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Exercises in Self‐Reflection 

 

Below are a few helpful exercises regarding awareness of our own culture and 

self‐awareness presented by Anthropologist Dr. Margie Akin. These can be 

answered on your own, or discussed with staff/colleagues. 

• Identify your own cultural and family beliefs and values. 

• Define your own personal culture/identity: ethnicity, age, experience, 

education, socio‐economic status, gender, sexual orientation, religion.  

• Are you aware of your personal biases and assumptions about people 

with different values than yours? 

• Challenge yourself in identifying your own values as the “norm.” 

• Describe a time when you became aware of being different from other 

people. 

• Practice reflective journaling 

• Ask friends, colleagues, peers for constant feedback 

• Educate yourself about cultural competence and privilege  

• Constantly re‐appraise your values 



 Teenagers have bad attitudes. 
 The parent is always right. 
 Children exaggerate.  
 Healthy sexuality should be taught in schools. 
 Birth control should be free and accessible to everyone. 
 Poor children aren’t as educated as children from higher-income families and 

won’t do as well in life. 
 Children who witness family violence repeatedly will likely grow up to be an 

abuser.  
 Children don’t understand grown-up issues. 
 Children who do poorly in school are lazy and just need to be motivated.  
 If a child is labeled as “troubled” by schools and others, it’s because they were 

parented poorly. 
 A child/teen who gets into a lot of trouble is going to end up in the juvenile 

justice system. 
 People have a fundamental responsibility to solve their own problems. 
 Children don’t know what is best for them.  
 If children don’t witness family violence directly they are not affected by it. 
 Boys will be boys and girls will be girls. 
 Remove a child from the adults who abuse them and you have solved the 

problem for the child. 
 What happens in a family is the family’s business.  
 Children who end up in the juvenile justice system are there because of 

something they did wrong.  
 A pregnant teenager has ruined their life.  

 

 

 

 

 

 

 

 

 



 What values can you identify that underpin your response to these questions? 
(Think about common American values/attitudes – individualism, gender 
stereotypes, the patriarchy, power and control, authority, wealth, materialism, 
sexuality, violence, racism, sexism, punitive systems, religion, and privacy.) 
 

 How may these values impact on your work with young people?  
 

 How similar are your responses to that of your group members? 
 

 How might the way you view a person affect the way you behave towards them? 
 

 To what extent did you make assumptions? Do you do this in real life situations? 
 

 What are some strategies for managing your values? 



The most important thing to remember is that the ACE score is meant as a guideline: If you 

experienced other types of toxic stress over months or years, then those would likely increase your 

risk of health consequences. 

Prior to your 18th birthday: 

1. Did a parent or other adult in the household often or very often… Swear at you, insult you, put 

you down, or humiliate you? or Act in a way that made you afraid that you might be physically 

hurt? 

No___If Yes, enter 1 __ 

2. Did a parent or other adult in the household often or very often… Push, grab, slap, or throw 

something at you? or Ever hit you so hard that you had marks or were injured? 

No___If Yes, enter 1 __ 

3. Did an adult or person at least 5 years older than you ever… Touch or fondle you or have you 

touch their body in a sexual way? or Attempt or actually have oral, anal, or vaginal intercourse 

with you? 

No___If Yes, enter 1 __ 

4. Did you often or very often feel that … No one in your family loved you or thought you were 

important or special? or Your family didn’t look out for each other, feel close to each other, or 

support each other? 

No___If Yes, enter 1 __ 

5. Did you often or very often feel that … You didn’t have enough to eat, had to wear dirty 

clothes, and had no one to protect you? or Your parents were too drunk or high to take care of 

you or take you to the doctor if you needed it? 

No___If Yes, enter 1 __ 

6. Were your parents ever separated or divorced? 

No___If Yes, enter 1 __ 

7. Was your mother or stepmother: 

Often or very often pushed, grabbed, slapped, or had something thrown at her? or Sometimes, 

often, or very often kicked, bitten, hit with a fist, or hit with something hard? or Ever 

repeatedly hit over at least a few minutes or threatened with a gun or knife? 

No___If Yes, enter 1 __ 

8. Did you live with anyone who was a problem drinker or alcoholic, or who used street drugs? 

No___If Yes, enter 1 __ 

9. Was a household member depressed or mentally ill, or did a household member attempt 

suicide?                        No___If Yes, enter 1 __ 

10. Did a household member go to prison? 

No___If Yes, enter 1 __ 

Now add up your “Yes” answers: _ This is your ACE Score 
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 
 

Tips for Supporting Children and Youth Exposed to  
Domestic Violence:  

What You Might See and What You Can Do* 
 
As advocates, our initial primary focus may be on supporting the adult survivors 
who come into our programs for services, and we may feel less equipped to work 
with their children or may feel unsure of how to be helpful. This tipsheet is a 
starting place for understanding how we can better support children who have been 
exposed to violence in their homes and how we can support parents to help their 
children cope more adaptively with trauma-related responses. 
 
Many factors influence our developmental journey through infancy, childhood, and 
adolescence!our biology, our relationships with caregiving adults, our experiences, 
our environment, and the interaction between all of these.  Painful, scary, and 
overwhelming experiences, such as community violence and domestic violence, can 
profoundly impact that developmental journey. Although there are common trauma 
responses across childhood, understanding the specific needs and experiences of 
children at each developmental stage will help you best support them in their 
ongoing development while increasing healthy coping skills in the wake of violence. 
The following pages give a brief overview of what you may observe and what you 
can do at each developmental stage. 
 

INFANTS, TODDLERS, & PRESCHOOLERS 

What you may observe: How you can help  
(and support parents to help): 

♦ Sleep disturbances 
♦ Disturbances in feeding 
♦ Feelings of helplessness and passivity 
♦ Generalized fearfulness 
♦ Specific new fears 
♦ Loss of recently acquired 

developmental skills (e.g., walking or 
talking) 

♦ Clinginess and separation anxiety 
♦ Inhibited play and exploration 
♦ Thinking and talking about the 

♦ Support parents in keeping their 
children close to them. 

♦ Help the child anticipate what will 
happen. 

♦ Give choices. 
♦ Provide reassurance when the child 

needs it.  
♦ Name the child’s feelings. 
♦ Expect to need to do these over and 

over again. It is normal for children to 
need repeated reassurance. 

                                                
*Adapted from the Domestic Violence and Mental Health Policy Initiative’s 2008 Children Exposed to 
Domestic Violence: A Curriculum for DV Advocates (written by Patricia Van Horn, JD, PhD). Chicago, 
IL: DVMHPI.  
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 

traumatic event 
♦ Being upset at reminders and doing 

their best to avoid reminders 
♦ Irritability 
♦ Aggressiveness 
♦ Scanning for danger/expecting danger 
♦ Easily startled 

 

SCHOOL-AGE CHILDREN 

What you may observe: How you can help  
(and support parents to help): 

♦ Posttraumatic play* 
♦ Thinking and talking about the trauma 

outside play 
♦ Being upset at reminders of the 

trauma and doing their best to avoid 
reminders 

♦ Specific fears, often triggered by 
traumatic reminders 

♦ Feeling guilty about the trauma and 
responsible for what happened 

♦ Fantasies of revenge 
♦ Fear of being overwhelmed by their 

feelings 
♦ Impaired concentration and difficulty 

learning 
♦ Sleep disturbances 
♦ Headaches, stomach aches, or other 

physical symptoms 
♦ Concerns about their own safety and 

the safety of others 
♦ Aggressive behavior 
♦ Anxiety 
♦ Withdrawn behavior 
 
*Posttraumatic play is a kind of play 
that some children engage in who have 
been exposed to trauma.  
Posttraumatic play is a repetitive 
reenactment of a traumatic experience 
or event. 

♦ Listen to the child’s concerns. 
♦ Answer questions truthfully and 

simply. 
♦ Support the parent in letting the child 

stay close to her. 
♦ Offer reassurance that you and the 

parent are working together to keep 
the family safe. 

♦ Name the child’s feelings and 
encourage the child to find ways to 
express them through language, play, 
or drawing. 

♦ Help the child anticipate what will 
happen next. 

♦ Give choices. 
♦ Expect to have to do these things 

again and again. 
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 

 

ADOLESCENTS 

What you may observe: How you can help  
(and support parents to help): 

♦ Detachment, shame, and guilt 
♦ Self-consciousness about their fears 

and intense feelings 
♦ “Acting out” and sensation-seeking 

behaviors that may include life-
threatening reenactments 

♦ Abrupt shifts in relationships 
♦ Desire for and plans to take revenge 
♦ Radical changes in attitude and 

changes in self-identity 
♦ Premature entrance into adulthood or 

reluctance to leave home 
♦ Being upset at reminders of the 

trauma and doing their best to avoid 
reminders 

♦ Coping behaviors that may include 
self-endangering behaviors such as 
substance abuse and/or cutting 

♦ Provide an environment in which the 
teen can talk about concerns. 

♦ Give choices. 
♦ Support parents in letting their teens 

stay close to them!even relatively 
independent teens may need extra 
support after a traumatic event. 

♦ Help teens anticipate what will happen 
next. 

♦ Answer questions honestly. 
♦ Help teens find ways to express their 

strong feelings: journaling, writing 
stories or poems, art. 

♦ Expect to have to do these things 
again and again. 

 

 
For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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The environment we 

create communicates 
our beliefs about the 
people we serve. 

CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 
 

Tips for Creating a Welcoming Environment 

 
The environment we create communicates our beliefs about the people we serve. 

This environment and the way we offer services are critical aspects of our work to 
increase access to our programs for women who are experiencing psychiatric 

disabilities or the effects of trauma. Most of us understand what it feels like to be 
welcomed. It’s the feeling that comes when we have a sense that people want to 
have us around and that the environment is set up in a 

way that is comfortable for us.  
 

Offering welcome may mean giving food or drink to a 
guest, providing a comfortable place to sit, or making 

sure that the room is not too hot or too cold. In DV 
programs, we may convey our welcomes by choosing our language thoughtfully 
(e.g., saying “survivor” rather than “victim” or “client”) or by selecting art that 

reflects the cultures of the communities that we serve. In creating a welcoming 
environment, it is important that we attend to both physical and interpersonal 

aspects of our program.  
 
1. Offer trauma-informed services.  

 
“Our support groups and individual meetings are intended to help you increase 

safety for yourself and your children and to help you find and use your best 
resources so that you can have the kind of life that YOU want to have.” 

 

Offering trauma-informed services recognizes the pervasiveness of trauma and its 
impacts on a survivor’s ability to cope, to access our services, and to feel safe in a 

new environment. When your services demonstrate that staff are comfortable with 
many kinds of behavior and a wide range of needs, this lets a survivor know that 
she is welcome as she is. Thus, offering trauma-informed services is a critical 

component of creating welcoming environments in DV programs. We offer trauma-
informed services when we: 

� Become knowledgeable about trauma and participate in ongoing training on 
how to offer trauma-informed support.  

� Recognize that responses to trauma may include a numbing of feelings, a 
desire to avoid things that are reminders of previous traumatic experiences, 
and an increased sensitivity to these reminders, to people, and to the 

environment. 
� Provide information to survivors about trauma and its effects.  
� Offer flexibility and choices when possible as to how a survivor can interact 
with our programs and our staff.  
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� Take seriously a survivor’s trauma responses (e.g., she may be jumpy or 
anxious, she may have a hard time sleeping, or she may need to avoid a 
neighborhood that has too many reminders of past experiences).    

 

2. Understand symptoms as adaptations.  
 

“We work hard in our program to make sure that each person is able to make 
choices about how she contributes to the community while living here. We 

understand that people have different ways of doing this.” 

 

In trauma-informed settings, we see a survivor’s behavior as reflecting adaptations 

to a world that has not always been safe. Instead of trying to fix a person’s 
behavior, we begin with an understanding that many factors (including a person’s 
genetic tendencies, brain chemistry, and life experience as well as the person’s 

current environment and access to resources) affect how the world looks to her, 
what feels safe, what she thinks may happen, and how she asks for and uses our 

services. If a survivor has a mental illness, she knows that she neither has to hide 
that she has a mental illness nor disclose it in order to get the help she is seeking. 
Of course, this does not mean that we will not have reactions if a person’s behavior 

is troublesome, disrespectful, or dangerous. It does mean that the way we 
communicate our reactions should not shame or embarrass a person. Saying, “We 

want everyone to be safe and comfortable here. You have been shouting for a while 
and that worries some of us,” is better than saying, “You can’t keep making all that 

noiseyou need to sit down and be quiet.” Both statements let the survivor know 
that people are reacting to her behavior, but the first is respectful and 
acknowledges that the survivor is doing the best that she can. 

 
3. Adapt the physical space.  
 

“We have different kinds of spaces here in the shelter—a room where people can sit 
quietly to collect their thoughts, safe spaces outside to work off some energy, and 

an area stocked with art supplies for people who want to draw or paint to express 
themselves.” 

 

When we arrange the physical environment to accommodate a wider range of 
feelings, interactions, and behavior, we make our programs more accessible to all. 

If the program staff recognize that anyone might want a quiet place or need to 
move around more, or that noise or very cluttered environments can be unsettling, 
it communicates that a wide range of people are welcomed and wanted in your 

program. 
 

For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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Exercises for Grounding, Emotional Regulation & Relaxation 
for children and their parents 

 
Draw a Safe Place 
Purpose:  This activity is designed to create a personally meaningful, visual 
representation of a safe place that the child can “go to” in their mind when they feel 
stressed. This activity promotes self-soothing – both in making the drawing and 
then, in using the image in the future.  
Recommended age range: 4 years and older.   
Instructions:  Invite the child to draw a real or imaginary place that feels safe. 
Some children may not be able to think of a real place that is safe because of their 
traumatic experiences. Sometimes older children, teens, or adults may feel self-
conscious about their drawing abilities. Reassure the participant(s) that “this is not 
a drawing contest” or about artistic ability, and gently encourage them to re-enter 
the experience. This activity can be done individually or in a small group. Some 
children may need prompts from the activity leader to help create this place (e.g.  
elaborating on details that the child is able to articulate, such as “Grandma’s 
blanket is soft” “breeze in the air” “smell of cookies baking” to give specific sights, 
sounds, smells, textures). After the drawing is complete, invite the child to talk 
about the picture. Explain to the child that they can “go to” this space in their mind 
when they are feeling stressed. This can lead to a discussion about times that are 
stressful when going to this “place” in their minds might be comforting. 
Materials: paper, crayons, markers, or paints 
 
 
Bedtime Beads (Adapted from Natalie Caufield*) 
Purpose:  This activity incorporates relaxation skills for self-regulation. The beads 
incorporate both deep breathing skills that have previously been learned and 
practiced by the child/family and positive self-affirmations, images, and memories. 
In creating the beads, the parent (or activity leader) and child can talk about what 
images the child is selecting and why they are meaningful. If done with the parent, 
this activity can promote increased communication and closeness. As with the 
“Draw a Safe Place” activity, some children may need help in thinking about what 
images, words, or memories to include on the beads. Once the beads are 
completed, they can be carried with the child to school, to visitation with the non-
custodial parent, etc. and/or used as a bedtime ritual at home. For many children, 
the transition to bedtime is particularly difficult, and if this becomes part of the 
family routine, it can help ease this transition to sleep.  
Recommended age range: 3 years – 16 years old.   
 
 

                                                 
* Lowenstein (ed) (2008). Assessment and Treatment Activities for Children, Adolescents, 
and Families. Champion Press: Toronto, Canada. 
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Instructions:  The participant will be constructing a necklace from large and small 
beads and using a sturdy string that can be knotted. The small beads can be all the 
same color (or plain wooden beads) that represent the “breath beads”. These are 
alternated with the larger beads that are decorated with positive images (e.g. 
people, places, objects, animals, such as family pet, beach) or inspirational words 
(e.g. love, hope, gratitude) or an image that represents a positive memory (e.g. 
family trip, kicking a winning goal in soccer, etc.). For younger children, stickers 
may be used, and they may also need some assistance from a parent or the activity 
leaders in making the image(s) that they select.    
Materials: string, small beads, larger beads, paints, markers, stickers 
 
 
Deep Breathing  
Deep breathing is a technique that can be taught to children of all ages and is 
beneficial by encouraging the child to focus, calm down, and relax. It is particularly 
helpful in that it is easy to learn, can be practiced at home, and is easy to use in 
any situation. Deep breathing involves teaching the child to take air in and exhale 
air out in a measured way while associating each breath in with becoming calm and 
each breath out feeling relaxed. Younger children may need props and visual cues 
to bring attention to their breathing and to control their breath. 
 
Here are a few examples: 
 
• Children can watch their belly expand as they breathe in and “get smaller” when 

they breathe out. 
• Children can lie down and place a stuffed animal on their bellies to bring 

attention to their belly breaths as the animal goes up and down. Note: With this 
particular exercise, you will want to stop if you notice signs of increased 
agitation or difficulty. Children may show us that they are uncomfortable with 
deeper breathing (or laying on their backs) by getting up, moving away from us, 
changing the subject, or by not seeming to be with us in the room (in the same 
way that adults might). 

• The following practice, Pick a Flower, Blow a Pinwheel, has been successful with 
pre-school aged children and it can be fun for adults too: 
Imagine that you are holding a flower in one hand and a pinwheel in the other 
hand. Instruct the child to take a nice deep breath in through their nose (inhale) 
to smell the lovely flower, and hold. Then, blow out the breath through your 
mouth (exhale) as hard as you can, making the imaginary pinwheel move 
around. Repeat several times. You can teach this strategy to parents and they 
can demonstrate and practice this together with their children. Some programs 
have used this deep breathing exercise as part of a larger art project, where 
they make flowers out of pipe cleaners and construction paper, and either make 
or purchase pinwheels. The children can keep these with them.   
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Personal Thermometer   
This is a technique developed by Julian Ford (1999), an expert in the field of 
trauma and recovery, that helps children and teens build awareness about how 
distressed or calm they are feeling “in the moment” and how in control or 
“dysregulated” they are feeling on a scale of 1-10. Used as a visual cue, the 
thermometer can build emotional awareness and help teens scale the intensity of 
their emotions. This technique is often paired with SOS below. 
 
 
SOS  
This is a technique developed by Julian Ford (1999) to help children and 
adolescents feel more in control in the moment. The technique involves three steps 
that can help the individual focus and achieve clarity of their situation, what they 
are feeling, what to do next. The steps are: 

• Slow down (sit back, relax, take a deep breath, pay attention to breathing,  
  one thought at a time) 

• Orient  (pay attention to where you are, what you are doing, who you  
  are with) 

• Self check  (ask yourself how you are feeling and rate yourself on a scale of 
  1-10 for how stressed and in control you feel using the Personal  
  Thermometer) 

 
 
Progressive Muscle Relaxation 
This is a systematic procedure for relaxing muscle groups. The therapist helps the 
child experience the difference between the sensations of tense muscles versus 
relaxed muscles. This helps the child to get in touch with his or her body and 
develops a conscious awareness of muscle tension.  Therapists can instruct children 
with simple visual or guided imagery cures to keep them focused and engaged. 
 For example: 

• Children can be coached to tense and relax muscles using visual 
imagery such as imagining that she has two lemon slices in each hand 
to make lemonade – first, squeezing to get the juice out and then 
letting go and relaxing her hands. 
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Fingerhold Practice for Managing Emotions & Stress* 
 
This handout is part of a collection of materials on using mind-body, breathing, and 
movement practices to promote wellness and manage stress. This collection describes a 
variety of different practices that may be helpful when someone is experiencing 
overwhelming emotions, sensations, or trauma responses.  
 
what is it? 
The fingerhold practice is a simple technique that combines 
breathing and holding each finger. Practicing fingerholds can help 
to manage emotions and stress. It is a useful practice for both 
adults and children, and you can use the technique for yourself 
and/or with another person. 
 
This handout has been adapted from Capacitar’s Emergency Tool 
Kit, available at http://www.capacitar.org/emergency_kits.html in 
16 languages. This technique is based in the belief that comes 
from Eastern Medicine traditions that we have a life energy that 
flows through channels from our internal organs out to our fingertips and toes. According 
to these traditions, when we experience emotions that don't get a chance to move 
through or be integrated into the body, our energy can become sluggish or blocked. Each 
finger is associated with a set of emotions, and using the fingerholds with a healing 
intention can help to release the blocked energy and provide some relief.  
 
when can it be helpful?  
The fingerhold practice can be helpful in situations where difficult or overwhelming 
feelings come up, during a challenging situation, or in preparing for one. Using the 
technique can feel calming, help reduce tension, and help us feel less overwhelmed. It 
doesn’t change the underlying cause or the situation, but it can help ease the stressful 
feelings. For some, being able to actively do something in a situation in which we do not 
otherwise have a lot of control may feel grounding or powerful. For example, some 
survivors of domestic violence have found it helpful in court situations or custody drop-
off/pick-ups. Parents and children can use this technique together, or parents can show 
their children how to use it on their own, especially if the child will be in a new or 
challenging situation (e.g., taking a test, dental appointments, visits with the other 
parent). This practice can also be used for relaxation or before going to sleep to help 
ease both the mind and body. As this can often be done without others noticing, it can 
be a good on-the-go technique. 
 
 
 

                                                 
* This handout was adapted from Capacitar’s Emergency Tool Kit by Jen Curley, National Center 
on Domestic Violence, Trauma & Mental Health. We welcome your feedback! You can write to Jen 
at jcurley@ncdvtmh.org.  
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                                                                                             FINGERHOLD PRACTICE 

how do you do it? 
Hold each finger, in turn, with the other hand, holding for as long as it feels comfortable. 
Many adults feel relief after 2-5 minutes per finger, and children often need to hold their 
fingers for much less time (30 sec. – 1 min.) for it to feel useful. You can work with 
either hand, and you can also work with just one or two fingers if that feels most helpful 
(or you don’t have a lot of time). Most people find that one side feels more comfortable 
and that is totally okay! Hold gently, but firmly. You don’t want to squeeze tightly, but 
there should be some pressure. As you hold your finger, breathe in a way that feels 
comfortable.  
 
Slowing down our breath and bringing our attention to it can often help calm us down. It 
is important, though, to keep in mind that however we are breathing is okay. If helpful, 
you can count breaths, think inhale/exhale, or use a saying in your head (such as, “I am 
breathing in calm, I am breathing out worry”). As you hold each finger, you may feel a 
pulsing sensation as the energy and feelings move and become more balanced. If you do 
not feel this pulsing sensation, that is okay too; it doesn’t mean that the technique is not 
working. Feel free to try out what works best for you: holding each finger in turn 
(starting with thumb all the way to little finger), holding one or two fingers when 
needed, switching hands, or any variation. 
 
A note about deeper breathing: Deeper breathing (slowing down our breathing and 
bringing our breath into the lower parts of our lungs, expanding the abdomen) can often 
by itself be calming. However, it can also have the opposite effect. When the mind is 
quiet and our body is relaxed, we can sometimes find ourselves having body sensations, 
images, thoughts, or memories that are unwanted and may even be frightening. This 
can make us feel more anxious, or without even noticing, we may protect ourselves by 
leaving the present moment or disconnecting from our bodies. If you notice that this 
technique is making you feel more anxious or uncomfortable, you can stop it or try 
something else that makes you feel more relaxed. Children may show us that they are 
uncomfortable with deeper breathing by getting up, moving away from us, changing the 
subject, or by not seeming to be with us in the room (in the same way that adults 
might).	  
 
how do you share it with someone else? 
You can share the entire practice at once or share the fingerhold that corresponds to 
what is happening in that moment. You can say: “Many/some people have found it 
helpful to…would you like to try?” or “I just learned this technique that might be 
helpful…would you like to try?” or “Some people have found it useful to hold on to their 
thumbs and breathe when they are feeling overwhelmed. Would you like to try it 
together?” You can show someone how to do it by demonstrating on yourself. You can 
also use an art activity to learn the practice. Using art materials, each person can trace 
their hand (or trace someone’s hand). You can decorate your traced hand by using 
stickers, drawings, or words to indicate which finger goes with what emotion. This can be 
done one-on-one or in a group.  
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                                                                                             FINGERHOLD PRACTICE 

Whether you are learning it or sharing it, taking a curious approach (“I wonder if this 
might be helpful”) can create space to notice whether it is useful. This practice doesn’t 
work for everyone and not everyone likes it or finds it helpful. Also, what worked before 
doesn’t work every time. You may find the fingerholds really helpful multiple times and 
then find them to not work or help in a particular situation. Additionally, there are lots of 
reasons why we may hold onto our fingers, and it doesn’t automatically mean that we 
are sad, angry, overwhelmed, or anxious. 
 
We have included sample language for adults and children. Feel free to adapt it and use 
the words that make most sense to you and whoever you are sharing the practice with, 
including words that are not shown here. 
 
Key:    
Thumb – tears, grief, emotional pain, feeling upset 
Pointer/Index finger – fear, panic, feeling scared 
Middle finger – anger, rage, resentment, feeling mad 
Ring finger – worry, anxiety 
Little finger – having self-doubts, not feeling good about ourselves or feeling bad  
 
 

 

 
 

 
 

tears, grief, 
emotional pain 

fear, panic 

anger, rage 

worry, anxiety 

having self-doubts 

upset 

scared mad 

worried 

feeling 
bad 

 

adults 

children 
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Fingerhold Practice for Managing Emotions and Stress* 
   
Practicing fingerholds can help to manage emotions and stress. Hold each finger, in 
turn, with the other hand, holding for as long as it feels comfortable. Hold gently, 
but firmly. As you hold your finger, breathe in a way that feels comfortable. Many 
adults feel relief after 2-5 minutes per finger, and children often need to hold their 
fingers for much less time (30 sec. – 1 min.) for it to feel useful. You can work with 
either hand, and you can also work with just one or two fingers if that feels most 
helpful (or you don’t have a lot of time).  
 
 

 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Thumb – tears, grief, emotional pain, feeling upset 
Pointer/Index finger – fear, panic, feeling scared 
Middle finger – anger, rage, resentment, feeling mad 
Ring finger – worry, anxiety 
Little finger – having self-doubts, not feeling good about ourselves or feeling bad  
 

                                                 
* This handout was adapted from Capacitar’s Emergency Tool Kit by Jen Curley, National Center on 
Domestic Violence, Trauma & Mental Health. We welcome your feedback at jcurley@ncdvtmh.org.  
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The National Child Traumatic Stress Network  

Established by Congress in 2000, the National Child Traumatic Stress Network (NCTSN) brings a singular and comprehensive focus 
to childhood trauma. NCTSN’s collaboration of frontline providers, researchers, and families is committed to raising the standard of 
care while increasing access to services. Combining knowledge of child development, expertise in the full range of child traumatic 
experiences, and dedication to evidence-based practices, the NCTSN changes the course of children’s lives by changing the course 
of their care. 
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12 Core Concepts for Understanding Traumatic Stress Responses in Childhood 

1. Traumatic experiences are inherently complex. 

Every traumatic event—even events that are relatively circumscribed—is made up of different traumatic moments. 
These moments may include varying degrees of objective life threat, physical violation, and witnessing of injury or 
death. Trauma-exposed children experience subjective reactions to these different moments that include changes in 
feelings, thoughts, and physiological responses; and concerns for the safety of others. Children may consider a range 
of possible protective actions during different moments, not all of which they can or do act on. Children’s thoughts 
and actions (or inaction) during various moments may lead to feelings of conflict at the time, and to feelings of 
confusion, guilt, regret, and/or anger afterward. The nature of children’s moment-to-moment reactions is strongly 
influenced by their prior experience and developmental level. Events (both beneficial and adverse) that occur in the 
aftermath of the traumatic event introduce additional layers of complexity. The degree of complexity often increases 
in cases of multiple or recurrent trauma exposure, and in situations where a primary caregiver is a perpetrator of the 
trauma.  

2. Trauma occurs within a broad context that includes children’s personal characteristics, life experiences, 
and current circumstances. 

Childhood trauma occurs within the broad ecology of a child’s life that is composed of both child-intrinsic and child-
extrinsic factors. Child-intrinsic factors include temperament, prior exposure to trauma, and prior history of 
psychopathology. Child-extrinsic factors include the surrounding physical, familial, community, and cultural 
environments. Both child-intrinsic and child-extrinsic factors influence children’s experience and appraisal of 
traumatic events; expectations regarding danger, protection, and safety; and course of posttrauma adjustment. For 
example, both child-intrinsic factors such as prior history of loss, and child-extrinsic factors such as poverty may act as 
vulnerability factors by exacerbating the adverse effects of trauma on children’s adjustment.  

3. Traumatic events often generate secondary adversities, life changes, and distressing reminders in 
children’s daily lives.  

Traumatic events often generate secondary adversities such as family separations, financial hardship, relocations to 
a new residence and school, social stigma, ongoing treatment for injuries and/or physical rehabilitation, and legal 
proceedings. The cascade of changes produced by trauma and loss can tax the coping resources of the child, family, 
and broader community. These adversities and life changes can be sources of distress in their own right and can 
create challenges to adjustment and recovery. Children’s exposure to trauma reminders and loss reminders can serve 
as additional sources of distress. Secondary adversities, trauma reminders, and loss reminders may produce 
significant fluctuations in trauma survivors’ posttrauma emotional and behavioral functioning.  

4. Children can exhibit a wide range of reactions to trauma and loss.  

Trauma-exposed children can exhibit a wide range of posttrauma reactions that vary in their nature, onset, intensity, 
frequency, and duration. The pattern and course of children’s posttrauma reactions are influenced by the type of 
traumatic experience and its consequences, child-intrinsic factors including prior trauma or loss, and the posttrauma 
physical and social environments. Posttraumatic stress and grief reactions can develop over time into psychiatric 
disorders, including posttraumatic stress disorder (PTSD), separation anxiety, and depression. Posttraumatic stress 
and grief reactions can also disrupt major domains of child development, including attachment relationships, peer 
relationships, and emotional regulation, and can reduce children’s level of functioning at home, at school, and in the 
community. Children’s posttrauma distress reactions can also exacerbate preexisting mental health problems 
including depression and anxiety. Awareness of the broad range of children’s potential reactions to trauma and loss is 
essential to competent assessment, accurate diagnosis, and effective intervention.  
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5. Danger and safety are core concerns in the lives of traumatized children.  

Traumatic experiences can undermine children’s sense of protection and safety, and can magnify their concerns 
about dangers to themselves and others. Ensuring children’s physical safety is critically important to restoring the 
sense of a protective shield. However, even placing children in physically safe circumstances may not be sufficient to 
alleviate their fears or restore their disrupted sense of safety and security. Exposure to trauma can make it more 
difficult for children to distinguish between safe and unsafe situations, and may lead to significant changes in their 
own protective and risk-taking behavior. Children who continue to live in dangerous family and/or community 
circumstances may have greater difficulty recovering from a traumatic experience.  

6. Traumatic experiences affect the family and broader caregiving systems.  

Children are embedded within broader caregiving systems including their families, schools, and communities. 
Traumatic experiences, losses, and ongoing danger can significantly impact these caregiving systems, leading to 
serious disruptions in caregiver-child interactions and attachment relationships. Caregivers’ own distress and 
concerns may impair their ability to support traumatized children. In turn, children’s reduced sense of protection and 
security may interfere with their ability to respond positively to their parents’ and other caregivers’ efforts to provide 
support. Traumatic events―and their impact on children, parents, and other caregivers―also affect the overall 
functioning of schools and other community institutions. The ability of caregiving systems to provide the types of 
support that children and their families need is an important contributor to children’s and families’ posttrauma 
adjustment. Assessing and enhancing the level of functioning of caregivers and caregiving systems are essential to 
effective intervention with traumatized youths, families, and communities.  

7. Protective and promotive factors can reduce the adverse impact of trauma. 

Protective factors buffer the adverse effects of trauma and its stressful aftermath, whereas promotive factors 
generally enhance children’s positive adjustment regardless of whether risk factors are present. Promotive and 
protective factors may include child-intrinsic factors such as high self-esteem, self-efficacy, and possessing a 
repertoire of adaptive coping skills. Promotive and protective factors may also include child-extrinsic factors such as 
positive attachment with a primary caregiver, possessing a strong social support network, the presence of reliable 
adult mentors, and a supportive school and community environment. The presence and strength of promotive and 
protective factors—both before and after traumatic events—can enhance children’s ability to resist, or to quickly 
recover (by resiliently “bouncing back”) from the harmful effects of trauma, loss, and other adversities.  

8. Trauma and posttrauma adversities can strongly influence development. 

Trauma and posttrauma adversities can profoundly influence children’s acquisition of developmental competencies 
and their capacity to reach important developmental milestones in such domains as cognitive functioning, emotional 
regulation, and interpersonal relationships. Trauma exposure and its aftermath can lead to developmental disruptions 
in the form of regressive behavior, reluctance, or inability to participate in developmentally appropriate activities, and 
developmental accelerations such as leaving home at an early age and engagement in precocious sexual behavior. In 
turn, age, gender, and developmental period are linked to risk for exposure to specific types of trauma (e.g., sexual 
abuse, motor vehicle accidents, peer suicide).  

9. Developmental neurobiology underlies children’s reactions to traumatic experiences. 

Children’s capacities to appraise and respond to danger are linked to an evolving neurobiology that consists of brain 
structures, neurophysiological pathways, and neuroendocrine systems. This “danger apparatus” underlies appraisals 
of dangerous situations, emotional and physical reactions, and protective actions. Traumatic experiences evoke 
strong biological responses that can persist and that can alter the normal course of neurobiological maturation. The 
neurobiological impact of traumatic experiences depends in part on the developmental stage in which they occur. 
Exposure to multiple traumatic experiences carries a greater risk for significant neurobiological disturbances including 
impairments in memory, emotional regulation, and behavioral regulation. Conversely, ongoing neurobiological 
maturation and neural plasticity also create continuing opportunities for recovery and adaptive developmental 
progression.  
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10. Culture is closely interwoven with traumatic experiences, response, and recovery. 

Culture can profoundly affect the meaning that a child or family attributes to specific types of traumatic events such 
as sexual abuse, physical abuse, and suicide. Culture may also powerfully influence the ways in which children and 
their families respond to traumatic events including the ways in which they experience and express distress, disclose 
personal information to others, exchange support, and seek help. A cultural group’s experiences with historical or 
multigenerational trauma can also affect their responses to trauma and loss, their world view, and their expectations 
regarding the self, others, and social institutions. Culture also strongly influences the rituals and other ways through 
which children and families grieve over and mourn their losses.  

11. Challenges to the social contract, including legal and ethical issues, affect trauma response and 
recovery.  

Traumatic experiences often constitute a major violation of the expectations of the child, family, community, and 
society regarding the primary social roles and responsibilities of influential figures in the child’s life. These life figures 
may include family members, teachers, peers, adult mentors, and agents of social institutions such as judges, police 
officers, and child welfare workers. Children and their caregivers frequently contend with issues involving justice, 
obtaining legal redress, and seeking protection against further harm. They are often acutely aware of whether justice 
is properly served and the social contract is upheld. The ways in which social institutions respond to breaches of the 
social contract may vary widely and often take months or years to carry out. The perceived success or failure of these 
institutional responses may exert a profound influence on the course of children’s posttrauma adjustment, and on 
their evolving beliefs, attitudes, and values regarding family, work, and civic life.  

12. Working with trauma-exposed children can evoke distress in providers that makes it more difficult for 
them to provide good care.  

Mental healthcare providers must deal with many personal and professional challenges as they confront details of 
children’s traumatic experiences and life adversities, witness children’s and caregivers’ distress, and attempt to 
strengthen children’s and families’ belief in the social contract. Engaging in clinical work may also evoke strong 
memories of personal trauma- and loss-related experiences. Proper self-care is an important part of providing quality 
care and of sustaining personal and professional resources and capacities over time.  
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Background

This paper was developed as part of the Promising Futures: Best Practices for Serving Children, 
Youth, and Parents Experiencing Domestic Violence website. This website was launched in October 
of 2012 and was developed by Futures Without Violence, formerly Family Violence Prevention Fund. This 
capacity building website was designed to help domestic violence advocates enhance their programming 
for children and their abused parents. 

If advocates are just starting to think about how their program’s policies could better reflect an equal com-
mitment to domestic violence survivors and children, or they have been delivering holistic services for all 
family members for years, the Promising Futures website has information and tools that can help to ad-
vance program practice. Additional resources and information related to the recommendations found in this 
paper can also be found on the website.

www.promisingfutureswithoutviolence.org

For more information on this paper or Futures Without Violence, please contact 
childrensteam@futureswithoutviolence.org or (415) 678-5500
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Introduction

Futures Without Violence, formerly Family Violence Prevention Fund commissioned a review of evidence- 
based, therapeutic intervention programs for children exposed to Intimate Partner Violence (IPV) to offer 
a set of concise and practical recommendations for program staff and advocates working in the field 
of domestic violence. The recommendations are part of an effort to foster a cycle of learning between 
research and practice that honors both the importance of evidence-based approaches and wisdom that 
emanates from implementation. 

It has been well documented that exposure to IPV is a potent traumatic stressor for children, often adverse-
ly affecting their physical and emotional health. However, caring adults can help children heal and thrive. 
The recommendations that follow were created to help guide IPV advocates in their daily work with moth-
ers and families. The recommendations are drawn from a review of core components of evidence-based 
therapeutic intervention models for children exposed to IPV including Child Parent Psychotherapy, Trauma-
Focused Cognitive Behavioral Therapy, and the Kid’s Club. Information about these evidence based mod-
els and other research on services for children and youth can be found on the Promising Futures: Best 
Practices for Serving Children, Youth, and Parents Experiencing Domestic Violence website.

There are several ways these recommendations may be useful. Advocates may use them to assess areas 
in which they already excel, and determine the areas in which they would like to further develop. Program 
staff may wish to adapt the focus on a single child or family to work with a group of children. For exam-
ple, recommendation #14 focuses on supporting mothers to help their child express and label emotions. 
Advocates working individually with children or leading support group activities also can apply this to their 
work with a group of children, encouraging them all to express their feelings and label their emotions as 
they engage in the group activity. 

www.promisingfutureswithoutviolence.org%20
www.promisingfutureswithoutviolence.org
www.promisingfutureswithoutviolence.org
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Recommendations

The primary aim of the recommended approaches is to build resilience and competence in children and 
parents. Children are affected in many different ways by exposure to IPV, and some children are affected 
more than others. Effective ways to build resilience in children usually begins with focusing on their parents. 
Strategies such as increasing parenting effectiveness, assisting them in addressing mental health issues, 
and supporting parents to live in safe and supportive environments are closely connected to children’s 
well-being. (Graham-Bermann, Gruber, Howell & Girz, 2009). Helping children to contribute to their family 
or community in positive ways; identifying and nurturing areas of competence, skill or talent; connecting 
them with adults who can mentor or support them are also important elements of building resilience. 

1. Understand that children of all ages, from infancy through adolescence, are 
vulnerable to the adverse impact of IPV exposure.

Growing evidence in the fields of neuroendocrinology and developmental science has established that 
violence exposure can be detrimental to children of all ages (Garner, 2012). Although many people assume 
that infants and young toddlers will not remember or do not understand, and thus will not be damaged by 
IPV exposure, memories of this experience are imprinted on the brain and profoundly affect neurodevelop-
ment for children of all ages. Thus, infants and very young children can be affected negatively from expo-
sure that may be more difficult to identify.

2. Establish a respectful and trusting relationship with the child’s mother. 

Many mothers who are victims of IPV feel deeply ashamed and guilty about what has happened to their 
children. They expect to be judged as an inadequate parent. Efforts by mothers to protect their children 
may be difficult to understand or assess. Their protective actions may be invisible to observers, difficult to 
understand, or may look like poor parenting. In addition, many mothers may be reluctant to explain them-
selves to outsiders, fearing that the abuser will retaliate or that others will misunderstand their behavior 
and take action against them. Let mothers know that you understand her predicament and ask her what 
she has done to keep her children safe and to be a caring and protective parent. Take advantage of every 
opportunity to partner with the parent to enable her to better understand and respond to her children, and 
to regain a sense of competence as a parent (Lieberman & Van Horn, 2005). Click for more information.

www.promisingfutureswithoutviolence.org%20
http://promising.futureswithoutviolence.org/what-do-kids-need/guiding-principle/making-the-case-paradigm-shift/
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3. Let mothers and children know that it is OK to talk 
about what has happened if the child would like to 
engage in this type of discussion.

In homes with IPV, many mothers avoid discussing IPV-related events 
and emotions around their children, in an effort to shield them from the 
trauma. Research suggests that many children, though not all, want to 
talk about their experiences with IPV. Mothers may need sensitive sup-
port in deciding how to talk to their children and guidance in reading 
children’s cues for their readiness to talk. They may need assistance 
describing what they have experienced as well as having a safe place 
to talk (McGee, 2000). These discussions can be a powerful way to help 
children heal. Also, remember that a child’s age and developmental stage 
will impact how s/he tells the story. Recognize that younger children may 
tell their story through play and drawings rather than through one-on-one 
conversation. 

4. Tell children that violence is not their fault; if children say that the violence 
is their fault or that they should have stopped it, tell them directly that they are 
not responsible for violence and that it is not their job to intervene (or coach 
their mothers to do so). 

It is developmentally appropriate for children, particularly young children, to view the world “egocentrically”, 
inferring that they are the direct cause of the events around them. This perspective can be particularly det-
rimental when children are exposed to violence in their homes, leading to significant guilt and self-blame. 
Specifically, children who blame themselves for violence have more problems with behavior and mood than 
those are told that it is not their fault (Grych et al., 2000; Grych & Fincham, 1993). 

5. Foster children’s self-esteem by showing and telling them that they are 
lovable, competent and important. 

Encourage mothers to provide physical comfort (hugging, cuddling) to children, following the child’s lead. 
Being responsive to children’s signs of emotional distress and providing emotional comfort is a way to 
practice positive parenting and also reduces child adjustment problems (Lieberman et al., 2005; Runyon, 
Deblinger, & Steer, 2010). Children who live with violence need frequent reminders that they are lovable, 
competent and important (from The Child Witness to Violence Project website). Help children identify activ-
ities that they enjoy and with which they feel successful. Developing self-esteem and personal skills is tied 
to resilience in children (Luthar et al., 2000).

6. Help children know what to expect. 

Establish a structured and predictable environment for children. This can be provided by having a regular 
schedule (i.e. regular meal times and bedtimes), clear, consistent expectations (“it is against the rules to 
hit or hurt anyone”) and regular routines (bed-time routines, reading a book together, check-in time). This 
helps children feel secure in their environment because they have an idea of what is expected of them and 

www.promisingfutureswithoutviolence.org%20
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what will happen next. Even small efforts to help children know what to expect is important, such as letting 
them know when there is a change in staff or encouraging mothers to let them know if she is going out and 
what time she will return. It is also helpful to work with mothers to plan a routine and structure when they 
transition out of the shelter (Sytsma, Kelley, Wymer, 2001). Click for more information.

7. Model and encourage good friendship skills. 

By demonstrating appropriate and positive social interactions and providing direct instructions on how to 
treat their peers with respect and kindness, adults can teach children how to be better friends. Children 
who have good friend networks are more resilient and have higher self-esteem (Bolger, Patterson, & 
Kupersmidt, 1998). Similarly, children who have been exposed to IPV have fewer behavior problems if they 
feel accepted by their peers (Criss et al., 2002). 

8. Use emotion words to help children understand how others might feel 
during disagreements. 

Children exposed to IPV often need assistance in describing and identifying both positive and negative 
emotional states. For example, model statements like ‘It looks like Tom feels sad that you didn’t share with 
him;’ or ‘We do not hit. It hurts when you hit’. This helps children develop perspective taking skills and al-
lows children to understand that their actions can hurt others (Crick & Dodge, 1994).

9. Recognize that when children are disruptive, they are generally feeling out of 
control and may not have the ability to use other strategies to express themselves.

Children who grow up in violent homes may be hyper vigilant, anxious and unsure of whether their environ-
ment is safe. In addition, they may have difficulties controlling their behavior and emotions. When children 
appear “out of control,” approach them using a calm and respectful tone. Avoid shaming or humiliating chil-
dren with reprimands. A calm and supportive approach helps children regulate their emotions. It also helps 
them learn that their environment is safe and that they can trust the adults around them, establishing the 
foundation for teaching alternative, pro-social strategies for expressing emotions (Hodas, 2006). 
 
10. Incorporate the family’s culture into interventions, and support mothers 
and children to explore the values, norms, and cultural meanings that impact 
their choices and give them strength.

Culture is a central part of identity that is guided by the values and norms that drive people. Culture affects 
the way people form networks and the importance assigned to them. Work with the culture, not against it, 
to mobilize parents to access resources, strengthen mother and child bonds, and identify a broader cultur-
ally relevant network of support. Talk to children and mothers about their cultural and religious beliefs and 
how these may or may not affect their experience with violence and access to support and healing. Cultural 
factors can be strong predictors of strength and resilience between mothers and children. The religious be-
liefs and community perceptions of conflict that surround a child as they are growing up can shape percep-
tions of, and reactions to, violence (Fosco, DeBoard, & Grych, 2007). Similarly, cultural pride and traditions 
can serve as a tremendous source of strength and resilience within families. Click for more information.
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Culturally Specific Resource Centers:
Asian & Pacific Islander Institute on Domestic Violence
Casa de Esperanza: National Latin@ Network of Healthy Families and Communities
National Indigenous Women’s Resource Center
Institute on Domestic Violence in the African American Community

11. Actively teach and model alternatives to violence. 

Help children learn conflict resolution skills and non-violent ways of playing.  If you see children arguing, 
help them by teaching problem solving skills and how to take someone else’s point of view. Research has 
shown that aggressive children tend to process disagreements by quickly attributing hostile intent to others’ 
actions and evaluating aggression in a positive way. This generates aggressive rather than peaceful solu-
tions (Crick & Dodge, 1994). Problem solving and skills to adopt perspective are linked with better out-
comes for children (Luthar et al., 2000; Masten et al., 1999) and may help them view aggression as a less 
attractive way to handle conflict. 

12. Involve mothers in conversations with their children about the children’s 
views of the abuse. 

Children, particularly if they are young, often have mixed feelings 
about the abusive parent. They may fear him, but also love him and 
miss him. These contradictory feelings are hard for children and for 
their mothers. Supporting the mother to understand the perspective 
of the child is important, while also helping her to name the abuser’s 
reactions as wrong and hurtful. Discussing children’s perceptions of 
the acceptability of violence is also important because children who 
think violence is okay are more likely to be aggressive themselves 
(Huesman & Guerra, 1997). These discussions, as well as other 
discussions about what has happened in the child’s life, are most 
effective when facilitated with their mothers. Interventions such as 
The Kids Club Program show that when mothers participate with 
their children in therapy, children have better outcomes. Specifically, 
children are able to identify feelings and thoughts about witnessing 
violence, change thoughts about social and gender roles, and de-
velop coping skills (Graham-Bermann & Hughes, 2003; Graham-
Bermann, Lynch, Banyard, DeVoe, & Halabu, 2007)

13. Discuss child development with mothers. 

Mothers in homes with IPV often report significant rates of parenting stress, and frequently describe in-
appropriate expectations for their young children’s behavior. One good resource for basic information 
about child development is Bright Futures, which has information on development within the context of 
the child’s age and exposure history. For example, a two year old child that says ‘no’ is not trying to be 
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disrespectful or hurt the mother emotionally; he is learning autonomy and control in a developmentally 
appropriate way. Child-Parent Psychotherapy is an evidence based treatment that helps parents under-
stand children’s behavior/changes at various stages of development. Sharing information between practi-
tioners and parents has been shown to improve positive parenting and reduce child adjustment problems 
(Lieberman et al., 2005; Runyon, Deblinger, & Steer, 2010). 

14. Help mothers teach their children how to label their emotions. 

Discuss the use of emotion words with mothers to describe their 
child’s sadness, anger, happiness and worry. For example, a 
mother might say ‘Johnny, you’re balling up your fists. I wonder 
if you’re angry;’ or ‘Crystal, you’re looking down at the ground 
and are talking so softly. Are you feeling worried?’ When moth-
ers help their children recognize and cope with strong emotions, 
children gain a sense of mastery over them. This helps the child 
develop the skills to manage their behavior and mood. (Katz & 
Windecker-Nelson, 2006). 

15. Address mothers parenting stress. 

Remind moms that they are the most important person in their 
child’s life and that taking care of themselves is good for them 
and for their child. Support moms to manage their stress and 
their child’s behavior. When mothers learn effective parenting 
strategies, are able to discuss parenting issues, and are empow-
ered to talk to their children about IPV, their children have fewer behavior problems (Graham-Bermann et 
al., 2007). Child Parent Psychotherapy provides direct support to parents focusing on the strong links be-
tween maternal health and well-being and child well being. Project Support is another intervention that has 
shown that enhancing parenting skills helps reduce child behavior problems (Jouriles et al., 2001). Click 
for more information.

16. Work with mothers to help them extend both their own and their child’s 
social support network. 

Discuss social supports with mothers including friends, family and community members, and talk to moth-
ers about mentoring programs (such as Big Brothers/Big Sisters), community centers and aftercare pro-
grams, camps, sports teams and other extra curricula activities. Having access to supportive and pro-social 
outlets contributes to resilience in children and parents and helps them develop supportive relationships in 
the community (DuBois, Felner, Brand, Adan, & Evan, 1992; DuBois, Felner, Meares, & Krier, 1994; Masten 
& Coatsworth, 1998). 
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What Is Child Traumatic Stress? 
 
 
 
What is child traumatic stress, how does it develop, and what are the symptoms? To answer these 
questions, we first have to understand what trauma is. 
 
From a psychological perspective, trauma occurs when a child experiences an intense event that 
threatens or causes harm to his or her emotional and physical well-being. 
 
Trauma can be the result of exposure to a natural disaster such as a hurricane or flood or to events 
such as war and terrorism. Witnessing or being the victim of violence, serious injury, or physical or 
sexual abuse can be traumatic. Accidents or medical procedures can result in trauma, too. Sadly, 
about one of every four children will experience a traumatic event before the age of 16. 
 
When children have a traumatic experience, they react in both physiological and psychological ways. 
Their heart rate may increase, and they may begin to sweat, to feel agitated and hyperalert, to feel 
“butterflies” in their stomach, and to become emotionally upset. These reactions are distressing, but 
in fact they’re normal — they’re our bodies’ way of protecting us and preparing us to confront danger. 
However, some children who have experienced a traumatic event will have longer lasting reactions 
that can interfere with their physical and emotional health. 
 

Children who suffer from child traumatic stress are those 
children who have been exposed to one or more traumas 
over the course of their lives and develop reactions that 
persist and affect their daily lives after the traumatic events 
have ended. Traumatic reactions can include a variety of 
responses, including intense and ongoing emotional upset, 
depressive symptoms, anxiety, behavioral changes, 
difficulties with attention, academic difficulties, nightmares, 
physical symptoms such as difficulty sleeping and eating, 
and aches and pains, among others. Children who suffer 
from traumatic stress often have these types of symptoms 
when reminded in some way of the traumatic event. 
Although many of us may experience these reactions from 
time to time, when a child is experiencing child traumatic 
stress, they interfere with the child’s daily life and ability to 
function and interact with others. 

 
Some of these children may develop ongoing symptoms that are diagnosed as post-traumatic stress 
disorder (PTSD). When we talk about child traumatic stress, we’re talking about the stress of any 
child who’s had a traumatic experience and is having difficulties moving forward with his or her life. 
When we talk about PTSD, we’re talking about a disorder defined by the American Psychiatric 
Association as having specific symptoms: the child continues to re-experience the event through 
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nightmares, flashbacks, or other symptoms for more than a month after the original experience; the 
child has what we call avoidance or numbing symptoms—he or she won’t think about the event, has 
memory lapses, or maybe feels numb in connection with the events—and the child has feelings of 
arousal, such as increased irritability, difficulty sleeping, or others. Every child diagnosed with PTSD 
is experiencing child traumatic stress, but not every child experiencing child traumatic stress has all 
the symptoms for a PTSD diagnosis. 
 
And not every child who experiences a traumatic event will develop symptoms of child traumatic 
stress. Whether or not your child does depends on a range of factors. These include his or her history 
of previous trauma exposure, because children who have experienced prior traumas are more likely 
to develop symptoms after a recent event. They also include an individual child’s mental and 
emotional strengths and weaknesses and what kind of support he or she has at home and 
elsewhere. In some instances, when two children encounter the same situation, one will develop 
ongoing difficulties and the other will not. Children are unique individuals, and it’s unwise to make 
sweeping assumptions about whether they will or will not experience ongoing troubles following a 
traumatic event. 
 
For children who do experience traumatic stress, 
there are a wide variety of potential 
consequences. In addition to causing the 
symptoms listed earlier, the experience can have 
a direct impact on the development of children’s 
brains and bodies. Traumatic stress can interfere 
with children’s ability to concentrate, learn, and 
perform in school. It can change how children 
view the world and their futures, and can lead to 
future employment problems. It can also take a 
tremendous toll on the entire family. 
 
The way that traumatic stress appears will vary from child to child and will depend on the child’s age 
and developmental level. The good news is that over the past decade the mental health community 
has developed treatments that can help children suffering from traumatic stress. It’s important to 
seek help from someone who has experience working with children and knows how to access 
resources in your community. 
 
Although not every child will experience traumatic stress, it’s unlikely that any of us are immune from 
exposure to trauma. To learn more about child traumatic stress, please visit the National Child 
Traumatic Stress Network website at www.NCTSNet.org.  
 
 
 
 
 
 
 
 
 
 
This article first appeared in the fall 2003 issue of Claiming Children, the newsletter of the 
Federation of Families for Children’s Mental Health, www.ffcmh.org, which was co-produced by the 
Federation and the NCTSN. 
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What childhood traumatic exposure might look like in everyday life 
INFANTS Traumas related to family 

violence and child abuse  
Possible Developmental Issues Behavioral manifestations 

Safe predictable and nurturing 
human interaction very important 
for healthy attachment and 
bonding 

 Left unattended Chronic 
exposure to mother’s cortical 
stress levels in-utero 

 Chronic exposure to 
domestic violence 

 Lack of emotional 
attunement to caregiver  

 Exposure to chronic stress 
 Abuse. 
 Separation from mother or 

father.  

 Failure to Thrive  
 Doesn’t gain weight 
 Does not initiate crawling or 

walking – lack of normal 
developmental exploration 

 Delayed speech and language 
or total lack of verbal noises 

 Delayed motor skills 
 Does not reach for objects 
 Doesn’t hold hand or grasp 

 Refuses to eat, Unable to soothe 
 Becomes rigid when attempts at cradling and rocking are 

made 
 Banging head against crib  
 Does not smile or laugh 
 Excessive crying , Few vocalizations 
 Frozen watchfulness 
 May be lethargic or withdrawn 
 Heightened startle response – babies  jerks from normal 

environmental stimulus 
 Lack of responsiveness to caregiver 

Many of the possible problems are developmentally  normal developmental at certain ages it  will help to identify when the problem is excessive  by 
knowing what problems can be expected at the different developmental ages and stages 

TODDLERS Traumas related to family 
violence and child abuse  

Possible Developmental delay Behavioral manifestations 

Developing control over behavior  Witnessing family violence 
 Separation from mother or 

father.  
 Emotional or physical 

unavailability of either 
parent. 

 Sexual or physical abuse 

 Does not speak any words 
 Lack of growth 
 Does not explore 
 Excessive thumb-sucking 
 Nightmares, night terrors 
 Cannot recognize self in 

pictures 
 Bedtime or toilet rituals-or 

disturbances 
 Constipation, Stomach aches 

 Aggressive behavior 
 Excessive crying 
 Inability to be soothed 
 Overly attached to primary caregiver – inability to separate 
 Lack of stranger anxiety 
 Fearfulness 
 Excessive masturbation 
 Head banging 
 Negative-beyond the toddler ”no” stage 
 

It is important to remember that problematic behaviors and developmental delays can move between ages and stages 
PRESCHOOL 3-5 Traumas related to family 

violence and child abuse  
Possible Developmental 
issues 

Behavioral manifestations 

Need to develop a sense of self 
 

 Witnessing family violence 
 Separation from mother or 

father.  

 Gender  image impaired  
 Lack of trust in adults to meet 

safety needs. 

 Lack of empathy towards other 
 Shut-off from feeling emotions/Withdrawn 
 Abnormal conflict/violence towards siblings 
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  Emotional unavailability by 

primary caregiver 
 Abuse. 
 
 

 Distorted self-image. 
 healthy play is arrested : 
 Critical learning experiences 

through play diminished 
 Unable to successfully 

integrate into preschool-
kindergarten school failure  

 Speech and language delays 
 Delays in toilet training 

 Crying 
 Nightmares night terrors /Loss of sleep 
 Loss of appetite 
 Aggressive behavior 
 Somatic complaints 
 Poor self concept/self esteem 
 Problems with peers-no friends 
 Excessive masturbation 

Attention Deficit Hyperactivity Disorder is a common diagnoses for children with a history of  Early Childhood trauma 
SCHOOL-AGE 6-12 Traumas related to family 

violence and child abuse  
Possible Developmental issues Behavioral manifestations 

Developing sense of self-worth 
and self confidence Competence 
through playing organized games 
with peers central to this stage 

 Witnessing family violence 
 Separation from mother or 

father.  
 Emotional unavailability by 

primary caregiver 
 Abuse. 
 Assuming safety for siblings 

or mother 
 

 School failure 
 Delayed emotional 

development 
 Lack of  development in 

problem solving skills 
 Has not learned to regulate 

behavior and emotions 
 Inability to sequence critical 

information, i.e. directions. 
 

 Anger-rage excessive to incident 
 lack of empathy, lack of trust 
 lying, stealing 
 hyper-arousal-very active 
 hyvigilant-watchfulness-easliy startled 
 school phobias 
 poor hygiene 
 excessive masturbation –sexual promiscuity 
 anxiety-depression 
 nightmares flashbacks 

Adolescents are at risk for recreating their traumatic history in interpersonal interactions as they negotiate and learn about dating relationships 
ADOLESCENCE Traumas related to family 

violence and child abuse  
Possible Developmental issues Behavioral manifestations 

Establishing strong sense of  
self- autonomous Identity 
 
Puberty 
 
Development of abstract  
thinking 
 

 Witnessing family violence 
 Separation from mother or 

father.  
 Emotional unavailability by 

primary caregiver 
 Abuse. 
 Assuming safety for siblings 

or mother 
 Physical fights with either 

parent 
 

 Failure to develop a True sense 
of self, of feeling centered or 
connected 

 School failure 
 Underdeveloped problem 

solving skills 
 Underdeveloped coping skills 
 Poor ego development 
 Underdevelopment of abstract  
 Underdevelopment of morals 

and values  

 depression, anxiety, suicide attempts 
 Isolated-no friends-problems with peers 
 Joins a gang/ legal problems 
 School refusal 
 Aggressive behaviors towards peers or adults 
 intrusive thoughts of family violence 
 running away from home 
 sexual promiscuity 
 drug and alcohol abuse 
 Excessive Feelings of anger, rage, fear  
 Lack of concentration, 
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The Adverse Childhood Experiences (ACE) Study 
 
 

ABOUT THE STUDY: What everyone should know! 
 
 

Over 17,000 Kaiser Permanente members voluntarily participated in a study to find 
out about how stressful or traumatic experiences during childhood affect adult 
health. After all the identifying information about the patients was removed, the 
Centers for Disease Control and Prevention processed the information the patients 
provided in their questionnaires, 

 
 

Here's What We Learned: 
 
 

Many people experience harsh events in their childhood.  63% of the people who 
participated in the study had experienced at least one category of childhood 
trauma.  Over 20% experienced 3 or more categories of trauma which we call 
Adverse Childhood Experiences (ACEs). 

• 11% experienced emotional abuse. 
• 28% experienced physical abuse. 
• 21% experienced sexual abuse. 
• 15% experienced emotional neglect. 
• 10% experienced physical neglect. 
• 13% witnessed their mothers being treated violently. 
• 27% grew up with someone in the household using alcohol and/or drugs. 
• 19% grew up with a mentally-ill person in the household. 
• 23% lost a parent due to separation or divorce. 
• 5% grew up with a household member in jail or prison. 

 

 

ACEs seem to account for one-half to two-thirds of the serious problems with drug 
use.  They increase the likelihood that girls will have sex before reaching 15 years 
of age, and that boys or young men will be more likely to impregnate a teenage girl. 

 

 

Adversity in childhood causes mental health disorders such as depression, 
hallucinations and post-traumatic stress disorders. 
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The  more  categories  of  trauma  experienced  in  childhood,  the  greater  the 
likelihood of experiencing: 

 
 

• alcoholism and alcohol 
abuse 

• chronic obstructive 
pulmonary disease 
(COPD) 

• depression 
• fetal death 
• poor health-related 

quality of life 
• illicit drug use 
• ischemic heart disease 

(IHD) 

• liver disease 
• risk for intimate partner 

violence 
• multiple sexual partners 
• sexually transmitted 

diseases (STDs) 
• smoking 
• obesity 
• suicide attempts 
• unintended pregnancies 

 
 
 

If you experienced childhood trauma, you're not alone. 
 
 
Talk with your family health practitioner about what happened to you when you 
were a child.  Ask for help. 

 
 

For more information about the ACE Study, email carolredding@acestudy.org, 
visit www.acestudy.org, or the Centers for Disease Control and Prevention at: 

http://www.cdc.gov/NCCDPHP/ACE/ 
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The Centers for Disease Control and Prevention’s (CDC) Adverse Childhood Experiences
Study, first published in 1998, measured 10 types of childhood trauma. Five types were the
usual suspects: physical, sexual and verbal abuse and physical and emotional neglect. Five
were family dysfunction: a member of the household who is addicted to alcohol or other
drugs; a household member who is in prison; a household member with a mental illness; a
mother who is a victim of domestic abuse; and loss of a parent due to separation or
divorce. There are, of course, other types of adversity—for instance, witnessing a sibling
being abused, being bullied at school, witnessing neighborhood violence, experiencing a
natural disaster—but those were not measured. Some subsequent surveys have included
other types of trauma.

Of the more than 17,000 middle-class, college-educated, majority-white, employed people
with health insurance who participated in the CDC’s study, 66% had experienced at least
one of those 10 types of childhood adversity.

Since 2008, 22 states have done ACE surveys representing the general population; they
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have found results similar to those found in the CDC’s ACE Study. Social service agencies,
pediatricians, the city of Philadelphia and the World Health Organization have also
conducted ACE surveys. In specific groups—teens who receive services for troubled youth,
for instance, or students who attend an alternative high school—the incidence of child
adversity is even higher.

THE FINDINGS FROM THESE STUDIES SHOW:

The effects start early in childhood and lead to chronic disease in adulthood —including
cancer, heart disease and diabetes—mental illness, violence, and being a victim of
violence. People with high ACE scores have more broken marriages, more broken bones,
more drug prescriptions, more depression, more auto-immune diseases, more work
absences, more obesity, more teenage pregnancies and more unwanted pregnancies.

That ACEs are as common as salt. Between half and two-thirds of those in the studies
experienced one or more types of adverse experiences during childhood. (Physical abuse,
for example, is being pushed, grabbed, slapped, or having something thrown at you
often or very often, or ever being hit so hard that you had marks or were injured.)

That ACEs tend to occur together. In the CDC’s ACE Study, if a person had experienced
one type of trauma, there was an 87 percent chance he/she had also experienced
others.

The more ACEs a person has, the higher the risk of medical, mental and social problems

as a child and as an adult (Got Your ACE Score?). Compared to people who had none,

http://communityresiliencecookbook.org/wp-content/uploads/2014/08/Anda-pyramid5.jpg
http://www.acestoohigh.com/got-your-ace-score
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as a child and as an adult (Got Your ACE Score?). Compared to people who had none,
people with four types of ACEs were twice as likely to be smokers, 12 times more likely
to have attempted suicide, seven times more likely to be alcoholic and 10 times more
likely to have injected street drugs.

HOW ADVERSITY AFFECTS THE DEVELOPING BRAIN

Brain science shows that, in the absence of protective factors, toxic stress damages
children’s developing brains. Stress alters developing brains, and whether the changes are
adaptive or maladaptive for the person depends on the context. Toxic stress is the body’s
physiological response to events or environment, wherein the stress response is sufficient
to cause maladaptive changes. This is the kind of stress that can come in response to living
for months or years with a screaming alcoholic father, a severely depressed and neglectful
mother or a parent who takes out life’s frustrations by whipping a belt across a child’s body.

In these severe circumstances, kids need stress hormones—a normal survival response—
to remain hyper-vigilant in their terrifying and unpredictable circumstances. Their world is
one of constant danger. When they’re triggered, their “survival brain” takes over and literally
shuts down their ability to learn, think rationally and make decisions. The slightest
provocation—a teacher’s raised voice or an accidental bump from another child—may
trigger them into “fight, flight or freeze” mode. They may lash out with a punch, bite, throw

http://www.acestoohigh.com/got-your-ace-score
http://communityresiliencecookbook.org/wp-content/uploads/2014/09/brain3.jpg
http://developingchild.harvard.edu/key_concepts/brain_architecture/
http://developingchild.harvard.edu/index.php/key_concepts/toxic_stress_response/
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chairs, run away or withdraw into themselves from the outside world.

How does this happen, exactly? When you hear or see a threat, such as a vicious barking
dog racing towards you, that information goes immediately from your eyes and ears to
your brainstem –to the locus coeruleus–which alerts your limbic brain. That limbic brain—
sometimes called “survival brain” because it’s something we have in common with all
animals—has kept humans alive for millions of years. That’s because when there’s danger
the limbic brain—specifically, the amygdala—sends out a “red alert” signal faster than your
thinking brain can comprehend.

That red alert knocks your thinking brain (prefrontal cortex) off-line, so that your body can
automatically do all the things it needs to save your life. It also kicks the brain’s
hypothalamus into gear. The hypothalamus flashes two chemical messages. One tells the
adrenal glands, perched on top of your kidneys, to instantly gush adrenaline to the heart,
lungs and large muscles in the arms and legs to get you moving fast! The second message
tells the pituitary gland to direct the outside layer of the adrenal glands to produce cortisol.

Cortisol is the main stress hormone. It’s longer-lasting than adrenaline and sustains the
effort required after the initial fight or flight by keeping blood pressure high and releasing
glucose to power the muscles and brain to remain hyper-vigilant. Maybe you climbed over
a fence to get away from the dog, but now you have to run to your car because the dog is
digging a hole under the fence to reach you. Meanwhile, as cortisol builds up, it eventually
alerts the hypothalamus that the immediate danger has passed, and to stop sending alarm
signals. If there are no further red-alert messages from the amygdala, the increasing
cortisol also signals the part of the nervous system that calms the body.

Trauma—such as being attacked by the dog, being beaten by a parent or enduring
overwhelming verbal abuse as a child—takes this red alert response to an extreme. That’s
when the helpless “freeze” response can kick in. Both systems—the actions ordered by
the red alert and the part of the nervous system that gives the all-clear calming effect—
work at the same time. At that point, the body has two choices: remain on super-high alert
or tune out to what’s happening, also called dissociating. Post-traumatic stress describes
the after-effects of having all systems flooded to the point of overload: a person may roll
between staring blankly into space and over-reacting to sounds or events.

There are two other important aspects of this process. First, the amygdala sends a
message to the hippocampus to record this terrifying event, branding it into the brain’s
deepest memory. Any similar event can trigger this memory, which will in turn set off a
new red alert. And second, living in a continual state of red alert resets a person’s fear
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response at a higher level than normal, so that even a teacher raising her voice to be heard
might trigger a full blown fight, flight or freeze response from a child who unconsciously
associates it with a brutal and enraged parent.

If a child lives in a continual state of red alert, she or he is physiologically unable to learn,
because the part of the brain that learns—the prefrontal cortex—is “off-line”. Until the
child has recovered, which may take anywhere from minutes to days, no amount of
punishment or admonishments to work harder will change the situation. The child’s
behavior is a normal, adaptive response to toxic stress; it is not “willful” or intentionally
directed against a teacher or parent.

The good news is that the brain is plastic, and continually changes its wiring in response to
the environment. If the toxic stress stops and is replaced by practices that build resilience,
the brain can slowly undo many of the stress induced changes and return to baseline. This
active process of trying to return to baseline is called allostasis.

But if there is no intervention, kids can fall behind in school, fail to develop healthy
relationships with peers or create problems with teachers and principals because they are
unable to trust adults. Some kids do all three. With despair, guilt and frustration pecking
away at their psyches, they often find solace in food, alcohol, tobacco, methamphetamines
or other drugs, inappropriate sex, high-risk sports, and/or work and over-achievement.
These are examples of behavioral allostasis – behaviors that transiently turn off stress, but
ultimately cause more distress in the long run. Children don’t regard these coping methods
as problems. Consciously or unconsciously, they use them as solutions to escape from
depression, anxiety, anger, fear and shame.

These coping mechanisms can cause health problems; smoking, obviously, can lead to lung
cancer. But chronic toxic stress—living in this red alert mode for months or years—can
also damage our bodies.

THE TOXIC STRESS OF CHILDHOOD ADVERSITY ALSO AFFECTS OUR

BODIES, WHICH RESULTS IN LONG-TERM HEALTH CONSEQUENCES.
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Image content thanks to J. Dorado (2014), UCSF Healthy Environments and Response to
Trauma in Schools

The system that controls our stress and trauma responses is called the HPA system, for
hypothalamus-pituitary-adrenal, and it normally works as efficiently as air traffic control at
a busy airport.

But living in a red alert state for months or years increases allostatic load, or wear and tear
on the body. In a red alert state, the body pumps out adrenaline and cortisol continuously.
Over time, the constant presence of adrenaline and cortisol keep blood pressure high,
which weakens the heart and circulatory system. They also keep glucose levels high to
provide enough energy for the heart and muscles to act quickly; this can lead to type 2
diabetes. Too much adrenaline and cortisol can also increase cholesterol.

Too much cortisol can lead to osteoporosis, arthritis, gastrointestinal disease, depression,
anorexia nervosa, Cushing’s syndrome, hyperthyroidism and the shrinkage of lymph nodes,
leading to the inability to ward off infections.

If the red alert system is always on, eventually the adrenal glands give out, and the body
can’t produce enough cortisol to keep up with the demand. This may cause the immune
system to attack parts of the body, which can lead to lupus, multiple sclerosis, rheumatoid
arthritis, and fibromyalgia.

http://communityresiliencecookbook.org/wp-content/uploads/2014/08/body-brain-HPA-Axis.png
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Cortisol is also extremely important in maintaining the body’s appropriate inflammation
response. In a normal response to a bee sting or infection, the body rushes antibodies,
white blood cells and other cell fighters to the site and the tissues swell while the battle
rages. But too much swelling damages tissue. Cortisol controls this fine balance. So without
the mediating effects of cortisol, the inflammatory response runs amok and can cause a
host of diseases.

If you’re chronically stressed and then experience an additional traumatic event, your body
will have trouble returning to a normal state. Over time, you will become more sensitive to
trauma or stress, developing a hair-trigger response to events that other people shrug off.

Biomedical researchers say that childhood trauma is biologically embedded in our bodies:
children with adverse childhood experiences and adults who have experienced childhood
trauma may have a smaller prefrontal cortex (the thinking part of the brain), a more active
HPA system and higher levels of indicators for inflammation than those who have not
suffered childhood trauma. This is the main reason why the lifespan of people with an ACE
score of six or higher is likely to be shortened by 20 years.

EPIGENETICS – WE ARE OUR EPIGENOME, NOT OUR GENOME.

Image Content thanks to the National Institute of Health

http://communityresiliencecookbook.org/wp-content/uploads/2014/08/Brain-and-body-epigenetics1.png
http://commonfund.nih.gov/epigenomics/figure.aspx
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Most people believe that the DNA we’re born with does not change and that it determines
all that we are during our lifetime. But the research from epigenetics—the study of how
social and other environments turn our genes on and off—shows that toxic stress can
actually alter our genes and cause long-term changes in all parts of our bodies and brains.
What’s more, these changes can be transferred from generation to generation.

Epigentics means “above the genome” and refers to changes in gene expression that are
not the result of changes in the DNA sequence (or mutations).  As an example, a process
called methylation—the addition and subtraction of tiny groups of chemicals—can turn
genes on and off. There are many types of epigenetic mechanisms, including environmental
chemicals, drugs/pharmaceuticals aging and as we know now – stress. Epigenetic research
into how childhood adversity changes genes is still in its early stages. However, one study
of adults who had committed suicide pointed to a possible mechanism. Researchers
compared the brains of adults with childhood trauma who had committed suicide with the
brains of adults without childhood trauma who had committed suicide. In the brains of
those who had experienced childhood trauma, the genes that regulated removing cortisol
were 40 percent less functional—meaning that those individuals were less able to regulate
stress. Another example has been documented wherein infants who were exposed to
prenatal maternal depressions, have changes in the methylation of the glucocorticoid
recepter genes. [Oberlander, et al, 2008. Epigenetics 3-97-106]

SUMMARY

This body of research—the epidemiology of ACEs, the effects of toxic stress on children’s
brains, the biomedical impact of toxic stress, and the epigenetics of toxic stress—marks a
pivotal point in our understanding of human development. Researchers are identifying
knowledge gaps—focusing especially on what can prevent and even reverse the damage
of childhood adversity—so they can lay the scientific foundation for a culture of health.

(For a more detailed explanation of the epidemiological, neurobiological, biological and
epigenetic effects of adverse childhood experiences, read Scared Sick: The Role of
Childhood Trauma in Adult Disease, by Robin Karr-Morse and Meredith S. Wiley.)

REFLECTION QUESTIONS:

What was the most compelling thing you learned from reading this section?

How could it apply to your work?

With whom do you want to share this new understanding?
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Developmental Milestones Worksheet

Develop trust that basic needs will be 
satisfied/natural curiosity. Preschool (Ages 3-5)

Developing sense of self worth and self confidence. 
Competency through playing organized games with 
peers central to this stage. Adolescence

Establishes strong sense of identity. Infant

Assume a sense of responsibility. Ages 6-12

Developing control over behavior. Adolescence

Need to develop a sense of self. Preschool (Ages 3-5)

Human interaction very important for healthy 
attachment and bonding. Adolescence

Develop effective problem solving skills. Infant

Organize information-learn sequence of timing of 
events. Toddler (Ages 18m-3)

Still dependent on adults to meet needs of love and 
security. Preschool (Ages 3-5)

Begin to develop awareness of needs of others and 
begin social attachments with peers. Ages 6-12

Development of abstract thinking. Toddler (Ages 18m-3)

Mental reasoning acquiring vast amounts on 
information. Adolescence

Simple activities stimulate growth. Ages 6-12

Imaginative play dominates/imaginary playmates. Preschool (Ages 3-5)

Achieve emotional independence from parents and 
other adults. Infant



40 Developmental Assets® for Early Childhood (ages 3 to 5)
Search Institute® has identified the following building blocks of healthy development—known as 

Developmental Assets®—that help young children grow up healthy, caring, and responsible.

1.  Family support—Parent(s) and/or primary caregiver(s) provide the child with high levels of consistent and predictable love, 
 physical care, and positive attention in ways that are responsive to the child’s individuality.
2. Positive family communication—Parent(s) and/or primary caregiver(s) express themselves positively and respectfully, engaging   
 young children in conversations that invite their input.
3.  Other adult relationships—With the family’s support, the child experiences consistent, caring relationships with adults outside the family.
4.  Caring neighbors—The child’s network of relationships includes neighbors who provide emotional support and a sense of belonging.
5.  Caring climate in child-care and educational settings—Caregivers and teachers create environments that are nurturing, accepting, 
 encouraging, and secure.
6.  Parent involvement in child care and education—Parent(s), caregivers, and teachers together create a consistent and supportive 
 approach to fostering the child’s successful growth. 

7.  Community cherishes and values young children—Children are welcomed and included throughout community life. 
8.  Children seen as resources—The community demonstrates that children are valuable resources by investing in a child-rearing system 
 of family support and high-quality activities and resources to meet children’s physical, social, and emotional needs.
9.  Service to others—The child has opportunities to perform simple but meaningful and caring actions for others.
10.  Safety—Parent(s), caregivers, teachers, neighbors, and the community take action to ensure children’s health and safety. 

11.  Family boundaries—The family provides consistent supervision for the child and maintains reasonable guidelines for behavior 
 that the child can understand and achieve.
12.  Boundaries in child-care and educational settings—Caregivers and educators use positive approaches to discipline and natural 
 consequences to encourage self-regulation and acceptable behaviors.
13.  Neighborhood boundaries—Neighbors encourage the child in positive, acceptable behavior, as well as intervene in negative behavior,   
 in a supportive, nonthreatening way.
14.  Adult role models—Parent(s), caregivers, and other adults model self-control, social skills, engagement in learning, and healthy lifestyles.
15.  Positive peer relationships—Parent(s) and caregivers seek to provide opportunities for the child to interact positively with other children.
16.  Positive expectations—Parent(s), caregivers, and teachers encourage and support the child in behaving appropriately, undertaking 
 challenging tasks, and performing activities to the best of her or his abilities.

17.  Play and creative activities—The child has daily opportunities to play in ways that allow self-expression, physical activity, and 
 interaction with others.
18.  Out-of-home and community programs—The child experiences well-designed programs led by competent, caring adults in well-
 maintained settings.
19.  Religious community—The child participates in age-appropriate religious activities and caring relationships that nurture her or his   
 spiritual development.
20.  Time at home—The child spends most of her or his time at home participating in family activities and playing constructively, 
 with parent(s) guiding TV and electronic game use.
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21.  Motivation to mastery—The child responds to new experiences with curiosity and energy, resulting in the pleasure of mastering new  
 learning and skills.
22.  Engagement in learning experiences—The child fully participates in a variety of activities that offer opportunities for learning.
23.  Home-program connection—The child experiences security, consistency, and connections between home and out-of-home care 
 programs and learning activities.
24.  Bonding to programs—The child forms meaningful connections with out-of-home care and educational programs. 
25.  Early literacy—The child enjoys a variety of pre-reading activities, including adults reading to her or him daily, looking at and 
 handling books, playing with a variety of media, and showing interest in pictures, letters, and numbers.

26.  Caring—The child begins to show empathy, understanding, and awareness of others’ feelings. 
27.  Equality and social justice—The child begins to show concern for people who are excluded from play and other activities or not treated  
 fairly because they are different.
28.  Integrity—The child begins to express her or his views appropriately and to stand up for a growing sense of what is fair and right.
29.  Honesty—The child begins to understand the difference between truth and lies, and is truthful to the extent of her or his understanding.
30.  Responsibility—The child begins to follow through on simple tasks to take care of her- or himself and to help others. 
31.  Self-regulation—The child increasingly can identify, regulate, and control her or his behaviors in healthy ways, using adult support   
 constructively in particularly stressful situations.

32.  Planning and decision making—The child begins to plan for the immediate future, choosing from among several options and trying to  
 solve problems.
33.  Interpersonal skills—The child cooperates, shares, plays harmoniously, and comforts others in distress.
34.  Cultural awareness and sensitivity—The child begins to learn about her or his own cultural identity and to show acceptance of people   
 who are racially, physically, culturally, or ethnically different from her or him. 
35.  Resistance skills—The child begins to sense danger accurately, to seek help from trusted adults, and to resist pressure from peers to   
 participate in unacceptable or risky behavior. 
36.  Peaceful conflict resolution—The child begins to compromise and resolve conflicts without using physical aggression or hurtful language.

37.  Personal power—The child can make choices that give a sense of having some influence over things that happen in her or his life.
38.  Self-esteem—The child likes her- or himself and has a growing sense of being valued by others.
39.  Sense of purpose—The child anticipates new opportunities, experiences, and milestones in growing up. 
40.  Positive view of personal future—The child finds the world interesting and enjoyable, and feels that he or she has a positive place in it.

Commitment
to Learning

Positive
Values

Social
Competencies

Positive
Identity
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40 Developmental Assets® for Children Grades K–3 (ages 5-9)
Search Institute® has identified the following building blocks of healthy development—known as 

Developmental Assets®—that help young people grow up healthy, caring, and responsible.
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1. Family Support—Family continues to be a consistent provider of love and support for the child’s unique physical and 
emotional needs.

2. Positive Family Communication—Parent(s) and child communicate openly, respectfully, and frequently, with child receiving 
praise for her or his efforts and accomplishments.

3. Other Adult Relationships—Child receives support from adults other than her or his parent(s), with the child sometimes 
experiencing relationships with a nonparent adult.

4. Caring Neighborhood—Parent(s) and child experience friendly neighbors who affirm and support the child’s growth and 
sense of belonging.

5. Caring School Climate—Child experiences warm, welcoming relationships with teachers, caregivers, and peers at school.
6. Parent Involvement in Schooling—Parent(s) talk about the importance of education and are actively involved in the child’s 

school success.

7. Community Values Children—Children are welcomed and included throughout community life.
8. Children as Resources—Child contributes to family decisions and has opportunities to participate in positive community 

events.
9. Service to Others—Child has opportunities to serve in the community with adult support and approval.
10. Safety—Parents and community adults ensure the child’s safety while keeping in mind her or his increasing independence.

11.  Family Boundaries—�e family maintains supervision of the child, has reasonable guidelines for behavior, and always knows 
where the child is.

12.  School Boundaries—Schools have clear, consistent rules and consequences and use a positive approach to discipline.
13.  Neighborhood Boundaries—Neighbors and friends’ parents help monitor the child’s behavior and provide feedback to the 

parent(s).
14.  Adult Role Models—Parent(s) and other adults model positive, responsible behavior and encourage the child to follow these 

examples.
15. Positive Peer In�uence—Parent(s) monitor the child’s friends and encourage spending time with those who set good examples.
16. High Expectations—Parent(s), teachers, and other influential adults encourage the child to do her or his best in all tasks and 

celebrate their successes.

17. Creative Activities—Child participates weekly in music, dance, or other form of artistic expression outside of school.
18. Child Programs—Child participates weekly in at least one sport, club, or organization within the school or community.
19. Religious Community—Child participates in age-appropriate religious activities and caring relationships that nurture her or 

his spiritual development.
20. Time at Home—Child spends time at home playing and doing positive activities with the family.

21. Achievement Motivation—Child is encouraged to remain curious and demonstrates an interest in doing well at school.
22. Learning Engagement—Child is enthused about learning and enjoys going to school.
23. Homework—With appropriate parental support, child completes assigned homework.
24. Bonding to School—Child is encouraged to have and feels a sense of belonging at school.
25. Reading for Pleasure—Child listens to and/or reads books outside of school daily.

26.  Caring—Parent(s) help child grow in empathy, understanding, and helping others.
27. Equality and Social Justice—Parent(s) encourage child to be concerned about rules and being fair to everyone.
28. Integrity—Parent(s) help child develop her or his own sense of right and wrong behavior.
29. Honesty—Parent(s) encourage child’s development in recognizing and telling the truth. 
30. Responsibility—Parent(s) encourage child to accept and take responsibility for her or his actions at school and at home.
31. Self-Regulation—Parents encourage child’s growth in regulating her or his own emotions and behaviors and in understand-

ing the importance of healthy habits and choices.

32.  Planning and Decision Making—Parent(s) help child think through and plan school and play activities.
33. Interpersonal Competence—Child seeks to build friendships and is learning about self-control.
34. Cultural Competence—Child continues to learn about her or his own cultural identity and is encouraged to interact 

positively with children of different racial, ethnic, and cultural backgrounds.
35. Resistance Skills—Child is learning to recognize risky or dangerous situations and is able to seek help from trusted adults.
36. Peaceful Con�ict Resolution—Child continues learning to resolve conflicts without hitting, throwing a tantrum, or using 

hurtful language.

37.  Personal Power—Child has a growing sense of having influence over some of the things that happen in her or his life.
38.  Self-Esteem—Child likes herself or himself and feels valued by others.
39.  Sense of Purpose—Child welcomes new experiences and imagines what he or she might do or be in the future.
40. Positive View of Personal Future—Child has a growing curiosity about the world and finding her or his place in it.

�is list may be reproduced for educational, noncommercial uses only. Copyright © 2009 by Search Institute, 800-888-7828; www.search-institute.org. All rights reserved. 
�e following are trademarks of Search Institute: Search Institute®, Developmental Assets®, and Healthy Communities · Healthy Youth®.



1. 		Family support—Family	life	provides	high	levels	of	love	and	support.
2.	 	Positive family communication—Parent(s)	and	child	communicate	positively.	Child	feels	comfortable	seeking	
	 	advice	and	counsel	from	parent(s).
3.   Other adult relationships—Child	receives	support	from	adults	other	than	her	or	his	parent(s).
4.   Caring neighborhood—Child	experiences	caring	neighbors.	
5.   Caring school climate—Relationships	with	teachers	and	peers	provide	a	caring,	encouraging	environment.
6.   Parent involvement in schooling—Parent(s)	are	actively	involved	in	helping	the	child	succeed	in	school.

7.   Community values youth—Child	feels	valued	and	appreciated	by	adults	in	the	community.
8.   Children as resources—Child	is	included	in	decisions	at	home	and	in	the	community.
9.   Service to others—Child	has	opportunities	to	help	others	in	the	community.
10.  Safety—Child	feels	safe	at	home,	at	school,	and	in	his	or	her	neighborhood.

11.  Family boundaries—Family	has	clear	and	consistent	rules	and	consequences	and	monitors	the	child’s	whereabouts.
12.  School Boundaries—School	provides	clear	rules	and	consequences.
13.  Neighborhood boundaries—Neighbors	take	responsibility	for	monitoring	the	child’s	behavior.
14.  Adult role models—Parent(s)	and	other	adults	in	the	child’s	family,	as	well	as	nonfamily	adults,	model	positive,	
	 	responsible	behavior.
15.  Positive peer influence—Child’s	closest	friends	model	positive,	responsible	behavior.
16.  High expectations—Parent(s)	and	teachers	expect	the	child	to	do	her	or	his	best	at	school	and	in	other	activities.

17.  Creative activities—Child	participates	in	music,	art,	drama,	or	creative	writing	two	or	more	times	per	week.
18.  Child programs—Child	participates	two	or	more	times	per	week	in	cocurricular	school	activities	or	structured	
	 	community	programs	for	children..
19.  Religious community—Child	attends	religious	programs	or	services	one	or	more	times	per	week.
20.  Time at home—Child	spends	some	time	most	days	both	in	high-quality	interaction	with	parents	and	
	 	doing	things	at	home	other	than	watching	TV	or	playing	video	games.
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40 Developmental Assets® for Middle Childhood
Search	Institute®	has	identified	the	following	building	blocks	of	healthy	development—known	as	

Developmental Assets®—that	help	young	people	grow	up	healthy,	caring,	and	responsible.
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21.  Achievement Motivation—Child	is	motivated	and	strives	to	do	well	in	school.
22.  Learning Engagement—Child	is	responsive,	attentive,	and	actively	engaged	in	learning	at	school	and	enjoys	
	 	participating	in	learning	activities	outside	of	school.
23.  Homework—Child	usually	hands	in	homework	on	time.
24.  Bonding to school—Child	cares	about	teachers	and	other	adults	at	school.
25.  Reading for Pleasure—Child	enjoys	and	engages	in	reading	for	fun	most	days	of	the	week.

26.  Caring—Parent(s)	tell	the	child	it	is	important	to	help	other	people.	
27.  Equality and social justice—Parent(s)	tell	the	child	it	is	important	to	speak	up	for	equal	rights	for	all	people.
28.  Integrity—Parent(s)	tell	the	child	it	is	important	to	stand	up	for	one’s	beliefs.
29.  Honesty—Parent(s)	tell	the	child	it	is	important	to	tell	the	truth.
30.  Responsibility—Parent(s)	tell	the	child	it	is	important	to	accept	personal	responsibility	for	behavior.
31.  Healthy Lifestyle—Parent(s)	tell	the	child	it	is	important	to	have	good	health	habits	and	an	understanding	of	
	 	healthy	sexuality.

32.  Planning and decision making—Child	thinks	about	decisions	and	is	usually	happy	with	results	of	her	or	his	decisions.
33.  Interpersonal Competence—Child	cares	about	and	is	affected	by	other	people’s	feelings,	enjoys	making	friends,	and,		
	 	when	frustrated	or	angry,	tries	to	calm	her-	or	himself.
34.  Cultural  Competence—Child	knows	and	is	comfortable	with	people	of	different	racial,	ethnic,	and	cultural	
	 	backgrounds	and	with	her	or	his	own	cultural	identity.
35.  Resistance skills—Child	can	stay	away	from	people	who	are	likely	to	get	her	or	him	in	trouble	and	is	able	to	
	 	say	no	to	doing	wrong	or	dangerous	things.
36.  Peaceful conflict resolution—Child	seeks	to	resolve	conflict	nonviolently.

37.  Personal power—Child	feels	he	or	she	has	some	influence	over	things	that	happen	in	her	or	his	life.
38.  Self-esteem—Child	likes	and	is	proud	to	be	the	person	that	he	or	she	is.
39.  Sense of purpose—Child	sometimes	thinks	about	what	life	means	and	whether	there	is	a	purpose	for	her	or	his	life.
40.  Positive view of personal future—Child	is	optimistic	about	her	or	his	personal	future.
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1. 		Family support—Family	life	provides	high	levels	of	love	and	support.
2.	 	Positive family communication—Young	person	and	her	or	his	parent(s)	communicate	positively,	and	young	
	 	person	is	willing	to	seek	advice	and	counsel	from	parents.	
3.   Other adult relationships—Young	person	receives	support	from	three	or	more	nonparent	adults.
4.   Caring neighborhood—Young	person	experiences	caring	neighbors.	
5.   Caring school climate—School	provides	a	caring,	encouraging	environment.
6.   Parent involvement in schooling—Parent(s)	are	actively	involved	in	helping	young	person	succeed	in	school.

7.   Community values youth—Young	person	perceives	that	adults	in	the	community	value	youth.
8.   Youth as resources—Young	people	are	given	useful	roles	in	the	community.
9.   Service to others—Young	person	serves	in	the	community	one	hour	or	more	per	week.
10.  Safety—Young	person	feels	safe	at	home,	school,	and	in	the	neighborhood.

11.  Family boundaries—Family	has	clear	rules	and	consequences	and	monitors	the	young	person’s	whereabouts.
12.  School Boundaries—School	provides	clear	rules	and	consequences.
13.  Neighborhood boundaries—Neighbors	take	responsibility	for	monitoring	young	people’s	behavior.
14.  Adult role models—Parent(s)	and	other	adults	model	positive,	responsible	behavior.
15.  Positive peer influence—Young	person’s	best	friends	model	responsible	behavior.
16.  High expectations—Both	parent(s)	and	teachers	encourage	the	young	person	to	do	well.

17.  Creative activities—Young	person	spends	three	or	more	hours	per	week	in	lessons	or	practice	in	music,	
	 	theater,	or	other	arts.
18.  Youth programs—Young	person	spends	three	or	more	hours	per	week	in	sports,	clubs,	or	organizations	
	 	at	school	and/or	in	the	community.
19.   Religious community—Young	person	spends	one	or	more	hours	per	week	in	activities	in	a	religious	institution.
20.   Time at home—Young	person	is	out	with	friends	“with	nothing	special	to	do”	two	or	fewer	nights	per	week.
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40 Developmental Assets® for Adolescents (ages 12-18)
Search	Institute®	has	identified	the	following	building	blocks	of	healthy	development—known	as	

Developmental Assets®—that	help	young	people	grow	up	healthy,	caring,	and	responsible.
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21.  Achievement Motivation—Young	person	is	motivated	to	do	well	in	school.
22.  School Engagement—Young	person	is	actively	engaged	in	learning.
23.  Homework—Young	person	reports	doing	at	least	one	hour	of	homework	every	school	day.
24.  Bonding to school—Young	person	cares	about	her	or	his	school.
25.  Reading for Pleasure—Young	person	reads	for	pleasure	three	or	more	hours	per	week.

26.  Caring—Young	person	places	high	value	on	helping	other	people.	
27.  Equality and social justice—Young	person	places	high	value	on	promoting	equality	and	reducing	hunger	and	poverty.
28.  Integrity—Young	person	acts	on	convictions	and	stands	up	for	her	or	his	beliefs.
29.  Honesty—Young	person	“tells	the	truth	even	when	it	is	not	easy.”
30.  Responsibility—Young	person	accepts	and	takes	personal	responsibility.
31.  Restraint—Young	person	believes	it	is	important	not	to	be	sexually	active	or	to	use	alcohol	or	other	drugs.

32.  Planning and decision making—Young	person	knows	how	to	plan	ahead	and	make	choices.
33.  Interpersonal Competence—Young	person	has	empathy,	sensitivity,	and	friendship	skills.
34.  Cultural  Competence—Young	person	has	knowledge	of	and	comfort	with	people	of	different	
	 	cultural/racial/ethnic	backgrounds.
35.  Resistance skills—Young	person	can	resist	negative	peer	pressure	and	dangerous	situations.
36.  Peaceful conflict resolution—Young	person	seeks	to	resolve	conflict	nonviolently.

37.  Personal power—Young	person	feels	he	or	she	has	control	over	“things	that	happen	to	me.”
38.  Self-esteem—Young	person	reports	having	a	high	self-esteem.
39.  Sense of purpose—Young	person	reports	that	“my	life	has	a	purpose.”
40.  Positive view of personal future—Young	person	is	optimistic	about	her	or	his	personal	future.
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1. 	Apoyo familiar—Padres	y/o	proveedores	primordiales	de	cuidado	de	niños(as)	proporcionan	al	niño(a)	con	
	 niveles	altos	de	amor	consistente	y	predecible,	cuidado	físico	y	atención	positiva	en	maneras	que	
	 responden	a	la	individualidad	del	niño(a).
2.	 La comunicación familiar positiva—Los	padres	y/o	proveedores	primordiales	de	cuidado	de	niños(as)	se	
	 expresan	de	una	manera	positiva	y	respetuosa,	atrayendo	a	niños(as)	pequeños	a	tomar	parte	en	
	 conversaciones	que	invitan	su	punto	de	vista.	
3.  Otras relaciones con adultos—Con	el	apoyo	de	la	familia,	el	niño(a)	experimenta	relaciones	cariñosas	y	
	 consistentes	con	otros	adultos	fuera	de	la	familia.		
4.  Vecinos que se preocupan—La	red	de	relaciones	del	niño(a)	incluye	a	vecinos	quienes	proporcionan	apoyo	
	 emocional	y	un	sentido	de	pertenecer.	
5.  Un ambiente afectuoso en lugares educativos o que proporcionan cuidado de niños(as)—Los	proveedores	de	
	 cuidado	de	niños(as)	y	los	maestros	crean	un	ambiente	afectuoso,	de	aceptación,	estimulación	y	seguro.	
6.  La participación de los padres en la educación y en el cuidado del niño(a) —Los	padres,	los	proveedores	de	
	 cuidado	de	niños(as)	y	los	maestros	juntos	crean	un	método	consistente	y	de	apoyo	que	fomenta	el	
	 crecimiento	exitoso	del	niño(a).	

7.  La comunidad estima y valora a los niños(as)—Los	niños(as)	son	bienvenidos	y	se	les	incluye	completamente	
	 en	la	vida	comunitaria.
8.  Los niños(as) como un recurso—La	comunidad	demuestra	que	los	niños(as)	son	recursos	valiosos	por	medio	
	 de	inversiones	en	un	sistema	de	crianza	de	niños(as)	de	apoyo	familiar	y	actividades	de	alta	calidad	y	
	 recursos	que	satisfacen	las	necesidades	físicas,	sociales	y	emocionales	de	los	niños(as).		
9.   Servicio a los demás—El	niño(a)	tiene	la	oportunidad	de	realizar	acciones	sencillas	pero	significativas	y	de	
	 interés	por	los	demás.	
10. Seguridad—Los	padres	de	los	niños(as),	los	proveedores	de	cuidado	de	niños(as),	los	maestros,	los	vecinos	
	 y	la	comunidad	toman	acción	para	asegurar	la	salud	y	la	seguridad	de	los	niños(as).		

11. Límites familiares—La	familia	proporciona	supervisión	consistente	para	el	niño(a)	y	mantiene	guías	
	 razonables	por	un	comportamiento	que	el	niño(a)	puede	comprender	y	lograr.	
12. Límites en lugares educativos y que proporcionan cuidado de niños(as)—Proveedores	de	cuidado	de	niños(as)	
	 y	los	educadores	usan	métodos	positivos	de	disciplina	y	consecuencias	naturales	para	animar	la	
	 autorregulación	y	comportamientos	aceptables.
13. Límites vecinales—Los	vecinos	animan	al	niño(a)	en	comportamientos	positivos	y	aceptables	como	
	 también	intervienen	en	el	comportamiento	negativo,	de	una	manera	de	apoyo	y	no	amenazadora.
14. Los adultos como ejemplo—Los	padres,	los	proveedores	de	cuidado	de	niños(as)		y	otros	adultos	modelan	
	 el	auto	control,	habilidades	sociales,	el	compromiso	hacia	el	aprendizaje,	y	estilos	de	vida	saludables.		
15. Relaciones positivas con compañeros—Los	padres	y	los	proveedores	de	cuidado	de	niños(as)	buscan	
	 proporcionar	oportunidades	para	que	el	niño(a)	interactúe	positivamente	con	otros	niños(as).
16. Expectativas positivas—Los	padres,	los	proveedores	de	cuidado	de	niños(as)	y	los	maestros	animan	y	
	 apoyan	al	niño(a)	en	comportarse	apropiadamente,	a	que	tome	trabajos	que	le	ofrezcan	retos,	y	en	realizar	
	 actividades	a	lo	mejor	de	sus	habilidades.		

17. Juegos y actividades creativas—El	niño(a)	tiene	oportunidades	diariamente	para	jugar	en	maneras	que	le	
	 permiten	la	expresión	propia,	actividad	física,	e	interacción	con	otros.	
18. Programas fuera del hogar y comunitarios—El		niño(a)	experimenta	programas	en	lugares	bien	mantenidos	
	 y	que	son	bien	diseñados	y	guiados	por	adultos	competentes	y	cariñosos.
19. La comunidad religiosa—El	niño(a)	participa	en	actividades	religiosas	apropiadas	a	su	edad	y	en	relaciones	
	 afectuosas	que	cultivan	su	desarrollo	espiritual.	
20. Tiempo en casa—El	niño(a)	pasa	la	mayor	parte	de	su	tiempo	en	casa	participando	en	actividades	
	 familiares	y	jugando	constructivamente,	con	los	padres	guiando	el	uso	de	la	televisión	y	los	juegos	
	 electrónicos.
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40 Elementos Fundamentales del Desarrollo 
para niños pre-escolares (edades de 3 a 5)

El	Instituto	Search	ha	identificado	las	siguientes	bases	esenciales	para	el	desarrollo	que	ayudan	a	los	niños	
pre-escolares	de	edades	3	a	5	años	a	crecer	sanos,	interesados	en	el	bienestar	común	y	a	ser	responsables.
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21. Motivación por la superación—El	niño(a)	responde	a	experiencias	nuevas	con	curiosidad	y	energía,	
	 resultando	en	el	placer	de	lograr	nuevo	aprendizaje	y	habilidades.	
22. Compromisos a experiencias del aprendizaje—El	niño(a)	participa	completamente	en	una	variedad	de	
	 actividades	que	ofrecen	oportunidades	de	aprendizaje.	
23. Conexión entre el hogar y programas—El	niño(a)	experimenta	seguridad,	consistencia	y	conexiones	entre	
	 el	hogar	y	programas	fuera	del	hogar	y	actividades	de	aprendizaje.
24. Acercamiento a los programas—El	niño(a)	forma	conexiones	significativas	con	el	cuidado	fuera	del	hogar	y	
	 programas	educativos.	
25. Lectura temprana —El	niño(a)	disfruta	una	variedad	de	actividades	de	pre-lectura,	incluyendo	adultos	
	 quienes	le	leen	diariamente,	ver	y	manipular	los	libros,	jugar	con	una	variedad	de	medios,	y	demuestra	
	 interés	en	dibujos,	letras	y	números.	

26. Preocuparse por los demás—El	niño(a)	empieza	a	demonstar	empatía,	comprensión,	y	está	al	tanto	de	los			
	 sentimientos	de	los	demás.	
27. Igualdad y la justicia social—El	niño(a)	empieza	a	demostrar	preocupación	por	las	personas	a	quienes	se	
	 les	excluye	de	juegos	y	otras	actividades	o	a	quienes	no	se	les	trata	justamente	porque	son	diferentes.		
28. Integridad—El	niño(a)	empieza	a	expresar	su	punto	de	vista	apropiadamente	y	a	luchar	por	lo	que	él	o	ella	
	 siente	que	es	lo	justo	y	correcto.		
29. Honestidad—El	niño(a)	empieza	a	comprender	la	diferencia	entre	la	verdad	y	la	mentira,	dice	la	verdad	según		
	 su	alcance	de	comprensión.
30. Responsabilidad—El	niño	empieza	a	cumplir	con	trabajos	simples	para	cuidarse	a	sí	mismo(a)	o	para	
	 cuidar	a	otros.	
31. Autorregulación—El	niño	incrementadamente	puede	identificar,	regular	y	controlar	su	comportamiento	en	
	 maneras	saludables,	usando	el	apoyo	de	adultos	constructivamente	particularmente	en	situaciones	
	 estresantes.
		

32.  Planificación y toma de decisiones—El	niño(a)	empieza	a	planear	para	su	futuro	inmediato,	escogiendo	de	
	 	varias	opciones	y	tratando	de	resolver	problemas.		
33.  Habilidades interpersonales—El	niño(a)	coopera,	comparte,	juega	con	armonía	y	conforta	a	los	que	
	 	están	angustiados.		
34.  Conocimiento y sensibilidad cultural—El	niño	empieza	a	aprender	sobre	su	propia	identidad	cultural	y	
	 	demuestra	aceptación	hacia	personas	que	son	física,	racial,	étnica	y	culturalmente	diferentes	a	él	o	ella.					
35.  Habilidad de resistencia—El	niño(a)	empieza	a	sentir	peligro	con	exactitud,	a	buscar	ayuda	en	adultos	de	
	 	confianza,	y	a	resistir	presión	de	sus	compañeros	a	participar	en	comportamientos	inaceptables	o	de	riesgo.	
36.  Solución pacífica de conflictos—El	niño(a)	empieza	a	comprometerse	y	a	resolver	conflictos	sin	utilizar	
	 	agresión	física	o	vocabulario	que	hiere.		

37.  Poder personal —El niño(a) puede hacer decisiones que dan un sentido de tener algo de influencia sobre 
  las cosas que pasan en su vida.  
38.  Autoestima—El	niño(a)	se	quiere	a	sí	mismo	y	tiene	una	percepción	creciente	de	ser	valorado	por	otros.			
39.  Sentido de propósito—El	niño(a)	anticipa	nuevas	oportunidades,	experiencias	y	logros	en	su	crecimiento.	
40.  Visión positiva del futuro personal—El	niño(a)	encuentra	el	mundo	interesante	y	divertido	y	siente	que	él	
	 	o	ella	tiene	un	lugar	positivo	en	él.	
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40 Elementos Fundamentales del Desarrollo® 
para niños del Kindergarten al 3er grado (de 5-9 años) 
El Instituto Search® ha identificado los siguientes bases esenciales para un desarrollo sano que ayudan 
a la gente joven a crecer sanos, interesados en el bienestar común y a ser responsables.  
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Compromiso 
Hacia el 
Aprendizaje 

Valores Positivos

 

Capacidad Social

Identidad 
Positiva

1.  Apoyo Familiar—La familia continua siendo una proveedora consistente de amor y apoyo para las necesidades físicas y emocionales 
del niño(a). 

2.  Comunicación familiar positiva—Los padres se comunican abierta, respetuosa y  frecuentemente con su niño(a), quien recibe elogios 
por sus esfuerzos y sus logros. 

3.  Relaciones positivas con otros adultos—El niño(a) recibe apoyo de otros adultos además de sus padres, y a veces el niño(a) tiene 
experiencias de relaciones positivas con otros adultos. 

4.  Una comunidad comprometida—Los padres y el niño(a) tienen como experiencia vecinos que afirman y apoyan el crecimiento del 
niño(a) y su sentido de pertenecer.  

5.  Un plantel educativo que se interesa por el niño(a) —El niño(a) tiene experiencias de relaciones calurosas y de bien recibidas con los 
maestros, proveedores de cuidado de niños y de compañeros en la escuela.  

6.  La participación de los padres en las actividades escolares—Los padres hablan sobre la importancia de la educación y participan 
activamente en el éxito escolar del niño(a). 

7.  La comunidad valora a los niños—Los niños son bienvenidos y se les incluye a través de la vida comunitaria. 
8.  Los niños como recursos—El niño(a) contribuye en las decisiones familiares y tiene oportunidades de participar en eventos comuni-

tarios positivos.  
9.  Servicio a los demás—El niño(a)  tiene oportunidades de servir en la comunidad con el apoyo y la aprobación de adultos. 
10.  Seguridad—Los padres y los adultos en la comunidad aseguran la seguridad del niño(a) mientras mantienen en mente la indepen-

dencia que aumenta en él o ella. 

11.  Limites familiares—La familia mantiene supervisión del niño(a), tiene reglas razonables para el comportamiento y siempre sabe el 
paradero del niño(a).

12.  Limites escolares—Las escuelas tienen reglas y consecuencias claras y consistentes, y usan un método de disciplina positivo. 
13.  Límites vecinales—Vecinos y amigos de los padres ayudan a vigilar el comportamiento del niño y proporcionan comentarios al 

respecto a los padres. 
14.  Comportamiento de adultos como ejemplo — Los padres y otros adultos modelan un comportamiento positivo y responsable y animan 

al niño(a) a seguir el ejemplo.
15.  Compañeros como in�uencia positiva—Los padres prestan atención a los amigos de su hijo(a) y le animan a pasar tiempo con quien 

dan un buen ejemplo.
16.  Altas expectativas—Los padres, los maestros y otros adultos de influencia animan al niño(a) a hacer lo mejor en todos los trabajos y 

celebran su éxito. 

17.  Actividades creativas—El niño(a) participa en actividades de música, baile u otra forma de expresión artística fuera de la escuela.  
18.  Programas para niños—El niño(a) participa semanalmente en por lo menos un deporte, un club o una organización dentro de la 

escuela o la comunidad. 
19.  Comunidad religiosa—El niño(a) participa en actividades religiosas de edad apropiada y en relaciones de interés por los demás que 

cultivan el desarrollo espiritual de él o ella. 
20.  Tiempo en casa—El niño(a) pasa tiempo en casa jugando y participando en actividades positivas con la familia.

21.  Motivación por sus logros—El niño(a) es motivado a mantenerse curioso y demuestra un interés por sobresalir en la escuela.
22.  Compromiso hacia el aprendizaje—El niño(a) se entusiasma por aprender y disfruta ir a la escuela.   
23.  Tarea—Con el apoyo apropiado de los padres, el niño(a) cumple con su tarea asignada. 
24.  Conexión con la escuela—Al niño(a) se le anima a tener un sentido de pertenencia a la escuela.      
25.  Leer por placer—El niño(a) escucha y/o lee libros por placer a diario fuera de la escuela. 

26.  Interés por los demás—Los padres ayudan al niño(a) a crecer teniendo empatía y comprensión y ayudando a los demás 
27.  Igualdad y justicia social—Los padres animan al niño(a) a preocuparse sobre las reglas y a que sea justo con todos. 
28.  Integridad—Los padres ayudan al niño(a) a desarrollar su propio sentido del comportamiento correcto e incorrecto. 
29.  Honestidad—Los padres animan el desarrollo del niño(a) en reconocer y decir la verdad. 
30.  Responsabilidad—Los padres animan al niño a tomar y aceptar responsabilidad por sus acciones en la escuela y en el hogar. 
31.  Autorregulación—Los padres animan el crecimiento del niño(a) a controlar sus propias emociones y su comportamiento y en 

comprender la importancia de los hábitos y decisiones sanas. 

32.  Plani�cación y toma de decisiones —Los padres ayudan al niño a pensar bien y planear las actividades escolares y de juego.
33.  Capacidad interpersonal—El niño(a) busca crear amistades y está aprendiendo sobre el control de sí mismo. 
34.  Capacidad cultural—El niño(a) continua aprendiendo sobre su propia identidad cultural y se le anima a interactuar positivamente 

con niños de diferente marco racial, étnico y cultural.
35.  Habilidad de resistencia—El niño(a) está aprendiendo a reconocer situaciones de riesgo o peligrosas y es capaz de buscar ayuda de 

adultos en quien se puede confiar.
36.  Solución pací�ca de con�ictos—El niño(a) continua aprendiendo a resolver conflictos sin golpear, hacer berrinche o usar un lenguaje 

ofensivo.

37.  Poder personal—Aumenta en el niño un sentido de tener influencia sobre algunas de las cosas que pasan en su vida. 
38.  Autoestima—El niño(a) se quiere a sí mismo y se siente valorado por los demás. 
39.  Sentido de propósito—El niño(a) acepta nuevas experiencias y se imagina lo que él o ella podría ser en el futuro. 
40.  Visión positiva del futuro personal—Aumenta en el niño(a) una curiosidad sobre el mundo y de encontrar su propio lugar en él. 
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1. 	Apoyo familiar—La	vida	familiar	brinda	altos	niveles	de	amor	y	apoyo.
2.	 La comunicación familiar positiva—El	padre	y	el	niño(a)	se	comunican	en	una	manera	positiva.		El	niño(a)		
	 se	siente	cómodo(a)	en	buscar	consejo	y		consuelo	en	sus	padres.		
3.  Otras relaciones con adultos—El	niño(a)	recibe	el	apoyo	de	otros	adultos	además	de	sus	padres.				
4.  Una comunidad comprometida—El	niño(a)	percibe	el	interés	de	sus	vecinos	por	su	bienestar.		
5.  Un plantel educativo que se interesa por los niños(as)—Las	relaciones	positivas	con	los	maestros	y	los		 	
	 compañeros	proporcionan	un	ambiente	escolar	que	se	interesa	por	los	niños(as)	y	los	ánima.
6.  La participación de los padres en la escuela) —Los	padres	participan	activamente	ayudando	a	los	niños(as)	
	 a	tener	éxito	en	la	escuela.		

7.  La comunidad valora a los niños—El	niño(a)	se	siente	valorado(a)	y	apreciado(a)	por	los	adultos	en	la	
	 comunidad.
8.  Los niños(as) como un recurso—El	niño(a)	es	incluido(a)	en	las	decisiones	en	el	hogar	y	en	la	comunidad.		
9.   Servicio a los demás—El	niño(a)	tiene	la	oportunidad	de	ayudar	a	otros	en	la	comunidad.
10. Seguridad—El	niño(a)	se	siente	seguro(a)	en	casa,	en	la	escuela	y	en	el	vecindario.			

11. Límites familiares—La	familia	tiene	reglas	y	consecuencias	claras	y	consistentes	y	vigila	el	paradero	
	 del	niño(a).		
12. Límites escolares—La	escuela	proporciona	reglas	y	consecuencias	claras.
13. Límites vecinales—Los	vecinos	asumen	la	responsabilidad	de	vigilar	el	comportamiento	del	niño(a).
14. Los adultos como ejemplo—Los	padres	y	otros	adultos	en	la	familia	del	niño(a),	tal	como	otros	adultos	
	 fuera	de	la	familia	dan	un	ejemplo	de	comportamiento	positivo	y	responsable.	
15. Influencia positiva de los compañeros—Los	amigos	más	cercanos	del	niño(a)	dan	un	ejemplo	de	
	 comportamiento	positivo	y	responsable.		
16. Altas expectativas—Los	padres	y	los	maestros	esperan	que	el	niño(a)	haga	su	mejor	esfuerzo	en	la	escuela	
	 y	en	otras	actividades.			

17. Actividades creativas—El	niño(a)	participa	en	música,	arte,	drama	o	escritura	creativa	dos	o	más	veces	
	 a	la	semana.	
18. Programas para niños(as)—El	niño(a)	participa	dos	o	más	veces	a	la	semana	en	actividades	escolares	
	 extracurriculares	o	en	programas	estructurados	para	niños(as)	en	la	comunidad.
19. Comunidad religiosa—El	niño(a)	asiste	a	programas	o	servicios	religiosos	una	o	más	veces	a	la	semana.	
20. Tiempo en casa—La	mayoría	de	los	días	el	niño(a)	pasa	algún	tiempo	en	ambas	interacciones	de	alta	
	 calidad	con	sus	padres	y	en	hacer	cosas	en	casa	además	de	ver	la	televisión	o	juegos	de	video.
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40 Elementos Fundamentales del Desarrollo 
para la pre-adolescencia  (edades de 8 a 12)

El	Instituto	Search	ha	identificado	las	siguientes	bases	esenciales	para	el	desarrollo	que	ayudan	
a	niños(as)	de	edades	8	a	12	años	a	crecer	sanos,	interesados	en	el	bienestar	común	y	a	ser	responsables.
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21. Motivación por sus logros—El	niño(a)	está	motivado(a)	y	se	esfuerza	para	sobresalir	en	la	escuela.
22. Compromiso hacia el aprendizaje—El	niño(a)	responde	al	aprendizaje,	es	atento	y	está	activamente		 	
	 comprometido(a)	a	aprender	en	la	escuela	y	disfruta	participar	en	actividades	de	aprendizaje	fuera	de	
	 la	escuela.
23. Tarea—Regularmente	el	niño(a)	entrega	su	tarea	a	tiempo.	
24. Acercamiento con adultos en la escuela—El	niño(a)	se	preocupa	por	los	maestros	y	otros	adultos	en	la	escuela.		
25. Leer por placer —El	niño(a)	disfruta	de	la	lectura	y	lee	para	divertirse	la	mayoría	de	los	días	durante	la		 	
	 semana.	

26. Preocuparse por los demás—Los	padres	le	dicen	al	niño(a)	que	es	importante	ayudar	a	otras	personas.		
27. Igualdad y la justicia social—Los	padres	le	dicen	al	niño(a)	que	es	importante	defender	la	igualdad	de	
	 derechos	para	todas	las	personas.	
28. Integridad—Los	padres	le	dicen	al	niño(a)	que	es	importante	defender	las	creencias	propias.		
29. Honestidad—Los	padres	le	dicen	al	niño(a)	que	es	importante	decir	la	verdad.
30. Responsabilidad—Los	padres	le	dicen	al	niño(a)	que	es	importante	aceptar	responsabilidad	por	su	propio		
	 comportamiento.	
31. Estilo de vida saludable—Los	padres	le	dicen	al	niño(a)	que	es	importante	tener	buenos	hábitos	de	salud	
	 y	un	entendimiento	saludable	de	la	sexualidad.				

32.  Planificación y toma de decisiones—El	niño(a)	piensa	acerca	de	las	decisiones	y	regularmente	está	
	 	contento(a)	con	los	resultados	de	sus	decisiones.				
33.  Capacidad interpersonal—El	niño(a)	se	preocupa	por	los	demás	y	le	afectan	los	sentimientos	de	otras	
	 	personas,	disfruta	de	hacer	amigos	y	cuando	está	frustrado(a)	o	enojado(a),	trata	de	calmarse	a	sí		 	
	 	mismo(a).
34.  Capacidad cultural—El	niño(a)	conoce	y	se	siente	cómodo(a)	con	gente	de	diferente	marco	cultural,	
	 	racial,	étnico	y	con	su	propia	identidad	cultural.				
35.  Habilidad de resistencia—El	niño(a)	niño(a)	puede	mantenerse	alejado(a)	de	personas	que	pudieran		 	
	 	meterlo(a)	en	problemas	y	es	capaz	de	negarse	a	hacer	cosas	incorrectas	y	peligrosas.	
36.  Solución pacífica de conflictos—El	niño(a)	trata	de	resolver	conflictos	sin	violencia.		

37.  Poder personal —El niño(a) siente que tiene algo de influencia sobre las cosas que suceden en su vida.   
38.  Autoestima—Al	niño(a)	le	gusta	ser	y	se	siente	orgulloso	de	la	persona	que	es.
39.  Sentido de propósito—El	niño(a)	piensa	algunas	veces	sobre	el	significado	de	la	vida	y	si	hay	un	propósito		
	 	para	su	vida.			
40. Visión positiva del futuro—El	niño(a)	es	optimista	sobre	su	futuro	personal.	
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1.   Apoyo familiar—La vida familiar brinda altos niveles de amor y apoyo.
2.  Comunicación familiar positiva—El (La) joven y sus padres se comunican positivamente. Los jóvenes 
  están dispuestos a buscar consejo y consuelo en sus padres.
3.   Otras relaciones con adultos—Además de sus padres, los jóvenes reciben apoyo de tres o más personas 
  adultas que no son sus padres.
4.   Una comunidad comprometida—El (La) joven experimenta el interés de sus vecinos por su bienestar. 
5.   Un plantel educativo que se interesa por el (la) joven—La escuela proporciona un ambiente que anima y 
  se preocupa por la juventud.
6.   La participación de los padres en las actividades escolares—Los padres participan activamente ayudando 
  a los jóvenes a tener éxito en la escuela.
7.   La comunidad valora a la juventud—El (La) joven percibe que los adultos en la comunidad valoran a la juventud.
8.   La juventud como un recurso—Los jóvenes toman un papel útil en la comunidad.
9.   Servicio a los demás—La gente joven participa brindando servicios a su comunidad una hora o más a la semana.
10.  Seguridad—Los jóvenes se sienten seguros en casa, en la escuela, y en el vecindario.

11.  Límites familiares—La familia tiene reglas y consecuencias bien claras, además vigila las actividades de los jóvenes.
12.  Límites escolares—En la escuela proporcionan reglas y consecuencias bien claras.
13.  Límites vecinales—Los vecinos asumen la responsabilidad de vigilar el comportamiento de los jóvenes.
14.  El comportamiento de los adultos como ejemplo—Los padres y otros adultos tienen un comportamiento positivo y 
  responsable.

Los mejores amigos del (la) joven son un buen ejemplo de comportamiento  
  responsable.

16.  Altas expectativas—Ambos padres y maestros motivan a los jóvenes para que tengan éxito.
17.  Actividades creativas—Los jóvenes pasan tres horas o más a la semana en lecciones de música, teatro u otras artes.
18.  Programas juveniles— Los jóvenes pasan tres horas o más a la semana practicando algún deporte, o en 
  organizaciones en la escuela o de la comunidad. 
19.  Comunidad religiosa—Los jóvenes pasan una hora o más a la semana en actividades organizadas por alguna 
  institución religiosa.
20.   Tiempo en la casa—Los jóvenes conviven con sus amigos “sin nada especial que hacer” dos noches o menos por semana.
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40 Elementos Fundamentales del Desarrollo
El Instituto Search ha identificado las siguientes bases esenciales para un desarrollo sano para ayudar 

a los jóvenes a crecer sanos, interesados en el bienestar común y a ser responsables.

Esta tabla se puede reproducir solamente para uso educativo, no comercial. En la página de Internet www.search-institute.org puede encontrar ésta y más 
información

 
sobre los elementos fundamentalespara niños de 0 a 11 años. Derechos reservados © 1998, 2006 por el Instituto Search, 800-888-7828. 
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21.  Motivación por sus logros—El (La) joven es motivado(a) para que salga bien en la escuela.
22.  Compromiso hacia la escuela—El (La) joven participa activamente en el aprendizaje.
23.  Tarea—El (La) joven afirma hacer tarea escolar por lo menos durante una hora cada día de clases.
24.  Preocuparse por la escuela—Al (A la) joven le importa su escuela. 
25.  Leer por placer—El (La) joven lee por placer tres horas o más por semana.

26.  Preocuparse por los demás—El (La) joven valora ayudar a los demás. 
27.  Igualdad y justicia social—Para el (la) joven tiene mucho valor el promover la igualdad y el reducir el hambre y la 
  pobreza.
28.  Integridad—El (La) joven actúa con convicción y defiende sus creencias.
29.  Honestidad—El (La) joven “dice la verdad aún cuando esto no sea fácil.”
30.  Responsabilidad—El (La) joven acepta y toma responsabilidad por su persona.
31.  Abstinencia—El (La) joven cree que es importante no estar activo(a) sexualmente, ni usar alcohol u otras drogas.

32.  Planeación y toma de decisiones—El (La) joven sabe cómo planear y hacer elecciones.
33.  Capacidad interpersonal—El (La) joven tiene empatía, es sensible y hábil para hacer amistades.
34.  Capacidad cultural—El (La) joven tiene conocimiento de y sabe convivir con gente de diferente marco 
  cultural, racial o étnico.
35.  Habilidad de resistencia—El (La) joven puede resistir la presión negativa de los compañeros así como 
  las situaciones peligrosas.

YEl (La) joven busca resolver los conflictos sin violencia.

37.  Poder personal—El (La) joven siente que él o ella tiene el control de “las cosas que le suceden.”
38.  Autoestima—El (La) joven afirma tener una alta autoestima.
39.  Sentido de propósito—El (La) joven afirma que “mi vida tiene un propósito.”
40.  Visión positiva del futuro personal—El (La) joven es optimista sobre su futuro mismo.
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Age-Related Reactions to a Traumatic Event 
 
 
A fundamental goal of parenting is to help children grow and thrive to the best of their potential.  
Parents anticipate protecting their children from danger whenever possible, but sometimes serious 
danger threatens, whether it is manmade, such as a school shooting or domestic violence, or 
natural, such as a flood or earthquake. And when a danger is life-threatening or poses a threat of 
serious injury, it becomes a potentially traumatic event for children. 
 
By understanding how children experience traumatic events and how these children express their 
lingering distress over the experience, parents, physicians, communities, and schools can respond to 
their children and help them through this challenging time. The goal is to restore balance to these 
children’s lives and the lives of their families. 
 
 

How Children May React 
 
How children experience traumatic events and how they express their lingering distress depends, in 
large part, on the children’s age and level of development. 
 
Preschool and young school-age children exposed to a traumatic event may experience a feeling of 
helplessness, uncertainty about whether there is continued danger, a general fear that extends 
beyond the traumatic event and into other aspects of their lives, and difficulty describing in words 
what is bothering them or what they are experiencing emotionally. 
 
This feeling of helplessness and anxiety is often expressed as a loss of previously acquired 
developmental skills. Children who experience traumatic events might not be able to fall asleep on 
their own or might not be able to separate from parents at school. Children who might have ventured 
out to play in the yard prior to a traumatic event now might not be willing to play in the absence of a 
family member. Often, children lose some speech and toileting skills, or their sleep is disturbed by 
nightmares, night terrors, or fear of going to sleep. In many cases, children may engage in traumatic 
play—a repetitive and less imaginative form of play that may represent children’s continued focus on 
the traumatic event or an attempt to change a negative outcome of a traumatic event. 
 
For school-age children, a traumatic experience may elicit feelings of persistent concern over their 
own safety and the safety of others in their school or family. These children may be preoccupied with 
their own actions during the event. Often they experience guilt or shame over what they did or did not 
do during a traumatic event. School-age children might engage in constant retelling of the traumatic 
event, or they may describe being overwhelmed by their feelings of fear or sadness. 
 
A traumatic experience may compromise the developmental tasks of school-age children as well. 
Children of this age may display sleep disturbances, which might include difficulty falling asleep, fear 
of sleeping alone, or frequent nightmares. Teachers often comment that these children are having  
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greater difficulties concentrating and learning at school. Children of this age, following a traumatic 
event, may complain of headaches and stomach aches without obvious cause, and some children 
engage in unusually reckless or aggressive behavior. 
 
Adolescents exposed to a traumatic event feel self-conscious about their emotional responses to the 
event. Feelings of fear, vulnerability, and concern over being labeled “abnormal” or different from 
their peers may cause adolescents to withdraw from family and friends. Adolescents often 
experience feelings of shame and guilt about the traumatic event and may express fantasies about 
revenge and retribution. A traumatic event for adolescents may foster a radical shift in the way these 
children think about the world. Some adolescents engage in self-destructive or accident-prone 
behaviors. 
 
 

How to Help 
 
The involvement of family, physicians, school, and community is critical in supporting children 
through the emotional and physical challenges they face after exposure to a traumatic event. 
 
For young children, parents can offer invaluable support, by providing comfort, rest, and an 
opportunity to play or draw. Parents can be available to provide reassurance that the traumatic event 
is over and that the children are safe. It is helpful for parents, family, and teachers to help children 
verbalize their feelings so that they don’t feel alone with their emotions. Providing consistent 
caretaking by ensuring that children are picked up from school at the anticipated time and by 
informing children of parents’ whereabouts can provide a sense of security for children who have 
recently experienced a traumatic event. Parents, family, caregivers, and teachers may need to 
tolerate regression in developmental tasks for a period of time following a traumatic event. 
 
Older children will also need encouragement to express fears, sadness, and anger in the supportive 
environment of the family. These school-age children may need to be encouraged to discuss their 
worries with family members. It is important to acknowledge the normality of their feelings and to 
correct any distortions of the traumatic events that they express. Parents can be invaluable in 
supporting their children in reporting to teachers when their thoughts and feelings are getting in the 
way of their concentrating and learning. 
 
For adolescents who have experienced a traumatic event, the family can encourage discussion of 
the event and feelings about it and expectations of what could have been done to prevent the event. 
Parents can discuss the expectable strain on relationships with family and peers, and offer support 
in these challenges. It may be important to help adolescents understand “acting out” behavior as an 
effort to voice anger about traumatic events. It may also be important to discuss thoughts of revenge 
following an act of violence, address realistic consequences of actions, and help formulate 
constructive alternatives that lessen the sense of helplessness the adolescents may be 
experiencing. When children experience a traumatic event, the entire family is affected. Often, family 
members have different experiences around the event and different emotional responses to the 
traumatic event. Recognizing each others’ experience of the event, and helping each other cope with 
possible feelings of fear, helplessness, anger, or even guilt in not being able to protect children from 
a traumatic experience, is an important component of a family’s emotional recovery. 
 
 
For more information about child traumatic stress and the National Child Traumatic Stress Network, 
visit www.NCTSN.org or e-mail info@NCTSN.org.  



Become a Better Listener: Active 
Listening 
By John M. Grohol, Psy.D. 
~ 3 min read 

 

Most people go through their daily lives engaging in many conversations with friends, co-workers, 
and our family members. But most of the time, we don’t listen as well as we could or sometimes 
should. We’re often distracted by other things in the environment, such as the television, the Internet, 
our cell phones, or something else. We think we’re listening to the other person, but we’re really not 
giving them our full attention. 

Enter a skill called “active listening.” Active listening is all about building rapport, understanding, 
and trust. By learning the skills below, you will become a better listener and actually hear what the 
other person is saying, not just want you think they are saying or what you want to hear. While 
therapists are often made fun of for engaging in active listening, it is a proven technique that helps 
people talk and feel free to continue talking even if the person they are talking to doesn’t have a lot to 
offer the other person (other than their ear). 

Are you as good a listener as you think you are? 

13 Steps to Better Active Listening Skills 

Below you will find 13 different skills that help people be better active listeners. You do not have to 
become adept at each of these skills to be a good active listener, but the more you do, the better 
you’ll be. If you even just use 3 or 4 of these skills, you will find yourself listening and hearing more 
of what another person is saying to you. 

1. Restating 
To show you are listening, repeat every so often what you think the person said — not by parroting, 
but by paraphrasing what you heard in your own words. For example, “Let’s see if I’m clear about 
this. . .” 

 



2. Summarizing 
Bring together the facts and pieces of the problem to check understanding — for example, “So it 
sounds to me as if . . .” Or, “Is that it?” 

3. Minimal encouragers 
Use brief, positive prompts to keep the conversation going and show you are listening — for 
example, “umm-hmmm,” “Oh?” “I understand,” “Then?” “And?” 

4. Reflecting 
Instead of just repeating, reflect the speaker’s words in terms of feelings — for example, “This seems 
really important to you. . .” 

5. Giving feedback 
Let the person know what your initial thoughts are on the situation. Share pertinent information, 
observations, insights, and experiences. Then listen carefully to confirm. 

6. Emotion labeling 
Putting feelings into words will often help a person to see things more objectively. To help the 
person begin, use “door openers” — for example, “I’m sensing that you’re feeling frustrated. . . 
worried. . . anxious. . .” 

7. Probing 
Ask questions to draw the person out and get deeper and more meaningful information — for 
example, “What do you think would happen if you. . .?” 

8. Validation 
Acknowledge the individual’s problems, issues, and feelings. Listen openly and with empathy, and 
respond in an interested way — for example, “I appreciate your willingness to talk about such a 
difficult issue. . .” 

9. Effective pause 
Deliberately pause at key points for emphasis. This will tell the person you are saying something that 
is very important to them. 

10. Silence 



Allow for comfortable silences to slow down the exchange. Give a person time to think as well as 
talk. Silence can also be very helpful in diffusing an unproductive interaction. 

11. “I” messages 
By using “I” in your statements, you focus on the problem not the person. An I-message lets the 
person know what you feel and why — for example, “I know you have a lot to say, but I need to. . .” 

12. Redirecting 
If someone is showing signs of being overly aggressive, agitated, or angry, this is the time to shift the 
discussion to another topic. 

13. Consequences 
Part of the feedback may involve talking about the possible consequences of inaction. Take your cues 
from what the person is saying — for example, “What happened the last time you stopped taking the 
medicine your doctor prescribed?” 

7 Communication Blockers 

These roadblocks to communication can stop communication dead in its tracks: 
1. “Why” questions. They tend to make people defensive. 
2. Quick reassurance, saying things like, “Don’t worry about that.” 
3. Advising — “I think the best thing for you is to move to assisted living.” 
4. Digging for information and forcing someone to talk about something they would rather not talk 
about. 
5. Patronizing — “You poor thing, I know just how you feel.” 
6. Preaching — “You should. . .” Or, “You shouldn’t. . .” 
7. Interrupting — Shows you aren’t interested in what someone is saying. 

5 Simple Conversation Courtesies 

1. “Excuse me…” 
2. “Pardon me….” 
3. “One moment please…” 
4. “Let’s talk about solutions.” 
5. “May I suggest something?” 



The Art of Questioning 

The four main types of questions are: 

1. Leading Questions 
For example, “Would you like to talk about it?” “What happened then?” Could you tell me more?” 

2. Open-ended Questions 
Use open-ended questions to expand the discussion — for example, lead with: “How? What? Where? 
Who? Which?” 

3. Closed-ended Questions 
Use closed ended questions to prompt for specifics — for example, lead with: “Is? Are? Do? Did? 
Can? Could? Would?” 

4. Reflective Questions 
Can help people understand more about what they said — for example, someone tells you, “I’m 
worried I won’t remember. . . ” Reflective Q: “It sounds like you would like some help 
remembering?” 

Source: National Aging Information & Referral Support Center 
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Children’s Exposure to Intimate Partner Violence (IPV)1,2  
 
Exposure in the Past Year: 

 1/15 (6.6%) of US children were exposed to physical IPV, which is more than 5 
million children 

 1.3% or almost one million children were exposed to serious violence, i.e. 
kicking, choking, beating 

 5.7% were exposed to psychological/emotional IPV, or about 4.3 million children  

 1/9 (11.1%) exposed to physical or psychological violence between adults or 
adult and teen (any family violence involving an adult), about 8.3 million children 
 

Lifetime Exposure (all kids surveyed): 

 17.9% exposed to physical IPV, or about 13.6 million children 

 25.6% exposed to any family violence involving adult, about 19.4 million children 
 

Lifetime Exposure for the Oldest Age Group Studied (14-17): 

 27.7% exposed to physical IPV, about 21 million teens 

 40.3% exposed to any family violence, about 30.6 million teens 
 
Gender of Perpetrator in Children Exposed to IPV3  
 
Perpetrator patterns for IPV exposure  

 78% of IPV incidents involved male perpetrators, most commonly fathers 

 68.8% of children reported seeing only male-perpetrated violence 

 22.6% reported seeing only female-perpetrated violence 

 8.6% saw both 
 
Direct Abuse of Children by a Parent or Caretaker4  
 
These numbers are for “incidence with harm,” counted “only if the maltreatment results 
in demonstrable injury or impairment that is serious or fatal.”56 

                                                 
1
 Hamby, S, Finkelhor, D., Turner, H., & Ormrod, R. (2011). Children’s Exposure to Intimate Partner 

Violence and Other Family Violence, Juvenile Justice Bulletin – NCJ 232272. Washington, DC: U.S. 
Government Printing Office. Retrieved at : http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-
Children's%20Exposure-Family%20Violence%20final.pdf 
2
 Note:  The raw numbers are adjusted for 2012 population data based on Number of children 0-17 in US in 

2012=76.1million. Source: http://www.childstats.gov/americaschildren/tables/pop1.asp?popup=true 
3
 Hamby, Finkelhor, Turner & Ormrod (2011), op. cit., p. 7 

4
 Sedlak, A.J., Mettenburg, J., Basena, M., Petta, I., McPherson, K., Greene, A., and Li, S. (2010). Fourth 

National Incidence Study of Child Abuse and Neglect (NIS–4): Report to Congress. Washington, DC: U.S. 

Department of Health and Human Services, Administration for Children and Families. Retrieved from 
http://www.acf.hhs.gov/sites/default/files/opre/nis4_report_congress_full_pdf_jan2010.pdf 

The Facts on Children’s Exposure to Intimate Partner Violence 
 

http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-Children's%20Exposure-Family%20Violence%20final.pdf
http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-Children's%20Exposure-Family%20Violence%20final.pdf
http://www.childstats.gov/americaschildren/tables/pop1.asp?popup=true
http://www.acf.hhs.gov/sites/default/files/opre/nis4_report_congress_full_pdf_jan2010.pdf
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 1/58 children in US within the study year experienced maltreatment with harm or 
approximately 1.7%, close to 1.3 million children. Most of these were harmed by 
neglect; 44% by abuse 

 Of children who were abused, more than half suffered physical abuse, 24% 
sexual abuse, 27% emotional abuse7  

 Perpetrators in 81% of the families were biological parents (64% of abuse cases; 
92% of neglect cases, 36% sexual abuse cases) 

 Gender of perpetrator: 62% of children were abused by men; 41% abused by 
women. 87% of sexual abuse is perpetrated by men. Neglect is attributed to 
women for 86% of children; 38% to men8  

 
Overlap Between Witnessing Violence and Experiencing Direct Violence9   
 

 31% (1 in 3) children who witnessed partner violence reported being physically 
abused themselves. Of those children who did not witness partner violence, only 
4.8% reported physical abuse 

 The findings for psychological abuse were similar10  
 
Effects of Children’s Exposure to IPV 
 
All children exposed to IPV are affected differently and not all are traumatized. The 
effects of exposure to domestic violence on children can include immediate effects in the 
violent situation, on-going effects in childhood and adolescence, as well as long-term 
effects on adult life. They include direct effects from the experience of witnessing abuse 
as well as indirect effects from parenting that is compromised by abuse.  
 
Immediate Effects in the Violent Situation 
 
Almost half the children who witness domestic violence intervene in some way.  Recent 
research11 indicates: 
 

 49.9% Yelled for the abuser to stop 

 43.9% Tried to get away 

 23.6% Called for help 
 
 
 

                                                                                                                                                 
5
 Ibid., chap 3. p. 2.   

6
 Data were collected in 2005-2006,  Raw numbers here are adjusted for 2012 population data based on 

Number of children 0-17 in US in 2012=76.1million. Source: 
http://www.childstats.gov/americaschildren/tables/pop1.asp?popup=true 
7
 Sedlak, et al., op cit., executive summary, p.5. 

8
 Ibid. p. 14 

9
 Hamby, S, Finkelhor, D., Turner, H., & Ormrod, R. (2010). The overlap of witnessing partner violence with 

child maltreatment and other victimizations in a nationally representative survey of youth.  Child Abuse and 
Neglect 34, 734-741. 
10

 Ibid., p.737 
11

 Hamby, S, Finkelhor, D., Turner, H., & Ormrod, R. (2011). Children’s Exposure to Intimate Partner 
Violence and Other Family Violence, Juvenile Justice Bulletin – NCJ 232272. Washington, DC: U.S. 
Government Printing Office. Retrieved from : http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-
Children's%20Exposure-Family%20Violence%20final.pdf Figure 6, p.8)  

http://www.childstats.gov/americaschildren/tables/pop1.asp?popup=true
http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-Children's%20Exposure-Family%20Violence%20final.pdf
http://www.unh.edu/ccrc/pdf/jvq/NatSCEV-Children's%20Exposure-Family%20Violence%20final.pdf
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On-Going Effects in Childhood, Adolescence & Adulthood 
 
Many factors shape the effects on children exposed to domestic violence: the child’s 
age; the severity, chronicity and frequency of abuse witnessed12; the co-occurrence of 
other adverse experiences; and the presence of protective factors, particularly 
supportive relationships with non-violent adults.13  
 

 A 2003 review of studies of child witnesses concluded that about 63% were faring 
more poorly than the average child who had not been exposed to domestic 
violence14 

 Child witnesses experienced more health complaints, in particular, more eating, 
sleeping, and pain problems and more self-harm than a population sample in a 
recent Dutch study15    

 Overall, studies indicate that PTSD is a major concern for children who witness 
domestic violence, as well as increased experiences of negative emotions, such as 
anxiety and depression16 

 A prospective longitudinal study of high-risk families found that witnessing domestic 
violence in the preschool years was related to behavior problems at age 16 for both 
sexes; for boys, middle childhood exposure was related to contemporaneous 
behavior problems17 

 A recent study of college students compared those who had never witnessed inter-
parental violence with those who had witnessed it a few times and those who had 
witnessed it frequently (more than 10 times). Frequent exposure to domestic 
violence was a significant risk factor for depression in young adulthood even when 
confounding variables (other adverse experiences) were controlled18 

 A national survey of youth found that more than half of dating violence victims and 
statutory rape/sexual misconduct victims had witnessed intimate partner violence19 

                                                 
12

 Edleson, J. L (2006, October. Updated 2011, July). Emerging Responses to Children Exposed to 
Domestic Violence. Harrisburg, PA: VAWnet, a project of the National Resource Center on Domestic 
Violence. Retrieved  from: http://www.vawnet.org  
13

 Summers, A. (2006).  Children’s Exposure to DV: A Guide to Research and Resources., National Council 

of Juvenile and Family Court Judges. P. 9.  Retrieved from 
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf.  
14

 .Kitzmann, K.M., Gaylord, N.K., Holt, A.R., & Kenny, E.D. (2003). Child witnesses to domestic violence: A 
meta-analytic review. Journal of Consulting and Clinical Psychology, 71, 339-352. P. 345 
15

 Lamers-Winkelman, F., Schipper, JC, Oosterman, M. (2012).  Children's physical health complaints after 
exposure to intimate partner violence.  Br J Health Psychol. 2012 Nov;17(4):771-84. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/22490127.  
16

 Summers, A. (2006).  Children’s Exposure to DV: A Guide to Research and Resources., National Council 

of Juvenile and Family Court Judges.pp 23-25.  Retrieved from 
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf 
17

 Yates, T., Dodds, M., Sroufe, A., & England, E. (2003). Exposure to partner violence and child behavior 
problems: A prospective study controlling for child physical abuse and neglect, child cognitive ability, 
socioeconomic status and life stress. Development and Psychopathology,15(1), 199-218. Retrieved from 
http://adlab.ucr.edu/publications/POST/Yates,%20T.%20M.,%20Dodds,%20M.%20F.,%20Sroufe,%20L.%2
0A.,%20%26%20Egeland,%20B.%20(2003).%20Exposure%20to%20partner%20violence%20and%20child
%20behavior%20problems.pdf 
18

 Russell, D., Springer, K., & Greenfield, E. (2010).  Witnessing domestic violence in childhood as an 
independent risk factor for depressive symptoms in young adulthood. Child Abuse and Neglect 34(6), 448-
453. 
19

 Hamby, S, Finkelhor, D., Turner, H., & Ormrod, R. (2010). The overlap of witnessing partner violence with 
child maltreatment and other victimizations in a nationally representative survey of youth.  Child Abuse and 
Neglect 34, 734-741.  

http://www.vawnet.org/
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf
http://www.ncbi.nlm.nih.gov/pubmed/22490127
http://www.ncbi.nlm.nih.gov/pubmed/22490127
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf
http://adlab.ucr.edu/publications/POST/Yates,%20T.%20M.,%20Dodds,%20M.%20F.,%20Sroufe,%20L.%20A.,%20%26%20Egeland,%20B.%20(2003).%20Exposure%20to%20partner%20violence%20and%20child%20behavior%20problems.pdf
http://adlab.ucr.edu/publications/POST/Yates,%20T.%20M.,%20Dodds,%20M.%20F.,%20Sroufe,%20L.%20A.,%20%26%20Egeland,%20B.%20(2003).%20Exposure%20to%20partner%20violence%20and%20child%20behavior%20problems.pdf
http://adlab.ucr.edu/publications/POST/Yates,%20T.%20M.,%20Dodds,%20M.%20F.,%20Sroufe,%20L.%20A.,%20%26%20Egeland,%20B.%20(2003).%20Exposure%20to%20partner%20violence%20and%20child%20behavior%20problems.pdf
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 In a prospective study exposure to parental violence as a child was the strongest 
predictor of experiencing domestic violence in adulthood20  

 There is increasing evidence that early life stressors, such as abuse, witnessing IPV 
and related adverse experiences, cause enduring brain dysfunction that, in turn, 
affects health and quality of life throughout the lifespan21  

  
Co-Occurring Adverse Experiences 
 
Children who witness domestic violence in their home often experience other adverse 
childhood events, increasing the risk of subsequent health and behavioral difficulties. 
 

 A national study of children and youth found that experiencing many different forms 
of victimization is more highly related to trauma symptoms than experiencing 
repeated victimizations of a single type22 

 Witnessing domestic violence is associated with experiencing physical abuse and 
witnessing physical abuse of a sibling, indicators of children living in the household 
with a multiply violent parent or adult23 

 Many studies have documented the association of other adverse childhood 
experiences, such as exposure to substance abuse, mental illness, incarcerated 
family members and other forms of abuse or neglect, with a child’s exposure to adult 
domestic violence24  

 Poverty and/or the experience of racism, prejudice and discrimination increase 
children’s vulnerability when exposed to other risks, such as abuse or witnessing 
IPV25  

 Retrospective studies of adverse childhood experiences demonstrate long-term 
behavioral, health and social problems as consequences of extreme, traumatic or 

                                                 
20

 Ehrensaft, M.K., Cohen, P., Brown, J., et al. (2003). Intergenerational Transmission of Partner Violence: A 
20-Year Prospective Study.  Journal of Consulting and Clinical Psychology 79(4), 741–753. 
21

 Anda, R., Felitti, V., Bremner, J.D., Walker, J.,Whitfield, C., Perry, B., Dube, S.& Giles, W. (2006) The 

enduring effects of abuse and related adverse experiences in childhood: A convergence of evidence from 
neurobiology and epidemiology. P.2.  Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3232061/pdf/nihms340170.pdf.  Published in Eur Arch 
Psychiatry Clin Neuroscience. 256(3): 174–186. 
22

 Turner, Finkelhor, Ormrod, (2010). Poly-Victimization in a National Sample of Children and Youth.  
American Journal of Preventive Medicine 38(3,)323–330. 
23

 Finkelhor, D. Ormrod, R., Turner, H., Hamby, S. (2005). The Victimization of Children and Youth: A 
Comprehensive, National Survey,  Child Maltreatment, 10(1), 5-25, p. 17 
24

 Dube SR, Anda RF, Felitti VJ, Edwards VJ, Williamson DF. Exposure to abuse, neglect, and household 
dysfunction among adults who witnessed intimate partner violence as children: implications for health and 
social services. Violence and Victims 2002;17(1):3–17; Gewirtz, G. & Edelson, J. (2004). Young Children’s 

Exposure to Adult Domestic Violence: Toward a Developmental Risk and Resilience Framework for 
Research and Intervention, retrieved from http://www.nccev.org/pdfs/series_paper6.pdf : Edleson, J. L 
(2006, October. Updated 2011, July). Emerging Responses to Children Exposed to Domestic Violence. 
Harrisburg, PA: VAWnet, a project of the National Resource Center on Domestic Violence. Retrieved  from: 
http://www.vawnet.org; Lamers-Winkelman F, Willemen AM, Visser M. (2012). Adverse childhood 
experiences of referred children exposed to intimate partner violence: consequences for their wellbeing.  
Child Abuse and Neglect.  36(2),166-79.  Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/22280846. 
25

 Summers, A. (2006).  Children’s Exposure to DV: A Guide to Research and Resources., National Council 

of Juvenile and Family Court Judges. P. 35.  Retrieved from 
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf.,  Gewirtz, G. & Edelson, J. (2004). Young 
Children’s Exposure to Adult Domestic Violence: Toward a Developmental Risk and Resilience Framework 
for Research and Intervention, retrieved from http://www.nccev.org/pdfs/series_paper6.pdf;   Arrington, E. 
and Wilson, M. (2000). A Re-examination of Risk and Resilience During Adolescence: Incorporating Culture 
and Diversity.  Journal of Child and Family Studies 9(2). 221-230. 

http://acestudy.org/home
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3232061/pdf/nihms340170.pdf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=11991154
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=11991154
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=11991154
http://www.nccev.org/pdfs/series_paper6.pdf
http://www.vawnet.org/
http://www.ncbi.nlm.nih.gov/pubmed?term=Lamers-Winkelman%20F%5BAuthor%5D&cauthor=true&cauthor_uid=22280846
http://www.ncbi.nlm.nih.gov/pubmed?term=Willemen%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=22280846
http://www.ncbi.nlm.nih.gov/pubmed?term=Visser%20M%5BAuthor%5D&cauthor=true&cauthor_uid=22280846
http://www.ncbi.nlm.nih.gov/pubmed/22280846
http://www.ncbi.nlm.nih.gov/pubmed/22280846
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf
http://www.nccev.org/pdfs/series_paper6.pdf
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repetitive stressors in childhood, specifically noting abuse and witnessing domestic 
violence. They find a direct relationship between amount of exposure to adverse 
experiences in childhood and degree of health and behavioral problems in 
adulthood26 
 

What we can do 
 
Researchers have distinguished positive, tolerable, and toxic stress as possible 
responses to witnessing domestic violence.27  
 
These different responses suggest that: 

1.  Not all exposures to violence have a long-term negative impact. Many children 
who witness IPV show no measurable negative effects 

2. About 37%, according to a 2003 meta-analysis, showed outcomes similar to or 
better than non-witnesses28 

3. The presence of a supportive adult or environment provides a powerful buffer to 
children from the intense stress or anxiety that may occur when they are exposed 
to violence29 

4. The effects of exposure to violence can be mitigated with appropriate supports 
and interventions30 

 
Resilience can be supported by decreasing risk factors and by supporting 

protective factors or assets. 
 
Decreasing Risk Factors 
 
As the specific risk is witnessing domestic violence, reducing risk implies interventions 
that reduce and/or stop the violence  

 Safety planning with the survivor and the children is a first priority 

 Interventions with the abuser depend on the nature of the violence, the degree of 
risk to the family members, the resources available, the wishes of the survivor 

                                                 
26

 Anda, R., Felitti, V., Bremner, J.D., Walker, J.,Whitfield, C., Perry, B., Dube, S.& Giles, W. (2006) The 

enduring effects of abuse and related adverse experiences in childhood: A convergence of evidence from 
neurobiology and epidemiology. P.8.  Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3232061/pdf/nihms340170.pdf.  Published in Eur Arch 
Psychiatry Clin Neuroscience. 256(3): 174–186. 
27

 Cohen, E., Groves, B.M.,  Kracke, K. (2009),  Understanding Children's Exposure to Violence. Moving 
From Evidence to Action: The Safe Start Series on Children Exposed to Violence, Issue Brief #1, p.3.  
Retrieved from: http://www.safestartcenter.org/pdf/IssueBrief1_UNDERSTANDING.pdf 
28

 Kitzmann, K.M., Gaylord, N.K., Holt, A.R., & Kenny, E.D. (2003). Child witnesses to domestic violence: A 
meta-analytic review. Journal of Consulting and Clinical Psychology, 71, 339-352. P. 345 
29

 Promoting recovery and resilience for children and youth involved in juvenile justice and child welfare 

systems.  Page 3, figure 3.  Retrieved from  http://store.samhsa.gov/shin/content//SMA12-4697/SMA12-

4697.pdf; Masten, A. S. (2006). Promoting resilience in development: A general framework for systems of 

care. In R. J. Flynn, et al. (Eds.), Promoting resilience in child welfare (3-17). Ottawa: Univ. of Ottawa Press; 
Masten, A. S., and J. Obradović. 2008. Disaster preparation and recovery: lessons from research on 
resilience in human development. Ecology and Society 13(1): 9. [online] URL: 

http://www.ecologyandsociety.org/vol13/iss1/art9 
30

 Cohen, E., Groves, B.M., Kracke, K., op. cit. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3232061/pdf/nihms340170.pdf
http://www.safestartcenter.org/
http://www.safestartcenter.org/
http://www.safestartcenter.org/pdf/IssueBrief1_UNDERSTANDING.pdf
http://store.samhsa.gov/shin/content/SMA12-4697/SMA12-4697.pdf
http://store.samhsa.gov/shin/content/SMA12-4697/SMA12-4697.pdf
http://www.ecologyandsociety.org/vol13/iss1/art9
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and other factors. They vary from arrest to batterer intervention programs, caring 
father programs,31 or unique community/extended family interventions 

 Interventions should be guided by the survivor’s needs and wishes 

 Given the high co-occurrence of adverse childhood experiences, it is important to 
identify other childhood risk factors which might be addressed, e.g. child 
maltreatment, poor housing, substance abuse, and mental illness 

 
Increasing Protective Factors or Assets 
 

 Research consistently suggests that the key environmental support for resilience 
in childhood is connections to competent and caring adults in the family and 
community32  

 Key internal characteristics are cognitive and self-regulation skills, positive views 
of self, and motivation to be effective in the environment. Exposure to violence 
and quality of parenting, as well as school and community relationships, affect 
the development of those capacities33   

 Therefore, support for children must be in the context of the developmental 
needs of the child and of the child’s cultural context:   
 

 For the youngest children, support for secure attachment, i.e. support for 
the quality of the caretaker-child relationship. This may include 
development of parenting skills as well as relieving other stressors on the 
mothering person 

 For older children, environments outside the home and family are 
important. Preschools, schools, and community programs as well as 
extended families and neighborhoods can all provide the consistent 
resources and positive relationships with peers and adults that help 
children develop the skills, views of self, and motivation that are 
associated with resilience  

 One study of teenagers found that both parental "acceptance" of the child 
and peer communication and trust moderated the effects of IPV exposure 
on the likelihood of teenage pregnancy, running away from home, and/or 
depression34  

 
 

 
 

                                                 
31

 Scott, K. with Mederos, F. (2012).  Practical Considerations for Parenting Interventions for Men who Batter 
VAWnet.  Retrieved from 
http://www.vawnet.org/Assoc_Files_VAWnet/AR_PracticalConsiderationsforParentingInterventions.pdf  
32

 Masten, A. (2001). Ordinary Magic Resilience Processes in Development.  American Psychologist 56, (3).  
227-238; Summers, A. (2006).  Children’s Exposure to DV: A Guide to Research and Resources., National 
Council of Juvenile and Family Court Judges. Pp. 33-35.  Retrieved from 
http://www.safestartcenter.org/pdf/childrensexpostoviolence.pdf. 
33

 Masten, A. (2001). Op cit.; Gewirtz, G. & Edelson, J. (2004). Young Children’s Exposure to Adult 
Domestic Violence: Toward a Developmental Risk and Resilience Framework for Research and 
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For Parents, Teachers, and Other Caregivers

Child Sexual Abuse Fact Sheet

What is child sexual abuse?
Child sexual abuse is any interaction between a child and an adult (or another child) in which the 
child is used for the sexual stimulation of the perpetrator or an observer. Sexual abuse can include 
both touching and non-touching behaviors. Touching behaviors may involve touching of the vagina, 
penis, breasts or buttocks, oral-genital contact, or sexual intercourse. Non-touching behaviors can 
include voyeurism (trying to look at a child’s naked body), exhibitionism, or exposing the child to 
pornography. Abusers often do not use physical force, but may use play, deception, threats, or other 
forms of coercion to engage children and maintain their silence. Abusers frequently employ persuasive 
and manipulative tactics to keep the child engaged. These tactics—referred to as “grooming”—may 
include buying gifts or arranging special activities, which can further confuse the victim.

Who is sexually abused?
Children of all ages, races, ethnicities, and economic backgrounds are vulnerable to sexual abuse. 
Child sexual abuse affects both girls and boys in all kinds of neighborhoods and communities, and 
in countries around the world. 

How can you tell if a child is being (or has been) sexually abused?
Children who have been sexually abused may display a range of emotional and behavioral reactions, 
many of which are characteristic of children who have experienced other types of trauma. These 
reactions include: 

�An�increase�in�nightmares�and/or�other�sleeping�difficulties ■
Withdrawn behavior ■
Angry outbursts ■
Anxiety ■
Depression ■
Not wanting to be left alone with a particular individual(s) ■
Sexual knowledge, language, and/or behaviors that are inappropriate for the child’s age ■



caringforK DS: Child Sexual Abuse Fact Sheet
April 2009

Although many children who have experienced sexual abuse show behavioral and emotional 
changes, many others do not. It is therefore critical to focus not only on detection, but on prevention 
and communication—by teaching children about body safety and healthy body boundaries, and by 
encouraging open communication about sexual matters.

Why don’t children tell about sexual abuse?

There are many reasons children do not disclose being sexually abused, including:
  ■ Threats of bodily harm (to the child and/or the child’s family)

Fear of being removed from the home ■

Fear of not being believed ■

Shame or guilt  ■

If the abuser is someone the child or the family cares about, the child may worry about getting that 
person in trouble. In addition, children often believe that the sexual abuse was their own fault and 
may not disclose for fear of getting in trouble themselves. Very young children may not have the 
language skills to communicate about the abuse or may not understand that the actions of the 
perpetrator are abusive, particularly if the sexual abuse is made into a game.

If a child discloses abuse, it 
is critical to stay calm, listen 
carefully, and NEVER blame 
the child.

What can you do if a child discloses 
that he or she is being  (or has been) 
sexually abused?

If a child discloses abuse, it is critical to stay calm, 
listen carefully, and NEVER blame the child. Thank  
the child for telling you and reassure him or her of your 
support. Please remember to call for help immediately. 

If you know or suspect that a child is being or has 
been sexually abused, please call the Childhelp® 
National Child Abuse Hotline at 1.800.4.A.CHILD 
(1.800.422.4453) or visit the federally funded Child 
Welfare Information Gateway at:    
http://www.childwelfare.gov/responding.    
If you need immediate assistance, call 911.

Many communities also have local Children’s Advocacy 
Centers (CACs) that offer coordinated support and 
services to victims of child abuse (including sexual 
abuse). For a state-by-state listing of accredited CACs, 
visit the website of the National Children’s Alliance 
(http://www.nca-online.org/pages/page.asp?page_
id=3999).
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The National Child Traumatic Stress Network 
www.NCTSN.org 

Child Sexual Abuse Myths and Facts

Myth: Child sexual abuse is a rare experience.

Fact: Child sexual abuse is not rare. Retrospective research indicates that as many as 1 out of 4 girls  
and 1 out of 6 boys will experience some form of sexual abuse before the age of 18.1 However, 
because child sexual abuse is by its very nature secretive, many of these cases are never reported.

Myth: A child is most likely to be sexually abused by a stranger.

Fact: Children are most often sexually abused by someone they know and trust. Approximately 
three quarters of reported cases of child sexual abuse are committed by family members or other 
individuals who are considered part of the victim’s “circle of trust.”2 

Myth: Preschoolers do not need to know about child 
sexual abuse and would be frightened if educated about it.

Fact: Numerous educational programs are available to 
teach young children about body safety skills and the 
difference between “okay” and “not okay” touches. These 
programs can help children develop basic safety skills 
in a way that is helpful rather than frightening. For more 
information on educating young children, see Let’s talk 
about taking care of you: An educational book about body 
safety for young children, available at www.hope4families.
com/Lets_Talk_Book_Information.html.

Myth: Children who are sexually abused will never recover.

Fact: Many children are quite resilient, and with a 
combination of effective counseling and support from 
their parents or caregivers, children can and do recover 
from such experiences.

Myth: Child sexual abuse is always perpetrated by adults.

Fact: Twenty-three percent of reported cases of child 
sexual abuse are perpetrated by individuals under the 
age of 18.3 While some degree of sexual curiosity and 
exploration is to be expected between children of about the 
same age, when one child coerces another to engage in adult-like sexual activities, the behavior 
is�unhealthy�and�abusive.�Both�the�abuser�and�the�victim�can�benefit�from�counseling.�

Myth: Talking about sexual abuse with a child who has suffered such an experience will only 
make it worse. 

Fact: Although children often choose not to talk about their abuse, there is no evidence that 
encouraging children to talk about sexual abuse will make them feel worse. On the contrary, 
treatment from a mental health professional can minimize the physical, emotional, and social 
problems of these children by allowing them to process their feelings and fears related to the abuse. 

3
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Tips to Help Protect Children from Sexual Abuse

Teach children accurate names of private body parts.1. 

Avoid focusing exclusively on “stranger danger.” Keep in   2. 
 mind that most children are abused by someone they know  
 and trust.

Teach children about body safety and the difference between  3. 
 “okay” and “not okay” touches. 

Let children know that they have the right to make decisions  4. 
 about their bodies. Empower them to say no when they do  
 not want to be touched, even in non-sexual ways (e.g.,   
 politely refusing hugs) and to say no to touching others.

Make sure children know that adults and older children   5. 
 never need help with their private body parts (e.g., bathing  
 or going to the bathroom).

Teach children to take care of their own private parts   6. 
 (i.e., bathing, wiping after bathroom use) so they don’t   
 have to rely on adults or older children for help.

Educate children about the difference between good  7. 
 secrets (like surprise parties—which are okay because   
 they are not kept secret for long) and bad secrets (those   
 that the child is supposed to keep secret forever, which are  
 not okay).

Trust your instincts! If you feel uneasy about leaving a child  8. 
 with someone, don’t do it. If you’re concerned about possible sexual abuse, ask questions.

The best time to talk to your child about sexual abuse is NOW.

References
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When to collaborate?
The general rule is that law enforcement agencies or personnel should engage in collaboration with other organiza-
tions or individuals when stakeholders have a common, long-term goal; are committed to working together as a team; 
and cannot achieve the goal more effi ciently as independent entities. Not all law enforcement relationships must be 
collaborative, nor should they strive to be. Under some circumstances, it may be appropriate for law enforcement 
personnel just to establish a good communication plan. Under other circumstances, cooperation between two individu-
als may be suffi cient. Perhaps coordination between two agencies to avoid duplication of effort is all that is required. 
Collaboration is, however, critical for many community policing endeavors. 

Reproduced from “Collaboration Toolkit: 
How to Build, Fix, and Sustain Productive 
Partnerships,” by Tammy A. Rinehart, Anna 
T. Laszlo, and Gwen O. Briscoe, Ph.D., 
Community Oriented Policing Services, U.S. 
Dept. of Justice, Washington, D.C.: 2001
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State Child Protective Services  
True/False Quiz 

CYA Training Handout 
CPS True/False Quiz 

 
 
 
 
1. _____ The use of corporal punishment with children is illegal in Virginia. 
     
2. _____ CPS investigates ALL cases of suspected child sexual abuse. 
 
3.  _____ Only individuals that receive training in recognizing and reporting   
  suspected child abuse and neglect can report suspected child   
  abuse and neglect. 
 
4. _____ Mandated reporters who fail to report suspected child abuse or neglect,  
  within 24 hours of first suspicion, can be charged with a misdemeanor. 
 
5. _____ You must tell the parents about your CPS report. 
 
6.   _____ In order for CPS to respond to a report of suspected child abuse or   
   neglect, four conditions must be met: 

 The child is under age 18 at the time of the report 
 The alleged abuser was in a caretaker role 
 The alleged abuse or neglect meets the definition of abuse or 

neglect as defined by the CPS Program; and  
 The agency has jurisdiction to respond to the report 

 
7. _____ The goals of child protective services are to keep children safe by   
  conducting an investigation, removing the children from their families and 
  punish the perpetrator. 
 
8a. _____ After a report is accepted for investigation, the CPS worker must complete 

 the CPS investigation within 30 days of the report.   
 
8b. _____ CPS immediately closes a case if a report meets the legal definition of      
  child abuse or neglect but it is not required by law to be investigated. 
 
9. _____ In most CPS reports, the child’s safety can be assured through the   
  development of a safety plan with the parent or guardian if necessary. 
 
10. _____ A CPS worker is the only one authorized to take a child into protective  
  custody. 
   
 



Legal Requirements to Report 
Child Abuse  

 
Child Abuse 

Report Child Abuse/Neglect to Child Protective Services (CPS)  

 In Virginia: (800) 552-7096  
 Out-of-state: (804) 786-8536  
 Hearing-impaired: (800) 828-1120  

The Virginia Department of Social Services operates a CPS Hotline 24/7 to support local 
departments of social services by receiving reports of child abuse and neglect and referring them 
to the appropriate local department of social services. The CPS Hotline is staffed by trained 
social workers.  

Code of Virginia requires reporting of child abuse as follows:   

§ 63.2-1509. Requirement that certain injuries to children be reported by physicians, 
nurses, teachers, etc.; penalty for failure to report.  

A. The following persons who, in their professional or official capacity, have reason to suspect 
that a child is an abused or neglected child, shall report the matter immediately to the local 
department of the county or city wherein the child resides or wherein the abuse or neglect is 
believed to have occurred or to the Department's toll-free child abuse and neglect hotline: 
 
1. Any person licensed to practice medicine or any of the healing arts; 
2. Any hospital resident or intern, and any person employed in the nursing profession; 
3. Any person employed as a social worker or family-services specialist; 
4. Any probation officer; 
5. Any teacher or other person employed in a public or private school, kindergarten or nursery 
school; 
6. Any person providing full-time or part-time child care for pay on a regularly planned basis; 
7. Any mental health professional; 
8. Any law-enforcement officer or animal control officer; 
9. Any mediator eligible to receive court referrals pursuant to § 8.01-576.8; 
10. Any professional staff person, not previously enumerated, employed by a private or state-
operated hospital, institution or facility to which children have been committed or where children 
have been placed for care and treatment; 
11. Any person 18 years of age or older associated with or employed by any public or private 
organization responsible for the care, custody or control of children; 
12. Any person who is designated a court-appointed special advocate pursuant to Article 5 (§ 
9.1-151 et seq.) of Chapter 1 of Title 9.1; 
13. Any person 18 years of age or older who has received training approved by the Department 
of Social Services for the purposes of recognizing and reporting child abuse and neglect; 



14. Any person employed by a local department as defined in § 63.2-100 who determines 
eligibility for public assistance; 
15. Any emergency medical services provider certified by the Board of Health pursuant to § 
32.1-111.5, unless such provider immediately reports the matter directly to the attending 
physician at the hospital to which the child is transported, who shall make such report forthwith; 
16. Any athletic coach, director or other person 18 years of age or older employed by or 
volunteering with a private sports organization or team; 
17. Administrators or employees 18 years of age or older of public or private day camps, youth 
centers and youth recreation programs; and 
18. Any person employed by a public or private institution of higher education other than an 
attorney who is employed by a public or private institution of higher education as it relates to 
information gained in the course of providing legal representation to a client. 
 
This subsection shall not apply to any regular minister, priest, rabbi, imam, or duly accredited 
practitioner of any religious organization or denomination usually referred to as a church as it 
relates to (i) information required by the doctrine of the religious organization or denomination 
to be kept in a confidential manner or (ii) information that would be subject to § 8.01-400 or 
19.2-271.3 if offered as evidence in court. 
 
If neither the locality in which the child resides nor where the abuse or neglect is believed to 
have occurred is known, then such report shall be made to the local department of the county or 
city where the abuse or neglect was discovered or to the Department's toll-free child abuse and 
neglect hotline. 
 
If an employee of the local department is suspected of abusing or neglecting a child, the report 
shall be made to the court of the county or city where the abuse or neglect was discovered. Upon 
receipt of such a report by the court, the judge shall assign the report to a local department that is 
not the employer of the suspected employee for investigation or family assessment. The judge 
may consult with the Department in selecting a local department to respond to the report or the 
complaint. 
 
If the information is received by a teacher, staff member, resident, intern or nurse in the course of 
professional services in a hospital, school or similar institution, such person may, in place of said 
report, immediately notify the person in charge of the institution or department, or his designee, 
who shall make such report forthwith. If the initial report of suspected abuse or neglect is made 
to the person in charge of the institution or department, or his designee, pursuant to this 
subsection, such person shall notify the teacher, staff member, resident, intern or nurse who 
made the initial report when the report of suspected child abuse or neglect is made to the local 
department or to the Department's toll-free child abuse and neglect hotline, and of the name of 
the individual receiving the report, and shall forward any communication resulting from the 
report, including any information about any actions taken regarding the report, to the person who 
made the initial report. 
 
The initial report may be an oral report but such report shall be reduced to writing by the child 
abuse coordinator of the local department on a form prescribed by the Board. Any person 
required to make the report pursuant to this subsection shall disclose all information that is the 



basis for his suspicion of abuse or neglect of the child and, upon request, shall make available to 
the child-protective services coordinator and the local department, which is the agency of 
jurisdiction, any information, records, or reports that document the basis for the report. All 
persons required by this subsection to report suspected abuse or neglect who maintain a record of 
a child who is the subject of such a report shall cooperate with the investigating agency and shall 
make related information, records and reports available to the investigating agency unless such 
disclosure violates the federal Family Educational Rights and Privacy Act (20 U.S.C. § 1232g). 
Provision of such information, records, and reports by a health care provider shall not be 
prohibited by § 8.01-399. Criminal investigative reports received from law-enforcement agencies 
shall not be further disseminated by the investigating agency nor shall they be subject to public 
disclosure. 
 
B. For purposes of subsection A, "reason to suspect that a child is abused or neglected" shall 
include (i) a finding made by a health care provider within six weeks of the birth of a child that 
the results of toxicology studies of the child indicate the presence of a controlled substance not 
prescribed for the mother by a physician; (ii) a finding made by a health care provider within six 
weeks of the birth of a child that the child was born dependent on a controlled substance which 
was not prescribed by a physician for the mother and has demonstrated withdrawal symptoms; 
(iii) a diagnosis made by a health care provider at any time following a child's birth that the child 
has an illness, disease or condition which, to a reasonable degree of medical certainty, is 
attributable to in utero exposure to a controlled substance which was not prescribed by a 
physician for the mother or the child; or (iv) a diagnosis made by a health care provider at any 
time following a child's birth that the child has a fetal alcohol spectrum disorder attributable to in 
utero exposure to alcohol. When "reason to suspect" is based upon this subsection, such fact 
shall be included in the report along with the facts relied upon by the person making the report. 
 
C. Any person who makes a report or provides records or information pursuant to subsection A 
or who testifies in any judicial proceeding arising from such report, records, or information shall 
be immune from any civil or criminal liability or administrative penalty or sanction on account 
of such report, records, information, or testimony, unless such person acted in bad faith or with 
malicious purpose. 
 
D. Any person required to file a report pursuant to this section who fails to do so as soon as 
possible, but not longer than 24 hours after having reason to suspect a reportable offense of child 
abuse or neglect, shall be fined not more than $500 for the first failure and for any subsequent 
failures not less than $1,000. In cases evidencing acts of rape, sodomy, or object sexual 
penetration as defined in Article 7 (§ 18.2-61 et seq.) of Chapter 4 of Title 18.2, a person who 
knowingly and intentionally fails to make the report required pursuant to this section shall be 
guilty of a Class 1 misdemeanor. 
 
E. No person shall be required to make a report pursuant to this section if the person has actual 
knowledge that the same matter has already been reported to the local department or the 
Department's toll-free child abuse and neglect hotline. 
 
1975, c. 341, § 63.1-248.3; 1976, c. 348; 1978, c. 747; 1993, c. 443; 1994, c. 840; 1995, c. 810; 
1998, cc. 704, 716; 1999, c. 606; 2000, c. 500; 2001, c. 853; 2002, cc. 747, 860; 2006, cc. 530, 



801; 2008, cc. 43, 268; 2012, cc. 391, 504, 640, 698, 728, 740, 815; 2013, cc. 72, 331; 2014, c. 
285.  
 
Immunity for Reporting: 

§ 63.2-1512. Immunity of person making report, etc., from liability.  

Any person making a report pursuant to § 63.2-1509, a complaint pursuant to § 63.2-1510, or 
who takes a child into custody pursuant to § 63.2-1517, or who participates in a judicial 
proceeding resulting therefrom shall be immune from any civil or criminal liability in connection 
therewith, unless it is proven that such person acted in bad faith or with malicious intent.  

(1975, c. 341, § 63.1-248.5; 1988, c. 686; 2002, c. 747.)  

 



Making a Difference
in a Child’s Life

Each year in Virginia, over 45,000
children are reported to local social
services departments for suspected
child abuse or neglect.

Abuse and neglect of children occurs
within families and in other settings
where children are provided care or
services. These settings include
schools, residential facilities, day care
centers/homes, and recreational or
sporting programs.

Recognizing and reporting suspected
child abuse and neglect are first steps
toward ensuring the safety and well-
being of children.

What is Child Abuse
and Neglect?

Section 63.2-100 of the Code of
Virginia defines an abused or
neglected child as any child under 18
years of age whose parent, guardian,
or other person responsible for the
child’s care:

1) Causes or threatens to cause a
non-accidental physical or mental
injury.

2) Causes or threatens to cause a
non-accidental physical or mental
injury during the manufacture or
sale of certain drugs.

3) Neglects or refuses to provide
adequate food, clothing, shelter,
emotional nurturing, or health care.

4) Abandons the child.

5) Fails to provide adequate
supervision in relation to the child’s
age and level of development.

6) Commits or allows to be committed
any illegal sexual act upon a child
including incest, rape, fondling,
indecent exposure, prostitution, or
allows a child to be used in any
sexually explicit visual material.

7) Knowingly leaves a child alone in
the same dwelling with a person
who is not related to the child by
blood or marriage and who is
required to register as a violent
sexual offender.

In addition, the law requires
physicians to report to CPS any
newborn infant who tests positive for
drugs.

Reporting

Anyone may report suspected
abuse or neglect; however Section
63.2-1509 of the Code of Virginia
requires that designated professionals
who have contact with children
immediately report their suspicions.
It is not necessary to prove that abuse
or neglect has occurred.

Reports can be made by calling
your local social services
department or the Child Abuse and
Neglect Hotline at 1-800-552-7096.

Reports can be made anonymously. If
you choose to provide your name, it
will not be released to the family who
was reported, except by Court order.

Persons reporting in good faith are
immune from civil and criminal liability
pursuant to Section 63.2-1512 of the
Code.

Behavioral Indicators

• Reports injury by caretaker
• Uncomfortable with physical contact
• Complains of soreness or moves
uncomfortably

• Wears clothing inappropriate to
weather (to cover body)

• Afraid to go home
• May be a chronic runaway (adolescents)
• Behavior extremes (withdrawn, aggressive)
• Apprehensive when other children cry

• Reports no caretaker at home
• Begs, steals food
• Frequently absent or tardy
• Constant fatigue, listlessness,
or falling asleep in class

• Extended stays at school
(early arrival and late departure)

• Shunned by peers

• Reports sexual abuse
• Highly sexualized play
• Detailed, age inappropriate understanding of
sexual behavior

• Role reversal, overly concerned for siblings
• Exhibits delinquent behavior
• May attempt suicide or other self-injury behavior
• May have eating disorders
• Deterioration in academic performance

• Exhibits age inappropriate behaviors such as
thumb sucking, biting, head banging or rocking

• Exhibits extreme behaviors such as over
compliance, passivity, aggression, or withdrawal

• Exhibits emotional or intellectual developmental
delays

• Exhibits cruel behavior or may seem to get pleasure
from hurting others and/or animals

• May abuse alcohol or drugs
• May have eating disorders

Recognizing Child Abuse and Neglect

Physical
Abuse

Physical
Neglect

Sexual
Abuse

Emotional
Maltreatment

A combination or pattern of indicators should alert you to the possibility of maltreatment. Indicators should be considered together with
the explanation provided, the child’s developmental and physical capabilities, and behavior changes.

Physical Indicators

• Unexplained bruises or burns on face,
torso, back, buttocks, thighs

• Multiple injuries in various stages
of healing

• Bruises/welts resembling instrument
used e.g belt, cord

• Human bite marks
• Injuries regularly appearing after
absence, weekend, etc.

• Unexplained fractures, lacerations,
abrasions

• Consistent hunger, poor hygiene
• Unattended physical problems or
medical needs

• Consistent lack of supervision
• Abandonment

• Sexually transmitted disease
(pre-teens)

• Pregnancy
• Difficulty walking or sitting
• Pain or itching in genital area
• Torn, stained, or bloody
underclothing

• Bruises/bleeding in external
genitalia

• May have frequent stomach aches,
head aches or unexplained weight
fluctuations

• May have speech disorders
• May lag in physical development
• May have a non-organic,
failure-to-thrive medical diagnosis

• May have learning problems



Local Department of
Social Services Response

After a report is made, a child
protective services (CPS) social worker
will interview the child and siblings, the
parents or caretakers, and the alleged
abuser. The CPS social worker may
also contact other persons having
information about suspected abuse or
neglect of the child(ren).

The CPS social worker will conduct
a child safety assessment; determine if
child abuse or neglect occurred or if
there is risk or harm; and develop
a safety and services plan with the
family when indicated.

The primary goal of child protective
services is to strengthen and support
families in preventing the (re)occurrence
of child maltreatment through
community-based services.

Tips for Families

Self Care for Parents/Caretakers

When parents take time to care for
themselves, they are better able to
manage the challenges of parenting.
Learn to recognize signs of stress
and take time out to replenish
yourself. You may wish to:

Find a sitter you can trust to give
you time for adult interests and
relationships

Relieve stress by taking a walk,
reading, or pursuing a hobby

Visit or talk with friends or relatives

Talk with other parents

Join a community activity or group

Ways to ShowYour
Children That You Care

Notice them

Ask them about themselves

Play with them

Read aloud together

Hug them

Suggest better behaviors
when they act out

Praise more

Criticize less
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Child Abuse Hotline
1-800-552-7096
(Language Line available)

Recognizing,
Reporting
and Preventing
Child Abuse
and Neglect
in Virginia

Virginia Department of Social Services
801 East Main Street

Richmond, Virginia 23219
www.dss.virginia.gov

Additional Information

For additional information,
prevention materials, and/or
in-service training, contact
your local social services
department or the Virginia
Department of Social Services
at www.dss.virginia.gov.



Haciendo la diferencia 
en la vida de un niño

Cada año en Virginia se informa a los
departamentos locales de servicios
sociales sobre más de 45,000 niños
con posible abuso o negligencia. 

El abuso y negligencia contra menores
ocurre en las familias y en otros
entornos donde se proporciona
cuidado o servicios a los niños. Estos
entornos incluyen escuelas,
instalaciones residenciales,
centros/hogares de guardería y
programas recreativos o deportivos. 

Reconocer e informar un supuesto
abuso y negligencia contra menores
son los primeros pasos para asegurar
la seguridad y el bienestar de los niños.

¿Qué es el abuso y negligencia
contra menores?

La Sección 63.2-100 del Código de
Virginia define un niño abusado o
abandonado como todo niño menor de
18 años de edad, cuyos padres,
cuidadores u otra persona
responsable por su cuidado:

1) Provocan o amenazan provocar una
lesión física o mental no accidental.

2) Provocan o amenazan provocar una
lesión física o mental no accidental
durante la fabricación o venta de
ciertas drogas.

3) Abandonan o se niegan a
proporcionar alimentación, vestimenta,
protección, cuidado emocional o
atención de salud adecuado.

4) Abandonan al niño.

5) No pueden proporcionar una
supervisión adecuada con relación a
la edad y nivel de desarrollo del niño.

6) Cometen o permiten que se cometa
cualquier acto sexual ilegal contra
niños, incluyendo incesto, violación,
manoseo, exposición indecente,
prostitución o permiten que un niño
sea utilizado en cualquier material
visual sexualmente explícito.

7) Conscientemente dejan a un niño en
la misma morada con una persona no
relacionada con el niño por sangre o
matrimonio y que se debe registrar
como un agresor sexual violento.

Además, la ley exige que los médicos
informen a CPS sobre cualquier
recién nacido que dé positivo en las
pruebas de drogas.

Denuncias

Cualquier persona puede denunciar un
posible abuso o negligencia; sin embargo,
la Sección 63.2-1509 del Código de
Virginia exige que los profesionales
designados que tienen contacto con
niños informen de inmediato sus
sospechas. No es necesario demostrar
que ha ocurrido abuso o negligencia.

Las denuncias se pueden realizar
llamando al departamento local de
servicios sociales o a la Línea de
asistencia sobre el abuso y la
negligencia contra menores al 
1-800-552-7096.

Las denuncias se pueden realizar en
forma anónima. Si usted prefiere
proporcionar su nombre, este no será
divulgado a la familia que fue denunciada,
excepto mediante orden de la corte.

Las personas que denuncian de buena
fe son inmunes de responsabilidad civil
y criminal de conformidad con la
Sección 63.2-1512 del Código.

Indicadores de comportamiento

• Informan lesiones por parte del cuidador
•  Incomodidad con el contacto físico
•  Quejas de dolor o movimientos de incomodidady
• Utilizan ropa inadecuada para el tiempo 

(para cubrirse el cuerpo)
•  Con miedo de ir a la casa
•  Pueden ser fugitivos crónicos (adolescentes)
• Comportamientos extremos (retraído, agresivo)
• Aprensivos cuando otros niños lloran

•  Informan que no hay cuidador en su casa 
•  Roban o ruegan por alimento
•  Ausentes o retrasados con frecuencia
•  Fatiga constante, falta de interés o se quedan

dormidos en clases
•  Permanencias prolongadas en la escuela 

(llegada temprana y salida tarde)
•  Rechazados por los compañeros

•  Informan abuso sexual
•  Exhiben juegos altamente sexualizados
•  Comprensión detallada del comportamiento sexual,

impropio de la edad
•  Inversión de papeles, demasiada preocupación por hermanos
•  Exhiben comportamiento delincuencial
•  Pueden intentar suicidarse u otro comportamiento

con lesiones auto-inflingidas
•  Pueden tener trastornos alimenticios
•  Deterioro del rendimiento académico

•  Exhiben comportamientos impropios de la edad,
como succionarse el pulgar, morder, mecerse o
golpearse la cabeza

•  Exhiben comportamientos extremos como demasiada
obediencia, pasividad, agresión o retraimiento 

•  Exhiben retrasos de desarrollo emocional o intelectual
•  Exhiben comportamiento cruel o parecen obtener

placer de hacer daño a otras personas y/o animales
•  Pueden abusar del alcohol o las drogas
•  Pueden tener trastornos alimenticios

Cómo reconocer el maltrato y la negligencia contra menores

Abuso 
físico

Negligencia
física

Abuso 
sexual

Maltrato
emocional

Una combinación o patrón de indicadores deben alertarlo sobre la posibilidad de maltrato. Los indicadores se deben considerar junto
con la explicación proporcionada, las capacidades físicas y desarrollo del niño y los cambios de comportamiento.

Indicadores físicos

•  Moretones o quemaduras sin explicar en
la cara, torso, espalda, glúteos, muslos

•  Lesiones múltiples en diversas etapas
de cicatrización

•  Moretones/marcas que se asemejan al
instrumento usado, por ejemplo:
cinturón, cuerda

•  Marcas de mordedura humana
• Lesiones que aparecen en forma regular

después de ausencia, fin de semana, etc. 
•  Fracturas, heridas, abrasiones sin explicación

•  Hambre en forma constante, higiene
deficiente

•  Problemas físicos o necesidades
médicas sin atención

• Falta de supervisión constante
•  Abandono

• Enfermedades de transmisión sexual
(preadolescentes)

•  Embarazo
•  Dificultades para caminar o sentarse
•  Dolor o comezón en el área genital
• Ropa interior rasgada, manchada o con

sangre
•  Moretones/sangrado en órganos

genitales externos

•  Pueden tener frecuentes dolores
estomacales, de cabeza o fluctuaciones
de peso sin explicación

•  Pueden tener desórdenes del habla
•  Pueden tener retrasos en el desarrollo físico
•  Pueden tener un diagnóstico médico de

desarrollo insuficiente, no orgánico
•  Pueden tener problemas de aprendizaje
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Respuesta del departamento local
de servicios sociales

Después que se hace una denuncia,
una trabajadora social de los servicios
de protección de menores (CPS)
entrevistará al niño y sus hermanos,
los padres o cuidadores y al supuesto
autor del maltrato. La trabajadora
social de CPS también puede
comunicarse con otras personas que
tienen información sobre el supuesto
abuso o negligencia contra el(los)
menor(es).

La trabajadora social de CPS realizará
una evaluación de seguridad del niño;
determinará si ocurrió abuso o
negligencia contra el menor o si hay
riesgo o daños y desarrollará un plan
de seguridad y servicios con la familia,
cuando sea indicado.

El objetivo principal de los servicios de
protección de menores es fortalecer y
apoyar a las familias en la prevención
de la ocurrencia (recurrencia) del
maltrato a los menores mediante
servicios basados en la comunidad.

Consejos para las familias

Cuidado personal para
padres/cuidadores

Cuando los padres se toman un
tiempo para el cuidado personal,
pueden manejar de mejor manera
los desafíos de la crianza de los
hijos. Aprenda a reconocer señales
de estrés y tómese un tiempo para
reponerse. Usted puede querer:

Encontrar un cuidador en quien
confiar para tener tiempo para
intereses y relaciones adultas

Mitigar el estrés al caminar, leer o
tener un pasatiempo

Visitar o conversar con amigos o
familiares

Conversar con otros padres

Unirse a una actividad o grupo
comunitario

Formas de demostrar a sus niños
que usted se preocupa

Fijarse en ellos

Preguntarles sobre ellos

Jugar con ellos

Leer juntos en voz alta

Abrazarlos

Sugerir mejores comportamientos
cuando actúan

Elogiarlos más

Criticarlos menos
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Línea de asistencia
para abuso infantil

1-800-552-7096
(Disponible traducción 

a otros idiomas - Language Line)

Reconocer,
Informar y
Prevenir
Abuso yAbuso y
NegligenciaNegligencia
contracontra
Menores enMenores en
VirginiaVirginia

Virginia Department of Social Services
7 North Eighth Street 

Richmond, Virginia 23219
www.dss.virginia.gov

Información adicional

Para obtener información
adicional, materiales de
prevención y/o capacitación en el
servicio, comuníquese con su
departamento local de servicios
sociales o el Virginia 
Department of Social Services 
at www.dss.virginia.gov.
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“Your Agency’s CPS Reporting Policy” 
 

 
Person completing the form:  ______________________________________________ 
 
Date:  ____________________________________ 
 
 

1. I am/am not a mandated reporter of child abuse/neglect according to the Code 
of Virginia. 

 
2. I know the legal definition of child abuse and neglect according to the Code of 

Virginia. Yes/No 
 

3. All questionable child abuse/neglect situations must be immediately reported 
to ____________________________________________ (agency staff). 

 
4. I must consult with ______________________________ (agency staff) 

before making a child abuse/neglect report to my local department of social 
services or the CPS Hotline. 

 
5. My agency’s client confidentiality policy clearly informs victims about our 

child abuse/neglect reporting policy.   Yes/No 
 

6. I know my agency’s policy about informing a parent (or current caretaker) 
when planning to make a CPS report about suspected child abuse/neglect? 

 
7. I know what to do if I think a child I am working with was abused prior to 

entering the program.  Yes/No 
 

8. I know what to do if I think a child I am working with is being abused. 
Yes/No 

 
9. I have a contact person at my local department of social services that I can 

contact for consultation without (or before) making an official report.  Yes/No 
 

10. I understand the goals of child protective services.  Yes/No 
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