma Definitions
Acute Traumatic Event- occurs at a particular time and place and are usually short-lived.
Chronic Traumatic Situations-occurs repeatedly over long periods of time.
Complex Trauma- the result of simultaneous or sequential occurrences of abuse, neglect, DV,
community violence, war, etc that disrupts a child’s security with primary caregivers
Post Traumatic Stress Disorder (PTSD): an anxiety disorder that can occur after a person has been
through a traumatic event. PTSD is characterized by symptoms that can be clustered into three broad
categories: 1) re-experiencing the traumatic event through intrusive thoughts or dreams; 2) persistent
avoidance of thoughts, feelings images, or locations that are associated with the event; and 3) increased
arousal such as hyper-vigilance, irritability, startle, and sleeping difficulties.
Psychological Trauma: refers to the cluster of symptoms, adaptations, and reactions that interfere
with the functioning of an individual who has extreme suffering (including neglect and deprivation), as
a result of severe physical abuse and injury, sexual abuse and/or exploitation, witnessing or surviving
severe community or domestic violence (including accidents, natural or human-caused disasters).
Secondary Traumatic Stress: The emotional effects that proximity to and continued contact with
individuals who have experienced trauma can have on family, friends, and human services
professionals. STS is different from traditional burnout but has many of the same risk factors such as
high caseloads, personal trauma history, and limited access to supervision.
Trauma- Informed Services: are informed about, and sensitive to, trauma-related issues present in
survivors. Trauma-informed services are not specifically designed to treat symptoms or syndromes
related to sexual or physical abuse or other trauma. A trauma informed homeless youth worker
understands the impact of trauma on a youth’s behavior, development, relationships, and survival
strategies, and integrates that understanding into planning.
Trauma-Informed System: is one in which all components of a given service system have been
reconsidered and evaluated in the light of a basic understanding of the role that trauma plays in the lives
of people seeking mental health and addictions services. When a human service program takes the step
to become trauma-informed, every part of its organization, management, and service delivery system is
assessed and potentially modified to include a basic understanding of how trauma impacts the life of an
individual seeking services. Trauma-informed organizations, programs, and services are based on an
understanding of the vulnerabilities or triggers of trauma survivors that traditional service delivery
approaches may exacerbate, so that these services and programs can be more supportive and avoid retraumatization.
Traumatic Stress: occurs when children and adolescents are exposed to traumatic events or traumatic
situations, and when this exposure overwhelms their ability to cope with what they have experienced.
Trauma Treatment: is designed to treat the emotional and interpersonal consequences of trauma.
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Handout 3.3
Trauma and Race: Historical Trauma
Historical trauma refers to the current impact of traumatic events that occurred during
previous generations (Dass-Brailsford, 2007). Historical trauma is a unique type of trauma
because it can occur without direct experience of a traumatic event. The concept was first
developed through the study of Jewish Holocaust survivors and their families who experienced
significant impacts from the traumas of concentration camps and other atrocities (Abrams, 1999;
Eaton, Sigal & Weinfeld, 1982; Segal Hunter & Segal, 1976). Now, historical trauma is being
recognized in the progeny of natural disaster survivors (Goodman & West-Olatunji, 2008),
Japanese Americans during World War II (Nagata, 2990), enslaved Africans (Cross, 1998),
Native Americans (Dass-Brailsfor, 2007; Willmon-Haque & Subia BigFoot, 2008), Alaskan
Indians (Morgan and Freeman, 2009), Korean Americans (Liem, 2007) and in the children of
childhood sexual abuse survivors (Frazier, West-Olatunji, St. Juste & Goodman, 2009).
Historical trauma also includes the collective trauma and systemic oppression frequently
experienced by minority ethnic or racial groups. The oppression of a group by social and
governmental systems leading to repeated discrimination and traumatic experiences creates
systemic trauma. Societal institutions include:
Media: Media is partly responsible for promoting and reinforcing ethnic stereotypes and
negative images of African Americans, Latinos, and Native Americans and promoting only
Caucasian-European standards of beauty reinforced culturally.
Law Enforcement and Judicial System: Many African Americans report experiences of
harassment and discrimination by police officers. Blacks are over-represented in prison
populations (over 50%) when compared to general population rate (13%) (Bureau of Justice
Statistics, 1999). Native Americans represent less than 1% of the US population, yet over 4% of
Native Americans are under correctional supervision (compared to 2% of whites). Native
Americans are the victims of violent crimes at twice the rate of the general population and 60%
of these victims describe the offender as white; African American children (7.0%) were nearly
nine times more likely to have an incarcerated parent in prison than white children (0.8%).
Similarly, Latino children (2.6%) were three times as likely as white children to have a parent in
prison.
Education: African-American, Latino, and American Indian children arrive at kindergarten
and/or first grade with lower levels of school readiness than do White and Asian children. This
includes lower oral language, pre-reading, and pre-mathematics skills, lower general knowledge,
and behavior less well suited to the school’s learning environment. Lee and Burkam (2002),
showed that fully ¾ of the African-American cognitive skills gap at kindergarten entry is
accounted for by the social class background differential between African-American and White
families. Early disparities in education set a foundation for low rates of academic achievement
for African-American, Latino, and Native American students.
Medical: Injection of syphilis into African-American men during the Tuskegee experiment
(1932-1972) left a legacy of distrust within many communities of color. Of 500 African
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Americans between the ages of 15 and 44 surveyed, 53.4 believed there is a cure for AIDS but it
is being withheld from the poor; 48.2% believe HIV is a man-made virus; and 15.2% believed
AIDS was created by the government to control the black population (Bogart& Thorburn, 2005).
Distrust, poor access to medical care, complex health care systems, and discrimination in
delivery of services lead to serious problems with ethnic and racial minorities receiving adequate
medical care.
Mental Health: For many years, clinicians and researchers observed a pattern whereby African
Americans in treatment presented higher than expected rates of diagnosed schizophrenia and
lower rates of diagnosed affective disorders (Neighbors et al., 1989). However, when efforts
were made to eliminate racial bias, the disparities between African Americans and whites failed
to emerge (Baker & Bell, 1999). Similar biases have been noted for clinicians working with
other ethnic populations.
Political/Socio-Economic: Minority populations have struggled to achieve equality. For
example, the United States has a history of voting laws prohibiting African Americans and
Native Americans from participating in elections. Even once granted the legal right to vote,
African and Native Americans were harassed and brutally prevented from casting a ballot.
Minority populations today continue to experience discrimination in employment settings,
limited access to affordable housing, and increased community violence in ethnic or racial
minority neighborhoods. Also, undocumented immigrants frequently experience violations of
basic human rights as a result of their legal status.
Daily Microagressions: Ethnic and racial minorities face daily encounters of prejudice and bias
while going about everyday activities. Microagressions are “brief and commonplace daily
verbal, behavioral, and environmental indignities, whether intentional or unintentional, that
communicate hostile, derogatory or negative racial slights and insults to the target person or
group.” (Wing Sue, Capodilupo, Torino, Bucceri, Holder, Badal, Esquilin, 2007). See attached
table for examples.
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Examples of Racial Microaggression

Themes

Microaggression

Message

Alien in Own Land
When Asian Americans and Latino
Americans are assumed to be foreign-born

“Where are you from?”
“Where were you born?”
“You speak good English.”
“A person asking an Asian
American to teach them words
in their native language.”

You are not American.
You are a foreigner.

Ascription of Intelligence
Assigning intelligence to a person of color
based on their race

“You are a credit to your
race.”
“You are so articulate.”
Asking an Asian person to
help with a math or science
problem

People of color are generally
not as intelligent as Whites
It is unusual for someone of
your race to be intelligent.
All Asians are intelligent and
good in math/sciences.

Color Blindness
Statements that indicate that a White person
does not want to acknowledge race

“When I look at you, I don’t
see color.”
“America is a Melting Pot”
“There is only one race, the
human race”

Denying a person of color’s
racial/ethnic experiences.
Assimilate/acculturate to
dominant culture.
Denying the individual as a
racial/cultural being.

Criminality/Assumption of Criminal
Status
A person of color is presumed to be
dangerous, criminal, or deviant based on
their race

A White man or woman
clutching their purse or
checking their wallet as a
Black or Latino approaches or
passes.
A store owner following a
customer of color around the
store.
A White person waits to ride
the next elevator when a
person of color is on it.

You are a criminal.
You are going to steal/ You are
poor/ You do not belong.
You are dangerous.

Denial of Individual Racism
A statement made when Whites deny
their racial biases.

“I’m not racist. I have several
Black friends.”

I am immune to racism
because I have friends of color.
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Handout 3.4 The ARC Framework

The ARC Framework
For Runaway and Homeless Youth Serving Agencies

(Attachment, Self-Regulation, Competency)

H o l ly w o o d Homeless Yout h Par tnersh i p

Handout 3.4 The ARC Framework

The ARC Framework

ARC1, Attachment, Self-Regulation, and Competency, provides a conceptual framework
and core principles of intervention for working with youth who have experienced multiple and/
or prolonged traumas, a key characteristic of many youth experiencing homelessness.
The Hollywood Homeless Youth Partnership (HHYP), a collaboration of 8 agencies, selected
this framework from available trauma treatment approaches because it provides a flexible
model of intervention that is developmentally appropriate and relevant for addressing a
continuum of trauma exposures. The ARC framework has been a useful tool to understand
homeless youth, guide our interventions, and inform agency policies and practices.
Below is a brief description of the three main components of the ARC framework, followed
by questions that highlight the ways in which the core concepts can help further our
understanding of youth experiencing homelessness. This framework can be used for clinical
work with youth, as well as incorporated in team meetings to generate new understandings
and creative approaches to work with homeless youth.

Attachment:
The capacity to form and maintain a healthy emotional bond with another person or persons
which is a source of mutual comfort, safety, and caring.

Attachment Questions:
• What do we know about the quality and consistency of this youth’s early care-giver child 		
experiences (with parents, guardians or other care-givers)?
• What quality of relationship does this youth form with his/her peers?
• How does this youth relate to adults, program staff and authority figures?

Self-Regulation:
Developing and maintaining the ability to notice and control feelings such as frustration,
anger, and fear.

Self-Regulation Questions:
•
•
•
•
•

What does it look like when this youth is experiencing unpleasant feelings?
How often does this occur?
How intense is their response to unpleasant feelings?
How quickly do they recover?
What kinds of situations trigger these unpleasant feelings?

• What methods does the youth use to calm down?

1

Kinniburgh, K. & Blaustein, M. (2005). Attachment, Self-Regulation, and Competency: A comprehensive framework for intervention with complexly
traumatized youth. A Treatment manual. Boston

Handout 3.4 The ARC Framework

The ARC Framework

Developmental skill competency:
Mastering the developmental tasks of adolescence and developing the ability to plan
and organize for the future.

Areas of Competency include some of the following:
• Judgment

• Organizing

• Impulse control
• Planning
• Prioritizing tasks

• Insight
• Empathy
• Decision making

Competency can also include specific skills that the individual needs
to manage in his or her environment, such as:
• Interviewing for a job
• Literacy
• Hygiene

• Completing job applications
• Safety Planning
• Constructive use of free time

• Budgeting and Banking
• Shopping and cooking
• Transportation

• Time Management
• Ability to comfort self and others
• Ability to be assertive

Competency Questions:
•
•
•
•
•
•
•

How clear is this youth’s thinking?
Does this youth accurately assess their reality and their relationship with their environment?
Is this youth able to think about their past, present and future?
Is this youth able to “problem solve,” organize and prioritize their time, or plan ahead?
Does the youth exhibit sound judgment?
What specific skills does this youth possess?
What skills does this youth still need to acquire?

Several agencies have begun to use the
ARC Framework in their case conferences
and care planning efforts.

continued
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The ARC Framework

Viewing Agency Policies and Procedures through ARC
One of the powerful aspects of the ARC framework is that it can be used as a tool to
review agency policies and procedures and their impact on attachment, self-regulation
and competencies for the youth that the agency serves.
The following questions designed to generate dialogue around the impact of the agency
environment on a youth’s growth in the areas of attachment, self-regulation and skill
competencies.

Attachment
How do agency policies, procedures, and culture support a youth’s positive self regard,
attachment to the program, their peers, staff, family, and community?

Self-Regulation
How do the agency policies, procedures, and culture support the youth’s ability to learn
and practice appropriate self-regulation skills?

Competencies
How do the agency policies, procedures, and culture support the youth’s development of
new competencies and skills?
After reviewing an agency’s strengths and weaknesses in each of the areas, staff can
engage in a meaningful discussion about how to improve the agency’s support in
the three key areas. Often time, small, low or no cost efforts can make significant
improvements in creating a healing environment for youth.

Examples include:
• Create a structured and predictable environment by establishing rituals and
routines (Attachment)
• Show unconditional respect and acceptance (Attachment)
• Train staff to manage intense affect (Attachment/self regulation)
• Train staff to help youth accurately identify their own feelings (Self-Regulation)
• Create a safe space for youth that are experiencing intense emotions (Self Regulation)
• Create opportunities for youth to positively engage with peers, adults, and community
members (Competency)

For more information, please visit www.hhyp.org
This work was funded by the Substance Abuse and Mental Health Services Administration (SAMHSA),
US Department of Health and Human Services (HHS), Grant# SM57247.

Module #4 What does complex trauma look like?
Activities
1. Introduction
2. Creating case studies using the 3 areas
of impact
3. Discussion
4. Summary
Objectives

•

•

•

Handouts/Supplies
Handout 4.1 Areas of Impact
Worksheet

Participants will be able to make a connection between what
they learned through the didactic presentation on trauma and
PTSD and the youth that they see every day.
Participants will be able to begin the process of reframing
challenging behavior observed in homeless youth as part of the
trauma response

Introduction

In the last session, we talked about how trauma, particularly
complex trauma impacts on attachment, self regulation, and skill
competency. Today, we are going to take that knowledge and use it
to create mock case studies.

Content‐Creating Case
Studies

Review briefly the 3 areas of impact identified in Module #3. Divide
the group into small groups of 3 – 5 people. Each group is assigned
3 areas of impact as listed below
Group 1:
Problems with boundaries (Attachment)
Intense affect, easily triggered (Self Regulation)
Substance abuse (Self Regulation)
Group 2:
Social isolation, problems relating to others (Attachment)
Hypersensitivity to physical contact (Self Regulation)
Low self –esteem (Competency)
Group 3:
Difficulty reading social cues (Attachment)
Aggression towards others (Self Regulation)
Foreshortened future, hopeless, pessimistic (Competency)
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Group 4:
Revictimization by others (Attachment)
Difficulty communicating wishes and desires (Competency)
Excessive compliance (Self Regulation)
Group 5:
Difficulties in attention and organization (Self Regulation)
Feeling permanently damaged (Competency)
Excessive risk taking or self destructive acts (Self Regulation)
Each group will be asked to create a vignette illustrating the 3 areas
of impact that the group is assigned using the worksheet (Handout
4.1). The vignette should include a brief trauma history and what
the youth stated as their primary needs/goals when they entered
the agency. The vignette should also demonstrate how these areas
of impact might affect their relationships with peers, service
providers, and their ability to follow a case plan. A sample vignette
is on the back of the worksheet.
Once the vignette is created, each group should talk about what they
would find challenging about working with this young person and
what the agency would find challenging about this young person.
Discussion Questions

Each group presents their vignette and summarizes their small
group discussion.
1. What part of this exercise did you find most challenging?
2. Did the case vignette that you prepared or that you heard
from others include any unexpected characteristics that you
don’t normally associate with trauma?
3. When you created your vignette, were you thinking about a
particular young person that you knew or did you rely more
on a composite of many youth?
4. After working in the field for a while, many of us begin to
categorize youth into different “types” based on their
pathway to the street, their behavior, or their dress and
presentation. What are the dangers of this?
5. How do you avoid work to avoid this pitfall?

Summary

The purpose of today’s activity was to allow us to see the impact of
trauma using the ARC framework and to prepare you to see the
impact of trauma in the behaviors and attitudes of the youth that
you really work with.
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Handout 4.1
What does Complex Trauma look like?
Worksheet
Three Areas of Impact:
1. _________________________________________
2. _________________________________________
3. _________________________________________
Demographic Characteristics:
• Do you want your vignette to be about a young man, young woman, or transgender
youth?
• What age do you want your young person to be?
• What race/ethnicity? What sexual orientation?
• Give this young person a name.
Trauma History:
What types of life experience may lead to this type of impact? (This is only conjecture on your
part. There is no right answer.) Consider the following:
• What type of family experiences did this young person have?
• Why did he/she leave home?
• Did this young person experience trauma at home, in foster care, in the juvenile justice
system, in the community, or on the streets?
• What did this young person learn about the world through these traumatic experiences?
• Does he/she have any contact with family members currently?
Presenting Needs:
Why would this young person come to your agency? What might his/her presenting need be? Is
this young person a big user of services or does this person only access services when in crisis?
Trauma Impact:
Keeping in mind the 3 key areas of impact for this young person (of course, there could be
more):
• Describe the types of relationships this young person has with his or her peers. What
kind of support system does this young person have?
• Describe how this young person relates to staff at your agency. Does this individual
want to engage with staff or do they want to be left alone?
• Describe the challenges that this young person might experience in developing or
following a case plan. (Also consider what this young person’s strengths might be.) Are
they easily engaged in planning for the future or somewhat resistant? Are they able to
follow up on referrals alone or do they need lots of support?
What makes this young person an appealing person to work with?
What makes this young person a challenging person to work with?
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Sample Vignette:
Joe is a 17-year-old who has been living on the streets for 3 months. Joe was removed from his
home when he was about 5 years old because his mother had a significant substance abuse
problem and he had been physically abused by several of her boyfriends. Joe has lived in
various foster care settings and group homes but he got into fights with his peers and transferred
frequently due to “anger management problems.” Joe has also had several CPS case workers
because they find him too intense and demanding. Joe drinks and uses drugs whenever he has
the opportunity but he doesn’t think that he has a substance abuse problem. Although Joe
hasn’t had any contact with his mom in years, he dreams of finding his mom and returning to
live with her.
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Module #5 Trauma and Brain Development
Activities
1. Introduction
2. DVD ‐Connect with Kids: The Teenage
Brain
3. Discussion
4. Summary
Objectives

•
•
•

•
•
•

Handouts/Supplies
Connect with Kids: The Teenage Brain
DVD Player/Computer, Projector, Screen,
Speakers
Handout 5.1 Brain Terms and the
Neurobiology of Trauma

Participants will learn about normal adolescent brain
development
Participants will identify the impact of chronic stress on brain
development
Participants will connect brain development issues to adolescent
behavior

Note to Trainers

In our experience, direct care staff are very interested in the way
that trauma can impact on the physiology of the brain. Be
prepared for questions that you may be unable to answer. Identify
resources that can be used to help individuals find the answers to
their questions.

Introduction

This is not a training on neuroscience but we thought it was
important to introduce key concepts about normal adolescent brain
development and how this is correlated with normal adolescent
behavior. In addition, we wanted to provide an overview of what we
know about the impact of chronic stress and trauma on brain
development and how this may also impact on behavior. Our
experience has been that staff have found this information very
useful because it de‐personalizes behavior that the youth may be
directing at us.

Content‐Video

Show the video: Connect with Kids – The Teenage Brain
(Available for purchase from
http://www.connectwithkids.com/specials/060522/)

Discussion

1. What types of hyperarousal do you see in young people?
Any examples or stories?
2. What information from the DVD was surprising or new?
3. How does this information change your understanding of
adolescent behavior?
4. How will this information change the way that you interact
with young people in your work environment?
Review handout on brain terms and neurobiology, the impact of
cortisol on the brain, and the plasticity of the brain.
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Handout 5.1
Brain Terms and Neurobiology of Trauma
Moises Rodriguez, PhD
Daniel Ballin, LCSW
Trauma Action
Group, CHLA

Neurobiology of Trauma
Objective: Introductory overview of the impact of trauma on brain functioning.
Overview of the Brain (Central Nervous System)
•
•
1.
2.

3.
4.

Our brain manages our cognitive (thinking), emotional, behavioral and physical
functioning---from breathing to reflecting on our lives.
How is it organized?
Neurons (over 100 billion of them!): They are designed to react to, change and re-format
themselves in responding to our experiences which allows the information to be stored
for future use.
Networks: These can be considered “groups” of neurons that work together. The more a
group of neurons is activated (reacting to experience) the stronger the information
absorbed. For example, a classically trained pianist can move his or her fingers with
much more accuracy and speed than the average person.
Systems: The brain is made up of several interconnecting systems that go from least
complex (brainstem: mediates our breathing/heart rate) to most complex (cortex: behind
our forehead, the CEO of the brain; main decision-maker).
Function: Our primary function (humans) is SURVIVAL. This can be managed in the
brain from basic functions (keeping our heart going) to higher functions (abstract
thinking).
• How does it all work?
Neurons change (chemically/structurally) in response to signals from the
environment (sounds, temperature, etc) and create memories (all kinds---from
riding a bike to remembering old boyfriends/girlfriends)

Brain Development/Neurodevelopment
•
•

•

Experiences during our lives impact the organization and functioning of the brain.
The most vulnerable time is during infancy/childhood (especially first 2 years!).
These are called critical and sensitive periods or windows of time when the brain
needs or is extra sensitive to certain experiences/stimulation (for example,
learning a new language).
These changes are called “pruning” of the neurons (kind of like getting a nice
haircut).
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•

ATTACHMENT: Probably the most important early experiences are feeling safe
with a caregiver. An infant needs external regulation (someone else) to help them
learn to trust, be emotionally connected, regulate emotions, and develop higherlevel skills.

Impact of Trauma on the Brain
•
•
•
•

There are different types of trauma (emotional/physical abuse, assault, accidents, etc.)
that elicit some of the stress/threat responses.
The different effects are related to whether an event is isolated (car accident) or ongoing
(chronic).
Neurodevelopment is affected by the nature of the trauma as well as unique
characteristics of the individual (social support, intelligence, coping skills).
Chronic trauma experiences have a significant effect on certain developing
structures/systems of the brain (NEUROBIOLOGY). Of particular concern are the
following areas:

Affected Areas of the Brain
o

Hippocampus

o

Amygdala

The hippocampus manages learning and memory, plays a crucial role in responding to fear and
stress in that the hippocampus interprets the warning signals from the amygdala. The amygdala
sends out the initial danger signals to the brain via the hippocampus.
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Chronic stress or trauma may result in the decreased volume or size of the hippocampus. This
limits its ability to accurately interpret warning signals from the amygdala. The “smell of burnt
toast becomes a major fire.” Relationships are especially affected by this process. As the person
experiences changes in the closeness of a relationship, intense anxiety and fear may be triggered
by feelings of intimacy, or by perceived rejection by a loved one.
The Corpus Callosum
Corpus Callosum

The corpus callosum carries messages between the two halves of the brain.
Severe trauma results in the reduction in size of the corpus callosum, which causes a decrease in
the communication between the two sides of the cerebral cortex.
The decrease in communication between the right and left hemispheres of the brain results in
traumatic memories being “stuck” in the right or “emotional” side of the brain. The person
cannot access safe relational images or thoughts from the left or “rational” side of the brain.
The result is that the memory of the car accident, or the memory of the angry interaction with the
family member, becomes enduring and intense memories. The individual is unable to view these
incidents in a broader, more logical context. These traumatic memories become more impactful
on the individual’s daily functioning and social interactions. The memory remains fresh, intense,
and prominent. The individual is stuck in this memory and cannot move forward.
What behavior can be observed as a result?
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Encoding of traumatic memories
The right side of the brain operates more “creative and emotional” functions, such as insight, art
awareness, imagination, music, and operates the left hand. The left side of the brain operates
more “logical” functions, such as number skills, written language, reasoning, spoken language,
scientific reasoning, and operates the right hand.
Neutral memories come from the left side of the brain, whereas stressful memories come from
the right side of the brain. Normally, the individual will access “safe relational images” from the
left side of the brain, to balance the stressful memory from the right side of the brain. This
allows the individual to view the trauma in a larger more rational context. For instance, a car
accident is viewed as the exception to driving since the person can normally recall many driving
experiences in which there was no accident. Or an angry interaction with a family member can
be viewed in a context of many positive interactions with that same family member.
What does it look like in the youth we work with?
• Poor self-regulation (problems sleeping, day dreaming, running away)
• Social problems: withdrawn, aggressive, lacking empathy
• Learning/Memory difficulties: short attention span, hypervigilant (extra aware),
impulsive.
What can be done when neurodevelopment is impacted by trauma?
• Understand the concept of “plasticity” which means that the brain has the capacity for
flexible growth and can find creative ways to adapt to trauma (posttraumatic growth).
• Try to never give up on the young person who is experiencing difficulties because
patience, praise, and recognition (positive reinforcement) of their efforts promotes
continued use of the adaptive coping skills identified.
• Help the youth “make meaning” of their trauma so that they can continue to move
forward. The brain is responsive to trying to cope with and/or heal past wounds with goal
directed behavior.
• Engage youth in enjoyable activities. The brain, especially that of a young person who
has experienced numerous traumas in their life is susceptible to “burnout” and could
benefit from self-soothing/distracting activities and rest.
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Module # 6 Trauma and Attachment
Activities
1. Introduction
2. Discussion of Attachment and
Normative Abuse
3. Viewing the Strange Situation
video
4. Activity – Connections or
Deprivation of Assets
5. Discussion
6. Summary

•
•
•
•

•
•

Objectives

•
•

Introduction

Handouts/Supplies
Handout 6.1: Attachment Style
Handout 6.2: Care‐giver qualities
Handout 6.3: Attachment Informed
Interventions
Youtube video – The Strange Situation
http://www.youtube.com/watch?v=QTsewNrH
UHU (or search for Strange Situation on
Youtube)
DVD Player/Computer, Projector, Screen,
Speakers
Yarn and scissors for connections activity or
“Post‐It Notes” for deprivation of assets
activity.

Participants will be able to identify the hallmarks of secure and
insecure attachment
Participants will be able to identify core actions that can help
youth develop positive attachments

Many experts in the field of attachment and complex trauma agree
that people exposed to such traumatic experiences have problems
with:
1) Depression and self‐hatred,
2) Ability to experience pleasure and contentment from activities
which previously were the source of such feelings,
3) Aggression against self and others,
4) Problems of intimacy and trust, and,
5) In severe instances, problems with experiencing reality.
Many of the youth that struggle most in these areas are the youth
who never experienced unconditional love and support from their
parents or caregivers.

Content‐ Attachment
Styles

Distribute the handouts and compare the qualities of the different
attachment styles, and contrast them against the parenting style
that produces each one of them.
Show the “Strange Situation” clip, if possible. Discuss how youth
with attachment problems present behaviorally. (Most youth with
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attachment problems are hyper‐vigilant, observing almost
everything you do and they tend to call you on your behavior. Some
are very clingy and they tend to split staff, some are withdrawn and
refuse to participate in activities, and others disregard house rules
and tend to bully and manipulate other youth and staff.)
Introduce the concept of Normative Abuse. Normative abuse is
considered to be any type of mistreatment that is sanctioned by the
community in which the individual resides. Normative abuse could
be applied to communities that accept severe spanking as a
punishment for children. In the homeless youth services world,
normative abuse could apply when one blindly consequences a
youth without using critical thinking and investigating the reason as
to why a rule was broken by the youth. The following is an example
of ”institutional" normative abuse: A youth is late for their curfew
and the staff at the agency refer this youth out of the program
without inquiring as to why they are late. Later it was found that the
youth was assisting his ailing grandmother when the paramedics
arrived to take her to the hospital.
This is obviously an extreme example. Can you think of a different
example of normative abuse that you have heard or seen or even
participated in? Of course, none of us wants to think that we have
participated in abuse of any kind. However, new staff may rigidly
follow rules and not using critical thinking.
Finally, discuss the handout on attachment informed interventions.
In drop in and residential programs, we can help youth create
positive attachments with us and their peers. This includes creating
routines and rituals that create feelings of safety and security and
involving youth in case planning so that they feel like a partner in
their care rather than just a recipient. Take a look at this list. Which
of these things do you already do and where do you think that you
or your agency could improve?
Activities

Lead the group in one of the following interactive activities:
First Option: “Connections Activity”
Purpose: To illustrate the impact on youth of many severed
relationships.
Length of activity: 20 ‐ 30 minutes depending on the discussion
generated.
Materials: Yarn and scissors.
Volunteers: Utilizes 8 volunteers besides Karina (Mom, Dad, 2
grandparents, at least one friend, therapist, aunt and Teri)
52

Instructions: Ask the 8 volunteers to come up to the front of the
room. Select someone to be Karina and cut yarn so that each person
holds a piece of yarn that is connected to Karina (like spokes in a
wheel). The instructor reads the story. Each time a person becomes
detached from Karina (marked with a ) cut the yarn that
connected that person to Karina. At the end of the story, Karina will
be left holding cut pieces of yarn.
This is the Story of Karina
Karina was born 14 years ago to her 17 year old mother and mom’s
25 year old boyfriend.
Father disappeared shortly after birth saying he didn’t sign on for
“this hassle” 
Mom tried to take care of Karina but shortly after giving birth,
Mom was arrested for methamphetamine production and
distribution and sentenced to 12 years in prison. 
Mom’s parents raised Karina until age 11 when Karina reported
being molested by an uncle during a family gathering. The
grandparents did not believe Karina and requested that DCS remove
Karina from the home. 
Karina was placed in a group home where Karina made friends and
became close with the assigned therapist, Jo. Karina felt Jo
understood the situation and was the only one to offer support. Jo
was funded by a Federal grant that was discontinued and, as a result,
Jo was forced to take another job. 
When Karina was 12, Karina went to live with an aunt who agreed to
assume custody. Karina’s aunt relied on Karina to take care of 3
younger children and to help around the house. Although the aunt
took care of Karina’s physical needs, she wasn’t able to establish a
close relationship with Karina because of the allegations Karina had
made years ago. Karina lived with the aunt until Karina turned 14
and Karina ran away with a friend named Teri. 
Karina and Teri lived with friends and strangers for 6 months until
Teri disappeared after agreeing to engage in sex with an older man
for money for food. 
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Karina stands alone wondering what will happen next. Thank all of
the volunteers.
What happens next is Karina has come to one of your programs
Q) Karina ‐

How do you feel at this point in your life?
What are your concerns about asking for assistance?

Q) Group –

What thoughts might Karina have about you and your
program?
What emotions are we likely to see from Karina?
What behaviors might be seen?
What needs might Karina have that have not been
addressed or addressed in unhealthy ways?
What concerns do you have for Karina?

Q) Karina ‐

Has the group missed anything that you have been
thinking about?
What would you suggest as “the first step” to making
a connection with you?

Q) Group –

What does Karina’s story have in common with other
stories of youth who come through our doors?
How do current organizational stressors affect our
ability to respond to Karina?
What dangers of continued disconnections exist for
Karina?
What would be some ways to limit this risk?

Session Notes:
 Make sure to tell volunteers that they are only representing
others in form – not philosophy.
 The rotation of questions between Karina and the group
maintains connection. Karina can be sitting down during the
questions.
 Prioritize questions based on time allowed.
Second Option. “Deprivation of Assets”
Purpose: To illustrate with concrete examples how abuse robs the
individual of essential assets needed for “normal” development. To
bring into light how traumatized individuals are “handicapped” by
abuse, as they are forced to accept a different sense of self and self
representation.
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Length of activity: 30 minutes or longer depending on the discussion
generated.
Materials: Pencil, paper, and a small container to collect the pieces
of paper.
Steps:
1. Ask participants to tear the paper in seven pieces. Each participant
is asked to think of seven notable things about themselves and write
one on each piece of paper. These are things they value about
themselves and they think are very important in future goal
attainment. When finished ask participants to display them in front
of them “face down,” so the writing is not visible to anyone.2. As a
group leader you go around and randomly take one of the pieces of
paper from them. This signifies “normal” losses.
3. Ask the group to brainstorm and identify the three most
significant types of abuse that they hear about from the youth that
the work with. Use a flip chart to list the ideas and then reduce the
list to three.
4. The leader goes around again and collects three more pieces of
paper.
5. At the completion of this step ask participants to look at the
remaining pieces of paper they have in front of them and ask them
to: (1) describe how they felt about having someone deprive them of
their qualities/values against their will, and (2), how ready they feel
to face the future with what they are left with. Finally, ask
participants how they might go about reclaiming their original list
of assets.
Summary

By now you have been exposed to attachment theory, care‐giver
qualities that promote either healthy or pathological attachment
styles, the latest writings on trauma and the means to change. Let’s
see if we can review. Referring to the video clip, which young person
would you like to work with, the young person who is protesting all
the time, or the one who is quiet and compliant? Which
presentation is psychologically healthier? How do we work with our
staff to understand that the youth who are acting out the most may
be the youth that are most able and willing to accept help?
How do we counter the natural aversion that most of us have to
youth with high affect? How do we avoid compassion fatigue?
Are you aware of any elements to barriers to change your agency or
you may subscribe to?

55

Handout 6.1
Attachment
Bowlby describes attachment as the special bond that evolves between the infant and the caregiver. It is the capacity to form and maintain a healthy emotional bond with another person(s)
which is a source of mutual comfort, safety, and caring.
Attachment behavior can be best explained as a continuum of behaviors with the primary aim the
maintenance of proximity to a care-giver.
When all of the conditions of proximity, responsiveness, mirroring, and warmth are met then
secure attachment emerges out of this experience.
Secure Attachment: Young children who are securely attached may experience significant
distress when separated from their parents, but the return of the parent is met with positive
feelings. When scared these children do seek out parents for comfort, and they seem to prefer
parents to strangers.
Insecure Attachment: There are three types of insecure attachment:
1. Insecure Ambivalent: Young children with this type of attachment pattern tend to be very
suspicious of strangers. When separated from care-givers they appear very distressed, but
do not seem comforted by the return of the care-giver. In some cases the child may
inertly reject the care-givers attempts for comfort. Cassidy and Berlin report that this is
relatively uncommon pattern (7% to 15% of infants are reported to display this pattern).
These people are fearful and reluctant to become close to others, and often worry that
their partners do not reciprocate their feelings. They do become extremely distressed
when a relationship ends, and they are described as clingy and overly dependent.
2. Insecure Avoidant: Children who are Avoidant do not show any observable discomfort
upon separation from the care-giver, and they do not seek them out for comfort. No
preference between a stranger and a care-giver. Avoidant people show difficulties with
intimacy and close relationships, and inability to share feelings and thoughts. They are
seen as unable to offer support when they are called upon to do so. They do not appear to
be distressed when a relationship ends.
3. Insecure Disorganized: This pattern was described by Main and Solomon in 1986. There
are no clear signs of being in distress or being content in the presence or of a care-giver,
but rather they show confusion about the care-givers presence. This is the result of a caregiver who is both comforting and frightening to the child.
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Characteristics of Secure Attachment
As Children
•
•
•
•

As Adults

Able to separate from caregiver
Seek comfort from caregiver when
frightened
Return of caregiver is met with
positive emotions
Prefers caregiver to strangers.

•
•

Have trusting, lasting relationships
Tend to have good self esteem.

•

Comfortable sharing feelings with
friends and partners.
Seek out social support

•

Adapted from Kendra Van Wagner at
http://psychology.about.com/od/loveandattraction/ss/attachmentstyle_4.htm

Characteristics of Avoidant Attachment
As Children
•
•
•

As Adults

May avoid caregiver
Does not seek comfort or contact
from caregivers
Shows little or no preference
between caregivers or strangers

Adapted from Main & Cassidy 1988
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•
•
•

May have problems with intimacy
Invest little emotion in social or
romantic relationships
Unable or unwilling to share
thoughts or feelings with others

Handout 6.2
Care-giver Qualities/Parenting Styles Worksheet
Care-giving qualities of a securely
attached child:

Care-giving qualities of an insecurely
attached child:

Acceptance of the child as s/he is,
and give much praise and affection

Persistent unresponsiveness to the
child’s care-eliciting behaviors, and
active rejection by one or both
parents/care givers

Relations between parents/caregivers is congenial and compatible

Threats by parents/care-givers to
abandon family used as a method to
discipline the child or coercing the
spouse
Discontinuity of parenting/caregiving

Parents/care-givers DO NOT omit,
suppress or falsify information
There is consistency in family
life/milieu
There is regularity of daily routines
There is predictability and fairness
in the nature and timing of discipline
Frequent participation in shared
activities by parents/care-givers
Encouraging child to make friends
and making friends welcome
Parents/care-givers encourage child
to discuss issues with parents
without judgment
Parents/care-givers trust the child’s
judgment and do not insist on close
supervision as they get older

Persistent threats by parents/caregivers not to love the child as a way
of controlling child’s behavior
Threats by one parent/care-giver to
kill the other, or commit suicide
Induction of guilt that the child or
his/her
behavior is
responsible for the parent’s/caregiver’s illness or death
Parents/care-givers do not
participate in shared activities,
often forgetting that they promised
to do so
The child is coerced to become the
care-giver of the parent/care-giver.
The child is ashamed or punished
for bringing friends home
Parents/care-givers forbid the child
to discuss issues. Negative
judgment for child’s discussion of
issues
Parents/care-givers do not trust the
child’s judgment and they are very
intrusive in child’s life

Adapted from Bowlby, 1973
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Implications for
Adolescents in Drop in
or Residential Programs

Handout 6.3
Attachment Informed Interventions:
a. Become familiar with the relevant literature on trauma and attachment. Become
familiar with the ARC model (Attachment, self Regulation and Competency).
b. Build routines and rituals (R&R) and predictability in the daily life of the youth,
such as meal times together, outings, and freetime. Do not keep the “Us” and
“Them” mentality by hiding behind an office door all the time.
c. Be consistent, available and warm. Greet youth when you see them, look at them
when you talk with them. It is not what you say, but how you say it that matters.
This creates a safe place or secure base for traumatized adolescents to explore
thoughts, feelings and experiences regarding self and attachment figures.
d. Make the young person a partner in their case planning. Time spent initially
building secure bonds pays off later in terms of reducing acting out behaviors.
e. Pay attention to verbal as well as non-verbal communication. No behavior occurs
in a vacuum. Youth tend to communicate in ways they have learned from “home,”
and they tend to repeat behaviors that were rewarded in a positive or negative
way. Remember, negative attention is often preferred to no attention at all.
f. Allow for expression of feelings. You may have to identify and label feelings and
connect feelings to events.
g. Help youth reflect upon the feelings they are experiencing.
h. Find ways of building on competences, (What are they good at?) This is feasible
when you take the time to learn about the youths’ personal and historical context.
i. Before you react, take into account how past trauma may be influencing a young
person’s current behavior.
j. Learn ways to control/cope with your own feelings. Learn ways to self-soothe
and engage in self-care activities. It is easy to become stressed and overwhelmed
when working with traumatized people. In order to reduce compassion fatigue
take time to replenish your emotional reservoir and explore self-care options to
avoid MUPS (things that Mess you UP).
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Module #7 Self Regulation and MUPs
Activities
1. Introduction
2. Brainstorm of coping strategies
3. Discussion
4. Summary
Objectives

•
•

•

Handouts/Supplies
Flip Chart and Markers

Participants will identify positive and negative coping strategies used
by homeless youth
Participants will reframe challenging youth behaviors as MUPS, mal‐
adaptive coping strategies for dealing with trauma and stress

Introduction

When people are in pain (physical or emotional pain) they will try to find
a way to relieve this pain. Some of these strategies help individuals cope
productively with the pain; other strategies may make you feel better in
the moment but cause other problems. We want to brainstorm about
the positive and negative coping strategies that you have seen homeless
youth use to deal with their trauma and stress

Content‐Coping
Strategies Brainstorm

Lead the group in a brainstorm of coping strategies used by homeless
youth. Write all the suggestions on a flip chart in front of the room.

Discussion

In SPARCS (a trauma intervention designed for youth), they call the
things that make you feel better in the moment but that cause other
problems ‐ MUPs– things that Mess you UP. 1
1) Which of the items on the list are possibly coping strategies gone
wrong, or MUPs? Mark or circle the MUPS on the brainstorm list
the group just generated.
2) Which of the coping strategies on this list are positive and
productive?
3) Which of the coping strategies on our list can be both positive
and negative? Sometimes it depends on whether we are doing
something to the extreme. Also, eating a quart of ice cream or
smoking a cigarette could be positive if the youth’s normal coping
strategy is doing something much more damaging like injecting
drugs, using crystal, or acting aggressively towards a peer or staff.
4) Which of these MUPS are common for staff as well as youth?

1

MUPS was adapted from “SPARCS: Structured Psychotherapy for Adolescents Responding to Chronic Stress –
Group Trauma Treatment Curriculum (2006). Ruth DeRosa, Mandy Habib, David Pelcovitz, et al.“
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Summary

We all know that the work that we do is very challenging. One of the
goals that we hope to accomplish through this training is for all of us to
reframe or understand the actions and behaviors of homeless youth
from a context of trauma. This isn’t to say that these behaviors are OK or
acceptable but to gain some new ways to understand these behaviors in
an effort to figure out how to more effectively respond to these
behaviors.
We have found that naming these behaviors “MUPs” can be very helpful
for youth. It normalizes the very human effort to reduce pain and stress
in any way possible. It also, in a non‐judgmental way, helps youth
identify that some of their coping strategies don’t work very well, at least
not in the long term.

61

Module # 8 Competencies
Activities
1. Introduction
2. Presentation of core developmental
competencies of adolescence
3. Activity
4. Summary
Objectives

•
•

•
Preparation

•
•
•
•

Handouts/Supplies
PPT Presentation #3
Computer, Projector, Screen
List of challenges on Post‐It notes
Prepared Flip Chart with domains of
competencies

Participants will be able to identify the core developmental
competencies for adolescents
Participants will be able to identify how homeless youth may be
challenged to develop these core competencies due to the
circumstances in which they grew up or the demands of street
environment where they live
Participants will examine how their agency could better assist
youth in achieving these core competencies

Copy the list of challenges that can impede developmental
competencies onto individual “Post It Notes” for distribution to
participants after the didactic portion of the exercise. This list
includes the following:
• Inadequate nutrition
• History of victimization such as child abuse
• Engaged in survival sex
• No health insurance
• Distrust/fear of medical providers
• Poor hygiene
• Illiteracy
• History of school failure
• No work history
• Focused on immediate needs
• Belief in early death
• Victim of hate crime
• Strong connection to street culture and economy
• Social acceptance of the use of violence to resolve conflicts
• Absence of positive role model
• Distrust of care providers
• History of multiple placements
• Over‐reliance on peers
• History of incarceration
• Unemployment
• Isolation
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•
•
•
•
•
•
•
•
•
•
•

Homophobic/transphobic family and community
Immigration history/undocumented
Lack of exposure to diverse people/communities/religions
Never had an allowance
Family moved frequently
Witnessed domestic violence at home
Health problems
Developmental delays
Hopelessness
Lack of social skills
Feeling that he/she doesn’t fit in

Prepare a flip chart for each domain of developmental competencies
– (i.e. one for Physical Development, one for Intellectual
Development, one for Psychological/Emotional Development, and
one for Social Development. Post these pages around the room.
Introduction

Adolescence is the time between childhood and adulthood. During
this transitional time period of life, adolescents and young adults are
expected to develop the necessary skills, attitudes, competencies,
and values that are needed to become self‐sufficient, stable, and
successful adults. Unfortunately, due to past traumatic experiences
and life on the street, many homeless youth reach young adulthood
without gaining the necessary competency with these skills.

Content‐
Developmental
Competencies
PPT #3

Review the four core domains of developmental competencies
(Physical Development, Intellectual Development,
Psychological/Emotional Development, and Social Development)
using the PowerPoint Presentation or the handouts from the PPT
presentation. Make sure that you identify examples in each of these
domains.

Activity

Provide each participant with one or two Post‐It notes that you have
prepared. Ask each participant to stick their Post‐It note to the flip
chart with the domain that they think is most impacted. When all
the participants have returned to their seats, engage them in a
discussion about the placement and their reasoning.

Discussion

Questions:
1. Was it difficult to match your challenge to a developmental
domain on the flip chart?
2. Did you think that the challenge only fit in one domain or did
you have to decide between multiple domains?
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3. Can someone pick a challenge that they think impacted
multiple domains? Describe how it does and talk about the
significance of this interplay.
4. What is the intersection between these challenges, strengths
and resiliency?
5. Knowing that homeless youth are challenged in achieving their
age appropriate developmental competencies, how does your
agency help youth “catch up?”
6. Can anyone provide an example when they realized that a
young person didn’t know how to do something that they
assumed that they could? Please describe. How did this
impact your on‐going work with this youth?
7. Often there is tension at agencies between not wanting to
coddle youth (and do everything for them), and recognizing
that they may never have learned to do basic chores, for
example. How do your programs manage this tension?
8. Given this information, how do we establish appropriate
expectations of what these youth need to achieve to establish
stability and self sufficiency?
Summary

Often times we look at the youth that we work with and expect them
to have the same knowledge, skills, and competencies as their peers
who haven’t been homeless. We may even get angry and annoyed
when they claim that they don’t know how to sweep the floor, clean
a bathroom, or resolve conflicts with their peers. We always have to
remember that some of these youth never had the opportunity to
learn or practice these skills in the environments that they grew up.
Even more so, we need to think about how to teach these skills in a
way that isn’t patronizing or demeaning for these young people.
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PPT # 3

During adolescence, youth develop
competencies in four key areas: Physical
development, intellectual development,
psychological/emotional development, and
social development. In the area of physical
development, the competencies include
health habits, hygiene, health care, and risk
management skills
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The developmental competencies that we
have described are very appropriate for youth
that have grown up in reasonably stable
families with reasonably good access to health
care, educational resources, supportive adults,
and a community. What happens to youth
that don’t have access to these sorts of
resources?
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Module #9 Self Care
Activities
1. Introduction
2. Self‐Care Assessment Form completion
3. Discussion
4. Self Care Planning Tool
5. Discussion
6. Summary
Objectives

•

•
•

•
•
•

Handouts/Supplies
Flip chart and markers
Handout 9.1 – Self Care Assessment
Tool
Handout 9.2 – Self Care Planning
Sheet

Participants will recognize the importance of self care for
individuals that are working in highly demanding environments
with youth exposed to complex trauma
Participants will complete a self assessment regarding self care
behaviors and a self care plan
Participants will realize that self care doesn’t have to be
expensive, complicated, or take a lot of time

Introduction

We talked about the importance of self‐regulation for youth.
However, we need to acknowledge that working from a trauma
informed perspective requires more of you as a staff person You
work in a wonderful and intensely challenging work environment.
We wanted to talk about how you take care of yourself and to
explore ideas about how you might need to spend more time and
focus replenishing your energy.

Content
(worksheet)
Discussion

Ask participants to complete the self care assessment sheet.
What did you notice about when you completed this worksheet?
Thoughts? Comments?
1. What happens when you don’t find the time to take care of
yourself? Brainstorm ideas and write list on flipchart. (Ideas
may include: feeling depleted/compassion fatigue, no energy
for the youth, no tolerance/no patience, feeling the need to
look for other work that is less personally demanding)
2. What kinds of non‐productive coping strategies do you think
are common among staff at youth agencies (not looking for
self disclosure but could include drinking, avoidance, calling in
sick, etc)
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3. What should a staff member do when they realize that they
are using non‐productive coping strategies that can cause long
term harm? (Seek counseling through EAP or support from
supervisor)
We would like you to think about what you could do to take care of
yourself better and how your agency can help you. Look at the self
care planning tool and try to identify things you can do now to take
better care of yourself. Since we aren’t working in isolation, think
about someone that you can partner with to hold each other
accountable to your commitment regarding self care.
Summary

Working with homeless youth can be highly rewarding and highly
challenging work. Staff that don’t make an effort to take care of
themselves can end of feeling used, abused, and unhappy. It is
important for each of us to think daily, weekly, monthly about how to
take better care of ourselves.
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Handout 9.1
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Handout 9.2
Self Care Planning Sheet
Based on my self- care assessment, I think that I
 Take very good care of myself
 Take good care of myself
 Take adequate care of myself
 Don’t take care of myself very well
 Neglect my own needs most of the time
I can commit to doing the following 3-5 things over the next 6 months to take better care of
myself:
1.
2.
3.
4.
5.
The primary challenges that I expect to run into as I try to keep this commitment are:
1.
2.
3.
This is my plan to overcome these challenges:
1.
2.
3.
In order to help me keep this commitment, I plan to share it with:
1.
2.
3.
If I succeed in keeping this commitment, I expect to reap the following benefits:
1.
2.
3.
4.
5.
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Module #10 – Psychological First Aid for Youth Experiencing Homelessness
Activities
1. Introduction
2. Brainstorming – First contact
3. Review of PFA 10 steps
4. Self Care Planning Tool
5. Discussion
6. Summary
Objectives

•

•

•
•
•

Handouts/Supplies
Paper and pencils/pens
Flip chart and markers
Psychological First Aid for Youth
Experiencing Homelessness (from
www.hhyp.org)

To help participants understand how traumatic responses may
interfere with homeless youth’s ability to engage in available
services.
To provide clear steps for engaging homeless youth in services

Introduction

Psychological First Aid for Youth Experiencing Homelessness is
designed to provide a framework and a model for intervention to
help direct care staff working in drop in centers, emergency and
transitional shelters, and group homes to understand and address
the needs of this population which is often impacted by trauma.

Content‐Brainstorm
about first contact

Ask each participant to create a list the things that they need to
accomplish during the first substantive contact with a new youth at
their agency. After giving each person a few moments to create
their list, ask each person to share their list and add them to a flip
chart.

Content – PFA 10 Steps

Now we are going to compare our list to the 10 steps from.
Review the PFA steps using the following discussion
questions/activities:
Step 1: Contact and Engagement
I would like someone to volunteer to act out the “wrong” way to
greet a new person to the agency. What makes it the wrong way?
What do you do to help youth new to their agency feel safe,
welcome, important, and worthy? Compare their answers to the list
in PFA.
Step 2: Safety & Comfort
What might make a young person feel unsafe at your agency? What
rules or structure is already in place to increase youth feelings of
safety and comfort?
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Step 3: Calm & Orient Youth
How do you typically react to a youth that is upset or agitated?
Step 4: Information Gathering
What often goes wrong when we are trying to collect information
from youth during an initial contact? (Examples: youth feel
interrogated, youth feel like they are only a number, youth believe
that we aren’t really interested in helping them with their immediate
problems).
What can you do to make our questions less disruptive to developing
a relationship?
Step 5: Practical Assistance
What gets in the way of youth accessing the services that are
available? (Examples: youth don’t know how to ask for help, youth
are given too many resources and become overwhelmed, resources
don’t match the needs that the youth has expressed but instead
meet the needs of the agency or staff member).
Can anyone share some of the skills that they have learned to help
link youth more effectively?
Step 6. Connect with Social Support
Youth who are connected to some type of positive social support
system are better able to tolerate the stresses and trauma of living
on the street. How we can help youth on the street connect with
social support? What are some of the challenges that get in the way?
Step 7: Information on Coping
Why do you think it is important to provide youth with information
on coping? (So youth understand that the way that they may be
feeling is normal for someone that has had a traumatic experience.)
What are the positive coping strategies that you suggest to youth on
the street who are dealing with trauma and stress?
Step 8: Link with collaborative services
Can someone act out giving a referral the “wrong” way? What was
wrong? What are the core components of an effective linked
referral?
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Step 9: Patience
The last two steps are different from the first 8. These last two steps
are about what staff need to do on their own and not what they are
doing with the youth that they are working with. Why do you
believe patience is important for this work?
Step 10: Manage Personal and Professional Stress
What are some positive ways of coping with work stress?
Summary

The first time a young person comes to our agency for assistance,
they are likely to be feeling highly stressed and anxious. Often, at
drop in centers and shelters, staff are also busy balancing the needs
of multiple youth. PFA for Youth Experiencing Homelessness is a
reminder that our approach to young people in crisis (even if it isn’t
the first time they are using our services) is critically important. We
hope that the review of PFA has helped you think about how to work
with these youth more effectively.
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Module #11

Trauma and Substance Use

Activities
1. Introduction
2. Content‐ Personal Substance Abuse
Philosophies
3. Content‐ Substance abuse and homeless
youth
4. Summary

•
•
•
•

•

Objectives

•
•
•
•

Handouts/Supplies
Handout 11.1 ‐Abuse versus
Dependence
Handout 11.2 ‐ Continuum of Use
Handout 11.3 – Stages of Change
Handout 11.4 ‐ Adolescents and
Substance Abuse: What Works and
Why?
Handout 11.5 ‐ Adolescents versus
Adults (graphic)

Explore /challenge personal beliefs about substance use and
addiction
Demonstrate how personal beliefs influence our interactions
with youth who use substances
Develop a framework for understanding the link between
substance use and trauma
Identify where youth may be on the continuum of use and at
what stage of change or readiness for interventions

Introduction

Youth who have experienced traumatic events are at higher risk for
developing a substance abuse problem and youth who abuse
substances are more likely to experience traumatic events.
Understanding the link between trauma and substance abuse,
understanding the continuum of use, and determining a young
person’s readiness to change can help us determine the most
effective approach to take.

Content – Examining
our Personal
Substance Abuse
Attitudes and
Philosophies

Our personal beliefs and experiences with substance abuse and
addiction can greatly influence how we interact with youth who use
alcohol and drugs. Before we dive into homeless youth and
substance abuse, we thought it would be useful to explore our own
beliefs and opinions.
1. Is there a difference between “abuse” and “dependence”?
2. Is dependence/addiction a “disease”, a “coping strategy”, or
just plain irresponsible behavior?
3. Can individuals who are addicted stop if they really wanted
to? Why don’t they?
4. Where do we get our beliefs about addiction? How do our
own personal histories of substance use experimentation or

75

abuse, or family histories impact the way we interpret
substance use in the youth that we serve?
5. Do we minimize the impact of substances on youth? Do we
over‐respond to their use?
6. How do we, as direct care providers, recognize the impact of
our own experiences and respond effectively? What tricks
have your learned to do this?
Content‐Substance use

A lot of providers believe that many of homeless youth are “self‐
medicating” anxiety, depression, or other mental health issues.
While this can be true, ongoing use prevents youth from developing
distress tolerance and emotional regulation skills and can also lead
to abuse and dependence.
Review the handouts about abuse vs. dependence, the continuum
of use, and the stages of change.
I am going to share a vignette about a young person, George, a 20
y/o gay male lives in transitional housing. I want you to apply some
of your new (or old) knowledge about substance use.
George was kicked out of his house six months ago when he told his
mom and stepfather that he was gay. He admits to smoking
marijuana since age 11, “once in awhile”, and drinking alcohol
“occasionally”. He has a history of severe physical abuse. He
struggles with depression, low self‐esteem, and anxiety and is
finding it difficult to look for a job. Staff notices that he looks high
daily, although he denies it. He has come home intoxicated for the
past two weekends but says he’ll stop when his case manager
threatens that he may be exited from the program. It happens a
third time this weekend when he comes home smelling of alcohol
and marijuana. He is tearful and says he didn’t intend to use.
•
•
•
•
•

What might be the reasons this youth is using?
Where might he be on the continuum of use and how would
you know?
Should he be accountable for the “rules”?
What stage of change is he most likely at?
How would you deal with this situation?
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Summary

Resources

It is often very challenging for staff to work with youth that are
actively involved with substances and to determine what constitutes
normal experimentation and what constitutes abuse or dependence.
It can be particularly frustrating to work with a young person who
doesn’t believe that they have a problem. The continuum of use
graphic and the stages of change can be useful tools for staff and
youth to gain a better understand about substance use.
E‐Learning Module ‐ Adolescent Risk Behaviors‐ Substance
Abuse at http://hhyp.elearning.networkofcare.org
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Handout 11.1
Substance Abuse versus Substance Dependence
The term substance can refer to a drug of abuse, a medication, or a toxin. “Toxins” are heavy
metals, pesticides, antifreeze, and carbon monoxide. The term toxin is used if exposure is
accidental. “Inhalants” are used to describe volatile substances that are used on purpose to get
high.
The DSM IV-TR groups substances into 11 classes (alcohol; amphetamines; caffeine; etc.)
Substance-Related Disorders are divided into two groups:
1. Substance Use Disorders
2. Substance-Induced Disorders
Substance Dependence (3 or more in a 12 month period)
1. Tolerance
2. Withdrawal
3. Larger amount or longer period than intended
4. Unsuccessful effort to cut down
5. Great deal of time trying to obtain, use, or recover
6. Social, occupational activities are given up or reduced
7. Continued despite problems related to use
Note: must specify with or without physiological dependence (evidence of tolerance or
withdrawal)
Criteria for DEPENDENCE
Early Full Remission: at least 1 month, but less than 12 months – NO Criteria met
Early Partial Remission: at least 1 month, but less than 12 – one or more criteria
Sustained Full Remission: 12 months or longer, no criteria
Sustained Partial: 12 months or longer, one or more but not all criteria met

Substance Abuse (one or more in a 12 month period) a pattern of use with consequences
1. Recurrent use results in failure to meet obligations
2. Recurrent use in hazardous situations (driving while intoxicated)
3. Related legal problems
4. Persistent or recurrent social or interpersonal problems.
Note: Symptoms have never met criteria for dependence.
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Handout 11.2

Continuum of Use

Most individuals do not go from zero use to addiction overnight. It is a process that involves several factors including the addictive qualities of the
substance and method of use.

Zero Use

Experimentation

Social/Recreational Use

Misuse

Abuse

Zero Use:

Youth who do not use.

Experimentation:

Experimentation with drugs and alcohol is common among adolescents.

Recreational Use:

Youth who use at a party, on occasion, not in excess, nor is there a pattern or misuse.

Misuse:

Beginning to use to manage negative thoughts and/or feelings, using to replace boredom.

Abuse:

A pattern emerges that leads to impairment or distress as seen by at least 1 of the following
•
•
•

Dependence:

Failure to meet important obligations such as school or work, starts getting suspended or doesn’t do homework;
Legal problems - caught using, possession, uses in situations that are hazardous – drinking and driving; put on
probation
Continues to use in spite of regular social or personal problems related to use (e.g. frequent fights with family)

Leads to impairment or distress as seen by at least 3 of the following:
•
•
•
•
•
•

Dependence

Tolerance (needs more to get the same effect);
Withdrawal (symptoms when one doesn’t have the substance);
Is taken over longer periods of time or in larger amounts than intended;
Has tried but not been able to quit or cut down;
Spends a great deal of time getting the substance, using the substance, and recovering from
Important social, occupation, or recreational activities are given up because of the use
The substance is used in spite of the knowledge that the use is a problem
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Handout 11.3‐ Stages of Change Model by Prochaska and DiClemente
The idea behind the SCM is that behavior change does not happen in one step. Rather, people
tend to progress through different stages on their way to successful change. Each person
progresses through the stages at his/her own rate.
Stage 1: Pre‐contemplation. No intention to change. Often unaware of the problem.
Stage 2: Contemplation. Aware the problem exists and serious evaluation of options but not
committed to taking action.
Stage 3: Preparation. Intends to take action and makes small changes; needs to set goals and
priorities.
Stage 4: Action. Dedicates considerable time and energy; makes overt and viable changes;
develops strategies to deal with barriers.
Stage 5: Adaptation/Maintenance. Works to adapt and adjust to facilitate maintenance of
change.
Relapse: Returning to older behaviors and abandoning the new changes.
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Handout 11.4
Adolescents and Substance Abuse: What Works and Why?
Charlotte Chapman, M.S., LPC, NCC
Laurie Rokutani, Ed.S, M.Ed, NCC
The nature of adolescent development poses unique issues for counselors when providing
substance abuse services to this client population. Some of these issues are: rapid growth of the
brain and body during adolescent years, emotional and social influences on adolescent behavior,
impact on normal development due to substance abuse, identity and self-esteem development,
and family dynamics. In addition, today’s adolescents are living in a culture where they are
exposed to more information about drugs and easier access to drugs, such as the internet.
National surveys continue to show that the majority of adolescents believe that their use of
alcohol and drugs is “normal”. (SAMHSA, 2001) These factors increase the challenge for
counselors when trying to intervene either through prevention or treatment.
The developmental tasks of adolescence are different than the tasks of adulthood. (Huebner,
2000: Steinberg, 1999; Erikson, 1968) This is one of the reasons that adult substance abuse
treatment models need to be evaluated and re-designed to be effective as a model for adolescent
clients. This article offers a brief overview of adolescent developmental tasks, patterns of
substance abuse that are different from adult patterns, and suggestions for effective interventions.
Some evidence-based approaches are discussed in terms of how they relate to developmental
needs of adolescents and how they may be used as early intervention and treatment models.
Developmental tasks of adolescence
Adolescence is typically described as 12 – 18 years of age. Erickson discussed the tasks as
identity vs. role confusion with a move away from parents and towards answering the question
“who am I.” More recently, other authors have expanded the age range and the tasks.
Havinghurst (1999) suggests there are three stages of development within this time span where
some tasks are emphasized more than others. These stages are: early adolescence (11-15), middle
adolescence (15-18), late adolescence/young adulthood (18-early 20s).
The developmental issues for early adolescence are rapid physical growth, self-image focused on
appearance, and intense conformity to peers in order to gain acceptance. It makes sense that if an
adolescent is experiencing rapid changes in his/her body, there would be an increase in
preoccupation about appearance and also a sense of being out of control with what may happen
next. Added to that, every adolescent develops physically at different times and in different
ways, so at the same time they are trying to be accepted and look like their peers, their bodies
may be very different. Part of this rapid growth involves secondary sexual characteristics which
raises questions about sexual identity and behaviors. If an adolescent has developed ahead of
his/her peer group with these characteristics, for example, for a female, developing breasts, she
could be ridiculed by peers and feel a need to associate with older adolescents who look more
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like her. However, emotionally and socially the early adolescent female will not be prepared for
relationships with these older peers.
Tasks for middle adolescence are new thinking skills, transition towards being self-directed, peer
issues focused on gender attracted to, psychological independence from parents, beginning to
learn consequences of behavior and start controlling impulses. This implies that adolescents need
environments where they are allowed to test out their new thinking skills, receive nonthreatening feedback and appropriate consequences, and practice new behaviors. If they are in a
system, such as educational, treatment or family, where these new skills and tasks are suppressed
the development of the middle-age adolescent will be impacted.
In late adolescence, the tasks are final preparation for adult roles, a sense of personal identity, a
focus on vocational goals, and independence from parents. Use of substances at this stage can
prevent the ability to pursue these goals. For example, with vocational goals, having a hangover
would make the adolescent late for work which could have the consequence of job loss. Without
income separate from parents, this late stage adolescent would have difficulty establishing
independence. Also, forming a sense of a positive personal identity is difficult if the adolescent is
part of the drug culture.
These stages are important to consider for many reasons but specifically, in trying to address
substance abuse issues, interventions will be more effective if they correspond to these stages
and tasks. For example, providing an educational or treatment group with 12 years olds and 18
years olds together would not be desirable because of the difference in their developmental
needs. An 18 year old will be discussing goals towards independence whereas a 12 year old will
be focused on getting peer approval.
Patterns of use and abuse
Nowinski (1999) suggests the following stages of use/abuse/addiction for adolescents:
Experimental Use, Social Use, Instrumental, Habitual, and Compulsive.
The Experimental Use Stage involves curiosity and risk-taking. The primary focus is rites of
passage with peers. The goal is to have an “adventure” and not necessarily to alter moods. Use is
occasional with no regular pattern and no consequences. The Social Use Stage has the primary
focus of social acceptance and the pattern will depend on the peer group’s patterns. This could
range from drinking games to binge drinking to no drinking with only pot use. The adolescent
experiences mood swings, probably an occasional hangover, but returns to normal functioning.
He/she might suffer a consequence, such as driving under the influence when leaving a social
event.
Once an adolescent moves into the Instrumental stage, the motives change from peers to self.
Substances are used to manipulate emotions, either enhancing or suppressing them. The effects
are to obtain the high either for pleasure or for coping with emotional problems, such as anxiety
or depression. It is important to ascertain which motive the adolescent is focused on, as each
requires a different type of intervention.
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In the Habitual Stage the adolescent is seeking the drug out of a need to alter moods. Frequency
of use increases and his/her lifestyle becomes focused on how to obtain substances. After use,
there is not a return to normal feelings and often the adolescent appears irritable, restless, or
depressed. School and job performance is impacted and appearance changes are noticeable.
The final Compulsive Stage occurs when the adolescent is addicted. He/she can no longer
control behaviors. There is total preoccupation with drug-using, shame, despair, suicidal
thoughts, and no interest in other activities. There is no return to normal functioning after use.
Substance Abuse and the Impact on Developmental Tasks
In the early stages of use, the developmental tasks match the patterns of use in that they are peer
focused. Therefore, interventions should be peer-focused, such as student assistance programs.
This also implies that monitoring the use patterns of peer groups is an essential aspect of
prevention for families and for educational systems. Another important consideration is
screening adolescents carefully so that an early stage user is not in a group with later stage users
and, because of peer approval needs, adopts their behaviors.
In the later stages of use, the following developmental issues need to be considered in planning
for prevention and treatment.
Social: One of the consequences of moving from social use to habitual use is that the adolescent
moves out of the mainstream peer culture and into the drug-using subculture. Instead of moving
through the normal, social stages of adolescent development, the teen develops an immature,
self-centeredness reinforced by a subculture which is characterized by immediate gratification,
impulsivity and hedonistic behaviors. Relationships are formed with others in this subculture so
the peer group does not confront inappropriate, anti-social behaviors. The normal social
developmental tasks, such as dating and learning empathy for others, are not completed. The
adolescent becomes identified as part of this subculture and then ostracized/stigmatized by the
mainstream culture. This alienation by others then impacts self-esteem and identity. Effective
prevention and treatment programs must educate staff about this different “culture” which
would include learning the language and rituals to be able to engage with adolescent clients.
Identity: Another consequence of substance use is that the adolescent developmental process of
forming an identity becomes centered on a drug-using identity. Moral development, self-esteem,
self-control and other behaviors that adolescents need to learn in order to form a positive selfidentity are damaged because of the drug-using focus and the effects of the subculture. The
adolescent’s identity is primarily attached to the drug and the subculture. This prevents
exploration of new ideas, new behaviors, and new activities, a critical process in adolescent
identity development. Experimentation, one of the ways adolescents learn about themselves and
their environment, is focused on alcohol/drugs to the exclusion of healthier outlets. Interventions
that start with telling the adolescent he/she can never use drugs again may not be effective
because their identity and autonomy is thereby threatened. A slower, gentler exploration of
values and beliefs, introducing the adolescent to other meanings for identity, and discussing
choices will probably be more successful.
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Learning: learning is also impacted by the consequences to cognitive development and coping
skills. Substances impact the ability to concentrate, to remember, and to be motivated to learn.
One of the major tasks of adolescence is to develop expanded cognitive abilities, such as abstract
reasoning, problem-solving, and goal setting. Substance use disorders interfere with all of these
abilities. For example, the adolescent uses alcohol to cope with a problem. The alcohol provides
emotional relief. The next time he/she has a problem, alcohol is used again. This pattern leads to
a dependency on using alcohol as a coping skill vs. developing other coping skills. Interventions
aimed at building skills that are action oriented, practical, and provide immediate success are
most helpful with adolescents.
Emotional: Numerous stressors are associated with moving through the developmental tasks of
adolescence. Physical changes, new experiences, social and family factors all contribute to the
mood swings of adolescents. In addition, research has identified that the adolescent brain is
functioning in a different way. The Amygdala, a section of the brain that generates emotions,
increases in size and activity during adolescence. In addition, seratonin, which regulates moods
and controls impulse, fluctuates more in adolescents than adults (Giedd, 1998). Adding mood
altering substances to these normal, developmental factors impacts the emotional well-being of
the adolescent in many ways: intensifying mood swings, increasing impulsivity and selfdestructive behaviors, depending on substances to manage stressors. Adolescents need safe
environments and relationships where they can ventilate these emotions, feel validated, and then
be given skills for managing their behavior.
Motivational Interviewing
Motivational Interviewing is defined as “a client-centered, directive method for enhancing
intrinsic motivation to change by exploring and resolving ambivalence” (Miller and Rollnick,
2002). A number of research studies have adapted Motivational Interviewing to different settings
and different client populations. Many of the studies were based on one to four sessions and the
outcomes were positive in terms of reducing or stopping substance use (Miller and Rollnick,
2002). Fewer studies have applied Motivational Interviewing to adolescent clients and again,
most of them used an adaptation. The largest clinical trial, conducted with adolescent cannabis
users, showed promising results with five sessions of motivational interviewing (two individual
sessions) combined with cognitive-behavioral therapy (three group sessions) (Dennis, 2000).
The specific principles and practices of Motivational Interviewing are also compatible with the
developmental tasks previously discussed for adolescents. These principles are to express
empathy, develop discrepancy, roll with resistance, and support self-efficacy. Typically an
adolescent is told to attend a prevention program or a treatment program. Adults in their
environment are often telling them what to do, expecting them to act differently than they are,
and are judging or criticizing, all in the name of trying to help. However, in light of the
developmental needs of an adolescent to establish their own identity, these types of behaviors by
adults often are ineffective. An adult who expresses understanding of the adolescents’ world
view (empathy) is going to be more effective. An adult using the motivational interviewing
approach will listen rather than lecture, reflect the adolescent’s thoughts and feelings rather than
criticize, and stress that the adolescent has choices with whatever issue they are discussing.
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If the adult wants to provide some feedback or direction, he/she asks for permission to do so and
shares this in an empathetic, non-judgmental manner. An example might be a young man who
states he wants to get his drivers’ license but he is not willing to quit drinking. The adult could
say, ”It is certainly your decision and I will not tell you what to do. I was wondering if it would
be okay if I shared some concerns with you about this decision?” Another way to use
motivational interviewing in this scenario is to reflect back to the adolescent “You have an
important goal of getting your drivers’ license. You also say that you do not plan to quit
drinking. What are the pros and cons of continuing to drink once you have your license?” Again,
this type of intervention supports the developmental process of the adolescent by allowing him to
develop thinking skills, be self-directed, think through consequences, and assert his own identity.
Developing the discrepancy between the goal he wants (the license) and the behavior he wants to
continue (drinking) is a process that can help the adolescent clarify what he wants to do without
being told what to do.
Brief Therapy
Monti et al (2001) also discusses the effectiveness of brief therapy with adolescent clients. Brief
therapy is compatible with adolescents especially in the early stages of use and abuse. This
approach avoids labeling clients with a diagnosis which fits with the issues of identity an
adolescent is trying to resolve. Many professionals have spent frustrating sessions trying to
convince an adolescent he/she is an addict or other diagnoses. Brief therapy focuses instead on
identifying and utilizing the strengths of the adolescent client, providing non-judgmental
feedback, and problem-solving in a collaborative manner.
Conclusion
This article attempts to review the developmental tasks of adolescents, provide an overview of
the patterns and stages of adolescent substance use, abuse, and addiction, and discuss how these
processes are interwoven. Based on these observations, approaches for effective adolescent
substance use disorder prevention, intervention, and treatment are recommended.

Reprinted from Vistas: Compelling perspectives on counseling 2005, 51–54. © 2005. The American
Counseling Association. Reprinted with permission. No further reproduction authorized without written
permission from the American Counseling Association.
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Handout 11.5 Adult vs. Adolescent Substance Use

Have used longer
Medical Complications
More wreckage

Briefer History
Fewer consequences
Confrontation less useful
May grow out of it
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