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Abstract 
 Research surrounding childhood trauma and maltreatment has consistently demonstrated 

a strong positive correlation between the amount of adverse experiences a child experiences and 

future physical and mental health consequences, as well as a strong negative correlation between 

childhood trauma and brain development. Occupational therapists, physical therapists, and 

speech language pathologists work with children that have endured traumatic experiences on a 

daily basis. As healthcare professionals that work with these children on their development and 

skill acquisition, it is critical that they understand the negative impacts of childhood trauma and 

how to implement trauma-informed practices. This program was created with the intention of 

increasing therapist knowledge and confidence on identifying traumatic experiences and 

symptoms, the impact on brain development, and how to plan trauma-informed therapy sessions. 

The content of this training program was created by completing an extensive literature search in 

order to provide the therapists with evidence-based knowledge and skills. All formal information 

was provided throughout two in-service presentations. Fourteen therapists were present at both 

sessions and used a self-reported rating scale to assess their confidence prior to the training and 

just following. Following the in-service presentations, a 128% increase in confidence was found, 

with p<.001. Through this training program, the therapists at IU Health Ball Pediatric 

Rehabilitation gained a basic understanding of the developmental effects of trauma and began to 

incorporate trauma-informed practices. The results of this study suggest that by providing 

therapists with two in-service presentations solely dedicated to the effects of childhood trauma 

and its role in childhood development, their confidence in working with children that have 

experienced trauma statistically significantly increases.  
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Chapter I: Introduction 
In the past few decades, the rates of childhood trauma, and the resulting widespread 

negative consequences, have become a large focus of research and treatment development. At 

the beginning of this century, pediatricians had begun referring to mood disorders, anxiety 

disorders, adolescent suicide, school violence, and drug and alcohol use as the “newer 

morbidities” of childhood (American Academy of Pediatrics, 2001). These diagnoses are being 

called the new morbidities because these mental health diagnoses and violent experiences are 

killing more children per year than past childhood diseases such as meningococcemia. Research 

involving childhood trauma and adverse experiences has continually demonstrated a strong 

positive correlation between the amount of trauma that a child has experienced and these 

morbidities that are claiming so many lives. The Adverse Childhood Experiences (ACE) study 

began to show this trend and other researchers have continued to find similar results. 

The ACE study was a revolutionary research study that linked the prevalence of ACEs 

and future health consequences. The adverse experiences included: physical, psychological, or 

sexual abuse, domestic violence against a mother, or living with a family member with a drug 

addiction, mental health diagnosis, or ever having been imprisoned. More than half of the 

individuals that partook in the study reported experiencing at least one ACE and one-fourth 

reported that they had experienced two or more. The number of individuals reporting these ACEs 

was significantly higher than expected and demonstrated a trend that ACEs often occur together. 

Even more shocking was the correlation between the ACE score of an individual and their 

resulting physical and mental health. It was found that with each additional ACE an individual 
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reported, their risk and prevalence for risky health behaviors or mental health problems increased 

(Felitti et al., 1998). The ACE study was just the beginning of the research-backed relationship 

that is found relating childhood trauma to future maladaptation, mental health disorders, and the 

leading causes of death in the United States.  

The ACE study identified the prevalence of childhood trauma and the resulting 

widespread effects with the implications of the next step to be training for all healthcare 

professionals. Training on trauma and the resulting effects is especially important for therapists 

that help children develop and refine the skills they need to best navigate and participate in their 

world. If a therapist is able to identify a child that has experienced trauma and understand the 

physical, emotional, psychological, and behavioral effects that may occur due to that trauma, 

interventions can be planned to address the underlying effects of trauma while still targeting their 

goals. Therapists can also better ensure that the child will not be re-traumatized during treatment. 

The understanding of this need to increase therapist knowledge surrounding childhood trauma 

was the identified gap in services that created this project at IU Health Ball Pediatric 

Rehabilitation. 

IU Health Ball Pediatric Rehabilitation, located in Muncie, Indiana, houses a 

rehabilitation team made up of multiple occupational therapists, physical therapists, and speech 

language pathologists. Muncie has a population of about 68,000 with almost 30% of the 

population living in poverty. The median household income in 2017 was $32,372 (United States 

Census Bureau, 2018). Muncie is a city of Delaware County which has some of the highest 

opioid use in the entire state, with the problem only seeming to continue. In 2015, the numbers of 

non-fatal emergency room visits due to opioid overdoses almost quadrupled that of two years 

prior and almost doubled the state average (Indiana State Department of Health). This large drug 
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problem poses many risks for children living in Muncie. With the increase of opioid use, there 

has been a subsequent rise in babies born with neonatal abstinence syndrome. The Indiana State 

Department of Health found that between 2000 and 2012, there was a 5-fold increase in the 

number of babies that were born addicted to opioids. Another risk of this increase in opioid use is 

removal from the home and being put into foster care, a traumatic event in itself. From 2000 to 

2017, the number of children that were put into foster care due to parental drug use rose 21.73% 

nationwide (Meinhofer & Angleró-Díaz, 2019). The National Child Traumatic Stress Network 

(NCTSN) states that children that are taken from their home as a result of abuse or neglect pose a 

much higher risk of developing mental health problems, especially traumatic stress (2005). 

Drug and alcohol abuse amongst caregivers is not the only trauma that children receiving 

services at IU Health Ball Pediatric Rehabilitation are experiencing. Many of these  

children have endured physical or sexual abuse, neglect, traumatic injuries, severe medical 

diagnoses or procedures, the death of loved one, domestic violence, or observed a parent being 

arrested, among other adverse experiences. This demonstrates a direct need for any healthcare 

professional that is working with these children to understand the effects of trauma in order to 

provide them with the best possible care.  

The occupational therapists, physical therapists, and speech language pathologists 

working at IU Health Ball Pediatric Rehabilitation do not have any formal training on trauma 

informed care (TIC) or trauma informed approaches (TIA). Unfortunately, this is not uncommon. 

Many therapists fail to utilize TIA when working with families experiencing current or past 

traumas due to a lack of confidence in TIC execution, fear of causing re-traumatization, or an 

overall lack of training in TIC (Fette et al., 2019). Given the population of children that these 

therapists are working with, training on TIC and practices is essential. However, it is important 
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to note that occupational therapists, physical therapists, and speech language pathologists are not 

responsible for helping children process their trauma. Rather, they should be aware of trauma 

and its effects in order to help children develop the skills to better adapt to stressors and learn to 

participate fully in life. The goal of this capstone project is to provide the therapists working at 

IU Health Ball Pediatric Rehabilitation with an evidence based in-service training program that 

teaches them about the physiological and psychological effects of trauma, the resulting behaviors 

of children that have experienced trauma, and best practices for handling those behaviors while 

ensuring that a child is not retraumatized during treatment. The desired outcome of this program 

is to have a clinic full of therapists that feel confident in their ability to identify children that 

have experienced trauma and implement interventions in a way that supports the child with their 

specific needs. 

Chapter II: Needs Assessment 
In order to determine what was lacking from the therapy program at IU Health Ball 

Pediatric Rehabilitation and how to address it, an interview was completed with an occupational 

therapist that has been working at the clinic for over 10 years. The interview took place in July of 

2019 at their former clinic, Meridian Health Pediatrics. After expressing that TIC education was 

of vital need due to a lack of formal education in the therapists’ program curriculums, the 

following questions were addressed: 

• What types of childhood traumas are common within your clientele? 

• How is trauma currently being addressed? 

• Is the trauma typically parent reported or observed with the child? 

• Are you currently assessing for childhood trauma?  

• Would the other therapists be willing to receive training on trauma informed care? 
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The occupational therapist reported that the most common types of trauma that are seen 

within their population is parental drug/substance abuse, neglect, physical abuse, sexual abuse, 

and being put into foster care. Accidental traumas, such as sports related injuries or car accidents, 

are also seen amongst their clientele. At this point in time, trauma is not being directly assessed 

by any of the therapists because they are not trained on it. A few of the therapists have attended 

conferences that had speakers discussing the topic of TIC, but that is the extent of their training.  

The therapists working at IU Health Ball Pediatric Rehabilitation have acknowledged the 

importance of being trained on TIC. They have all expressed interest in the training in order to 

close the gap in services and to be able to better treat their patients. By compiling the best 

evidence regarding TIC within the pediatric population and consulting experts in the field, the 

therapists at IU Health Ball Pediatric Rehabilitation can quickly acquire the skills necessary to 

begin creating interventions that help children learn to self-regulate and not be retraumatized 

during therapy.   

Best Practices 

Before a therapist can address the consequences of trauma, they must first understand 

what trauma entails. The term trauma encompasses a multitude of events such as accidents, 

witnessing violence, experiencing the divorce of parents, natural disasters, war, the loss of a 

loved one or close friend, chronic neglect, and invasive medical procedures (Steele & Malchiodi, 

2012). Research indicates that it is common for children to experience more than one type of 

trauma or the same type of trauma multiple times. This is referred to as complex trauma 

(Spinazzola et al., 2007). Research has shown that with each type of trauma a child experiences, 

the likelihood that they will develop high-risk behaviors and functional impairments such as 

attachment problems, skipping school, substance abuse, suicidality, criminal activity, self-
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injurious behaviors, alcohol use, running away from home, and sexual exploitation increases 

(Layne et al., 2014). Further, Layne and colleagues (2014) found that with each traumatic 

experience a child is exposed to, the odds ratio that they will partake in high-risk behaviors 

increases from a range of 6% to 22%. A study by Felitti and colleagues (1998) found that the risk 

of developing a serious health problem such as becoming a smoker, becoming obese, being 

physically inactive, becoming depressed, and attempting suicide also increases with additional 

trauma. This trend of increasing risk with each additional ACE is referred to as a dose response.  

Further, complex trauma doesn’t only increase the odds of high-risk and serious health 

problem behaviors, it also affects biological processes, the ability to self-regulate, higher order 

cognition, and self-concept (Hodgdon et al., 2013). This research demonstrates how widespread 

and consuming the negative effects of trauma are. In order to prevent or reduce the future 

consequences of childhood trauma, the trauma itself must be identified and acknowledged so that 

trauma informed practices can be implemented throughout treatment.  

Justification 

An occupational therapist’s job is to examine all factors of an individual’s life and utilize 

that knowledge in treatment. If childhood trauma experiences are not included in the assessment 

of an individual’s life and incorporated in the treatment plan, that creates a significant gap in 

services. Many approaches can be taken to treat children that have experienced trauma. These 

perspectives address family dynamics, institutional environments, cultural concerns, the 

mind/body connection, creating a safe and empathetic environment to support neural plasticity, 

build a child’s resilience, and create stronger attachments (Steele & Malchiodi, 2012). These 

environments and factors touch on every single aspect of a child’s life and demonstrate how 



INCREASING THERAPIST KNOWLEDGE ON TRAUMA INFORMED CARE 
 

11 

every health care professional can contribute to the prevention of the negative consequences of 

trauma and keep a child’s development on track and improve their quality of life.  

The benefits of addressing trauma and child maltreatment are widespread and extend past 

the individual. It is not unusual for child maltreatment such as abuse and neglect to be 

intergenerational, meaning that individuals that were maltreated as children are more likely to 

maltreat their own children. Just like children that have a supportive adult in their life build 

resilience, having another supportive adult in a caregiver’s life helps to decrease the chances that 

they will maltreat their children (Schofield et al., 2013). If childhood trauma and maltreatment 

can be addressed across healthcare disciplines, then the number of children that are maltreated 

should decrease over time. Researchers have also found that individuals that were maltreated as 

children are more likely to have low academic achievement and subsequently live in poverty or 

be unemployed (Metzler et al., 2017). Occupational therapists, speech language pathologists, and 

physical therapists all have the training to help children gain the skills that they need to succeed 

in school and accomplish their career and life aspirations.   

Further research supporting the benefits that occupational therapists, physical therapists, 

and speech language pathologists can provide for children that have experienced trauma has been 

completed by The National Scientific Council on the Developing Child (NSCDC). One focus of 

NSCDC research has been how children build resilience against stressful experiences. The 

researchers compare it to a see-saw, with one side holding all of the negative experiences a child 

has and the other side having all of the positive experiences and skills that a child can use to 

better handle a stressful situation (The National Scientific Council on the Developing Child 

[NSCDC], 2015). The occupational therapists, physical therapists, and speech language 

pathologists at IU Health Ball Pediatric Rehabilitation all have the ability to help children add 
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new skills to their positive end. They have the training to teach children emotional regulation, 

healthy decision making, build self-esteem, literacy, communication skills, physical strength and 

endurance, all of which make children better equipped when dealing with adverse experiences. 

These therapists play a critical role in the lives of children that have experienced trauma and 

should be provided with the knowledge that they need to best support these children as they learn 

and develop.  

Without the knowledge of the effects of trauma, the therapists at IU Health Ball Pediatric 

Rehabilitation cannot provide their patients with the best care. Holly Kiel, along with all of the 

other therapists working at IU Health Ball Pediatric Rehabilitation, identified this gap in their 

knowledge and subsequent treatment. The project proposal that was provided to the therapists 

can be found in Appendix A. The proposal was approved with no revisions. 

Chapter III: Literature review 

The database PubMed was used when initially searching for research articles. Research 

that was completed prior to the year 2000 was excluded, with the exception of the ACE study 

due to it being a foundation of trauma literature. The academic journal Abuse and Neglect was 

searched to find research that was completed in the past three years. Any article that was found 

pertaining to childhood trauma, its effects on behavior, future physical and mental health, 

suggested interventions, or tips for therapists and caregivers were reviewed. Only articles that 

were peer reviewed were selected. Finally, the two books “The Body Keeps the Score: Brain, 

Mind, and Body in the Healing of Trauma” by Bessel Van der Kolk, MD and “The Boy Who 

Was Raised as a Dog” by Bruce Perry, MD, Ph.D. and Maia Szalavitz were consulted due to the 

authors prominence in childhood trauma research and the research that is presented in the books.  
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Throughout the literature, four themes have emerged that help to determine the future 

outcomes of a child that has experienced childhood trauma: the stage of development when the 

trauma took place, the duration and frequency of the maltreatment, how many types of trauma 

were experienced, and relational support. It is increasingly being found that one type of abuse 

rarely happens in isolation and the truest predictor of future maladaptation is how many types of 

maltreatment a child experiences and how often (Teicher et al., 2006; Vachon et al., 2015). Many 

studies looking at childhood trauma and resulting mental health challenges have found 

significant dose responses as mentioned previously, suggesting that the more trauma a child 

experiences, the more likely they are to experience future mental health difficulties (Bevilacqua 

et al., 2021; Perry, 2009). 

Defining what experiences are deemed as traumatic can be difficult. One reason causing 

that difficulty is how individuals perceive an experience. Two people may experience the exact 

same event and one individual may classify it as having been traumatic and have long-term 

consequences as a result, while the other person defines it as being upsetting, but has the ability 

to move on and not have lasting effects. This phenomenon is described by The Substance Abuse 

and Mental Health Services Administration (SAMHSA) “Three E’s of Trauma”: Event(s), 

experience, and effect (2014). Additionally, stress has been defined in three different ways: 

positive, tolerable, and toxic (Shonkoff et al., 2012). Positive stress is an experience that is 

typical of childhood and can be made into a learning experience in how to manage emotions and 

move on from adverse experiences, such as tripping and skinning one’s knee on the sidewalk. 

Tolerable stress is an experience that is more uncommon and poses a higher threat to a child, 

such as a natural disaster.  A child’s response to both positive and tolerable stress is mediated by 

the presence of a caring adult that can help a child’s emotions and physiological state return to 
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homeostasis and understand that the threat has passed. The final type of stress is toxic stress. 

Finally, toxic stress occurs when the stress response is excessive, often, or for an extended period 

of time, all in the absence of a caring and supportive adult (Shonkoff et. al, 2012). Many 

researchers have identified the presence of a calm, supportive adult that is able to attend to a 

child’s needs in the face of threat as the most predictive factor in whether or not a child will have 

lasting negative effects after a traumatic event (Bellis et al., 2017; De Bellis & Van Dillen, 2005; 

Hambrick et al., 2018; National Scientific Council on the Developing Child, 2005/2014; Van der 

Kolk, 2015). Identifying the type of trauma that a child endured is beneficial to being able to 

properly address that trauma and understand the symptoms that come along with the experience.  

Childhood Trauma and the Brain 

The brain develops in a hierarchical, bottom-up manor, with the most basic parts of the 

brain developing first and the most complex developing last. In order for the more complex 

regions to develop, the lower regions must be functioning properly. Child maltreatment can 

cause damage to the developing brain even before the baby is born. Prenatal alcohol syndrome is 

associated with alterations of the hypothalamic-pituitary-adrenocortical (HPA) axis and hyper-

responsiveness (Weinberg et al., 2008). The HPA axis is in charge of releasing cortisol, the 

body’s stress hormone, in the body. Amongst individuals that have experienced childhood 

trauma, their HPA axis is often overreactive, being activated too easily and for too long. (Perry,  

2009). This over responsiveness of the HPA axis can cause damage to the body, as well as to 

social relationships as children might perceive a neutral interaction as being threatening and 

respond as though they are in danger (McCrory, 2020; NSCDC, 2014). 

Another developmental change is seen in the route a potential threat takes through the 

brain. There are two paths the thalamus takes to send sensory information throughout the brain: a 
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quick path that goes straight to the amygdala, a brain region associated with fear and anger, and a 

slower path that goes to the frontal lobes, the part of the brain associated with higher order 

processing and reasoning. These two paths are important in a child that has experienced trauma 

because the amygdala receives the input first which can launch a child into fight, flight, or freeze 

before they even realize what is happening (Van Der Kolk, 2015). During the stress response, the 

brain takes over for survival and blood flow to the limbic system is decreased (Perry, 2009). This 

makes it difficult for a child to understand why they are behaving the way that they are. 

In cases of severe neglect where children are not receiving the input that they need, their 

brain may prune connections to those neglected brain regions and they may atrophy and die 

(McLaughlin et al., 2014; Vela, 2014). This can cause difficulties with gross and fine motor 

control, higher order processing, goal directed behavior, attention, memory, and emotional 

regulation. According to the Nuerosequential Model of Therapeutics created by Bruce Perry 

(2009), the age of which a child was maltreated is important to know when creating interventions 

because the brain may have stopped developing at that age, requiring treatments to be based on 

their development age instead of their chronological age. While these changes in brain 

development may appear discouraging, the brain is plastic and continues to develop through the 

early 20s. This suggests that the earlier treatment is provided with continued repetitions and 

reinforcement at home, the better the brain can make new connections, allowing the children to 

succeed despite their early adversities.  

Chapter IV: Project Design and Leading Model 
SAMHSA created six core principles for a trauma-informed approach: Safety, 

trustworthiness and transparency, peer support, collaboration and mutuality, empowerment, 

voice and choice, and cultural, historical, and gender issues (2014). Van der Kolk also asserts 

that treatment with traumatized children need to be built upon activities that are safe, predictable, 
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and fun, all while giving the child a sense of control (Van der Kolk, 2005). Combining these 

trauma informed principles with the Person-Environment-Occupation-Performance (PEOP) 

model (Law et al., 1996) is the guiding basis for this project. The PEOP model examines all parts 

of the child, including their physiological and psychological states, sensorimotor abilities and 

thresholds, and how these factors affect an individual’s perception and interaction with their 

environment. A child that has a hyperresponsive stress response due to a traumatic experience is 

constantly scanning their environment for threats. Assessing their environments for danger takes 

all of their brain power and attention, reducing their short-term memory capacity and ability to 

learn. This in turn reduces their ability to connect socially with peers and caregivers as they are 

also assessing their body language, facial expressions, and vocalizations for aggression. 

The PEOP model doesn’t only examine how a child’s personal factors impacts their 

interaction with the environment, but also how the environment that a child is in affects their 

behaviors and participation. Triggers are sensory stimuli within the environment that can cause a 

child’s fight, flight, or freeze response to be activated, demonstrating the need for their 

environment to be adapted to make them feel at ease (Petrenchik & Weiss, 2015). As a result, 

having a safe and supportive environment that actively works to remove a child’s identified 

triggers is crucial to their ability to function in daily living. According to a NCTSN survey, only 

69 percent of agencies working with traumatized children ask about the length of the trauma and 

only 47 percent inquire about the child’s triggers or reminders (2005). Including this information 

in treatment is essential to provide the child with an environment where they can feel safe 

enough to participate in therapy and not trigger a traumatic response.  

Another factor to consider when creating a safe environment is the child’s level of 

arousal. When a child has been severely traumatized, they can present with arousal dysregulation 



INCREASING THERAPIST KNOWLEDGE ON TRAUMA INFORMED CARE 
 

17 

or sensory processing disorder, similar to that of children with diagnoses of Autism Spectrum 

Disorder, with hypersensitivity to sound, touch, and movement (Koomar, 2009). Sensory input 

can trigger hormone secretion, instantly sending their body into a stress response before they 

have had time to consciously process the stimuli (Van der Kolk, 2005). Providing traumatized 

children with a room that presents with little visual stimuli, calming noises such as white noise or 

classical music, and soft objects to provide proprioceptive input can help a child remain calm and 

decrease the risk of re-traumatization.  

When it comes to intervention, play is frequently acknowledged as a child’s primary 

occupation. That is why pediatric occupational therapists, physical therapists, and speech 

language pathologists often design their treatments around play. Pretend play can help to 

enhance problem-solving skills because it provides children with a means to experiment with 

different responses, roles, and emotions without the consequences of acting them out in real-life 

(Cooper, 2000). However, for children that have experienced trauma, they may not be interested 

in playing. Simply put, feeling safe is the most basic requirement for a child to play. If there is no 

sense of safety, the child will not play (Cooper, 2000). Children with trauma histories are 

sometimes described as preferring to play independently, having chaotic, repetitive play patterns, 

difficulty participating in sustained play, being highly reactive to others due to misperceptions, 

and underdeveloped play styles (Ryan et al., 2017). These play patterns can make it difficult for 

children to interact with their peers, their community, and within the therapy activities. 

Incorporating neutral, fun tasks into therapy gives the child a sense of safety to explore their 

environment and provides them with a sense of what being calm and in control feels like. Using 

rhythmic and repetitive movements in play is suggested to help target and reorganize the lower 

brain regions (Van der Kolk, 2005).  
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The final portion of this project is caregiver and family education and inclusion. 

Including the entire family and having a large focus of family advocacy and providing the family 

with the voice to make decisions regarding their child’s treatment helps to create family buy in 

and promote healing (Fette et al., 2019). As mentioned previously, it is increasingly being shown 

that having a trusted and responsive adult there with a child when they experience a stressful or 

traumatic event is crucial for returning the child’s hormones to a regular level and reducing the 

chance of the event causing any lasting psychological or physiological damage (Shonkoff et. al., 

2012). It is not uncommon for traumatized children to experience attachment difficulties, 

particularly with their primary caregiver. Treatment should include this caregiver and help create 

an intimate bond between the child and caregiver through enjoyable sensorimotor activities 

(Koomar, 2009). By including the caregiver in treatment, the whole family can begin to heal and 

learn skills to utilize outside of therapy. 

Research continues to be published that describes the negative effects of childhood 

trauma and potential interventions for working with these children. At IU Health Ball Pediatric 

Rehabilitation, the next step in providing the children with the best, most well-rounded care is 

TIC education for all therapists and staff members. Therefore, the purpose of this project was to 

delve into the literature and provide each therapist with the most pertinent information regarding 

the children that they work with and tips for working with them. By doing so, the positive results 

could extend beyond the child and reach to the community and future generations.  

Chapter V: Project Plan and Process 
The primary area of focus for this project was education. By doing a thorough review of 

pertinent TIC literature, an in-service training program was created to further educate the 

therapists at IU Health Ball Pediatric Rehabilitation on the effects of childhood trauma. When 

creating the basis for this project, the objectives and outcomes centered around a primary goal of 
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increasing therapist knowledge and confidence in utilizing trauma-informed practices in order to 

provide the best care possible to all children. The following project objectives and outcomes 

were created to design and assess the effectiveness of the program: 

Objective #1: Examine the current literature and best practices surrounding TIC with 

children in order to find the most relevant data.  

Objective #2: Summarize the data into a concise training program to provide the 

therapists with the necessary information to understand childhood trauma and its effects. 

Objective #3: Collaborate with other health care professionals working in TIC in order to 

create connections for consultation. 

Objective #4: Compile a binder of the most relevant research and resources to leave at the 

clinic in order to provide therapists with a means to quickly access trauma-informed information 

when necessary.  

Objective #5: Create handouts to provide caregivers with information surrounding their 

child’s trauma and how to support them in their healing and development.  

            Outcome goal #1: Within 1 week of program implementation, therapists will implement 

their knowledge of trauma-informed care in their sessions with children with known trauma 

histories, as evidenced by their active effort to resist re-traumatization through their careful 

treatment planning. 

Outcome goal #2: Within 1 week of program implementation, therapists will utilize a 

sensorimotor activity with a child that is beginning to dysregulate in order to bring their body 

back into a calm state and resist re-traumatization. 
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Outcome goal #3: Within 2 weeks, therapists will implement their knowledge on trauma-

informed assessments as evidenced by using at least one new assessment on a client with a 

trauma history. 

Outcome goal #4: By the end of program implementation, therapists will be fully trained 

on use of the provided binder to quickly access research pertaining to their practice and resources 

to provide caregivers, in order to create a sustainable trauma-informed program.  

Outcome goal #5: Within 2 weeks of program implementation, therapists will explain the 

impacts of trauma to one caregiver and provide them with tips on how to support their child in 

order to increase developmental gains and reinforcement at home. 

Further information regarding the original student plan goals and objectives can be found 

in appendix B. 

The information presented in the in-service was intended to provide the therapists at IU 

Health Ball Pediatric Rehabilitation with knowledge and skills that they can use in order to better 

serve their patients with childhood traumatic experiences. To develop a training program and 

compile resources for the therapists that would help them to better serve their specific patient 

population and specific needs, children with known trauma histories were observed. This was 

done in order to observe the type of traumas typically seen at the clinic and the resulting 

behaviors and deficits. Observing therapists also provided insight into what types of 

interventions were typically utilized and where potential gaps in knowledge regarding trauma-

informed practices may be. These observations helped to provide direction on the type of 

evidence-based literature that would be most beneficial as well. Along with observations, 

informal conversations were held frequently with the therapists working with these children in 
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order to discuss what they believed would be the most beneficial information to learn when 

creating and implementing interventions.  

When discussing gaps in knowledge with therapists prior to the training, it became 

apparent that confidence on calming a child down in a trauma-sensitive manor was a source of 

apprehension. As a result, tips and activities that can be used to continuously provide sensory 

stimulation to prevent dysregulation were woven throughout the entire presentation, as well as 

tips and activities for when a child began to demonstrate signs of dysregulation. Case studies 

involving children at the clinic were also included based on therapist request. Children with 

known trauma histories were observed at the clinic, their diagnoses and specific types of 

maltreatment researched, and the therapists provided with recommendations on ways to 

personalize interventions to address their needs. The remainder of the information discussed in 

the in-service presentations was based on recurring themes found in research on the most 

important information regarding trauma and how best to support these children in their 

development.  

Following therapist discussion and an extensive literature review, the first in-service 

focused on general information regarding childhood trauma. The main topics were important 

definitions of trauma including specific types and their developmental effects, risk factors for 

experiencing childhood trauma, a review of the ACE study, the neuroscience behind trauma and 

how it effects brain development, and the importance of relational support along with how to 

support caregivers. The specific types of trauma and maltreatment that were discussed aside from 

abuse and neglect were the trauma of the NICU, foster care, prenatal alcohol exposure, and 

shaken baby syndrome. These forms of maltreatment and trauma were selected to discuss in 

more detail based on the population of children seen at the clinic and what diagnoses are 
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commonly seen. Specific brain regions and the damage that occurs after childhood trauma or 

neglect were chosen in order to provide therapists with a better understanding of why the 

children might be behaving the way that they do and how best to create interventions that target 

their current level of development and help to support further growth. The primary brain regions 

that were chosen to be discussed are the ones responsible for functions that occupational therapy, 

physical therapy, and speech language pathology typically address. These include functions such 

as fine and gross motor, balance, speech fluency, sensory integration, and more. Finally, tips to 

provide to caregivers of children with trauma histories were discussed in order to support the 

caregivers’ mental health and reinforcement of skill development at home. 

The second session went into more detail for how occupational therapists, physical 

therapists, and speech language pathologists can implement trauma-informed principles into their 

treatment sessions, what assessments and interventions can be used, how to identify and prevent 

vicarious trauma, tips from other professionals utilizing TIC in their treatments, and resources 

for continuing education. While there are not many trauma specific interventions for 

occupational therapy, physical therapy, or speech language pathology, the evidence-based 

interventions discussed were selected based on the skills that they address.  Interventions focused 

on improving self-regulation and emotion identification were a large focus as that is suggested to 

be one of the first and most important skills a child needs to learn before progressing to higher 

level brain regions (Perry, 2009; Van Der Kolk, 2005). Other interventions to teach coping 

mechanisms and positive social interaction skills were crucial to discuss as well as these skills 

can help children to better handle future adversities and develop healthy peer relationships. Tips 

from therapists currently implementing trauma-informed practices were included in the 

presentation in order to provide the therapists at IU Health Ball Pediatric Rehabilitation with 
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advice and tips that are effective within their population. These therapists also helped to create a 

network of professionals that can help provide consultation when working with a child that 

experienced a traumatic event. Finally, the presentation included an extensive search on 

continuing education courses discussing trauma-informed care and topics that are appropriate for 

occupational therapist, physical therapists, and speech language pathologists. This provided the 

therapists with a resource to easily find more information to reinforce what was learned through 

this project as well as learn new information that continues to build upon their trauma-informed 

knowledge.   

Chapter VI: Project Implementation 
The participants in this study were the therapists and staff working at IU Health Ball 

Pediatric Rehabilitation. The staff included four occupational therapists, four physical therapists, 

six speech language pathologists, one rehabilitation tech, one occupational therapy student, and 

one physical therapy assistant student. There were no exclusion criteria for this study, anyone 

working at the clinic that believed the information could benefit them and the clientele at the 

clinic could participate. There was no recruitment process for the participants, as all therapists 

and most staff members in the clinic agreed to participate because they all identified a need for 

the training. No outside therapists were recruited. An IRB review was not required. 

The participants in the study were provided with an in-service training program on 

trauma-informed care. The information was presented over two sessions, one week apart during 

the staff lunch break. A total of four in-service presentations, both sessions being repeated once, 

were completed in order to ensure all therapists were able to attend. Information was provided to 

the therapists via a Microsoft Powerpoint slideshow.  

The first week of the project was spent becoming acquainted with the clinic, therapists, 

and children with known trauma histories in order to better understand the need for a trauma-
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informed training program. The following two weeks were spent completing a comprehensive 

literature search. The search engines PubMed and PsychInfo were used for this search, utilizing 

keywords such as trauma, trauma-informed, childhood trauma, ACEs, and maltreatment. Articles 

were assessed on their relevance to occupational therapy, physical therapy, and speech language 

pathology. The following 10 weeks were spent combing through the literature, reaching out to 

professionals utilizing trauma-informed practices, developing the in-service presentations, and 

continuing observations. As the presentation information came together, the pre- and post-test 

assessments were created in order to ensure that the main topics of the presentation were 

adequately discussed. The in-services were provided twice on weeks 13 and 14. Further 

advanced knowledge and skill was gained weeks 11-14 as observations began in the NICU, 

another form of childhood trauma that was addressed in this project. The final week of the 

project was spent finalizing the binder and continuing observations.  

Evaluation Plan  

In order to evaluate the effectiveness of the training program, a pre-test and post-test 

were provided to the therapists. The pre-test was completed immediately prior to the training and 

the posttest immediately following the training. The pre- and post-tests were designed to be 

based on Abt Associates Participant Survey Scales for a Cross-site Evaluation of the National 

Training Initiative on Trauma-Informed Care (TIC) for Community-Based Providers from 

Diverse Services Systems (Smith, 2014). The tests consisted of 14 questions regarding topics 

that were directly discussed throughout the training. The therapists were instructed to rate their 

confidence on the topic. The coding system utilized a Likert scale in order to quantify the 

responses, with a scale of 1-5 with 5 being not at all confident and 1 being extremely confident. 

Possible scores range from 14 to 70. A lower score conveyed higher therapist confidence on the 
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given topic. The primary objective of the pre- and post-test was to assess knowledge and 

confidence of trauma-informed principles and practices prior to the training with the goal of a 

statistically significant lower score in the posttest, signifying that confidence and knowledge had 

increased. A survey with open-ended questions was also created for the posttest in order to 

receive further feedback on the programs design and content. The pre-, post-test, and survey can 

be found in Appendix D.  

Results 

Seventeen therapists were present for at least one in-service presentation. However, only 

the therapists that were present in both presentations had their scores included. This was due to 

information in both presentations being assessed in the pre- and post-test and missing a 

presentation would cause a skewed result in confidence scores. Fourteen therapists’ responses 

were included in the results. Microsoft Excel was used to complete a two-tailed t-test. The 

average results of the pre- and post-test can be found in Table 1. The average confidence scores 

for the pre- and post-test were 3.71 and 1.69, respectively, with a p<.001. These scores 

demonstrate a 128% increase in therapist confidence directly after receiving both in-service 

presentations.  

Table 1. 

Pretest Mean (SD) Posttest Mean (SD) Mean Difference 

3.71 (0.45) 1.69 (0.33) 2.02*** 

          *** = p < .001 

Regarding the open-ended survey on the posttest, every therapist said that they are 

interested in learning more about trauma-informed care and that all therapists should receive 
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training on trauma-informed care. Common themes emerged amongst therapists with regards to 

their opinions on what the most important information discussed during the presentations: how to 

identify when a child is becoming dysregulated, how to better plan an intervention that supports 

brain development and actively removes triggers, and methods for bringing a child back to a 

calm state after dysregulation. Only two suggestions for information that would have been 

helpful to include in the presentations were provided: social worker resources and specific 

examples or scenarios of what it would look like in a treatment session if a child became 

dysregulated.  

Chapter VII: Discussion 
Based on the results of the pre- and post-test assessments, these presentations were 

effective in increasing therapist knowledge and confidence in identifying and working with 

children that have experienced trauma. The results of the open-ended survey suggest that the 

therapists all found the training to be effective and applicable to their practice and agree that all 

therapists should have a similar training. Multiple therapists made specific plans for how they are 

going to adapt their interventions when working with children with trauma histories, further 

demonstrating that the information provided is easily applicable to the therapists’ practices. 

Many therapists also reported in the survey how beneficial having this knowledge will be when 

planning treatment sessions and working with children with known trauma histories.  

In an effort to create a sustainable program, the presentation was recorded so that it could 

be shared with future therapists that are hired. A binder of information and handouts was also 

created and provided to the clinic for quick reference. Research articles that directly apply to the 

therapists’ practice were compiled for the binder, as were tips for handling a dysregulated child. 

Handouts were created and included in the binder that can be provided to caregivers to inform 

them of the effects of trauma and how to support their child in their recovery and development. It 
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has been suggested that without the knowledge of what to expect when caring for a child that has 

experienced trauma, a caregiver may misinterpret behaviors and may address behaviors in a 

harmful way (Child Welfare Information Gateway, 2014). These handouts can be found in 

Appendix C. Other caregiver information handouts were selected to include in the binder as well 

and were either provided by other professionals in the field or found online through reputable 

sources. The binder was left in the therapy office to provide therapists with a quick way to 

reference evidence-based research and resources.  

This project has the ability to impact every individual involved in IU Health Ball 

Pediatric Rehabilitation. In order for a child’s brain to develop and change after trauma, a 

multidisciplinary approach including caregiver support is necessary (Ryan et al., 2017). This 

program was designed specifically to teach the occupational therapists, physical therapists, and 

speech language pathologists how they can work together to plan trauma-sensitive interventions 

and how important each of their roles are. The therapists were also trained on how to support 

caregivers, as well as provided with information to provide the caregivers with. By coaching 

multiple important adults in a child’s life on the effects of trauma and trauma-informed care, the 

child’s specific needs can be identified and met, leading to continued successful development 

and skill acquisition.  

 A few limitations on the study exist. First, the sample size was relatively small and made 

up of a population of entirely women of similar racial, education, and demographic backgrounds. 

This makes the results difficult to generalize to large populations of practicing therapists across 

the country of varying demographics. Further, due to the nature of a self-report assessment, a 

response bias cannot be ruled out due to the therapists potentially reporting a higher confidence 

rating on the posttest knowing that that is the desired outcome. However, these therapists did 
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receive formal education on response biases, potentially reducing the effects. Further research 

should be conducted across the country in locations of differing socioeconomic status and with 

therapists of varying demographics and experience in order to validate the efficacy of the in-

service presentations and information. Future research on this presentation and increasing 

therapist confidence and knowledge should include the information that was suggested from 

participants in the posttest surveys.  

Chapter VIII: Conclusion 
 With the expansive amount of research demonstrating how pervasive childhood trauma 

and maltreatment is, knowledge on trauma-informed care is crucial for any therapist working 

with children. This project was designed with the intention of providing the therapists at IU 

Health Ball Pediatric Rehabilitation with a basic knowledge on trauma-informed care, resulting 

in increased confidence in working with children with trauma histories. The project outcomes 

were to increase therapist confidence in being able to identify a child that has experienced 

trauma, understand some of the implications for brain development, and create an intervention 

that is sensitive to their triggers and developmental needs. Fette and colleagues (2019) found that 

one of the most commonly seen reasons that a therapist fails to utilize trauma-informed practices 

is due to a lack of training and confidence. The in-service presentations were specifically 

designed to provide tips and information that are directly applicable to occupational therapy, 

physical therapy, and speech language pathology in order to remove this barrier to providing 

trauma-informed care. This study suggested that providing therapists with two in-service 

presentations describing trauma, it’s impact, and ways that therapists can implement trauma-

informed practices was effective in increasing therapist knowledge and confidence in 

implementing a treatment plan. Future research is needed in order to expand the population and 
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demographics of therapists receiving the training in order to prove program efficacy and 

providing optimal care for childhood trauma.  
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Appendix A 
 

 
 

Doctoral Capstone Experience and Project Concept Proposal 
 
Doctoral 
Capstone 
Student Name 

Haley Conrady 
 

Site and 
Contact 
Information 
 

Meridian Pediatric Health 
205 N Tillotson Ave 
Muncie, IN 47304 
 
Holly Kiel, MS, OTR 
Holly.kiel@meridianhs.org 
(765) 254-9717 

Primary 
Area of 
Focus  

Education 
 

Doctoral 
Capstone 
Purpose 

The purpose of my doctoral capstone is to provide education to the therapists 
at Meridian Pediatric Health, including occupational, physical, and speech 
therapists, on how to assess and treat children with traumatic histories. At 
Meridian Health Pediatrics, the therapists treat children living with caregivers 
that have substance abuse disorders. They also treat children that have 
experienced abuse or neglect. Accidental traumas such as traumatic brain 
injuries acquired after a car accident or sporting accident are also commonly 
seen at Meridian Health Pediatrics. The goal of this project is to support a 
sustainable trauma informed approach by providing the tools to gather the 
information necessary to address trauma in therapy interventions.  
 
 

Student 
Learning 
Outcomes for 
the Doctoral 
Capstone 
Experience  

1) Demonstrate the ability to integrate relevant science and theoretical 
perspectives of trauma informed care into the occupational therapy 
process.  

2) Demonstrate the ability to apply principles of evidenced based and 
evidence informed decision making in professional practice to 
improve and expand the delivery trauma informed care.  

3) Demonstrate entry-level competencies in providing client centered, 
inclusive, equitable, and research informed care within the pediatric, 
trauma exposed population. 
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(Initial) 
Concept for 
the Doctoral 
Capstone 
Project 

After completing the needs assessment and reviewing the literature, my 
project will focus on educating the therapists at Meridian Health Pediatrics on 
how to identify, assess, and treat trauma. A book by William Steele, the 
founder and past director of the National Institute for Trauma and Loss in 
Children and Cathy Malchiodi describes in-depth what all defines a traumatic 
childhood event, ways that treatment can be approached, and discusses 
research regarding childhood trauma (2012). 
 
The plan for this project is to begin by completing a comprehensive literature 
review in order to provide the therapists with the signs to look for in children 
that may have experienced trauma and how to assess for it. The literature 
review will also provide the therapists with best practices for how to treat the 
trauma itself. A search for experts in the field will also be completed and they 
will be asked to donate their time with a guest online lecture. This will help to 
provide specific case examples of children with trauma and how they were 
treated.  
 
 
 

(Initial) 
Concept for 
evaluation of 
project 
success 

Given that none of the therapists at Meridian Health Pediatrics have any 
training on trauma informed care, a pre- and post- test will be created in order 
to assess knowledge and confidence gained throughout the program. The 
therapists will rate their confidence levels of identifying and treating trauma 
prior to any education and they will take the exact same assessment at the 
conclusion of the program.  

Theory/Mod
el to Guide 
the Doctoral 
Capstone  
 
 

For this project, the Person-Environment-Occupation-Performance (PEOP) 
model will be the guide. The PEOP model focuses on how an individual’s 
personal characteristics and environment interact to affect their ability to 
participate. For children that have experienced trauma, having a safe and 
supportive environment is critical to their ability to function in daily living. 
Triggers within the environment can cause a child’s fight, flight, or freeze 
response to be activated, so their environments need to be adapted to make 
them feel comfortable (Petrenchik & Weiss, 2015). 
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Appendix B 

 

Student Learning Plan for the Doctoral Capstone: Experience and Project  

OTD Capstone Student: 
Primary Area of Focus: Education 
Secondary Area of Focus (may or may not have this secondary area): N/A  

OTD Capstone Student Roles and Responsibilities:  

• Being self-directed throughout the entire doctoral capstone process including; developing, 
planning, and completing the capstone experience and project 	

• Working collaboratively with the site mentor and capstone coordinator/faculty to create 
individual learning objectives for the doctoral experience that are in alignment with the OT 
Program student outcomes 	

• Working collaboratively with the site mentor and capstone coordinator/faculty to create specific 
goals and objectives for the capstone project 	

• Completing a needs assessment, literature review, and evaluation plan that aligns with the 
curriculum design prior to the start of the capstone experience 	

• Collaborating with the site mentor on a plan for mentorship 	
• Ensuring that the Student Learning Plan (or Memorandum of Understanding MOU) is 

collaboratively developed and signed by student, site mentor, faculty mentor, and capstone 
coordinator 	

• Obeying all policy and procedures of the facility unless exempted, including prompt notification 
of absences 	

• Fulfilling all duties and completing all assignments made by the site mentor, unless exempted, 
within the time limit specified 	

• Completing all assignments per T880 and T830 course syllabi including; bi weekly on-line 
discussions, synthesizing knowledge as demonstrated by completion of a midterm and final 
capstone report, and at minimum dissemination of project at the IU OT Doctoral Capstone 
Presentation Forum 	

• Completing 560 hours during the 14 week doctoral experience and documenting these hours on 
CORE; at least 80% onsite, all absences must be made up 	

• Evaluating the site mentor and site to help continue to improve educational outcomes 	
• Keeping open lines of communication with the site mentor, faculty mentor, and doctoral capstone 

coordinator 	

Site Name and Address: 	

Meridian Pediatric Health 205 N Tillotson Ave. Muncie, IN 47304 	

Site Mentor Name and Contact Information: 	
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Holly Kiel, MS, OTR 	

Holly.kiel@meridianhs.org 	

(765) 254-9717 
Site Mentor Credentials and Area of Expertise (ACOTE D.1.6): MS, OTR, Pediatrics 	

 

Site Mentor Roles and Responsibilities:  

• Providing expertise in the student’s area of focus (**the site mentor does not have to be an 
OT**) 	

• Providing resume to IU to verify expertise 	
• Providing orientation to the site, site personnel, and stakeholders 	
• Collaborating with the student to develop individual learning objectives for the DC experience 

and specific goals and objectives for the DC project 	
• Evaluating the student at the midpoint and the conclusion of the DC experience 	
• Working collaboratively with the student on developing a plan for mentorship and providing 

mentorship to the student as agreed upon in the Student Learning Plan (MOU) 	
• V erifying student hours completed on CORE 	
• Notifying the doctoral capstone coordinator if problems arise and collaborate with the student, 

doctoral capstone coordinator, and faculty Mentor on plan of correction 	

Faculty Mentor: 	

Faculty Mentor Roles and Responsibilities: 	

• Collaborating to ensure the DC experience and project is consistent with the IU OT Program 
Curricular design 	

• Collaborating with the student and capstone coordinator to ensure the Student Learning Contract 
is developed and includes; individual student learning objectives for the DC experience and 
specific goals and objectives for the DC project 	

• Grading the midterm and final capstone report 	
• Keeping in bi-weekly contact via an on-line discussion board during the DC experience 	
• Providing feedback during the final DC experience and project presentation and poster 

presentation development 	
• Collaborating with the site mentor as needed 	
• Being available to the student as a resource and consultant 	
• Notifying the doctoral capstone coordinator if problems arise and collaborate with the student, 

doctoral capstone coordinator, and site mentor on plan of correction 	

Capstone Coordinator: 	

Capstone Coordinator Roles and Responsibilities: 	

• Ensuring the DC experience and project is consistent with the IU OT Program Curricular design 	
• Ensuring a contract is signed between IU and each site 	
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• Working collaboratively with the student to create individual learning objectives for the doctoral 
experience that are in alignment with the OT Program student outcomes 	

• Collaborating with the student to ensure completion of the Student Learning Contract is 
developed and includes; individual learning objectives for the DC experience, specific goals and 
objectives for the DC project, plan for mentoring, and is signed by all appropriate parties 	

• Educating faculty mentors and site mentors on roles and responsibilities 	
• Ensuring the length of the DC Experience is 14 weeks (560 hours) and that no more than 20% of 

the time is completed outside the mentored practice setting 	
• Being available as a resource and consultant to the student, site mentor, and faculty mentor 

during the doctoral capstone experience 	
• Reviewing resumes of the site mentors to ensure expertise in the students area of focus and verify 

appropriate licensure and/or certifications 	
• Working with student to match to sites and identify a site mentor 	
• Working with the OT Program Chair to assign appropriate faculty mentors 	
• Developing Course syllabi for T880 and T830 and creating on-line discussion prompts for T880 	

Overall Student Learning Objectives for the Doctoral Capstone Experience-designed by the OTD 
Student in collaboration and aligned with the IU OT Program Educational Outcomes and Curriculum 
Design (ACOTE D.1.2 and ACOTE D.1.4):  

Curricular Thread: Socially Responsive Health Care 
Outcome: Graduates will demonstrate entry-level competencies in providing client-centered, inclusive, 
equitable, and research informed care in professional practice.  

Student Learning Objective 1:  

I will demonstrate entry-level competencies by providing information that is evidence-based and that 
helps to create an environment of safety and inclusivity for children that have experienced trauma.  

Curricular Thread: Critical Inquiry & Reflective Practice 
Outcome: Graduates will be prepared to apply principles of evidence based and evidence informed 
decision making in professional practice to improve and expand the delivery and quality of occupational 
therapy services.  

Student Learning Objective 2:  

I will apply current literature and best practices surrounding trauma informed care and practices to my 
learning program in order to increase therapist awareness and implementation.  

Curricular Thread: Leadership and Advocacy 
Outcome: Graduates will demonstrate leadership and advocacy to promote health, well-being, and 
quality of life for people, populations, and communities.  

Student Learning Objective 3:  

I will demonstrate leadership and advocacy to promote the health, well-being, and quality of life for 
children that have experienced trauma.  
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Goals and Objectives for the Doctoral Capstone Project- designed by the OTD Student in collaboration 
with the Capstone Coordinator, Faculty Mentor and Site Mentor (ACOTE D.1.3). Number of goals and 
objectives will vary based on the student project:  

Project Goal 1: Create an educational program for the therapists at Meridian Pediatric Health regarding 
trauma informed care and practices in order to increase their awareness and confidence in implementing 
trauma informed practices into their treatment.  

Objective 1: Examine the current literature surrounding trauma informed care and best practices in order 
to find the most relevant data.  

Objective 2: Summarize the data into a concise program in order to provide the therapists with the 
information that they need to understand trauma and its effects.  

Objective 3: Collaborate with other health care professionals working in trauma informed care in order to 
create connections for consultation.  

Objective 4: Find and list all currently available continuing education programs regarding trauma 
informed care in order to reinforce and continue growing therapist knowledge.  

Project Goal 2: Make environmental modification suggestions in order to provide children with a safe and 
welcoming environment.  

Objective 1: Analyze the current therapy rooms, waiting room, therapy gym, and hallways to assess for 
sensory input that may cause a child to become triggered.  

Objective 2: Discuss a space for children to go to when they are dysregulated and need a safe, comforting 
environment.  
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Appendix C 
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Appendix D 
Participant Information 

What is your role at IU Health Ball Pediatric Rehabilitation?  
 

How long have you worked in your field? 

Did your graduate program have a course on trauma-informed care? 

Prior to this training, have you attended any formal trainings on trauma-informed care? 

 
 
 
 
Prior/after the training, mark how confident you feel with the following statements:  
 

 Extremely 
confident 

1 

Confident 
2 

Neutral 
3 

Not 
confident 

4 

Not at all 
confident 

5 

01. Explain what 
constitutes trauma. 

     

02. Recognize what 
factors put a child at a 
higher risk of 
experiencing 
maltreatment.  

     

03. Recognize 
“symptoms” and their 
adaptive coping 
means of trauma. 
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04. Explain the negative 
health consequences 
of experiencing 
childhood trauma. 

     

05. Understand triggers 
and how to help a 
child identify theirs. 

     

06. Explain protective 
factors that reduce 
trauma.  

     

07. Explain in a general 
manor how trauma 
impacts brain 
development.  

     

08. Select an assessment 
for trauma and its 
effects. 

     

09. Identify the 
beginnings of 
dysregulation and 
how to regulate. 

     

10. Explain to caregivers 
the effects of trauma 
and how they can 
support their child in 
their development.  

     

11. Design a trauma 
sensitive intervention 
that resists re-
traumatization and 
supports 
development.  

     

12. Support caregivers in 
their own mental 
health.  

     

13. Explain vicarious 
trauma and ways to 
prevent it.  

     

14. Explain occupational 
therapy, physical 
therapy, or speech 
language pathologists 
role in working with 
children that have 
experienced trauma. 
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After the training, please answer the questions below in your own words: 

Post Training Questions 

What is the most important information that you learned?  
 

Was there other information that you would have liked to have learned? 

What is one thing that you will change in your practice after the training?  

Are you interested in continuing to learn more about trauma-informed care? 

Do you think that all therapists should receive training on trauma-informed care? 

What impact do you think this training had on your practice, the clinic, and all patients that receive care at IU 
Health Ball Pediatric Rehabilitation? 
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Are there any changes that you would recommend be made to this training? 

 
 


