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What does it mean to “treat the whole 
child”?

• Addressing all aspects of the client’s life
• Remembering that behaviors are symptoms and 

manifestations of a deeper level of concern that is not 
always treated by only targeting the symptoms

• Focusing on the “right problem”
• It is difficult to get results if certain areas of a child’s 

life are too chaotic or traumatizing 



What does it mean to case manage the whole 
child?

• The goal is to create a response to youth that restores and enhances 
dignity and provides opportunities for connection, healing and 
transformation.

• An integral role in connecting youth with resources, developing their 
competencies and enhancing their capacities, all of which help the 
youth transition out of congregate care (i.e. residential care, 
detention, group home, foster care, etc.)

• Identifying more than just the recent behaviors, creating a greater 
picture of their past, potential, and strength-based needs. 

• Identifying not what is wrong with the child, but what has happened to 
them





Let’s make sure we are on the same page…
• Traumatization occurs when both internal and external resources are 

inadequate to cope with external threat. (Van der Kolk, 1989)
• Trauma disrupts attachment (and everything else) 
• Experiences that are repetitive, emotionally overwhelming, and that 

effect development are emotionally damaging and traumatic
• “Trauma” is a wide continuum and covers many types of 

experiences 
• Health and sense of well-being are impacted, often causing profound 

effects on development 
• The more threatened we become, the more regressed our style of 

thinking and behaving become



What does trauma 
look like for the 
clients we serve?





Traumatized Children are: 

• Two-and one-half times more likely to fail a grade in school 
• Score lower on standardized achievement tests and have more struggles in 

receptive and expressive language 
• More frequently designated to special education (Kessler et al., 1995)

• Suspended and expelled more often (also more truant) 
• Engage more frequently in high-risk and delinquent behaviors  
• Greater court/legal involvement and required supervision
• More likely to be diagnosed with co-occurring mental health 

disorders



What Does The Research Tells Us? 

• One out of three adolescents have been physically or sexually 
assaulted by the age of sixteen (Boney-McCoy & Finkelhor, 1995). 

• Child and youth trauma survivors at increased risk for substance 
abuse, criminal activity, homelessness, and re-victimization (Boney- McCoy, 
et al., 1996; Krahe, 2000; Flannery et al., 2001; Anderson, et al., 2003). 

• Childhood trauma exposure consistently associated with a wide range 
of serious mental health, health risk & physical health disorders in 
adults (Felitti, et al., 1998;Schwartz & Perry, 1994; Dube, et al., 2003, Chapman, et al. 2004). 



What Does Trauma 
Do To People And 
Why Does It 
Matter? 
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Childhood adversity and 
other forms of trauma 

impact the human 
operating system the 

same way a virus 
impacts a computer. 



Most neural 
network 

development 
occurs after birth

Genes just 
supply basic 

blueprint

A young brain is 
extremely elastic 

– realigning 
neurons at a rate 

no adult brain 
can match



So by age 10 a 
child’s value 

system is already 
embedded in the 

child’s brain

Bottom line: THE 
ENVIRONMENT 

PHYSICALLY 
CHANGES THE 

BRAIN

Chronic Stress 
Crises

Chronic 
Hyperarousal



Hypersensitivity 
to even 

minor threat
Extremist 
thinking

Respond to 
many things 
as threat to 

life –
aggression 

and impulse 
control

Attention to 
threat while 
ignoring less 
threatening, 

but 
important 

information



Interferes with 
normal 

emotional & 
cognitive 

development 

Emotional 
states too 
intense to 

handle

Reinforced by 
helplessness 
and need for 

control



substance
abuse violence self-

mutilation 
risk 

taking
Impaired 
parenting 



Dissociation
Alexithymia
– No words 
for feelings

Haunted by 
the past: 

flashbacks, 
nightmares, 

body 
memories

Traumatic 
Reenactment -
Revictimization



What are 
you case 

managing?

Abuse
Neglect

Poverty

Housing 
Instability

Loss

Family 
Dynamics

Community 
Violence

VictimizationExploitation
Substance 

Abuse

Mental 
Illness

Legal 
Involvement

Social 
Isolation

Rejection

Medication 
Management

Trauma 
Exposure 



What is case management?

An umbrella term that often encompasses a variety of different 
components including: 
• outreach-identifying and connecting with individuals in need of 

services/support, 
• engagement/building rapport- developing a therapeutic alliance with 

the individual, 
• assessment- identifying an individual’s needs, strengths and barriers, 
• planning- assisting individuals in developing and following through on 

goals, 



What is case management?

• service navigation/linkage- linking individuals with 
community services and resources, 

• education- providing psycho- education and information
• supportive counseling-providing practical and emotional 

support and 
• advocacy- advocating for individuals within systems

(Lukersmith, Millington & Salvador- Carulla, 2016; de Vet el al., 2013). 



Limitations of Traditional Case Management

• Aligned developmentally, more with adults who often have invested 
interest in receiving these services (i.e. employment training, housing connection, 
parenting education, etc.).

• What about the 17 year old who acts like a 10 year old?

• Assumptions the client is capable of and/or want to follow through on 
the goals they develop and the solutions offered by their case 
managers.

• Belief that the client will not be retraumatized by your interventions. 
• Rigid expectations and non-compliance consequences.
• Only applies to specific aspects of needs, not all encompassing.



Trauma-Informed Case Management

• Holistic approach to delivering case management services and 
awareness of impacts of reports and recommendations. 

• Connects theory to practice for case managers, infusing principles of 
trauma-informed care, attachment theory, youth development and 
social justice into case management practice.

• The intention is that the trauma-informed case management can be 
used as part of the larger response in addressing youth from an 
individual, community, societal, and policy perspective. 

• Interventions are based on trauma-informed and responsive 
principles including awareness of past, present, and future trauma



What are your limitations?

• Challenging and repetitive behaviors (trauma responses)
• Limited community resources
• Lack of awareness of services
• Denial of applications/referrals
• Time limitations 

• Upcoming court date, aging out of care, service availability 

• Clients not being clinically appropriate for desired services 
• Resistance/Sabotaging 



What are agencies looking for?

• Clear clinical rationale for treatment (medical necessity)
• Programmatic alignment (what role will they have in the milieu)
• Therapeutic amenability (how successful can their program be)
• Level of community support (family, natural supports, case 

management) 
• Realistic and tangible discharge goals (where can they transition) 
• What barriers are there for success (why hasn’t interventions been 

successful previously)



What are agencies avoiding?

• Significant aggression/opposition (recent acts and significant 
instances of harm)

• Developmental/Cognitive Concerns (autism, intellectual disability, 
etc.)

• “Dumped” Children
• Pervasive behaviors/conditions that are not treated at the agency 

(sexual acting out, personality disorders, pregnancy, medical 
concerns)

• Extensive history of failed placements at same level of care



What are your clients doing to impact 
acceptance?

• Self-sabotage (both conscious and subconscious)
• Resistance to treatment
• Minimization of behaviors
• Highly reactive/oppositional tendencies
• Refusal to engage or comply
• Long history of placement disruptions 
• History and exposure to trauma
• Legal involvement 



What are you doing to impact placement?

• Lack of trauma-awareness
• Minimization of strengths
• Lack of connection between past experiences and current behaviors
• Use of legal terms or platonic descriptions of behaviors 
• Focus on most recent behaviors at the start of reports instead of 

introduction of strengths or recent success 
• Fear of “oversharing” information 
• Impact of your own transference/burnout on hopefulness and 

investment in client



How does history impact placement?

REPORTS GROW LEGS!



What happens to a report?

• Becomes the natural and document history of a client
• It becomes the letter of the law not the flavor 
• It can be used both against and for the child 
• Creates a dated snapshot that is often misused and not time 

appropriate 
• Impacts future placements and perceptions 
• Becomes a living document that can follow your client, their family, 

and clinicians for years to come
• Not always accurate! 



So what now? How do we find a solution?

• Create connections, link current behaviors to past experiences so that 
the referral source is immediately aware rather than hoping they see 
some link. 

• Lead with a strength-based approach and the specific needs of the 
client 

• Investigate old reports, confirm history, and update/assess when 
necessary (don’t go with convenient, go with accurate)

• Don’t take no for an answer, find out what limitations they are and 
what recommendations they have for other placement or for 
clarification of behaviors/needs 



Basics of Trauma-Informed Case Narration 
and Referrals 

• Trauma-informed (and responsive)
• Strength-based
• Evidence based and accurate (facts are checked)
• Personal and Narrative (create the story)
• Knowledge of services needed and awareness of appropriateness of 

referral 
• Identification of mid-way steps/services that could lead to successful 

acceptance and placement 
• Transitional goals/supports are clear or supports to make it happen



It is time to 
change the 

fundamental 
question…



“What’s wrong with you?”

• Implies that the cause of the problem is within the sufferer
• Implies weakness or defect
• Denies personal and social accountability
• Who wants to feel broken or unfixable?
• Most behaviors directly relate to past experiences and may not be a 

conscious choice



“What has happened to you?”

• Includes physical, psychological, social and moral forms of injury
• Implies rehabilitation process and removes stigma and shame
• Creates an understandable framework for change and an increase in 

self-awareness/change



How can we practice this?



Questions
• What details stand out to you?
• What follow-up questions do you have?
• What impact has trauma potentially played in their current situation?
• What services does this client need?
• What barriers do you foresee?
• How would you write an initial referral?



Johnny

• Johnny is a 15 year old male who has had multiple residential 
placements including two acute hospitalizations for suicidal ideation. 
Johnny is currently residing in detention following a recent episode 
that lead to charges for property destruction and assault. Johnny has 
a history of school issues, exposure to domestic violence, witnessed 
the overdose of his uncle, and enjoys playing basketball at his local 
Boys’ Club.



Sarah

• Sarah is a 13 year old Hispanic female who was referred to the courts 
following a CHINS petition for truancy. Sarah was required to meet 
with a school Resource Officer, however she refused and then began 
to skip school and would often leave home for 3-5 days at a time 
without her mother knowing her whereabouts. Sarah lives in the 
home with her maternal aunt, grandmother, 3 cousins, and shares a 
room with her older sister. Sarah was found by local police after they 
suspected drug distribution and gang activity in a nearby 
neighborhood. Sarah was also found in bed with an 18 year old boy 
who ran from the scene. 



Joey

• Joey is a 15 year old male who is currently detained after he broke 
curfew and violated his probation. Joey was originally detained after 
he attempted to stab a neighbor. Prior to this incident Joey had 
returned home from school and learned that his mother had been 
assaulted. Joey was highly aggressive in detention and required close 
observation due to threats of self-harm. Joey was an honor roll 
student, enjoyed playing JV football for this high school, and loves to 
draw. 



Emily

• Emily is a 16 year old female with a long history of acute 
hospitalization due to suicidal ideations, self-mutilation, depression, 
sexual promiscuity, and identify issues. Emily was sexually abused by 
her uncle from age 3-7 and was removed from her home after her 
parents failed to intervene. Emily has been in 5 foster homes, 3 group 
homes, and has been in 2 long-term residential settings. Currently, 
Emily is in an acute hospital after she was caught shop lifting and 
threatened to kill herself when police became involved. 



How to Treat The Whole Child

PHYSICAL MENTAL EMOTIONAL SPIRITUAL 



Physical

• Personal self-care
• Skills and interests 

• Nutritional intake
• Engagement in life skills of daily living
• Attachment/social skills

• Developing the ability to attach and bond in healthy ways

• Optimal sleep

Neurological Reparative Therapy, a Roadmap to Healing, Resiliency and Well Being. (2011). D.L. 
Ziegler, Jasper Mountain, Oregon.



Physical 

• Activity and exercise
• Often least acknowledged paths to health

• Communication skills
• Advocacy, emotional regulation and engagement

• Pleasure and pleasurable pursuits
• Relaxation
• Learning ways to manage stress 
• Play and playfulness



Mental/Neurological/Emotional 

• Functional internal working model
• How we perceive the world 

• Growing access to higher reasoning brain involvement
• Challenging mental activity/academic growth

• Learning to self-regulate 

• Active imagination
• Focused attention/meditation

Neurological Reparative Therapy, a Roadmap to Healing, Resiliency and Well Being. (2011). D.L. 
Ziegler, Jasper Mountain, Oregon.



Mental/Neurological/Emotional 

• Coping/resiliency
• Ability to effectively work with stressors 

• Perceptual clarity
• Perception=behaviors 

• Developing intuition (Judgements) 
• Healthy emotions
• Balance of past/being in the moment/future orientation



Spiritual/Attitudinal 

• Sense of connection to something greater than self
• Optimism

• Positive orientation and resiliency 

• Self-reflection/contemplation/prayer
• Joy/personal contentment (appreciation) 
• Gratitude

Neurological Reparative Therapy, a Roadmap to Healing, Resiliency and Well Being. (2011). D.L. 
Ziegler, Jasper Mountain, Oregon.



Spiritual/Attitudinal 

• Altruism/kindness
• Empathy development 

• Social connectedness
• People needing other people 

• Ability to forgive
• Respectful disposition (democracy) 
• Self-respect/Self-love

• Fundamental basis for health 



So what now?



We Change The Question

“What’s Wrong With You?”  to “What’s Happened To You?”



We Create a Trauma-Sensitive Culture 

Recognizing symptoms as survival skills and 
communicating needs in more informed ways. 



We Give Them A Different Experience

We create the compassionate and trauma-informed environment they need and 
work to refer them to services that can do the same. 





Thank you! 

Please feel free to contact me with questions, follow-up thoughts and 
for support related to trauma-informed services!

Shaina Chandler, LPC, CSOTP
Certified Trauma Provider

Director of Development
Shaina.Chandler@Hallmarksystems.com

mailto:Shaina.Chandler@Hallmarksystems.com
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