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Preface to 2nd Edition 
 
Since the time that the Complex Care and Intervention (CCI) Program was introduced in 2010 
there have been many developments with CCI and within the Ministry of Children and Family 
Development (MCFD) service delivery system. Given that, it seems appropriate to provide an 
overview of the current status of CCI and where it fits within the services provided by MCFD. 
 
This updated edition of the CCI Resource Manual is provided in an attempt to:  

o Add material gained from our learnings with CCI over the past 5 years. 
o Add background information from recent research. 
o Adapt the materials to better reflect MCFD’s commitment to address the needs and 

concerns of Aboriginal people as expressed in the 2015 Aboriginal Practice and Policy 
Framework. 

o Provide pointers on how to successfully engage in partnerships with Aboriginal 
communities and families. 

o Provide a more culturally-sensitive, culturally-relevant, and culturally-safe CCI practice for 
the many Aboriginal children who are in the care of MCFD. 

 
*Note: In keeping with MCFD’s Aboriginal Branch the term Aboriginal will be used through this 
document to refer to people of Aboriginal, Metis, or Inuit backgrounds.  
 
In particular, this edition of the CCI Reference Manual will respond to the recent Truth and 
Reconciliation Committee’s Calls to Action regarding Child Welfare (1-5) and Mental Health (19, 
33) as well as MCFD’s Aboriginal Policy and Practice Framework (APPF) which identify the need 
for culturally appropriate, culturally safe, and culturally respectful services for Aboriginal children 
in care.  
 
The Complex Care and Intervention (CCI) Program is a resource of the BC Ministry for Children 
and Family Development, designed for children who have experienced significant trauma or 
maltreatment, and who exhibit substantial emotional, behavioural and interpersonal difficulties.  
The CCI model is an integration of approaches based on current understanding of abuse and 
neglect, family violence, traumatic experiences, and attachment disruptions (including those 
caused by parental addictions, mental illness and loss) -- and how these experiences affect the 
neurological development, emotions, thinking, and behaviour of the children we work with. 
 
The CCI Program emphasizes neurodevelopmental and trauma-attachment perspectives on the 
challenges faced by these children and their caregivers.  As such, we focus on the current 
developmental level expressed by the children across a number of key domains related to their 
physical-social-emotional-behavioural-spiritual development, and actively seek ways to enhance 
their growth in these areas.   
 
CCI is based on a robust body of research into the effects of trauma on children’s developing 
brains, and on the implications of that research for what we must do to provide healing and 
restorative experiences.  The foundation of knowledge for the CCI Program is provided by leading 
organizations and researchers within the field. The National Child Trauma Stress Network 
(www.nctsn.org), Child Trauma Academy (www.childtrauma.org), and Harvard Centre on the 

http://www.nctsn.org/
http://www.childtrauma.org/
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Developing Child (http://developingchild.harvard.edu/) have been helpful in educating child 
welfare services about complex trauma and trauma-informed practice.  In the United States 
federal law now stipulates that every child entering foster care must be assessed for the effects 
of complex trauma and plans made to address these concerns. We recommend the work of Dr. 
Bruce Perry and the Child Trauma Academy as essential reading for those working with children 
or youth who have experienced complex childhood trauma. 
 
CCI is a form of Theory-driven Wraparound   
CCI has been uniquely developed to be adapted to work within Child Welfare systems. MCFD has 
an Aboriginal equity and inclusion policy lens that supports equity and inclusion of Aboriginal 
perspectives in providing services to Aboriginal children and their families. This means 
recognizing the importance of and “ensuring past challenges are acknowledged, Aboriginal 
perspectives are gathered and incorporated and [that] equitable and culturally safe policies are 
essential to improving Aboriginal children, youth and families” (Aboriginal Equity and Inclusion 
Policy Lens). In line with this policy CCI is now being expanded with adaptations based on an 
Indigenous framework, in order to work with Aboriginal children and their families within the 
biological, extended or foster family caregiving system. CCI can be seen as a theory-driven model 
for Care Teams or wraparound processes.  
 
A helpful metaphor for understanding CCI is that of paddling in a boat with a group of people. 
Everyone may be contributing and participating, but if there is no rudder (i.e., theory and 
guidance) the group may be paddling in circles. Though collaboration is valued, collaboration 
without direction can also be ineffective. In CCI’s case, the direction is provided with a theoretical 
framework for complex trauma incorporating Western and Indigenous worldviews, and a core 
Functional Developmental Assessment which helps to guide intervention planning. 
 

 a) History and Growth of the CCI Program 

The CCI Program began in the Interior Region of BC in 2010 with the initial training of a group of 
MCFD staff from diverse program areas. Staff were trained in the principles necessary to 
recognize complex trauma and to develop effective interventions.  The philosophical approach 
has always been to base CCI around the Care Team and to build capacity in the organization and 
community partners by training staff to become CCI Coaches.  The intent was to provide a 
community-based intervention model which would stabilize children in their existing homes or 
placements and prevent placement breakdown or the need for more intensive (and costly) 
resources.  

The early success of the program in the lives of children, and the satisfaction of care teams and 
caregivers in the model has led to steady growth and expansion fueled by word of mouth. CCI 
spread across the Interior and then expanded into Fraser East, North Central and South Island 
Service Delivery Areas. As of this date CCI has worked with over 135 children and youth (and their 
Care Teams) across 27 different communities, ranging from some of the smallest MCFD-served 
communities to Metro Victoria.  Ninety MCFD staff and community partners have been trained 
to act as CCI Coaches within their existing jobs.  In 2015 we began working with staff from our 
first Delegated Aboriginal Agency.  The perspective on complex trauma offered by CCI has been 
used by CCI coaches to train other local service partners such as foster parents, residential care 

http://developingchild.harvard.edu/
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staff, youth care workers, foster parent support workers, FASD key workers, school teachers and 
counsellors, as well as family members.  

 b) The type of children and youth who are served through the CCI Program 

The CCI intervention and planning process has been successfully used in helping children and 
youth ages 4-16 that are living in high level foster care as well as staffed residential programs 
because of severe disruptive behaviour challenges.  Usually these children have accumulated 
informal descriptive labels such as hyperactive, inattentive, impulsive, oppositional, defiant, 
demanding, moody, manipulative, or unmanageable. Formal assessments often include such 
things as ADHD, Oppositional Defiant Disorder (ODD), Reactive Attachment Disorder (RAD), 
Bipolar Disorder, Conduct Disorder, and Learning Disorders as well as various mood and anxiety 
disorders including Post Traumatic Stress Disorder (PTSD).  The complex developmental 
behaviour challenges often have led to diagnoses such as FASD, ARND, or other pervasive 
developmental disorders.  Typical issues include inattention, impulsivity, extreme emotional 
reactivity, and challenges with relational attachment.  Often the children are on multiple 
medications to help manage their behaviour. 
 
While the initial focus of CCI has been on children and youth displaying challenging externalizing 
behaviour, the CCI complex trauma model is also an appropriate model to use with children or 
youth with traumatic backgrounds who are “internalizers” – for example, those showing signs of 
depression, withdrawal, early psychosis, poor self-esteem, and self-harm. 
 
c) CCI Youth Outcomes 
 
With CCI we have been careful to collect program evaluation data, and to follow principles of a 
Plan-Do-Study-Act orientation.  We began with Care Team member feedback and continue with 
youth outcome data.  In these efforts CCI was supported by a partnership with Dr. Susan Wells 
of the University of British Columbia – Okanagan campus. Dr. Wells and her students authored 
two initial reports on the feedback from care teams which demonstrated strong levels of 
participant satisfaction and views of positive changes in the youth being served.  The Youth 
Outcome data collected to date show strong positive indications of change and developmental 
growth in the youth involved with the program.  Data collected by the Interior Region suggest 
that CCI can lead to significant residential cost savings. Anecdotally, we regularly hear from our 
CCI coaches about significant decreases in serious incidents like aggression, a reduction in 
placement breakdowns, and an increases success at school.  It is very exiting to hear stories of 
success for the children and improvements in relationships, self-esteem, and mood.  Based on 
this growing practice-based evidence CCI may be viewed as a Promising Practice.  
 
d) Child and Youth with Complex Care Needs (CYCCN) 
 
In response to reports and recommendations from the B.C. Representative for Children and 
Youth (Who Protected Him: How B.C.’s child welfare system failed one of its most vulnerable 
children, 2013; and Who Cares? - B.C Children with Complex Medical, Psychological and 
Developmental Needs and their Families Deserve Better, 2014) MCFD has committed to the 
creation of the CYCCN System of Care.  Expansion of the CCI Program became a Strategic Priority 
for the Ministry in 2015 in order to support the development of the CYCCN programs.  The CYCCN 
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System of Care includes both newly created residential resources, a provincial outreach service 
and the CCI Program.  It might be easiest to picture the resources available through CYCCN as a 
triangle with three levels in which CCI is the base -made available across the province as a 
community level response to complex difficulties in children and youth in care.  The residential 
portion of the CYCCN triangle is made up of a 6-bed Complex Care Unit (CCU) based at the 
Maples, and a series of 4 bed resources offered in the MCFD Regions.  These residential programs 
will offer short term stabilization and intervention planning along with outreach to the home 
communities. 
 

The CYCCN System of Care (2015-16) 
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1 INTRODUCTION TO CCI 

1.1 A COMPLEX TRAUMA AND THE WORLD OF CHILD WELFARE 
In 2007, it was estimated that approximately 67,000 children and youth were placed in out-of-

home care across Canada (Mulcahy & Trocmé, 2010).  In British Columbia, child welfare statistics 

indicated there were 9271 children in out-of-home care in 2007 (Canadian Child Welfare 

Research Portal, 2012). The number of children in foster consistently includes a high proportion 

of First Nations’ children, with a reported 53% of children in care in BC being of Aboriginal 

ancestry (RCY, 2013). This situation is similar to other Western countries such as Australia, New 

Zealand, and the United States where Aboriginal children are disproportionately represented in 

the foster care system (Stoltzfus, 2005; Blackstock, Trocmé, & Bennett, 2004). 

Note: Due to the high number of Aboriginal children in foster care in BC this 2nd Edition of the CCI 

Reference Manual will attempt to pay particular attention to principles that will guide our practice 

when working with Aboriginal children, you and their families. 

When thinking about children served by the child welfare system it is imperative to understand 

the complicated role of trauma in their lives and the lives of their families.  A recent study 

reported by the National Child Traumatic Stress Network (NCTSN; Greeson et al., 2011) suggested 

that over 70% of children in the U.S. foster care system have suffered from multiple complex 

traumas. Complex trauma was defined as chronic or repetitive interpersonal traumatic 

experiences (such as physical abuse, sexual abuse, neglect, emotional abuse, or domestic 

violence) primarily at the hands of a caregiver. Unfortunately, many of these children exhibit 

serious emotional, behavioural and social difficulties that far exceed the skill level of typical foster 

parents and other caregivers. 

As astounding as these figures are, the numbers may underestimate the amount of trauma and 

maltreatment suffered by children in foster care because these children frequently also 

experience attachment disruptions and losses (including moving into foster care), grief and loss, 

and the experience of profound attachment insecurity or disorganization. For Aboriginal children, 

these disruptions and losses often include loss of connection to their communities and their 

culture --which includes language and traditional land.  These losses can leave a child bewildered 

and alone – cut off from the relational ties which have helped shaped their identity.  

Children in foster care often experience types of system-induced trauma as well.  For many, their 

challenging behavioural presentation often leads to further traumas such as repeated placement 

breakdowns, disruption and loss of relationships, school failure, further victimization, increased 

diagnosis of mental health issues, substance abuse problems and juvenile justice involvement 

(e.g., Briere, Kaltman, & Green, 2008; Casaneuva, Ringeisen, Wilson, Smith, & Dolan, 2011; 

Finkelhor, Ormrod, & Turner, 2009; Ford, Elhai, Connor, & Frueh, 2010; Oswald, Heil, & Goldbeck, 

2010; U.S Department of Health, 2012). 

These statistics about the magnitude of trauma in the lives of children in care are so startling that 

it argues for the presumption that each child encountered in foster care has probably 
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experienced complex and overlapping traumas. The possibility exists that this root cause 

underlies much of their behavioural presentation.  This understanding fits with increasing calls to 

recognize trauma in the lives of foster children before diagnosing mental illness (Grasso et al., 

2009; Griffin et al., 2011). 

The focus on the effects of chronic and complex trauma in the lives of children has been enhanced 

by the significant gains in developmental neuroscience over the past 15 years.  Organizations 

such as the Child Trauma Academy (www.childtrauma.org), and its founder Dr. Bruce Perry, have 

played a pivotal role in educating professionals and caregivers on the wide-ranging effects of 

trauma and maltreatment on children’s development.  The pioneering work of the Child Trauma 

Academy, including educational videos and the NMT Case-Based Training Series, have been 

highly influential on the initial thinking and practice behind the CCI Program.  Dr. Perry’s book 

The Boy Who Was Raised as a Dog (Perry & Szalavitz, 2006) is required reading for all CCI coaches.  

Other organizations, such as the National Child Traumatic Stress Network (www.NCTSN.org), 

have supported education and sponsored research in an effort to improve the focus on complex 

trauma within child welfare and child and youth mental health.  The growing knowledge of the 

effects of trauma on children has led many professionals and organizations to improve practice 

for children. For example, the Child Welfare Trauma Training Toolkit developed by the NCTSN 

(Child Welfare Committee, 2008) provides excellent material for the education of child welfare 

service providers. Many U.S. states have embarked on efforts to develop or use such materials 

(see for example, Goldman Fraser et al., 2014; Kramer, Sigel, Conners-Burrow, Savary, & Tempel, 

2013).  Most of these offer program to educate Child Welfare social workers, foster parents, and 

other partners on the common effects of trauma in the lives of children and youth. Nothing 

similar has been used in a systematic way in BC, however, MCFD’s Residential Design project will 

aim to increase the knowledge and training of foster parents regarding trauma over the coming 

years. 

1.2 COMPLEX PRESENTATIONS ARISING FROM COMPLEX TRAUMA: THE NEED FOR A 

COMPREHENSIVE INTERVENTION 
In keeping with the NCTSN’s Complex PTSD Task Force, we are beginning to understand that an 

increased grasp of the far-ranging effects of complex trauma provides the foundation for 

understanding the multi-layered presentations of children and youth in our foster system. For 

children in foster care, the majority of whom have experienced cumulative traumas, the 

presumption ought to be that trauma is the primary causal and explanatory factor for much of 

what we see in the child.  This conceptual framework gives us a view of the child that is “neuro-

developmentally-informed” (Perry, 2006) and trauma-sensitive, and which leads to clear avenues 

of therapeutic intervention (as will be described later). Further research has shown that from an 

Indigenous worldview, interventions that can help children cope with traumatic responses need 

to include spiritual, community support, ceremonies, Elders’ involvement and native values, as 

well as native peer support (Segal, 2003).  

A tremendous amount of time, effort, and funding is allocated to helping children with 

complicated behavioural presentations.  These services include those from medical, psychiatric, 
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mental health, social work, youth probation and youth care personnel, along with more 

specialized services such as FASD behavioural supports.  In addition, children displaying a range 

of emotional, behavioural and social problems often undergo a range of thorough and costly 

assessments.  Yet, many of the children who receive these intensive services do not seem to 

benefit markedly, continuing to exhibit highly challenging behaviour and dramatic 

developmental lags when compared with their peers. In observing this same phenomenon across 

North America, Perry and Hambrick (2008) shared the concern that, “Our efforts are well 

intended but developmentally misinformed” (p. 39). 

 

While many researchers are exploring the impact of trauma on the children as individuals, we 

must also be aware that for Aboriginal children the effect of trauma is experienced as both 

individuals and as members of a community. Collectively, Aboriginal communities have 

experienced trauma through colonialism, residential schools, Aboriginal hospitals and 

government policies and laws. These factors have influenced generational traumatic experiences. 

The pain from loss, grief, abuse, addictions, and racism has undermined Aboriginal community 

and family strengths. This community based trauma has also caused a breakdown in trust 

between Aboriginal and government services. This lack of trust is a significant factor to consider 

when seeking partnerships with Aboriginal communities to care for children.       

1.3 CULTURAL PERSPECTIVE AND WORLDVIEW IN MCFD  
All of us working with MCFD and our service partners arrive at work with our own particular 

worldview.  Our worldview is a result of many things such as our cultural heritage, ethnicity, age, 

gender, and the area of the country or world where we grew up.  It is shaped by our history and 

experience -- particularly that passed on to us by our families and closest communities.  

Worldview begins to be formed early in life.  It shapes our very beings – our perceptions and 

beliefs and values.  Worldview affects our understanding of the world and everyone we 

encounter.  Our worldview is the unseen pair of glasses at the end of our nose through which we 

see everything.  It’s a gut feeling that tells how the world ought to be. Fortunately, through 

cultural education and exposure, our worldview can grow and blossom and we may experience 

some cognitive blending of our original worldview with that of others. 

Every society has many deep-rooted and implicit assumptions about what life and reality are all 

about.  These assumptions are the guidelines for interpreting laws, rules, customs, and actions.  It 

is deep-rooted and implicit assumptions upon which attitudes are based and which make a person 

say “This is the way it is”. It is these assumptions that make it hard for a person to appreciate an 

alternative way of thinking or behaving. Little Bear, 2009, pg. 83 

The fact that so many of the children and youth and families that MCFD serves are Aboriginal or 

Metis presents a particular challenge in for those who are not from this cultural background.   We 

can see this as an opportunity to extend our own knowledge by opening ourselves up to sharing 

our own worldview (whatever it may be) and receiving an invitation to have a glimpse through 

the window of someone else’s worldview. So the differences become an opportunity to bridge 

differences and walk alongside each other on the healing journey.  Self-reflection about our own 

understanding and worldview is an important first step.  
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The MCFD Writer’s Guide to Curriculum (http://icw.mcf.gov.bc.ca/pws/learning/index.shtm) 
offers this illustration of how a cultural perspective might be held and reinforced by various 
symbols.  This also gives an example of how an Aboriginal worldview about identity incorporates 
clan, ancestors, natural world, and the unseen and seen worlds.  Other Aboriginal communities 
may have different cultural stories which are represented in different ways.  

The Bighouse/Longhouse, a Northwest Coast tradition, describes cultural orientation and 
relational practice. The house represents the first ancestor of the clan. The ancestor story is the 
foundational point to which learning begins. The ancestral crest is put on the house front, button 
blankets and in modern times, hats, sweatshirts & jackets. Each clan member is oriented to the 
symbolism of the house, the blanket and clan story. This provides permanency. It provides 
connection for clan members to the seen and unseen world, and nature.  

The cultural perspective anchors the learner to a cultural orientation; to a place that is 
surrounded by family members, crests from heaven, air, land and sea.  

 

 

 

 

 

 

                    Inside of House                                Blanket is house                       Traditional house 
          K’anayu: “the Circle of life”    

Aboriginal people often face the challenge of “walking in two worlds” where they attempt to 

maintain their original unique identity as an Aboriginal person while adapting to the mainstream 

culture as well.  Aboriginal blogger Andrew Bentley (2015) suggests that through “adaptation to 

the best parts of the dominant culture that Native peoples have been able to make a positive 

impact in their communities. Yet, balancing this requires a strong knowledge and ability to 

navigate both cultures, a constant striving to maintain an Indigenous identity while also coursing 

the mainstream.” 

The BC Aboriginal Child Care Society’s parenting course Bringing Tradition Home reflects on the 

challenge of living and parenting in two worlds.  They stress that an Aboriginal world view stresses 

reverence for the spiritual, physical, emotional and mental connections with ancestors, future 

generations, nature and the interconnectedness of all things.  They suggest that, on the other 

hand, a Western view tends to emphasize individuality, reliance on experts, a future orientation, 

and the nuclear rather than extended family and community.  The authors go on to note that 

there is no “right way” to look at the world and the goal of the program is not to value one view 

over another -- both are real and therefore need to be acknowledged and recognized for the 

benefits inherent in each. (Bringing Tradition Home, pg. 1) 

 

When in ceremony, 

the house is the 

world, the circle of 

life. 

 

 

http://icw.mcf.gov.bc.ca/pws/learning/index.shtm
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“When you have the gift of balance, you know you can walk in the White man’s world and you 

can succeed but you also have your foundation; you have your values, your traditions, your 

beliefs, and your customs”. Quinton Crow Shoe- as quoted in Bringing Tradition Home 

MCFD’s Efforts to increase Indigenous Cultural Competency 

MCFD and other service partners in B.C. have created many reports and documents that detail 

the history of Aboriginal peoples in BC and the current challenges to overcome: 

o Honouring the Aboriginal Child, Family and Communities Cultural and Spiritual Identity for 

CYCCN, MCFD 2015. 

o Aboriginal Policy and Practice Framework, MCFD 2015 

o When talk trumped service:  A decade of lost opportunity for Aboriginal children and youth 

in B.C., RCY 2014. 

o Children and Youth with Complex Care Needs Aboriginal Engagement Plan, MCFD 2014. 

o A Path Forward – BC First Nations and Aboriginal People’s Mental Wellness and Substance 

Use 10 Year Plan, 2013. 

Each report calls out for more sensitive and culturally-relevant approach to our services and some 

offer more specific plans of action.  Education and cultural sensitivity training of staff helps as it 

gradually opens up our worldview and offers some helpful practices that begin to reduce barriers.   

Note: If you are reading this document as an MCFD or DAA staff members we strongly suggest 

that you ask your supervisor for permission to participate in the online Indigenous Cultural 

Competency modules and the experiential Building Bridges Through Understanding the Village 

workshop. See Appendix D for more information.  

The Aboriginal Policy and Practice Framework (APPF) offers some key principles that should guide 

MCFD practice as we move forward.  In this 2nd Edition of the CCI Resource Manual we will tie 

current CCI practice into these principles where we can, while recognizing that CCI was created 

initially from a Western societal viewpoint.   

Additionally, the work will represent support for some of the recommendations from the Truth 

and Reconciliation Commission. Call to Action principle number 19 states: ‘We call upon the 

federal government, in consultation with Aboriginal peoples, to establish measurable goals to 

identify and close the gaps in health outcomes between Aboriginal and non-Aboriginal 

communities, and to publish annual progress reports and assess long-term trends. Such efforts 

would focus on indicators such as: infant mortality, maternal health, suicide, mental health, 

addictions, life expectancy, birth rates, infant and child health issues, chronic diseases, illness and 

injury incidence, and the availability of appropriate health services (National Centre for Truth and 

Reconciliation, 2015). As a culturally adapted, holistic, integrative, and strengths based approach, 

CCI will work towards the goal of closing the gap in mental health and health outcomes, and the 

availability of appropriate community based services. 
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There are many elements and principles of CCI which we believe offer a fit with Aboriginal cultural 

perspectives. Some examples include:  

(a) A collaborative wraparound approach;  

(b) A holistic and strength-based view of the child; and  

(c) A non-diagnostic perspective. 

  We also acknowledge that some elements will not yet be as culturally sensitive and appropriate, 

and we will seek to increase our understanding in those areas.  We hope to be able to provide 

concrete and practical examples of approaches which will provide important links between the 

child, the cultural background that they identify with, and their home community.  We commit 

to focus our efforts in CCI to enhance the cultural connection and positive cultural identity 

development of the children in this program. The challenge for us with a different worldview is 

to strive to understand and honor the value that another holds in their own worldview, and to 

realize that we must do better for the sake of the children and families in our care.   

The Aboriginal Policy and Practice Framework (APPF) lays out key principles which should guide 

our work with Aboriginal peoples. In particular, the APPF identifies the importance of the Circle 

in an Aboriginal context as well as certain Core Values.  For many Aboriginal peoples, the Circle 

speaks to the vital importance of strengthening relationships through sharing, collaborating, and 

striving for consensus in collective decision making, (APPF, pg. 17).  The Circle process “honours 

the rebuilding of traditional systems into modern practice by connecting and/or rebuilding 

connections between children, families/extended families and community” (AOPSI Redesign, 

p.15; found in APPF, pg. 16).  

 

In keeping with the core values and principles outlined in the APPF document, this updated CCI 

manual represents a call for all CCI coaches and participants to work in a way that “honours the 
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rebuilding of traditional systems into modern practice by connecting and/or rebuilding 

connections between children, families/extended families and community” (AOPSI Redesign, 

p.15; found in APPF, pg. 16). As visually represented in the diagram above, Aboriginal Children, 

Youth, Families and Communities will be kept at the centre of the circle. 

The APPF document also lays out the following core values within the Aboriginal community 
which should be reflected in our practice: 

 Respect – To hold esteem, consideration and regard for the knowledge, traditions, 
distinct cultures, languages and processes of Aboriginal children, youth, families and 
communities, and to be informed of Aboriginal histories and current experiences.  

 Inclusion – To involve and engage Aboriginal peoples, including working with families and 
communities in partnership, with an emphasis on a spirit and practice of collaborative 
and inclusive decision making.  

 Truth Telling – To listen and share in an honest and open way, beginning with Aboriginal 
children, youth, and families.  

 Wisdom – To know that culturally significant knowledge, the teaching of histories and 
experiences are relevant and must guide choices, actions and decisions.  

 Belonging – To support caring and nurturing relationships where Aboriginal children, 
youth and families have a positive sense of family and community, feel valued and safe, 
and have a positive sense of place and belonging.  

 
The CYCCN Cultural Enrichment Plan document referred to above offer some practical guidance 

on creating an Aboriginal cultural plan and this will be addressed in the CCI Intervention and 

Planning steps.  

1.4 A BRIEF PRIMER ON ABORIGINAL HISTORICAL CONTEXT 
As humans we are born with a need to know who we are and where we belong in the world. This 
need is experienced across all cultures.  An important part of knowing who we are comes from 
understanding where have we come from. This helps us to begin to create the pathways that 
take us on our life’s journey. In knowing where we come from, we begin to understand where 
we are today, how we got here, where we are going and how we will get there.  

 

For First Nations people in Canada and other Indigenous peoples in countries such as the United 
States and New Zealand, the recent post-colonial history is one of oppression in the form of 
racism and cultural genocide. The forced removal of Aboriginal children from their family and 
community, and the widespread, often severe abuse and neglect experienced in the institutions 
is a clear representation of profound early trauma for those children (Read 1981; Human Rights 
and Equal Opportunity Commission 1997). This removal created wounds at many different levels 
for the children removed as well as for the families left behind. The disconnection of the children 
from their community and main caregivers led to the loss of attachment, language, traditions, 
connection to traditional land. The child’s sense of who they are and the opportunity to develop 
their cultural and racial identity was taken away. These traumatic experiences continued when 
children returned home from residential schools, and came home to communities where they no 
longer felt connected. Sometimes they also returned to broken attachment relationships with 
parents and extended family.   
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Although residential schools are no longer part of today’s education system, for many Aboriginal 
children, daily experiences of racism and associated bullying mean that the school system is still 
not a safe place. Many children continue to live in conditions of poverty and deal with problems 
related to having parents with mental health and addictions issues. Additional difficulties exist 
because many First Nations people are not comfortable accessing much needed physical and 
mental health care due to negative experiences with the healthcare system based on 
discrimination, racial profiling and a lack of cultural sensitivity and safety. In their article, Visible 
Minority, Aboriginal, and Caucasian Children Investigated by Canadian Protective Services, 
Lavergne, Dufour, Trocmé, and Larrivéé, (2008) cite Mitchell, (2005) who proposes that families 
must overcome many systemic hurdles to meet the needs of their families and ensure their 
wellbeing. These hurdles include labor market entry problems, discrimination (Statistique 
Canada, 2003), high rates of poverty, single parents (Campagne 2000, 2006), physical and mental 
health problems, lack of access to adequate housing (Mitchell, 2005), living in disadvantaged 
neighborhoods, and social isolation (Hou & Picot, 2004). 

Since contact, Aboriginal peoples have experienced the impact of colonial institutions, 
systems and world views. Colonization resulted in health and economic disparities, 
racial discrimination, loss of emotional security and family connections, and many 
other complex and negative effects associated with assimilation and cultural 
devastation. Aboriginal peoples have been subject to the loss of land and languages 
and disruptions to spiritual and traditional governing systems. Aboriginal peoples 
continue to experience disproportional levels of unemployment and poverty, sub-
standard housing and sanitation, social exclusion and culturally unsafe, inaccessible, 
inequitable and/or non-existent levels of services. Policies and practices of assimilation 
and other colonial legacies have also led to trauma which touches the lives of many 
generations in areas such as high rates of children in care, suicide, domestic violence, 
alcoholism and substance use. This ‘history of loss’ has had dramatic and destructive 
impacts on children, youth, families and communities, as well as on Aboriginal peoples’ 
cultural systems of caring. 

In particular, the effects of residential schools and the ‘Sixties Scoop’ have had 
devastating impacts on Aboriginal peoples’ cultural systems of care. Residential schools 
segregated Aboriginal children from their families, with the explicit objective of 
assimilating and indoctrinating them into Euro-Canadian and Christian worldviews. 
The ‘Sixties Scoop’ describes the mass removal of Aboriginal children from their 
families, communities and culture, into the child welfare system in the 1960s. These 
Aboriginal children were taken from their homes, frequently without the consent of 
their families or communities. The ‘Sixties Scoop’ led to an accelerated and drastic over-
representation of Aboriginal children in government care – a trend that continues 
today.                                                                              APPF, pp 6-7, 2015 

 

Within CCI, we are working to bring healing where there has been wounding from various forms 
of complex trauma. To work more effectively with Aboriginal children and youth, we need to 
understand the additional level of wounds to the body, mind, spirit and emotions that this history 
has inflicted.  
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It is common for individuals who have heard the stories about the history of oppression that First 
Nations people have experienced to wonder why survivors and their descendants have not 
‘moved on from the past’. The reality is that these stories are not in the past, they are very much 
in the present for many Aboriginal peoples today and without acknowledging this, we are not 
able to work effectively to understand the challenges facing First Nations children and youth, or 
work towards creating hope for a healthy future.   

 

The trauma associated with the systematic removal of Aboriginal children from their homes and 
the displacement from their culture continues to have dramatic effects today.  This traumatic 
historical experience continues to contribute to the ongoing problems in the health and social 
experiences of most Aboriginal communities.  The disruption of attachments caused by the 
residential school experience has contributed to a disruption of parenting skills in Aboriginal 
communities (Haskell and Randall, 2009; LaFrance and Collinson, 2003). Research shows that 
while the era of residential schools is behind us, the effects of the experience continue to 
manifest not only in the lives of residential school survivors but is rampantly evident in their 
children as well (Thompson et. al., 2010). This gives a face to the concept of intergenerational 
trauma. According to Thompson (2010), intergenerational trauma is the transmission of 
emotional injuries from one generation to the next. Although there are different opinions on 
whether trauma can be transmitted between generations, Cushing (2009) and Haskell and 
Randall (2009) suggest that it is not the trauma itself that is transmitted but the effects of it.  

 

Where there is intergenerational trauma, the effects of trauma can be experienced at different 
levels: 

 The biological level where high cortisol levels lead to a biological stress response. 

 The psychological level where a caregiver projects their traumatic experience on the child. 

 The familial level where children learned behaviour modeled by caregivers e.g. harsh 
discipline, negative communication, rejection, neglect. 

 The societal level where a cultural group shares experiences of shame and humiliation 
(Weingarten, 2004). This is an example of how something like shame can be experienced 
both at a personal and a cultural or community level. 

 

The intergenerational transmission of trauma can occur at the different levels: 

 The interpersonal (parent to child) level. 

 The intergenerational (generation of parents to generation of children) level whence 
enough individuals are affected that the entire group or culture is impacted (Weingarten, 
2004).  

 

According to Morgan (2009), the transmission of trauma can happen directly when parents 
subject their children to the same maltreatment with which they were treated. Trauma 
transmission can also happen indirectly when children of parents who were subjected to abuse 
learn the maladaptive coping behaviors that their parents used leading them to behave as though 
they have suffered the same trauma that their parents did.  When interpersonal trauma occurs 
and the source of distress is the caregiver, this creates confusion for the child who wants to reach 
out to the caregiver for comfort and support, but also wants to push him or her away for causing 
distress. This confusing relationship creates even more stress for the child but if this is the coping 
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style that the child has been exposed to by parents, this is what the child will follow. If parents 
see the world as fearful and dangerous, this is the worldview that their children will also take on 
making the child behave as if he or she had been traumatized in the same way (Cozolino, 2006).  

 

Our hope in using CCI as a way to intervene for children who have and continue to experience 
complex intergenerational trauma, is that we will be part of the bridge connecting a western 
neurodevelopmental theoretical worldview with an Indigenous, traditional knowledge based 
worldview. As a holistic program, CCI seeks to honor the legacy of First Nations people and 
contribute to the restoration of lost cultural identity, attachment relationships, spiritual, 
emotional, mental and physical balance in the lives of not only the children and youth in the 
program, but to their families and communities as well.   

1.5 CULTURAL RELEVANCE IN CCI  
In order to practice in a way that is more culturally relevant and culturally safe there will be 
examples given throughout this CCI Reference Manual, particularly in the “How to Do CCI” 
sections.  In keeping with the theme of respect for local traditions please remember that these 
are offered as examples and that the child’s particular cultural context must be considered.  CCI 
coaches will want to be aware that culturally relevant and culturally safe practice infuses each 
step we take – from the formation of the Care Team to the particular interventions we suggest 
for a given child.   

 

If we are not careful to provide services in a culturally safe manner we risk doing further harm. 
The APPF document quotes the Nursing Council of New Zealand who suggest that culturally 
unsafe services may be considered to “diminish, demean or disempower the cultural identity and 
well-being of an individual” (Nursing Council of New Zealand 2002, p. 9). 

 

As mentioned, significant goals of this 2nd Edition of the CCI Resource Manual are to equip CCI 
coaches and others to better address the needs and concerns of Aboriginal people, engage in 
successful partnerships with Aboriginal communities, and provide culturally-sensitive, culturally-
relevant, and culturally safe CCI practice. Within that broad framework CCI will: 

 Ensure that there is Aboriginal representation at any CCI table discussing an Aboriginal 
child or youth. 

 Ensure that efforts are made to involve family members wherever possible. 

 Ensure that a plan to restore and enrich cultural connection and identity exists for each 
child or youth served. 

 Make concerted efforts to include local Knowledge Keepers Elders where available. 

 Ensure that intervention plans include culturally appropriate activities and healing 
practices where possible. 

 Take time to build the relationship with Aboriginal partners!  Trust may take time to 
develop.  

 
Best practice according to the CYCCN document, Chandler and Lalonde (2008) highlight the need 
for research that can help express the traditional “best practices” used by Aboriginal people that 
have contributed to positive outcomes in certain communities. They further argue for culturally 
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competent knowledge exchange processes that embrace the wise practices in local communities, 
and which can result in sharing of such knowledge with communities where similar practices are 
not as well-developed. 

There are many current Aboriginal practices which would be a good fit with the underlying 
principles of the CCI complex trauma-informed treatment approaches.  These will come up as 
examples as we move through this manual, however, it very important to note that we must ask 
which traditions or practices are appropriate for the child’s home community.  In more general 
terms there will be some connections with cultural identity that have value across many 
Aboriginal communities such as learning Aboriginal language, storytelling, dancing and 
drumming. 

 

Another example of adding a cultural perspective to existing CCI practice would be the idea of 
seeking permission from family. Below is an example of part of a letter from a CCI coach seeking 
permission to work with an Aboriginal child and their family:  
 

 

Dear Alice’s family, 

I thank you for welcoming me into your community and want to acknowledge that I 

am on XX First Nations traditional territory. I am asking for your permission to bring a 

method of helping called the Complex Care and Intervention (CCI) program to your 

family as a way of supporting intergenerational healing for your child and family. This 

is because Alice’s teachers and other adults in her life are worried about how Alice is 

struggling with her behaviour and emotions. In the CCI model, we believe that children 

like Alice are often not doing well because something happen to them that hurt their 

body, mind and spirit and we want to find ways to help them to heal. 

To help with this, I will invite some people in your community to help me to support 

your family as part of the wellness plan for Alice. They will be called ‘the care team’. I 

will invite people in the care team to share their voice with me and tell me what is 

working and what is not working to help Alice. I will also ask them to share their cultural 

knowledge to tell the care team how we can find and use Alice’s strengths and those 

of her community, within CCI to support her healing. This will help us to make sure that 

the help that we bring is respectful to your child, your family and to all our relations. 

We hope that our work together will build and strengthen relationships and help to 

restore Alice to the physical, emotional, mental and spiritual balance that will help her 

to walk her journey in a good way. 

Sincerely, 

  

The CCI program seeks to apply the integration of a Western theoretical worldview with an 

Indigenous worldview throughout the different stages of the intervention plan. This will be an 

important way to honor the human need to understand where we belong by acknowledging 
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where we have been, while supporting the building of pathways to where we would like to be. 

By continuing to develop and integrate an understanding of the impact of intergenerational 

trauma, CCI as a program, will strengthen the foundation for moving towards intergenerational 

healing. 

1.6 UNDERSTANDING THE DELEGATED ABORIGINAL AGENCY CONTEXT  

A very quick view of Delegated Aboriginal Agencies highlights some important differences in 

philosophy and practice from mainstream MCFD.  As we’d expect, there is a strong value in having 

Aboriginal people acting to protect and care for their own children.  DAAs have opportunity to 

bring traditional values and practices into their work, within the MCFD Policy framework.  In most 

DAAs there will be a strong emphasis on the importance of family and kinship care vs stranger 

care, even where parents are not currently capable of caring for their child.  Aboriginal 

communities usually believe that a parent’s ties to their children should never be severed, and 

that a child’s connection with their extended family and relationships in the community should 

also never be lost.  In fact, they believe that a child is “lost” if those ties are ever broken.  DAAs 

value permanency with family and community rather than any form of “stranger care”.  For 

example, when Surrounded by Cedars (South Island) receives a child into their care from MCFD 

they hold a “Welcome Home” ceremony – welcoming the child back to the community and their 

extended family.  They give the child messages that their journey to permanency has begun.     

 

In the following pages you will learn about the Complex Care and Intervention Program 

(CCI) which is a trauma-informed, developmentally focused assessment and 

intervention planning tool for Child Welfare.  CCI is designed for children who have 

experienced significant trauma or maltreatment and who exhibit substantial 

emotional, behavioural and interpersonal difficulties. Key references are included in 

the text, but readers are referred to the reference and bibliography section for a more 

thorough listing of research literature. CCI Coaches who wish to learn more about the 

Aboriginal historical context in BC or perspectives on trauma in Aboriginal communities 

are encouraged to refer to the resources available in Appendix D. 
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1.7 CASE EXAMPLES 
In this next section we will give you three different case examples to consider. Please note that 

any case examples mentioned in the CCI Reference Manual are based on the types of situations 

we have encountered over the past six years, but these are not actual cases, and any identifying 

information has been changed to ensure anonymity. 

a.  The Case of Jill        

Jill was referred to the CCI program because of ongoing difficulties in her foster placement and 

at school. Things were not improving despite the efforts of many different people. The people in 

her Care Team felt that they had reached an impasse and she was at a risk for another placement 

breakdown. Jill was a 14 year old Caucasian girl who had been in the foster care system for several 

years. She was often verbally abusive to the adults that offered support, and she became violent 

when she wasn’t getting her own way. Jill had a ‘hair-trigger’ temper as even the smallest thing 

would provoke her anger. At times she reverted to self-harming behaviour by cutting her arms 

or legs. When upset she destroyed her belongings and could become obsessed with suicidal 

thoughts. Jill had few friends and preferred to remain isolated from others. In the foster home 

she could be content in snuggling with the caregiver while reading a book which was appropriate 

for a much younger child and then fly into a rage in which she used her street smarts and gutter 

language to verbally intimidate and hurt the caregiver. 

In the past year Jill was suspended and then expelled from school because of behavioural issues 

directed toward teachers and students. Her academic performance was poor at best and often 

far behind her peers even though it was thought that Jill was capable if she applied herself. At 

both school and in the placement she was often unfocused, unable to perform age-related tasks 

and was often socially inappropriate. Specialized teaching assistance proved to be ineffective in 

helping her learning as she seemed to become frustrated and give up very quickly.  

The various service providers offering support for Jill (social worker, mental health clinician, 

youth care worker, foster parents, school staff, etc.) had not met regularly to discuss her care.  

The group might meet when a crisis developed, but often found themselves in some 

disagreement as they viewed her problems and sought solutions in quite different ways. The Care 

Team often felt that they were not “speaking the same language”. 

Upon referral to the CCI program, a case review indicated that Jill had experienced significant 

and ongoing maltreatment as a child. Verbal and physical violence was part of her daily 

experience until she was removed from her home for protection issues. Temporary respite and 

foster care offered some breaks from her chaotic home life, however Jill was returned to her 

parents throughout her childhood when the parents reached a place of relative stability. Soon 

she would re-experience the maltreatment until she was removed again. This cycle occurred for 

several years.  Formal assessments had been completed at various points through the years. Jill 

was initially diagnosed with ADHD and Oppositional Defiant Disorder at age 8, and then Reactive 

Attachment Disorder, Juvenile Bi-polar Disorder and various learning disabilities at age 11.  She 

was prescribed a form of Ritalin for ADHD and an atypical antipsychotic (Risperidone) in hopes of 

decreasing her explosive outbursts. 



  20 
 
CCI Manual – March 2016 
 

Working from a trauma-informed, developmental perspective designed for children and youth 

who experience severe maltreatment, the CCI program coaches believed that Jill was manifesting 

behaviour consistent with complex trauma.  The CCI coaches led the Care Team members 

through a four-step process: (1) Learn about the effects of complex trauma on child 

development; (2) Complete an assessment of Jill’s developmental functioning; (3) Create a child-

specific intervention plan based on her functional developmental profile; and (4) Monitor her 

progress at regular Care Team meetings. Over the next 18 months, the CCI Care Team 

implemented these strategies which were aimed at creating appropriate developmental 

opportunities for Jill based on her current level of functioning. In common with other cases like 

Jill’s, the team initially focused on deepening attachment with the foster parent and decreasing 

Jill’s level of stress and hyperarousal.   For example, the team coached the foster parent on 

actively working to restore the relationship whenever it was briefly ruptured, and adding in 

routines and rituals such as cooking, crafting, and reading together.  The team worked hard to 

identify stressful situations in Jill’s life and to reduce these stressors while building in periods of 

calm and safety.  

Jill’s strengths in arts and crafts were identified and promoted as important therapeutic tools. 

The focus began to shift to what Jill was doing well rather than the constant focus on what she 

was doing wrong. 

When reviewing Jill’s progress at the end of the initial six months, the Care Team members 

described the significant gains that had been made since her original referral to the CCI program. 

Jill’s self-harming behaviours had ceased. She was having both far fewer and much less intense 

aggressive episodes toward the foster parents. Jill seemed happier, much less reactive, and much 

more socially appropriate.  She was consistently able to speak in calmer tones and to ask for what 

she wanted with a less demanding stance. The team noted some improvements in her ability to 

problem-solve and to think before reacting.  

b.  The Case of Daniel     

Daniel was a 12 year old Aboriginal boy who was referred to the CCI program due to his very 

difficult behaviour.  He is from a rural Aboriginal community but is now living in a larger city some 

two hours away from home. Daniel had been taken into foster care permanently at age 4 by 

MCFD due to birth mom’s inability to care for him.  He had a few years of stability in the home of 

a relative but at the time of his referral to CCI he was in his fourth foster home in 5 years.  He was 

living in a staffed group home with one other youth and had very few ties to his extended family 

or his home community. 

Daniel’s mother, Elizabeth, had struggled with significant alcohol and substance abuse, an on-

again off-again relationship with bio-dad, poverty; and many changes in housing both on and off 

reserve.  She has two other younger children in the foster care system due to her substance abuse 

and inability to care for them as well as the lack of an extended family member to step in.  Three 

times Daniel was taken into care then returned to her then back to care.  Daniel stayed at times 

with his paternal grandparents but they could not manage his behaviour, in part due to their own 

challenges. 
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Daniel was referred to CCI due to serious behaviour challenges.  He tended to be very 

argumentative if provoked and could become explosive to the point that he point hit the walls or 

doors.  His tendency was to want to be left alone and to disengage from the staff.  If left alone 

he would play video games most of the time.  He often expressed how much he disliked where 

he was living – both the large city and his group home. 

Strengths: Daniel was seen as having a good sense of humour and ability to make others laugh.  

He was quite skilled with his hands and liked to take things apart to see how they worked.  He 

enjoys sports although he got easily frustrated if he wasn’t succeeding.  When he would agree to 

watch Learning Channel documentaries with staff he seemed to absorb the information quite 

easily and remember what he learned. 

Challenges: In the group home Daniel tended to pick on the younger foster child. At school he 

was described as being the class clown and was often a major distraction to the class.  He often 

seemed to pick on the younger children and to try to impress the older youth by being rebellious.  

There is some suspicious that he had been smoking pot with older youth during the school breaks. 

Daniel often refused to do his schoolwork and would sometimes simply lay his head on his desk 

to indicate his lack of interest. 

CCI and Aboriginal Engagement:  As the CCI coaches joined the case they realized that there were 

some key missing pieces in terms of cultural sensitivity.  Even though Daniel was Aboriginal, there 

were no Aboriginal people on his Care Team.  In keeping with the priority need to include an 

Aboriginal perspective and community engagement at the heart of planning, the coaches 

investigated some possible solutions.  The Care Team found an Aboriginal Support Worker, 

Helen, at a local school who was from Daniel’s home community.  Even though she wasn’t 

involved at Daniel’s school Helen agreed to join the team to bring some of the community 

perspective.  The Care Team also discovered that Daniel had an uncle from his home community 

who was interested in Daniel and who was in a healthy place.  Uncle Fred offered to attend 

meetings by phone or even in person if the Care Team could split the distance with him or cover 

his travel costs.  The Care Team decided to meet at a half-way point for the initial meetings in 

order to develop strong relationships and then to continue by phone after that.  

Assessment and Intervention Plan:  During our CCI Functional Developmental Assessment the 

team around Daniel described him as having the greatest strengths in the areas of neurological 

integration and cognitive and language development.  The team also saw him as showing lots of 

signs of stress and getting easily overwhelmed.  His argumentative behaviour often came when 

he was feeling rushed and pressured.  Daniel needed to develop some emotional control over his 

impulse to react if he felt criticised.  He needed lots of warning about any transitions or changes 

in plans.  Daniel’s attachment style was described as mainly avoidant, evidence that he didn’t 

trust adults to be very responsive to his emotional needs.  Daniel’s sense of identity seemed to 

be quite negative, with little sense of mastery, belonging and self-worth. After many years in 

foster care Daniel was observed to be very disconnected from relationship with his home 

community, extended family, and cultural identity. 
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Based on our CCI assessment, a high priority was made to try to address two key areas in Daniel’s 

development --Deeping attachment relationships and Strengthening identity development 

through the following: 

Under Attachment and Relationships an emphasis was made on teaching staff on how to push 

past his avoidant style and to create an experience where he felt they were interested in his 

internal life and emotions.  The caregivers were coached to avoid situations where they offered 

engagement to which Daniel could say “no”.  Instead, the staff set up natural situations in which 

Daniel simply had to come along with them for one logistical reason or another, and then would 

use these as opportunities to add something fun.  They were also coached to respond with high 

amounts of empathy to his feeling states. 

Additionally, plans were made to initiate contact between Daniel and his siblings in foster care.  

His uncle Fred also agreed to meet Daniel for one day each month if the house staff could handle 

much of the driving. 

The guardianship worker agreed to formally contact Daniel’s band to explore options for 

placement once his challenging behaviours were more under control. 

With regards to Identity Development, the group home agreed set up systems to regularly 

acknowledge and honour Daniel’s successes and evidence of taking responsibility.  One of the 

goals was to shift the focus from managing what he was doing wrong to a place of observing and 

celebrating what he was doing well.  With input from the Helen and Uncle Fred the Care Team 

began to realize that Daniel’s cultural identity and lack of connections was a core hindrance to 

his healthy development.  Fred agreed to locate any photographs of Daniel’s family and/or take 

some new photos to give to Daniel. A cultural enrichment plan was created for Daniel based on 

the cultural practices of his home community.  The team began by inviting a worker at the 

Friendship Centre to come to the house to make bannock with the two boys.  The caregivers took 

Daniel out shopping for some Aboriginal artwork to hang on the walls. Helen identified a youth 

group in one of the schools which was making drums and applied to have Daniel attend. The hope 

was that he would stay with them as they formed a drumming circle. Plans were made to take 

Daniel back to his home community during the summer fishing season.   

Outcomes:  Daniel responded slowly but positively to change in the approach by the caregivers.  

He began to be more engaged with them and was much more interested and positive in their 

activities together. He began to respond to their interest and empathy by opening up more about 

his life and experiences. They noticed a positive change in his mood and a more optimistic 

outlook.  Daniel responded very positively to his uncle Fred and looked forward to the monthly 

visits.  Visits with his siblings went less well as Daniel tended to be bossy and mean toward his 

younger brother.  These visits were shortened and structured with more adult involvement to 

make sure that the kids were more successful together.  Daniel learned to make a drum and 

formed a positive connection with the youth drumming group.  At school he began to exert more 

effort and to explain that some of the work was too hard for him and that was why he quit trying. 
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c.  The Case of Sharon     

Sharon is an 11 yr. old Aboriginal girl who lives in the home of an aunt, Shirley, Shirley’s boyfriend, 

and a number of older cousins on her rural, home reserve.  Sharon is a child in the care of the 

Delegated Aboriginal Agency.  She has been in care for 5 years – the initial four in various MCFD 

foster homes, then the past 7 months under the local DAA.  She has been with her aunt for those 

7 months while the DAA works on a permanency plan.  Unfortunately, Sharon’s parents, Mary 

and Richard, have been unable to care for her and to keep her safe.  Mary’s grandparents on both 

sides of the family were residential school survivors. Both of her parents grew up in homes which 

were unstable as the caregivers used alcohol to cope with their own histories of trauma, leading 

to ongoing experiences of domestic violence in the family and community.  Mary and Richard 

struggled with addictions from their teen years and spent time in Vancouver’s downtown east 

side.  When Sharon was born Mary moved back home without Richard in an effort to provide a 

more stable home for her daughter, but she was unable to maintain her sobriety despite 

repeated attendance in residential drug and alcohol treatment programs.  Sharon was often 

neglected and unsupervised for long periods. There is some concern that she may have 

experienced sexual abuse. Different relatives in the extended family stepped in to care for Mary 

for short periods of time but they were not able to care for her adequately and MCFD stepped 

in.  Mary is now back in Vancouver and has little contact with her children. 

Strengths and Gifts: Sharon has shown a gifting and aptitude for creative arts, particularly 

drawing.   She tends to be polite with adults and rarely causes any trouble at school. In her foster 

home she can be helpful when asked to help by her aunt.   

Challenges:  Sharon is often quiet and withdrawn.  She seems to get easily overwhelmed in 

different situations and will cry or shut down when pressured. She’s often very flat in her 

expression and seems to have very poor self-esteem. Her school teacher is afraid that Sharon is 

“falling through the cracks” and that she is “withdrawing more and more”.  She also doesn’t seem 

to be learning very well. In her aunt’s home she is teased and picked on by the older kids, 

particularly by an older male cousin.  Sharon’s first response to anything new tends to be to feel 

anxious and afraid.  She’s often timid and shy. The social worker is pressing for a referral to 

Mental Health services but Sharon shows no interest in attending. 

CCI in a DAA and Engagement with the community:  The steps of recruiting a CCI Care Team/Circle 

are somewhat different in the DAA.  The CCI coaches took a number of steps beyond contacting 

the professionals who worked with Sharon.  First, they honoured the value of Respect by asking 

permission from the aunt and family to approach the band for a youth worker.  Second, they 

asked for the family’s recommendations of who should be on the team. Third, they asked the 

aunt about a family member who might serve as a female mentor for Sharon and also join the 

Care team.  Finally, since this was Sharon’s home community they also asked the band if they 

wished to be involved in her cultural plan and if there was a Knowledge Keeper available to 

provide guidance. 

Assessment and Intervention Plan:  As the Care Team met to share their observations of Sharon 

within the CCI complex trauma model, it became apparent to the group that Sharon’s 
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“internalizing” – her withdrawal, depression, and poor self-esteem, were also signs of a stress 

reaction. There was a joint understanding that her losses, and her experiences of neglect and 

abuse, had left her vulnerable. 

Based on our CCI assessment, a high priority was made to try to address three key areas in 

Sharon’s development: (a) Enriching cultural connections; (b) Strengthening attachment 

relationships; and (c) Decreasing stress. There was a consensus that helping Sharon to reconnect 

to her culture and build a positive cultural identity would be essential in helping to restore 

balance in her wellness journey.   

a. With regards to strengthening Sharon’s cultural and general Identity Development:  

 The Care Team committed to identifying someone such as a storyteller, Cultural 

coordinator, or Roots worker who was asked to provide Sharon some education about 

her people’s origin story, the strengths of her community, her genealogy, and the values 

and beliefs of their people. 

 The Care Team took steps to involve Sharon more directly and frequently in cultural and 

traditional practice such as attendance at pow wows, planning a coming of age ceremony 

with a designated family member, and weekly language instruction with an Elder. 

 The team paired Sharon up with a cousin who was regularly serving in an old folks home 

so that she experienced an opportunity to give through service. 

 In the home her aunt was encouraged to post Sharon’s school work and artwork on the 

wall or fridge. 

b. Under Attachment and Relationships an emphasis was given to:  

 Find brief daily 1:1 time with her favourite aunt within the home – brushing her hair, doing 

a craft, helping with preparing food, harvesting, reading a story together. 

 Create opportunities for extended attachment and belonging such as attending 

community classes in weaving. 

 Arrangement for a youth worker who could spend weekly time with 1:1 with Sharon and 

give lots of strength-based attention and also find activities to foster community 

attachment and build the value of stewardship (e.g. picking up garbage, planting flowers). 

c. Strategies to Decrease Stress included: 

 Check out her safety in the home situation: Is she safe from abuse, teasing or bullying? 

 Assess her academic skill level and give work that is within her level of ability. 

 Provide a “quiet space” at school where she can withdraw briefly if feeling overwhelmed. 

 Connecting her to an adult in the school (e.g. Aboriginal support worker) who can 

facilitate planned regulatory breaks that use traditional ways of achieving calm within the 

school (e.g. going to Aboriginal centre to do beading or weaving when she needs a calming 

activity, gentle drumming). 

 Knowledge keeper was consulted regarding adding things like spiritual baths, daily 

smudging. 
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Outcomes: Within six months there were some significant, positive shifts for Sharon.  She began 

to smile more, and “to come out of her shell”.   There were many fewer times when she seemed 

overwhelmed and “shut down”.  When this did happen at school she was able to use the quiet 

place and to then to return to the tasks.  Her academic skills began to improve and she gave up 

less easily. Her drawing began to flourish and she took an interest in illustrating some of the tribal 

group’s origin stories.  The teacher and aunt commented that Sharon was beginning to “find her 

voice” and that she even began to talk back to them at times. She yelled at the older boy in the 

home to tell him to quite teasing her – something which shocked everyone. At home she seemed 

to be getting closer and closer to her aunt, but had spent a couple of months being extra clingy 

before now beginning to be comfortable with normal periods of separation. 

What worked? 

Jill, Daniel, and Sharon are some examples of many children who have experienced positive 

change within the CCI program. This is no accident. Children and youth who experience severe 

maltreatment exhibit signs of complex trauma -- a cluster of symptoms that defy “treatment as 

usual”. The CCI program offers a framework that considers how complex trauma may have an 

effect on the child’s neurological, biological, emotional, spiritual, cognitive, behavioural and 

social levels. In doing so, it addresses the needs of the child from a comprehensive, integrated 

theoretical framework.  There are several reasons why the CCI model works: 

a. CCI is Comprehensive 

Complex trauma affects almost everything about human development – biology, 

neurology, emotions and behaviour, thinking, and social relationships. CCI interventions 

are aimed at addressing all of these areas in a comprehensive manner.  There are many 

effective interventions in the therapeutic literature which address some of these areas, 

and CCI will direct the Care Team to interventions which meet the youth’s developmental 

needs. As will be seen later, many therapeutic strategies meet more than one goal at the 

same time. 

 

b. CCI is Integrated and Holistic 

The CCI trauma-focused perspective allows us to meet core developmental needs and to 

do this in a sequence based on the child’s developmental readiness.  Without this 

purposeful approach it is common to introduce more and more services out of a sense of 

desperation when the youth is doing poorly.  The various stakeholders in the child’s life 

(caregivers, family members, Elders, Aboriginal support workers, youth workers, social 

workers, psychologists, school staff, etc.) can play key roles but, at times, may 

inadvertently be working against each other when there isn’t a unifying, comprehensive, 

theory to guide their practice. Desperately adding additional services may have the 

negative effect of increasing the child’s stress (or that of the caregiver who has to take 

them to various appointments). Having a coordinated strategy that is implemented on all 

fronts maximizes the opportunity for positive change for the child. By using an integrated 

approach, CCI seeks to gather the different services together, forming a circle of healing 

to listen, assess and find solutions for the child’s wellbeing.  
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c. CCI uses Targeted Interventions 

Within the CCI model, there are no “one size fits all” interventions. Rather, the Functional 

Developmental Assessment orients the Care Team to the specific needs of this particular 

child or youth along the 7 Developmental Domains.  In doing this, the CCI process leads 

the team to interventions which are priorities for this child at this time and stage in their 

recovery.  In keeping with what we’ve learned from Dr. Bruce Perry and the Child Trauma 

Academy, we often find that our first priorities are to help to calm the child’s over-reactive 

stress response and to provide child-specific attachment experiences. Within CCI we have 

referred to these as the “therapeutic bookends” of Decreasing Stress and Strengthening 

Attachment.  CCI Coaches help the Care Team to monitor the child’s developmental 

progress, putting these goals front and center in every meeting, and not getting pulled 

off-track into the “crisis of the week”.   

 

d. CCI is Collaborative   

The Care Team is comprised of people that have a role in the child’s life and each brings 

a different perspective to the table. Based on an understanding of inclusion and the 

concepts of belonging, acceptance and recognition, CCI encourages full and equal 

participation from participants in the decisions made regarding the child’s well-being. 

Unfortunately, when a child or youth presents with complex needs to are not being met 

it is common for the stakeholders to arrive at the table with a diversity of views and 

opinions regarding the child and their needs. CCI seeks to use these gatherings as a 

restorative process that parallels the traditional healing circle, and keeps the child at the 

center. In gathering the Care Team or circle around an Aboriginal child, CCI coaches work 

with professionals, family, Elders and traditional knowledge keepers, to ensure the 

representation of both a Western and an Indigenous worldview through which to see the 

child.  

Stories from the Front Lines: 

Sebastian’s care team wasn’t working together very well.  Everyone really cared about 

Sebastian, but everyone also had a slightly different lens from which they viewed the 

challenges in Sebastian’s life. The family preservation worker thought that the most 

important thing was for Sebastian to return to his parents. The child protection worker 

thought that because it wasn’t safe for him to return to his parents that he should be guided 

toward increased independence. The FASD key worker thought Sebastian’s challenges 

were due to in-utero damage, and that he couldn’t really heal from that.  School staff 

thought that because he was impulsive and very active, that it would be best if he was 

guided to sit still and be quiet for most of the school day.    

Not surprisingly, Sebastian’s behaviour wasn’t improving.  Eventually, the care team 

decided to try something different.  First, because they had developed a habit of talking 
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over and ignoring each other, they decided to start using a talking stick in all of their team 

meetings.  Second, they adopted the CCI process as the framework to guide their 

assessment of the problems and the development of the solutions. It was hard slog at first- 

“those first meetings seemed to take forever, with everyone having to say their piece”.  

Over time, collaboration, respect, and trust built back again. “Sebastian is doing so much 

better, and I actually like going to these meetings”. 

 

 

 

 

 

 

 

 

 

CCI coaches attempt to provide a common language and direction based on a better 

understanding of the effects of complex trauma.  For this reason, the CCI Functional 

Developmental Assessment (FDA) of the child is done in the context of the Care Team.  

We feel that this will help the Care Team to understand and “own” the process, 

supporting self-determination at the individual, family and community level.  

Collaboration fosters positive outcomes. A CCI Care Team commits to make case decisions 

collaboratively based on the theoretical model with consideration of wise practices for 

Aboriginal children.  

 

e. CCI focuses on Caregiver Skills  

In CCI we view the foster parent or caregivers and extended family as being the most 

important part of the continuum of care in the child’s life.  This is true given the amount 

of relational trauma the child has experienced and also the many hours that they will 

spend with their caregivers.  The relationship with this these attachment figures may be 

the key to their recovery and growth.  On the other hand, if this attachment does not 

build effectively, then the relationship may reinforce prior attachment injuries.  Given the 

unique issues related to complex trauma, support and continual training for caregivers 

and involved members of the child’s extended family is imperative for success. To this end 

CCI coaches walk alongside the caregivers and child’s extended community, to equip them 

with the tools to provide therapeutic strategies designed to meet the child’s specific 

needs. The coaches stay connected to those in the circle process and offer support and 

brainstorming to caregivers as they apply the child’s intervention plan. This process also 

helps to build and strengthen mutually respectful and listening relationships, provide a 

vehicle for understanding the cultural and community context of the child’s difficulties 

and how this will guide decisions and actions, as well as creating opportunities for the 

inclusion of a perspective that considers spiritual, mental, emotional and physical 

dimensions.  
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f. CCI is Strength-Focused 

Caregivers and other support people have generally experienced the negative behaviours 

and emotions of children navigating complex trauma. These experiences make many 

adults look at the child from a negative or deficit-based perspective. The CCI model views 

these behaviours and emotions as ‘normal’ for children who have developmental lags as 

a result of maltreatment. Taking a long-range view, CCI coaches knows that these children 

have individual strengths that need to be recognized and encouraged. Taking this view 

helps the Care Team to consider strengths that can be built upon and how to take 

proactive steps towards helping the child. This strength-based perspective is reflected in 

the process of assessing the child’s strengths and challenges using the CCI Functional 

Developmental Assessment, as well as in the process of designing interventions.  CCI 

coaches often remind the care team members that developmental change takes time. 

From a neurodevelopmental perspective we might say that change on the outside is both 

creating and resulting from, change on the inside – change occurring in the child’s brain 

and nervous system. For these reasons, CCI team members identify and celebrate the 

small steps that a child takes toward maturity.   

 

CCI’s use of a wraparound approach is based on an understanding of the circle process as 

a strengths-based, holistic view of the child as a “whole” being with unique gifts and 

strengths. Recognizing that all aspects of life are relevant, the CCI process seeks to restore 

the child’s ability to mature in skills that are lagging due to the impact of trauma, as well 

as the rebuilding of lost relationships to all of the child’s relations. In the CCI circle, 

interconnectedness and interdependent relationships with one another are emphasized.   

 

“What’s going well?” rather than “What is going wrong?” is the question that is often 

asked in the CCI Care teams. Despite the behavioural and social difficulties that the child 

presents, they inevitably have strengths that can be celebrated even within a challenging 

overall presentation.  Unless we identify these strengths they will often be over-

shadowed by difficulties.  In many cases the child has been told their failings over and 

over. A shift to a positive focus begins to give the child and the caregivers a sense of hope. 

Small successes and developmental growth in the child’s life are supported and 

celebrated. 

1.8    BROAD TARGETS OF CCI 
The CCI program has two broad targets when we intervene with a child suffering the effects of 

complex trauma. They are to: 

 Change the understanding and approach to caregiving. 

 Change the understanding and approach to case management decision-making. 

 

The CCI program recognizes that long term change cannot be facilitated for children and youth 

without the involvement of the complete system of support. This being said, caregiving 
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approaches and case management decision-making must work hand in hand in order to be 

effective.  If we don’t do this we run the risk of having one part of the planning or intervention 

unintentionally undermining the efforts of Care Teams members.  For example, we may have a 

highly effective foster parent who would make gains with a child, but weekly unsupervised visits 

with an erratic and disorganizing parent which makes the child so perpetually anxious that the 

foster parent’s efforts can make little difference.  Unless we make case management decisions 

which reflect the need to decrease stress and guard against further attachment wounds we run 

the risk that our careful instruction in caregiving approaches will be in vain.  
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2 THEORETICAL BACKGROUND: THE EFFECTS OF TRAUMA AND 

MALTREATMENT ON DEVELOPMENT 

The Public Health Agency of Canada (2010) recently indicated that 235,842 investigations into 

child and youth maltreatment had occurred across Canada in 2008. This number represented an 

increase of over 100,500 investigations in the ten year span since its original 1998 research.  In 

British Columbia, there were 9271 children in out-of-home care in 2007 because of the type and 

severity of abuse and neglect they had experienced (Canadian Child Welfare Research Portal, 

2012). The effects of trauma and maltreatment are well documented in the literature. They will 

be discussed in this section. 

The Public Health Agency of Canada (2010) classifies five major categories of child and youth 

maltreatment in its research. In particular, physical abuse, sexual abuse, neglect, emotional 

abuse, and exposure to violence comprise its maltreatment typology framework. Regardless of 

the type of maltreatment, its severity and frequency create profound, personal and 

developmental effects for the children who experience them. Van der Kolk and others (see for 

example, Cook et al., 2003; van der Kolk, 2005; Pynoos et al., 2009) identified that severe trauma 

influences predictable areas of the child’s development and used that finding to suggest six 

symptom clusters for a proposed Developmental Trauma Disorder. This proposed diagnosis (not 

accepted for DSM-V) recognizes the holistic toll that trauma takes on children’s development.   

Additional consideration is given to the culturally specific effects of complex trauma for 

Aboriginal children and their families. The experiences of injustices and colonialism are not only 

based in history; injustices continue to be found and may be entrenched in the current social 

conditions of inequality that many of Canada’s First Nations people live in. This means that many 

aspects of the lives of Aboriginal peoples are continuously traumatic and this is a critical concept 

that must be considered in discussing the impact of trauma for Canadian Aboriginal people 

(Randall, 2009). While recognising that complex trauma typically results from chronic child abuse 

and neglect, researchers such as Randall (2009), propose that exposure to ongoing threat also 

comes from events such as witnessing domestic violence, war or genocide. In addition, many 

Aboriginal communities have suffered deeply with grief and loss as the cascade of trauma in the 

community results in tragic and early deaths.  

 
These are collective rather than individual forms of traumatic experience. For Aboriginal children 

and their families, this happened with the traumatic experience of being subjected to residential 

school, an education system that denigrated their Indigenous languages, culture, and spirituality, 

while disrupting family ties and community involvement in traditional child rearing practices 

(Kirmayer, Gone, Moses, 2014). This makes it necessary to have an understanding of complex 

post-traumatic effects, in order to develop a more holistic and sophisticated understanding of 

the effects of trauma on Canadian Aboriginal children and their families (Randall, 2009). 
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a.  Key principles regarding Neurodevelopment   

The adult human brain weighs approximately three pounds. For most people, that represents 

1/40th of their total body weight. And yet, for this relatively small organ it carries significant 

importance to human development and functioning. Despite its size, the human brain consumes 

20% of the oxygen that we breathe, accounts for 20% of the blood flow and consumes 25% of 

the caloric resources of the human body.  The brain maintains 100 billion neurons, 100 trillion 

synaptic connections and communicates 10 quadrillion instructions per second. In perspective, 

this represents 10 times the speed of a supercomputer (see Bauman & Amaral, 2008; Zillmer, 

Spiers, & Culberston, 2008). 

The human brain is responsible for, and interactive with the central nervous system and the 

peripheral nervous system. Voluntary and involuntary movement, thoughts, emotions, visceral 

responses, sensations and behaviour are all controlled by this small piece of human anatomy 

(Bauman & Amaral, 2008; Zillmer et al., 2008).  A majority of growth occurs in the first three years 

of life. What is becoming recognized in neuroscience is that the brain is somewhat plastic, 

meaning that it continues to grow, develop, and heal throughout our lives. All life experiences, 

both positive and negative, influence the development of the human brain (Perry, 2006).  

This plasticity is significant in understanding children who have experienced complex trauma. The 

hopeful message is that even though developmental gaps or delays may result from traumatic 

and overly stressful experiences, the brain is able to form new connections and to heal and grow. 

Positive nurturing relationships and experiences stimulate brain functioning and corresponding 

neurochemicals (Schore, 2010). These experiences in combination with safe and predictable 

environments promote not only positive behavioural changes on the outside, but corresponding 

changes in how the brain organizes and integrates on the inside (Perry, 2006).  

Negative relationships and experiences also stimulate brain functioning and corresponding 

neurochemicals. However, these responses are more related to stress, anxiety, fear and danger-

arousal (De Bellis & Zisk, 2014). If living in unstable or unsafe environment, the child learns to 

remain in a state of vigilance. In this case, development of higher-order skills such as learning, 

thinking, social intelligence and behavioural control are impaired (De Bellis & Zisk, 2014; Cicchetti 

& Toth, 2005). Over time, these experiences create developmental lags. Though these lags can 

be reversed, neurodevelopment takes time and repetition. This means that healing for children 

experiencing complex trauma will require positive, patterned, and repetitive experiences to 

stimulate and maintain durable change (Perry, 2006). 

The brain and nervous system are forming from conception, so the very early experiences of life 

that the child has while he or she is the mother’s womb during pregnancy are a key building block. 

This early environment is one where a child first experiences the repetitive and rhythmic pattern 

of a mothers’ heartbeat that helps to regulate and soothe a child’s emotions. However, when 

this environment is unstable and unsafe because it is impacted by violence, chaos and flooded 

with stress hormones due to maternal stress, the child adapts by becoming hypersensitive to 

outside sounds and sensations, and remains in a persistent stress-response state (Perry,1994a: 

Perry, 1995a).  This is the experience for children whose pregnant mothers are exposed to 
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alcoholism and substance abuse, domestic violence, and/or lateral violence in their communities. 

The negative effects of early, in-utero exposure to traumatic stress continue to impact the child 

even after birth and have been shown to cause long lasting and far reaching consequences for a 

child’s neurodevelopment. Children born out of a stressful pregnancy are often mistakenly 

diagnosed as having ADHD or FASD when in fact they are hypervigilant because their early 

experiences continue to impact their stress response (Haddad, et. al., 1992). The ongoing impact 

of intergenerational trauma that creates instability in Aboriginal communities means that 

pregnant women in these communities are particularly vulnerable to these experiences with 

higher incidences of stress due to poverty, domestic and lateral violence, and exposure to alcohol 

abuse.   

When it comes to trauma and the developing brain, there are three key assumptions to 

remember: (1) There are infinite number of causes for trauma and the brain has a finite number 

of responses; (2) Interpersonal trauma (emotional, physical, sexual abuse and neglect) is typically 

worse than non-personal ones; and (3) Trauma experienced in childhood is more detrimental 

than trauma in adulthood (De Bellis, 2001). Early trauma impacts and interrupts vital periods of 

brain development and interferes with learning (Ford, 2009).  

b.  The Brain on Trauma 

Imagine: It is a beautiful and sunny summer day. You decide to take a small hike through a 

forested area near your home. The air is fresh and you can feel the breeze against your skin as 

you begin. For some time, you work your way through the winding forest path. You notice both 

young and aging trees, you listen to the birds hidden in the brush, you catch the scurrying of a 

squirrel out of the corner of your eye, and you examine the ground cover as you pass by. It is a 

good day.  

As you press on, you feel something brush against your skin. You feel the light touch of a web 

dance against your face. Instinctively, your hand rises and wipes it away. But out of the corner of 

your eye you catch something: Movement. There is a shape of something on your shoulder. You 

turn your head to look and you see it - a large brown spider.  Now, how you respond to the 

scenario depends on your prior personal experiences. Many of us would have an immediate 

‘fight, flight or freeze’ response. Our actions would be immediate and reflexive as we swatted 

the spider away. We would experience an immediate sense of fear. Logical and language brain 

responses would be impaired, giving way to emotional and survival brain systems. Chemicals 

would cascade through our brains and bodies heightening our sensory awareness and maximizing 

our ability to respond. Our autonomic nervous system is immediately engaged. (See Figure 2, also 

found in Appendix A-Stress Staircase) 
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Figure 1. Stress Staircase Leading to Fight, Flight or Freeze (C. Geddes and W. Smith, 2012) 

This simple illustration helps us to understand children who have experienced complex trauma. 

Early in child development, neural networks are forming based on the experiences, associations, 

learning and reactions of the child. Children who experience significant and prolonged 

maltreatment are often arrested in their development based on their physiological responses to 

their trauma (Cook et al., 2003). In particular, the parts of their brain and neurophysiology that 

are sensitive to fear, stress and arousal are consistently stimulated and over time, become overly 

sensitized (De Bellis & Zisk, 2014; Perry 2006, 2008). 

Conceptually, the ‘survival brain’ is a neural system that controls most of our autonomic 

functioning. It is comprised largely of the brain stem, spinal cord and cerebellum. Functions such 

as heart rate, body temperature, hunger, thirst, biorhythms and breathing are part of the survival 

brain’s responsibilities. Hormones and neurochemicals related to these functions are also 

governed by this brain area. This part of the brain is the most basic, and the most instrumental 

for survival (Bauman & Amaral, 2008; Zillmer et al., 2008). The survival brain is sometimes 

thought of as the reptilian brain or primitive brain. 

The next part of the brain to develop can be thought of as “emotional brain”. This brain system 

organizes and orders incoming stimuli. Pleasure, pain, love, joy and fear are all filtered by this 

system. Part of this system, the amygdala, is sensitized towards threats in the environment. It 

helps interpret incoming sensory data and sorts it as helpful or harmful, dangerous or beneficial. 

The amygdala also helps to mobilize the body’s response to perceived threat and peril (Gunnar 

& Quevedo, 2007). Bessel van der Kolk has referred to the amygdala as the “smoke alarm of the 

brain” (van der Kolk, 2005). Perceived danger mobilizes the body to respond through release of 

neurochemicals, heightening sensory awareness and preparing one’s body to flight or fight (De 
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Bellis & Zisk, 2014; Gunnar & Quevedo, 2007). Severe and perpetual maltreatment causes 

ongoing difficulties related to stress sensitivity, emotional regulation, behavioural regulation and 

cognitive ability (Cook et al., 2003; De Bellis & Zisk, 2014; van der Kolk, 2005). (See Appendix A- 

How Brain Maturity Influences Behaviour) 

c. CCI’s Seven Developmental Domains 

The CCI approach is unique in that it is based on the proposed Developmental Trauma Disorder 

symptom clusters (Cook et al., 2003) and is designed for use within a Child Welfare setting, 

particularly within a Care Team or wraparound approach. In CCI, the proposed Developmental 

Trauma Disorder symptom list has been expanded to recognize the influence of the Child Trauma 

Academy, the attachment ideas of Dan Hughes, and Dan Siegel’s neurodevelopmental insights 

on our thinking.  The CCI approach also fits well with the post-traumatic framework suggested by 

Haskell and Randall (2009) in addressing trauma for Aboriginal peoples. The CCI approach is 

developmental and holistic, looking to recognize and build maturity in children and youth in each 

of these areas. The CCI functional developmental model is organized according to the following 

7 broad domains:  

 Neurological & Biological Maturity 

 Over-reactive Stress Response  

 Emotional Regulation  

 Attachment Style and Relationships 

 Identity Development  

 Behaviour Regulation 

 Cognitive & Language Development 

d. How Does it Show Up in Current Behaviour and Functioning? 

Both developmental maturity and difficulties manifest in unique ways in the child across the 

seven domains mentioned above, depending on the nature of maltreatment, their resiliency and 

their attachment history. Regardless of the child’s chronological age; developmental lags across 

all of these domains are common (Cook et al., 2003; Cook et al., 2005; van der Kolk et. al., 2005). 

For example, a youth may be 14 years in age, but have developmental lags in certain domains 

which make him or her functionally much more like a child who is significantly younger.  

One concept which we have found to be useful is the idea of developmental trajectory.  This is 

illustrated in Figure 1 below (also found in Appendix A - Developmental Trajectories).The idea is 

that for most of us development occurs in a somewhat predictable arc as we grow and mature. 

This maturation occurs in our bodies, emotions, minds, and behaviour.  Trauma interrupts this 

development, often resulting in a developmental trajectory which is slowed or even plateaued. 

The accompanying diagram shows the increasing functional development as we age and mature: 

 The top (green) line represents typical developmental under “good enough” conditions.  

 The middle (orange) line represents a child who had a relatively good start in life until things 

started to fall apart later in some way.  Prolonged stress and trauma could result in the child 
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falling behind somewhat and experiencing some developmental lags, while appropriate 

support could help the child to heal and recover.   

 The bottom (red) line indicates a child where development was compromised early on and 

the stresses were persistent and severe.  This child has reached a developmental plateau, far below 

their peers.  Emotional, social and intellectual immaturities are common.  This line may represent the 

developmental trajectory of many children and youth in the foster care system. 

  

  

 

  

Level of 

Functional 

Development 

Figure 2. Developmental Trajectories. Functional Development can refer to neurodevelopmental, emotional, social, 

behavioural, cognitive, and ethical maturity. Children who grow up in toxic environments may have developmental lags. 

These lags mean, that though they are a certain age in chronological years, they may actually have experienced a lack 

of growth and maturity that leave them functioning at a younger developmental age.  (C. Geddes, 2012) 
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2.1 DOMAIN 1: NEUROLOGICAL & BIOLOGICAL MATURITY 
Neurological and biological delays are common for children experiencing significant 

maltreatment (see for example, Blaustein & Kinniburgh, 2012; Kisiel et al., 2014; Perry, 2006). 

Basic body regulation and cycles may be affected (Cook et al., 2005; Lavery, 2013; Perry, 2009). 

Sleep cycles and waking may vary from day to day and the child may wake frequently during the 

night and be unable to fall back to sleep (Downey, 2007). The child’s proprioceptive system 

(internal communication) about their own physical states such as hunger, thirst, tiredness, or 

body temperature may be limited (Perry, 2006).  This lack of awareness of being tired, hungry, or 

overstimulated may result in hyperactivity, emotional outbursts or meltdowns. Observable 

behaviour can vary —from the child not wearing clothing appropriate to the temperature, to not 

eating for long periods of time, or to being unable to sense when they are full. 

For children who have experienced complex trauma, sensory integration may also be disrupted 

leading to many different types of sensory challenges. The child may be easily overwhelmed or 

overstimulated by sensory experiences. Sensitivities to taste, touch, smell and noise are common 

(Purvis, Cross, & Sullivan, 2007). Specific food textures and tastes may serve as triggers. Even 

environmental sensitivities can create difficulties. For example, busy and stimulating 

environments can create sensory overload for certain children, provoking strong emotions and 

behaviours. There is also the possibility that the child will be less responsive to stimulation than 

what would be healthy. The lack of sensory information related to touch, such as heat, cold or 

pain, may create dangerous situations for some children.  

Motor coordination and balance may also be affected by severe maltreatment (Prasad, Kramer, 

& Ewing-Cobbs, 2005).  Lack of balance, limited spatial awareness, or clumsiness are often part 

of the child’s development profile. For example, we’ve worked with children in foster care who 

walked awkwardly, who bumped into things regularly, or who exhibited poor balance. This poor 

motor coordination can be very frustrating to children, interfering with play as well as organized 

activities with other children.  Poor manipulation of small objects, like Lego, small toys, pencils 

and scissors may be a manifestation of fine motor skill delays. 
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2.2 DOMAIN 2: OVER-REACTIVE STRESS RESPONSE  
Severe maltreatment may also have a profound influence on the stress responses and stress-

reactivity in children (Cook, et. al., 2005; De Bellis & Zisk, 2014; van der Kolk, 2005). This is almost 

a defining characteristic of children who have experienced trauma and insecure attachment. 

Hyperarousal to social or environmental cues, moving quickly to fight or flight responses and 

behavioural over-reactions are common (Perry, 2006). Many children are anxious, vigilant and 

constantly scanning the environment for possible dangers.  Neither the children themselves nor 

the adults around them may recognize that the child is in a highly anxious, hyper-alert state.  

Sometimes flight and fight responses are triggered without the child realizing what has been 

perceived as a danger.  On the surface, many caregivers and teachers report that traumatized 

children are slow to trust, wary, and often try hard to be in control of everything around them.  

 

Some children and youth who have experienced significant maltreatment move neither to fight 

or flight, but rather to “freeze.” For these children, dissociation can occur to varying degrees 

(Downey, 2007). For some, adults report them “zoning-out” or becoming unresponsive. Others 

are seen as “living in a fantasy world”. Inability to focus or recall information and, at times, 

appearing to ‘check out’ from reality are also typical (Griffin et al., 2012; Perry, 1995). 

Observations that a youth becomes frozen or uncooperative may indicate a freeze response, as 

may a tendency to faint easily (Perry and Szalavitz, 2006).  (See Appendix A - Stress Staircase) 

Children who have experienced chronic maltreatment ‘learn’ to remain vigilant and ‘switched-

on’ to environmental and relational dangers. Their neurology and physiology are directed toward 

basic survival and immediate protective reactions. Behaviours that have served to create distance 

from perceived threats become part of the child’s ‘normal’ responses (McEwan, 2007).  

The allostasis theory provide an explanation for the hyperaroused state of maltreated children. 

This theory proposes that chronic, repeated, and severe stress overtaxes the body’s system which 

alters the body’s typical response to stress (McEwan, 2007).  The child’s perceptions, internal 

responses, lead to outward behaviour in response to stress that becomes a habit for the child.  

High levels of stress result in high cortical levels which are toxic for brain growth (Center on the 

Developing Child, 2011).  Chronically high levels of stress may also lead to breakdown of the 

body’s stress response system (McEwan, 2007).  Perry describes the elevated stress response 

state as a re-setting of the child’s “thermostat”.  Bessel van de Kolk suggests that a child’s 

amygdala –the smoke alarm of the brain- becomes overly sensitive. 

The survival and emotional/relational systems are first to develop in the growing child. Prior to 

the child being able to use language or logical thinking to interact with their environments, their 

emotional and physiological repertoires are developing. Children experiencing maltreatment 

learn to continually scan their environments and relationships for clues to their safety 

(Zilberstein, 2014). In the event that relationships have proven perpetually unsafe, children 

remain in a heightened state of emotional arousal even if they look calm. They scan their 

environment for the slightest suggestion of danger. For many, even the most benign relational 

gestures are interpreted as threats. (See Appendix A34 - “Zero to 60” Kids) 
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While these principles are given with regard to an individual’s responses, the same principles 

might apply to a family, group or community response as well.  For instance, some Aboriginal 

communities have suffered from a tremendous loss of culture, the ravages of addictions at a 

family and community level, lateral violence, and unfathomable levels of loss. These communities 

as a whole and many individual community members may experience the same over-reactive 

stress responses that we have described here.  CCI coaches should apply their knowledge of stress 

responses when working within these settings.  Because of these background experiences we 

need to recognize that the process of building trust, and seeing healthy change will take time. 

2.3 DOMAIN 3: EMOTIONAL REGULATION  
Problems related to affect regulation and mood are also common for children experiencing 

significant maltreatment (see for example, Downey, 2007; Schore, 2003; Solomon & Siegel, 

2003). It is understandable that maltreatment can lead to strong negative emotions, but it is 

perplexing how limited the child’s awareness of his or her internal emotional state may be 

(Casaneuva et al., 2011). The ability to understand what a feeling is, and to communicate what 

one needs is slow to develop in traumatized children, often due to the lack of appropriate, 

attuned caregiving.  Strong feelings can be experienced as overwhelming. As a result, emotion-

driven behaviour tends to be the norm, and the child has little ability to moderate this behaviour. 

Angry feelings prompt immediate angry behaviour. Stressed feelings promote stressed 

behaviour. Many victims of trauma do not seem to have learned self-soothing and calming 

behaviours or strategies. 

 

For some youth, emotional expression looks like that of a much younger child (Cook et al., 2005). 

For example, children can have tantrums and melt-downs, becoming easily overwhelmed at small 

stresses, and needing the help of adults to calm down.   

In this state of hyperarousal and hypersensitivity to cues of danger, children’s emotions remain 

poorly regulated. Heightened physiological arousal leaves children’s emotional responses on a 

“hair-trigger.” Emotional response patterns that have aimed to control or avoid danger are often 

the default response. Anxiety and fear are often at the core of emotional sensitivities. Anger and 

rage, screaming and strong emotional outbursts are common for some children (Blaustein & 

Kinniburgh, 2010; Cicchetti & Toth, 2005). Others shut down emotionally to avoid danger 

(Blaustein & Kinniburgh, 2010).  

Emotional responses often underlie the perplexing behavioural responses that are observed by 

the adults and peers of children with complex trauma. Immature sensory systems and 

heightened arousal produce strong and often complex emotions and behaviours. These emotions 

often correspond with patterned behaviours that have worked in creating safety from perceived 

threats (Ford, 2009; Zilberstein, 2014). Some youth resort to threats and violent language to push 

others away when feeling threatened. These gestures often get them what they want or out of 

what circumstances that they don’t want. For example, if a child doesn’t want to perform an 

activity at school, a blustery gesture can get them excused from the activity. If they want greater 

recognition or attention from their peers, destructive behaviour will possibly garner it. 
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The Circle of Courage is a model of a person’s development which is available in many Aboriginal 

communities.  In it, children are described as having four universal growth needs: Generosity, 

Belonging, Mastery and Independence. These universal growth needs overlap with the 7 

Domains of Development which is used in CCI. For example, Emotional regulation is related to 

the Circle of Courage quadrant of Independence. Independence requires growth in self-

regulation and the ability to cope with challenges and make responsible decisions. As children 

and youth learn to accept personal responsibility for choices, they are empowered to understand 

how these choices affect their destiny (see ‘Reclaiming Youth at Risk’ by Brendtro, Brokenleg, & 

Van Bockern, 1990; Appendix D). A child or youth who has not developed a sense of 

independence may find it difficult to regulate his or her emotions and to cope with stressful 

situations.  

 

The push to integrate Social Emotional Learning or Self-Regulation training in schools shows 

recognition that emotional regulation provides a foundation for success in academic or learning 

environments. 

2.4 DOMAIN 4: ATTACHMENT AND RELATIONSHIPS   
How children and youth interact with others is largely influenced by the degree to which they 

have experienced loving and attuned care. In the normal development of a child, the relationship 

with a parent or main caregiver(s) is the prism through which all early experience is shaped and 

understood.  It is in these relationships that a child experiences pleasure and pain, comfort and 

discomfort, joy and sadness, connection and abandonment, love and loss.  Through these 

relationships the child builds a sense of themselves, of others, and of the world. These important 

early relationships teach the child whether relationships are safe, pleasurable, trustworthy, and 

predictable. It is also in this relationship that the child’s physiological and neurological being 

adjusts to and learns about the world (Schore, 2010). Good enough caregiving in the early years 

helps create stable, secure and explorative children as well as the development of healthy stress 

response systems.   

 

While positive attachment experiences contribute to a healthy degree of neurological maturation 

and development (Perry & Dobson, 2009), insecure attachment does not.  Caregiving which is 

inadequate, neglectful, emotionally rejecting or abusive can have a profound impact on all 

aspects of development, and on the acquisition of all types of developmental skills – language, 

thinking, emotion, behaviour, empathy, and social relationships (Perry & Pollard, 1998; Schore, 

2010).  

 

Insecure or disorganized attachments set a pattern for relationships which the child believes are 

normal and acceptable.  Children with these backgrounds may have trouble reading social cues 

from others and experience difficulties in establishing or maintaining relationships.  For many 

such children personal boundaries are lacking or confused (Casaneuva, et al., 2011) and this often 

becomes a central theme for children who have experienced interpersonal trauma (Cook, et. al., 

2005). In particular, some children remain rigid, not allowing others to get close, while for others, 
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the opposite is true: they let others in too quickly, having permeable boundaries and few healthy 

limits. 

 

Attachment between caregivers and children, especially at vital developmental periods, also 

serves to regulate the child’s emotional experiences. These attachment experiences also give the 

child a sense of their own worth and a “gut feeling” of whether they are lovable.  Children learn 

a particular pattern of relationship from their primary caregiver(s) and, over time, a child’s 

attachment style influences their patterned behaviours toward others (Herman, 1997; Hughes, 

2006).  

a. Aboriginal vs. Western Views of Attachment 

In the life of almost all children, from all cultures, there are multiple attachment relationships, 

because there are multiple caregivers at different levels of closeness and intensity.  However, 

Western research into the concept of attachment has been simplified to look primarily at the 

mother-child dyad and much of our knowledge about attachment comes from this perspective. 

This research often is looking at the relationship which the child seeks when he or she is upset, 

scared, or needing comfort.  

*It is necessary to place particular emphasis on the differences in parenting models between a 
Western and an Indigenous worldview, as this not only helps the team to understand the child’s 
world, but also shapes the formation of the child’s care team and informs the intervention plan.  
 
In the Western model of attachment, the focus of a child’s attachment experiences is thought to 
lie within the mother-child partnership. In comparison, for Aboriginal children and in many other 
Indigenous communities, these attachment learning experiences happen within the circle of 
multiple caregivers. For Aboriginal children, instead of an attachment partnership of two, where 
the child has one primary caregiver, other family members and even community members may 
play an important parenting role.  This gives the child multiple relationships as sources of security, 
safety and learning. It is through this shared parenting approach that a child is given a basis to 
form secure attachments (Neckoway, Brownlee, Castellan, 2007).  
 
For Aboriginal families, it is not an expectation that the mother be the main or only person who 
is responsible for the child’s physical and emotional wellness (Weaver & White, 1997). Instead, 
the “nuclear” family of mother, father and children is only a household that is part of a larger 
family (Red Horse, 1980). The family ranges from the extended family concept where bloodlines 
and lineage are important to the wider view in which clans, kin and totems can include Elders, 
leaders, and communities (Optik, 2005: Red Horse, 1980). This means that all these family 
members share responsibility for caring and nurturing of the child (McShane & Hastings, 2004). 
The attachment bond is therefore between the child, parent and other caregivers, making it a 
multi-layered rather than dyadic relationship. 
 
 It is within these diverse overlapping bonds that a strong network of relationships is built, where 
mutual sharing and obligations of helping each other form the child’s secure base of exploration 
(Brendtro & Brokenleg, 1993). It is on this basis that the suggestion is made that Aboriginal 



  42 
 
CCI Manual – March 2016 
 

parenting is often a shared parenting experience (Red Horse, Lewis, Feit, & Decker 1978). This is 
the context within which a child develops their attachment style. 
 

A social context complex trauma framework encourages us to consider how historical trauma 

continues to adversely affect the opportunities for loving and attuned caregiving for Aboriginal 

children, when those families and communities continue to experience the cumulative 

adversities that worsen the impact of complex trauma (Vogt, King & King, 2007). The original 

injury of traumatic events is compounded by a lack of response and victim blaming, as well as 

inadequate protection and resources. The ongoing experiences of denigration, deprivation, 

neglect and loss interrupt the fundamental processes of psycho-biological development. These 

processes include the ability to form secure attachment which is a precursor to building healthy 

and reciprocal relationships (Randall, 2009). 

b. Development of an Attachment Style 

It is important to note that all attachment is relational and interactive --that a child will have a 

different attachment relationship with each of his or her main caregivers.  Attachment describes 

the relationship between two people. So any child might learn more than one attachment style, 

although this will be most influenced by the parent (s) or caregiver(s) who are the ones most 

available when the child is an infant and toddler. Theoretically, a child can be securely attached 

to one caregiver, avoidant in their attachment to another, and so on. 

Secure Attachment 

Parenting infants and children has been described as a dyadic dance in which each partner is 

initiating and responding or reacting to the other.  Video or film of interactions between mothers 

and young infants shows how this dance is carried out beyond conscious awareness at a level of 

subtle movements, smiles, sounds and touch (Ainsworth, Blehar, Waters, & Wall, 1978).  Patient 

and attentive caregiving creates security – Eric Erickson called this a sense of “basic trust” -- in 

the world, in others, and within themselves.   

Attachment between primary caregivers and children are created through tens of thousands of 

such momentary interactive experiences. When this goes well enough, the child is learning that 

their periodic discomfort and distress can be calmed, and that relationships with others are 

pleasurable.  In fact, the high level of positive emotion experienced in a playful, responsive, and 

joyful relationship broadens their emotional and cognitive abilities and allows them to build upon 

them throughout their lives. (Note: At a neurological level this represents rich development of 

the right hemisphere.)   

Additionally, these children sense intuitively that they have value and worth.  For most parents 

and children (60%) this process goes well enough.  The parent mostly responds appropriately, 

promptly and consistently to needs.  In response, the child develops a secure attachment.  The 

child uses the caregiver(s) as a secure base for exploration. They protest the caregiver's 

departure, seek proximity, and are comforted quickly on their return.  This re-connection allows 

the securely attached child to return to exploration. Securely attached children may be 

comforted temporarily by other adults but show a clear preference for their main caregiver. 
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The Circle of Security program provides an excellent training program for parents which diagrams 

these necessary steps of attachment in a readily understandable way (Powell, Cooper, Hoffman, 

and Marvin, 2014). 

Insecure Attachments and Attachment Style 

Parents’ inadequate caregiving and response styles create particular patterns of response in their 

children. It’s as if the child has learned a particular pattern in an attempt to stay secure in an 

insecure situation in which they have little control.  In general, we might characterize this as 

either a move toward others (preoccupied) or a move away from others (avoidant).   

Some children learn that relying on others is uncomfortable or risky because their primary 

caregivers or caregivers are uncomfortable in providing emotional connection and attunement. 

In this scenario the parent may be consistent in their response, but be emotionally distant. For 

these children, an avoidant or dismissive style of attachment develops which allows them to 

remain distant from personal connection (Griffin et al., 2012; Main & Hesse, 1990).  The child 

may not have experienced pleasure in relationships in any consistent manner as he endured 

neglect or emotional distancing from parent figures.  In turn, he may appear distant or aloof and 

give off strong messages of wanting to be independent.  Children or youth at this end of the 

attachment continuum may appear emotionally cool and relationally disconnected. In CCI we 

might characterize this as either a move away from others (avoidant).   

Other children and youth learn that their main attachment figure(s) is inconsistent in their 

availability, responses and ability to meet their needs. The parent might be loving and attentive 

at one moment and angry and rejecting at another.  This type of inconsistency leads some 

children to develop a preoccupied and reactive attachment style. Often these children appear 

to be desperate for relational connection and attention. It is as if the child is working extra hard 

to get a parent’s love and attention, however, there is a paradox at work because these children 

may show anger at the parent when the attention is gained.  This type of attachment style may 

be confusing for a foster parent because they find that the child engages in a “push-pull” style of 

relating. In this situation the child may demand the adults’ attention when they are least able to 

give it and then push the adult away when the adult is able to respond.  

Because trust was broken at such a foundational level, and broken over and over again through 

loss, abuse and neglect, most of these children will learn to trust caregivers only very slowly.  

c. Environmental Factors, Intergenerational Trauma and Parenting Capacity  

A particular parent’s or caregiver’s care for their child is heavily influenced by the current 

stressors and supports available to them, not just their own psychological resources.  Parents 

may experience relational instability, partner violence, isolation, poverty and a lack of relational 

support which will decrease their capacity for parenting. Others may struggle with mental illness 

or addictions. These environmental factors weigh heavily on the stress-buffering resources of the 

adult. Stress then shows up within the attachment relationship with the child. Over time, these 

stress patterns influence the attachment relationship between the parent and child (Belsky et al., 

2009; Belsky, Fish, & Isabella, 1991). 
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While many if not most of the families that MCFD works with have experienced interpersonal 

and intergenerational trauma, there is often an additional experience of trauma within the 

Aboriginal community based on the attacks against their cultural identity.  When applying the CCI 

model for use with Aboriginal children and families, coaches need to have particular awareness 

of the concept of intergenerational trauma and its impact on the parenting capacity of the 

caregivers. The process of building attachment is based on a mutually enriching experience 

where both the children and the caregivers experience a positive sense of connectedness as they 

give and receive pleasure from the relationship. The children we are working with in the CCI 

program have experienced deep emotional, physical, mental and/or spiritual wounds, often at 

the hands of an adult whom they looked to for nurturing. What happens when the adults that 

are brought into the circle to help with the child’s healing are themselves carrying their own 

wounds that have not healed? How will they be able to engage in a mutually beneficial 

relationship with the child? 

 

Vogt, King & King (2007) discuss the importance of taking into consideration how historical or 

intergenerational trauma continues to have a harmful impact on the opportunities for loving and 

healthy caregiving for Aboriginal children. Understanding the impact of intergenerational trauma 

means taking into account the fact that the child’s caregivers will likely have a history of trauma 

that affects their current way of receiving and sharing information regarding trauma as well as 

their parenting abilities. As a result of the residential school legacy where children were removed 

from their families, the attachment ties that had already been established from infancy were 

forcibly disrupted. This left caregivers with a sense of grief and immense loss as opportunities for 

parenting and the passing on of traditions were taken away. Intergenerational trauma effects can 

be seen when caregivers act out the impacts of this generational grief at a personal and cultural 

level, which re-creates trauma as a way of life, making it part of the cultural expression and 

expectations for future generations (Wesley-Esquimaux & Smolewski, 2010). 

 

The effects of intergenerational trauma have also been harmful to Aboriginal peoples’ 

experiences of trusting others, learning how to create healthy emotional boundaries and forming 

secure attachments which is a foundation for building healthy and reciprocal relationships 

(Randall, 2009). Coaches in the CCI process need to pay attention to the potential of re-

traumatizing caregivers while teaching on theories related to trauma.  They should seek guidance 

from community gatekeepers and/or designated knowledge keepers if available to determine 

caregiver readiness for participation in the process while ensuring that ongoing support is 

available. 

d.  The Parent’s (Caregivers’) Attachment History  

Attachment research shows, in no equivocal terms, that every adult’s early experience of being 

raised by their parents or caregivers is highly predictive of how they will respond to their own 

children (see Belsky, Conger, & Capaldi, 2009.  So, parents who experienced secure attachment 

are usually able to pass this experience on to their children.  Parents raised by dismissive parents 

will typically, in return, parent in a dismissive manner which quietly creates emotionally avoidant 

kids.  The push-pull conflicts of ambivalent parents and angry, resistant children are passed on 
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loudly to the next generation.  Most disturbingly from a child protection perspective, is that 

parents who were raised with chaos or violence, suffered abuse and lacked emotional and 

physical safety will be unlikely to turn that pattern around easily with their own children—this is 

also known as the cycle of maltreatment (Thornberry & Henry, 2012). Likewise, De Bellis’ (2001) 

developmental traumatology model proposes that there is an intergenerational cycle when it 

comes to maltreatment, often because parents with their own traumas develop insecure 

attachments with their children.   

 

Of course all of this is happening out of the conscious awareness of most parents.  The cycle of 

maltreatment hypothesis proposes that parents are passing on an experience which they 

“absorbed” rather than being able to make a conscious decision and weighing alternatives 

(Thornberry & Henry, 2012). For some parents the entire experience of becoming and being a 

parent “triggers” memories of their own attachment experiences.  They will usually have a reason 

or justification for how they are behaving but this may reflect something they are parroting from 

their own childhood – almost like a rationalization for their own parents’ behaviour and now their 

own.  Effective parents and caregivers will need to be able to recognize their own attachment 

style and possible “triggers” based on their own history and how this will affect their caregiving. 

Parent/caregiver training programs such as the Circle of Security or Bringing Tradition Home 

encourage parents and caregivers to reflect on their own strengths and weaknesses in offering 

attuned caregiving. 

The Attitude of Attachment- PLACE 

Dr. Dan Hughes (2006), an expert on resolving attachment issues in foster care, has described a 

perspective on caregiving that emphasizes the positive attitudes of successful and healing 

caregivers.  The acronym PLACE describes these important qualities:   

 Playful 

 Loving 

 Attuned 

 Curious 

 Empathetic 

 

Hughes’ (2006) book, Building the Bonds of Attachment, is a wonderful account of helping a child 

heal her attachment wounds and deep sense of shame through a combination of attuned 

caregiving and therapeutic guidance.  It is highly recommended reading for CCI coaches. 

2.5 DOMAIN 5: IDENTITY DEVELOPMENT   
Difficulties related to complex trauma also have implications for the child’s sense-of-self. Self-

concept is what the child believes about themselves.  “Am I capable?”, “Am I worthy?”, “Am I 

lovable?” are all questions whose answers inform her sense-of-self. In many cases children and 

youth suffering from complex trauma have internalized messages of deficiency (Cook et. al, 2005; 

Hughes, 2006). Low self-esteem and lack of belief in their abilities prevent them from risking new 

activities and relationships for fear that they will fail (Spinazzola, et. al, 2002).  All of this has an 
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effect on the child’s sense of the future and the question “Where is my life going?” Often the 

answer is a negative reflection of their self-image – “I’m going to be a criminal,” or “I’ll end up on 

the streets.”   

a. Connecting and Belonging   

For all people our actual, implicit understanding of our “Self” is through relationship. We are not, 

nor will we ever be, individuals in some kind of isolative sense. We are always, at all times, in 

relationship, and define ourselves through those relationships.  Sense of belonging relates to 

family, extended family, tribe or house, ethnic or cultural groups, faith communities, sports 

teams, etc.  Belonging is a feeling closely related to a child’s self-esteem and identity (Lavery, 

2013). Belonging requires opportunities to build trusting bonds with caring adults and positive 

peers so the child feels loved and accepted. 

At the same time, Western views of identity tend to emphasize the idea of a child understanding 

his or her identity through more of an individualistic lens.  From a collectivist lens, a child also 

tries to understand who they are but in relation to a sense of connectedness to others. Based on 

a Western worldview, a child may define their identity by wondering if they are worthy of being 

loved, where they belong in the world, whether they are capable of doing things on their own or 

are responsible for bad things that happen to them. From an Aboriginal worldview, a child may 

also wonder about similar things except that they would be in the context of the relationships, 

including the natural environment around them.  

Aboriginal children may be wondering about their own sense of mastery in connection with 

others and this may be based on their individual gifts. They may wonder where they belong and 

how they are connected to others which may be understood based on shared traditions, rites of 

passage and language as the child grows and learns from the communal experience. In these 

experiences, children learn that they are capable, worthy, lovable and can be responsible for 

making good things happen such as showing generosity to others. However, for children who 

have suffered the effects of complex trauma both personally and at the communal level, the 

sense of self may be deeply disturbed due to the breakdown in positive communal ties.  

An interesting observation from the community of Lytton in the Fraser Canyon illustrates this 
perspective.  For many years the Aboriginal communities around Lytton have been devastated 
by the legacy of the local residential school, racial discrimination, loss of language and traditional 
culture, and the resulting intergenerational effects of abuse, addictions, and suicides.  In the 
summer of 2013, the Nlaka'pamux Tribal Council, as part of the ShchEma-mee.tkt project, 
brought Reel Youth to Lytton, BC for a third program in the community. Reel Youth staff was 
joined by award-winning Indigenous musician Kinnie Starr, as well as team of audio engineers 
and film makers. Over the course of five days, participants learned how to write songs, produce 
beats, record audio tracks, shoot films and edit both audio and video. And while they were at it, 
they also made some animated films about preserving their culture, the importance of family, 
and rights and freedoms.  (e.g.  A Place to Call Home 
https://www.youtube.com/watch?v=SCKVtP05kbk )  It’s fascinating to see how in almost all of 
the videos the local youth refer to their connection to the land, ancestors, animals, extended 
family, and community members.  In other B.C. Aboriginal communities the connections may 

https://www.youtube.com/watch?v=SCKVtP05kbk
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include references to their tribe, clan, or house, such as Whale House or Eagle House on the 
North Island. 
 
For many Aboriginal children, this sense of belonging is affected on both a personal and a 

communal level as the child’s community shares in positive events.  However, the child also 

carries a shared experience of traumatic or stressful events. The effects of this can become 

embedded into the very fabric of the community to which the child belongs. Children may then 

feel ashamed of who they are, and feel guilty because of mistakenly believing that they are 

responsible for some of the negative behaviors that they see around them. Caregivers in the 

community, who are also wounded, carry their own burden of feeling responsible for bad things 

that happen to them, and also develop a sense of shame and guilt.  

Individuals understand their identity as being made up of many different elements which include 

race, gender and culture. For Aboriginal people, these values and beliefs are impacted by racist 

stereotyping with negative attributes, and a bias towards trauma based behaviors being 

described as mental health problems, while the histories of abuse are overlooked. This leads to 

a collective experience of shame and guilt. Instead of developing an identity of ownership and 

gratification in who their culture and who they are, these children’s’ sense of self may be 

characterized by sadness, self-hatred, guilt and shame leading to self-destructive behaviors, loss 

of meaning and hope and aggression often expressed against themselves. The ongoing impact of 

the forced separation from family and caregivers, and the resulting loss of language, cultural ties, 

traditions and ways of being in the world, is seen when children develop a shame based identity 

instead of one that embraces a positive cultural identity and allows for the development of their 

natural gifts and strengths.  

b. Enhancing Positive Cultural Identity   

In order to help children and youth to move towards healing a key element is establishing a 

positive cultural identity and sense of pride in relation to that culture.  Aboriginal communities 

have long argued that “culture is healing” and that any efforts to help those suffering the effects 

of trauma must begin with a re-connection with cultural roots. 

When Elders talk about understanding Aboriginal culture, they always tell us it is most 

important to learn about values, beliefs, ceremonies and the language of our people. We 

need to understand where we came from, who we are now, what we need to be in the 

future. This helps us to achieve the balance necessary to have a good life. Traditional 

Aboriginal parenting refers to ways of raising children that have changed little over time. 

Traditional parenting practices emerge from the culture of a group of people who share 

history, blood lines, knowledge of territory and values, and who want to pass these values 

on to their children. Children have always been at the centre of the circle of life, the centre 

of the circle of caring among Aboriginal people across Canada. Children do not belong to 

parents; each child is a unique gift from the creator to be cherished, protected and nurtured 

into beings respectful of all living things.  Bringing Tradition Home pg. 1 
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In order to help Aboriginal children, families, and communities to rebuild a strong and positive 

individual and collective cultural identity, recognition of and integration of communal protective 

factors is necessary. The effectiveness of protective factors that include: participation  in 

community practices, ceremonies and restoration (Chandler and Lalonde 1998), good school 

performance, regular attendance of church or spiritual based practices (Kirmayer et al. 2000), 

keeping connections to cultural past and feeling a sense of ownership and control of one’s 

community or environment (Chandler and Proulx 2006), high community social networks 

(Mignone and O’Neil 2005), and enriched relationships and communication between adults and 

youth (Wexler and Goodwin 2006) has been shown to protect  individuals, families and 

communities from negative experiences that result from trauma, such as suicide and substance 

abuse. 

When a child is given the opportunity to learn their Aboriginal language they are taking on more 

than just words. Language conveys meaning – particularly in Aboriginal communities. Language 

communicates cultural values and beliefs. Increasing cultural connection and embracing a 

person’s cultural identity is a movement toward health and balance and wholeness in a person’s 

life.  For the Kwakwaka’wakw people of the North Island, their language gives voice to that 

concept of “Sanala” – to be whole, or on a journey toward wholeness.  Indigenous languages are 

often verb based, while Western languages are more noun based.  In Indigenous cultures the 

language communicates the belief that the world is alive rather than something separate. 

c. Mastery and Esteem   

The implications and impacts of severe maltreatment reach beyond physiology, emotion, 

behaviour and relationships to something more essential. The individual’s sense of self is also 

profoundly affected. In particular, trauma affects their sense of personal story, history, identity 

and meaning.  This happens both at a conscious/cognitive level and at a subconscious or ”gut 

feeling” level. 

Children who have experienced maltreatment often internalize messages of self-blame or shame 

(Spinazzola, et. al, 2002; Hughes, 2006). This may also relate directly to what they have been told 

or experienced when an angry parent yelled at them. They believe at their core that they are 

somehow at fault for the victimization that they experienced or for their parent’s failure to love 

and care for them. For some, it is common to resist positive messages or praise because they just 

don’t believe them to be true. 

As we’ve discussed, over time severe maltreatment impairs the emotional, cognitive, 

physiological and social abilities of the youth who suffer it. These impairments further impact the 

youth’s sense of identity. Children who repeatedly fail at school eventually believe that they 

cannot perform or learn in the future. Impairments in social arenas create the same scenarios. 

Children failing in peer or adult relationships eventually judge their abilities as unfixable. Their 

self-esteem is damaged in the process. 

Self-esteem is directly correlated to a sense of personal mastery.  Children who come to believe 

that they have little to offer in social relationships eventually withdraw from them or turn to 
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more aggressive forms of relating. Children who believe that they can’t perform activities that 

require a certain skill or type of physical coordination eventually withdraw from them.   

Conversely, children who learn that they “can-do” eventually learn to try new activities without 

the fear of failure. Like most of us, children like what they’re good at and are good at what they 

like. Mastery has an effect on self-esteem. For this reason, CCI aims to identify and champion 

activities that promote mastery. In one example of a youth in the CCI program the foster mother 

would read aloud to a younger child in the house, knowing that an older youth would overhear. 

One evening, the older youth said to foster mother that she could do a better job and make the 

reading more interesting.  The caregiver allowed the youth to try reading to the younger child 

and a new fun evening ritual was born as the youth began to experiment with dramatic voices 

and sound effects. Beyond just helping to read to the young child, the youth was increasing 

mastery and self-esteem, and receiving positive reinforcement by the caregiver for doing so. 

d.  Strengths-based perspective   

As mentioned, children raised with severe maltreatment often think of themselves as being 

deficient and having few positive qualities. For many of these youth, the question “Who am I?” 

remains difficult to answer.  Traumatic histories have left gaps in their identity (Cook et al., 2003). 

What they like, who they are, and their sense of their own personal characteristics and qualities 

may be fragmented by their histories. In many cases, what remains is an overwhelmingly 

negative, fragmented and convoluted sense of identity. It is the intention of the CCI program to 

identify the child’s personal strengths and to use them in the care plan toward positive change.  

In recent years, the field of positive psychology has framed strengths as a major contributor 

toward sustained subjective well-being. Both the identification and activation of strengths have 

demonstrated significant positive outcomes toward a person’s happiness. With this in mind, CCI 

looks to help the child identify their uniqueness and strengths in both their abilities and their 

character.  We encourage caregivers to use these strengths in regular conversations with the 

child and in therapeutic planning. It is anticipated that as the child becomes familiar with their 

personal strengths, they will become part of their self-concept and grow their self-esteem. 

The difficulty with these types of conversation with youth who have experienced complex trauma 

lies in how maltreatment has impaired this sense of self. In CCI we aim to help create a positive 

sense of self in the children and youth we work with. We actively look for positive characteristics 

and tendencies in the child in order to celebrate their strengths. Over time, with the consistent 

and coordinated efforts of the adults around them, positive identity can be nurtured and 

developed. 

e.  Life Story and Meaning  

Personal narrative is a term that refers to the story that an individual holds about themselves. 

For many youth who have experienced maltreatment the story is informed by trauma, 

attachment losses and removals from their primary caregivers for protection reasons. For these 

children, there is often little continuity in the narrative.  
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One example is Mark, a youth who had been referred to the CCI program. During his lifetime, he 

had endured physical and emotional maltreatment and had been removed from his home 

multiple times. Each time that Mark’s parents stabilized enough for him to return, or completed 

an educational program, the cycle of emotional and physical turmoil would begin again. 

Numerous temporary foster placements became part of his life-story. Each new placement threw 

him suddenly into a new world, one with new rules and confusing new relationships.  Mark had 

little continuity regarding his life story. He was often completely cut off from previous life 

chapters, and had little contact with people from earlier periods of his life. 

One foster home built a life story book illustrating the highlights of his stay at their home. Their 

intent was to create a positive chapter memory for Mark. The difficulty for Mark, however, was 

the disjointed characteristic of his overall story. It was not one harmonious timeline, but rather 

a series of punctuated stays. Some were positive but the majority were negative. His sense of his 

own worth and sense of belonging suffered as he moved from place to place. 

f. Shame-Based Identity 

One of the foundational voices of positive psychology, Martin Seligman, began his career 

researching the concept of learned helplessness. In part, his theoretical work suggested that 

individuals facing significant hardship would ‘learn’ that they were powerless to create change in 

their environments.  Over time, Seligman argued that the individual will come to believe that 

their suffering is permanent and that it will not change. What’s more, the individual will 

eventually come to believe that they themselves are the problem and that somehow they 

deserve their circumstances (see Seligman & Csikszentmihalyi, 2000 for an overview).  

For many children and youth who have experienced complex trauma the belief that they are 

somehow to blame for their maltreatment is common. They have “learned” that maltreatment 

is “normal” and is part of their life.  Often this is learned not just by experience but often directly 

from the damaging things said to them.  When a parent’s reaction to a child is consistently 

neglectful, emotionally dismissive, distanced and disinterested, the child may develop a core 

sense that “I am not interesting, not special, not lovable to my parent” (Hughes, 2006, pg. 3).  The 

child absorbs the message that they have little worth or value.  Their experience tells them that 

relationships hold little emotional depth, pleasure, or joy. 

When a parent’s reaction to a child is consistently one of anger, fear, criticism or rejection, the 

child may wish to avoid interpersonal experiences with the parent since they are likely to elicit a 

great deal of terror and shame (Hughes, 2006).  However, the child remains desperate for the 

parent’s attention and approval and may spend their days alternating between angrily distancing 

and then “clinging.”  When the rejection comes – “You’re just like your good-for-nothing father, 

get away from me” – the child’s spirit is crushed.  The child will feel unsafe in this key relationship 

and take this expectation into all new relationships.  Here the child develops both the core sense 

of being unlovable and the profound sense of personal failure.  The child’s sense is not that they 

have simply done something wrong, but rather that “There is something wrong with me”, “I am 

worthless” and “Even my parent(s) can’t love me.” 
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The deep sense of shame that grows within these children is heartbreaking to hear.  One 12 year 

old girl was asked what we could tell a potential foster parent about her – “Tell them that I’m like 

a septic tank and sometimes the lid is off and the stench of who I am comes out.”  Another girl 

stated that, “I’m like a rotting corpse with flies – totally disgusting.” 

These children experience a depth of despair and hopelessness that is hard to imagine. When 

toxic experiences are combined with a perception of personal deficiency and failure, an identity 

forms based on a deep sense of personal shame. Breaking this cycle is one of the core aims of 

the CCI program. 

The challenge for us is that most children or youth will voice this only rarely.  Instead, they show 

us their shame-based identity through their behaviour. There are several indicators/ clues to a 

shame-based identity that can be observed in children (also see Hughes, 2006). These are: 

 Denial: If a child with a shame-based identity is confronted about misbehaviour they are 

likely to deny what they did (lie), minimize it, make excuses for it or blame someone else. 

This can be comical at times because the child persists in denial despite all evidence to 

the contrary.  One girl adamantly denied that she had stolen a shirt while wearing the 

stolen shirt that still had tags on it.  The youth may feel humiliated by being “caught out.” 

 Rage when confronted: If an adult caregiver keeps focusing on misbehaviour or a mistake, 

these kids are likely to become enraged at the caregiver.  Yelling, screaming, swearing and 

tantrums may result. It seems that the child cannot accept any responsibility because it 

triggers their deep sense of shame.  Reminders of their “failures” become triggers to 

heightened arousal and fight/flight responses.  With one teen boy we learned quickly that 

any holes in the wall needed to be repaired quickly, otherwise the reminders of his 

“meltdown” kept this boy in shame which resulted in more misbehaviour.   

 Anger at Self: Many shame-based children or youth will respond to their own 

misbehaviour by “taking it out on themselves.”  They might destroy their own room or 

toys, deface photos of themselves or resort to self-injury – cutting, banging their head, 

etc.  They also might voice suicidal thoughts or make a suicidal gesture. 

 Response to loving caregiver: The shame-based child is sure that caregiver will eventually 

notice how bad/unlovable she really is. To not feel totally helpless, child takes control of 

this rejection.  The child may act in very hurtful or bizarre ways as if to say “See how bad 

I am,” and “I know you will reject me so I’m giving you a reason” (e.g. spreading feces on 

walls, breaking valued objects, hurting pets).  

g.  Reactive Attachment Disorder 

Many of the children and youth we work with will have a received a diagnosis of Reactive 

Attachment Disorder (RAD).  The diagnosis is trying to provide a description of behaviour we see 

with severe attachment injury and the shame-based identity we’ve discussed. Most researchers 

into attachment disorders talk about the underlying anger and rage that often characterizes 

these children. 

Until recently the diagnosis of Reactive Attachment Disorder specified two subtypes: 
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 Inhibited type: Children with inhibited RAD behaviour shun relationships and 

attachments to virtually everyone.  In the CCI Program we have called this attachment 

style a “moving away from people” pattern.  Often the child’s experience was of 

dismissive or absent parents or caregivers. 

 Disinhibited type: Children with disinhibited RAD behaviour seek attention from virtually 

everyone, including strangers. This may happen when a young child has multiple 

caregivers, frequent disruptions in caregivers or a preoccupied, rejecting parent. Children 

with this type of reactive attachment disorder may frequently ask for help doing simple 

tasks, have inappropriately childish behaviour or appear anxious.  They may be 

superficially charming as they attempt to engage others and draw attention.  There is 

often a desperate quality to their efforts.  In the CCI Program we’ve thought of these 

children as “moving toward people” and emphasize the desperate quality of their 

attachment needs. 

In the new DSM-V (2013) the diagnosis has been split into two separate disorders, separating the 

two subtypes above.  The new classifications will are: 

 Reactive Attachment Disorder of Infancy and Early Childhood  

 Disinhibited Social Engagement Disorder. 

These new diagnostic classifications correspond to the CCI “Moving away from people” and 

“Moving toward people” descriptions. 
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2.6 DOMAIN 6: BEHAVIOURAL REGULATION 
Severe maltreatment may also influence habitual behavioural responses in children (Cook et al., 

2005). Just as maltreatment affects the body’s biological stress response system by provoking 

fight, flight or freeze responses, prolonged and chronic maltreatment can create corresponding 

behavioural patterns. Trauma affects the development of behavioural regulation in the pre-

frontal cortex (De Bellis & Zisk, 2014); the pre-frontal cortex is often involved in regulating 

behaviour and planning. Understanding the unique nature of these behaviours in children is 

necessary in assisting their healing from chronic maltreatment (Zilberstein, 2014). 

 

Immaturity in the development of the pre-frontal cortex results in poorly developed executive 

functions.  The child may have poorly developed abilities to use their thinking and monitoring 

abilities to manage all of the sensory and emotional information coming to them.  The Harvard 

Center on the Developing Child calls the pre-frontal cortex the air traffic control system of the 

brain.  Poorly developed executive skills for planning, holding motivation, and delaying 

gratification may make these children poorly equipped to regulate their own behaviour and 

impulse to act.  

 

Impulse control challenges such as ADHD-like or ODD-like symptoms are common for maltreated 

children and youth (Blaustein & Kinneburgh, 2012; Ford et al., 2000). Impulsive behaviours create 

difficulties for participation in social settings such as schools and group sports and recreation. For 

example, fidgeting, forgetfulness and difficulty following multi-step instructions interfere with 

success and learning for traumatized children and youth.  

 

For some children, it is not distractibility but rather aggressive behaviour that creates problems 

(Spinazzola, et. al., 2002). These can include oppositional-like behaviour that interferes with 

adult-directed activities or hair-trigger responses to perceived threats. Violence towards others 

or property, as well as self-harming, may be behavioural patterns that result from trauma. 

Typically, power and control are central issues for youth who have experienced severe 

maltreatment. It is important to note that these behavioural patterns are trauma-based reactions 

that result from incidents that are reminiscent of the child’s maltreatment and/or personal 

traumatic events. These behavioural patterns are often a manifestation of the body’s 

dysregulated biological stress response system.  
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2.7 DOMAIN 7: COGNITIVE & LANGUAGE DEVELOPMENT 
Traumatized children face hyperarousal and hypervigilance to environmental and social cues, 

attention gaps and distractibility and impaired executive functioning (Administration for 

Children, Youth and Families, 2012; Blaustein & Kinniburgh, 2012; Center on the Developing Child 

at Harvard University, 2011; Cook et al., 2005). Over time these can cause long- term 

developmental interruptions leading to impaired cognitive processing and language use 

(National Scientific Council on the Developing Child, 2012). In particular, some children have 

difficulty with expressive and receptive language skills. This may show up as we see a child using 

“pat” phrases which they don’t seem to really understand. Children with difficulty following a 

conversation or processing spoken instructions may have receptive lags.  

 

As they develop, children move from a concrete level of thinking to greater levels of abstraction. 

However, children suffering from the effects of complex trauma can demonstrate delays in this 

typical development (Lavery, 2013). Processing of sensory data (verbal, visual, social, tactile, etc.) 

may become overwhelming to some children. Further, problem-solving and decision-making may 

be encumbered because of delays in learning and executive functioning (Center on the 

Developing Child at Harvard University, 2011; De Bellis & Zisk, 2014). Over time these issues 

become apparent in formal educational settings where children fall behind age appropriate 

learning (Canadian Incidence Study of Reported Abuse and Neglect, 2008; Cicchetti & Toth, 2005; 

De Bellis & Zisk, 2014).  

The “logical brain” is comprised of the cortex, prefrontal cortex and neocortex. Its function 

relates to thinking, abstraction, language, logical analysis and behavioural regulation.  Harvard’s 

Center on the Developing Child calls this the “air traffic control center of the brain.” This brain 

system is normally the last to develop (Bauman & Amaral, 2008; Zillmer et al., 2008). One 

difficulty in working with children and youth who have experienced severe maltreatment, is that 

they have developmental lags within these advanced brain areas (Center on the Developing Child 

at Harvard University, 2011). 

As arousal is heightened, the ability of the child to think and learn logically is diminished (De Bellis 

& Zisk, 2014). Adults unaware of these lags or of the child’s emotional state may try to reason 

with a child or impose ‘logical’ consequences to manage challenging behaviour. However, if these 

skills have never been learned, there is no foundation to build upon. Before logic can be used in 

an effective way, emotions and sensitivities have to be addressed. Establishing emotional and 

physical safety, decreasing stress and arousal, and meeting the child at their developmental level 

can help to calm the child’s survival and emotional brain systems over time (Perry, 2006; 

Zilberstein, 2014). A quieter “emotional brain” can allow the body’s resources to be allocated to 

growing the child’s capacities in his or her “logical brain.” 
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2.8 MISCELLANEOUS QUESTIONS AND TOPICS 

a.  What about Resiliency? 

While we are focusing here on the possible effects of complex trauma and maltreatment in the 
lives of children, we also want to take a moment to talk about resiliency.  There are situations 
when some children and youth surprise us – they do so much better than we might expect, and 
unexpectedly seem to overcome high levels of difficulty.  Here is one definition of resiliency:  

Resiliency is the capacity for human beings to thrive in the face of adversity – such 

as traumatic experiences. Research suggests that the degree to which one is 

resilient is influenced by a complex interaction of risk and protective factors that 

exist across various domains, such as individual, family, community and school. 

Accordingly, most practitioners approach enhancing resiliency by seeking both to 

reduce risk (e.g., exposure to violence) and increase protection (e.g., educational 

engagement) in the lives of the youth and families with whom they work. Research 

on resiliency suggests that youth are more likely to overcome adversities when 

they have caring adults in their lives. Through positive relationships with adults, 

youth experience a safe and supportive connection that fosters self-efficacy, 

increases coping skills, and enhances natural talents (Buffington, Dierkhising, & 

Marsh, 2010, pg. 11). 

As noted here, resiliency is often viewed as arising from a combination and interaction of risk and 

protective factors.  Clearly, some children have greater resiliency than others. Given the growing 

understanding of the effects of trauma on development, we might want to expand our thinking 

about protective factors.  Perhaps the healthy development of a particular child’s brain is one of 

the protective factors, operating out-of-sight and under the surface.  This foundation then 

interacts with the risk and protective factors available in the environment to produce greater or 

lesser resiliency (Housyar & Kaufman, 2005). Though there is still much that is unknown, it is clear 

that resiliency in maltreated children involves genetic factors, the modifying role of attachment 

relationships, and gene and environment (nature/nurture) interactions (Housyar & Kaufman, 

2005, p. 173).  

b.  When adults don’t understand  

Many adults do not fully understand the nature and scope of how complex trauma manifests in 

children.  Often adults label difficult behaviours in children in pejorative terms such as 

“manipulative”, “oppositional”, or “controlling” (van der Kolk, 2005).  Based on this perspective, 

and the belief that the child’s behaviour is deliberate, many adults impose rules, consequences 

and penalties aimed at modifying the child’s behaviour. These consequences rarely work as they 

miss the key idea - the real issues for traumatized children often arise from stress and anxiety-

based neurological reactivity. This is often not just oppositional or willful behaviour. For 

maltreated children, addressing the issue from the wrong understanding further triggers distress 

and behavioural dysregulation and restricts vital learning opportunities (Zilberstein, 2014).  

“Many problems of traumatized children can be understood as efforts to minimize objective 

threat and to regulate their emotional distress” (van der Kolk, 2005, p. 4).  
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Within the school system many resources are set in place to assist the child with challenging 

behaviours. However, if teachers or resource personnel are unaware of the unique origins of the 

child’s trauma-related behaviour, they can miss opportunities to fully help. Teachers will try to 

manage misbehaviour and inattention, but at some point they are likely to resort to discipline.  

Unfortunately, simple gestures like approaching the child making a displeased facial gesture or 

raising their voice can trigger fear and anxiety in some children (Zilberstein, 2014).  Discipline and 

correction that may work with typical children can unintentionally trigger a deep shame reaction.  

At times school based activities that are meant to engage students may actually overstimulate 

some children with complex trauma and lead to meltdowns. In some cases, schools determine 

that they cannot help the child and simply remove the child from school, rather than providing 

developmental opportunities.   

For an excellent resource guide for schools see the reference for “Calmer Classrooms: A Guide 

to Working with Traumatized Children” by Laurel Downey (2007). 

Perhaps the most confusing thing for adults can be the difference between the obvious 

chronological age and the child’s actual functional abilities. At times, even well-meaning adults 

in their lives are expecting much more from the youth then they can deliver and then react with 

frustration and disappointment.  Caregivers may find that they can easily summon empathy for 

a younger child but find that this same behaviour in a teen feels “wrong” or unacceptable – partly 

due to the damage that a bigger body can do and partly from the hurtful and abusive language 

that an older youth can use. This social immaturity can also limit the success of peer to peer 

relationships since traumatized children may act in immature ways. 

c.  What about diagnosis and assessment?   

Children navigating the effects of complex trauma are often diagnosed by psychologists and 

physicians based on a medical model. Behaviours that are the manifestations of severe 

maltreatment are often misinterpreted as symptoms of other mental health disorders (De Bellis, 

2001).  These diagnoses influence the type of treatment that the child receives and may carry 

long term implications as the child is treated over time. It is not uncommon for some children to 

remain on a variety of medications for years, in hopes that the medication will control the 

emotional or behavioural concerns.    

What is the medical lens?  Generally, it is an attempt to classify the observed behaviour by 

symptoms with the idea that genetics and prenatal conditions are the primary determinant of 

behaviour. This lens may offer the view that medication can and should often be a first line 

intervention. Though there is some merit in the conventional medical and diagnostic approach, 

it often does not sufficiently take into consideration the child’s neurodevelopmental history and 

present environment (Perry, 2006) —both important factors for children who have experienced 

maltreatment and complex trauma.   

Typically, children are diagnosed based on the most obvious presenting behaviours or symptoms. 

Children who externalize their behaviour are often diagnosed as having a combination of 

Attention Deficit and Hyperactivity Disorder, Oppositional Defiant Disorder, Intermittent 

Explosive Disorder, Conduct Disorder, Borderline Personality Disorder, Reactive Attachment 
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Disorder or Psychosis; children who internalize are often diagnosed with Separation-Anxiety 

Disorder, Dysthymia, Chronic PTSD and Major Depression (Ackerman, Newton, McPherson, 

Jones, & Dykman, 1998; Cicchetti & Toth, 2005; De Bellis, 2001; National Research Council, 1993). 

Treatment for each of these normally includes psychotropic medication of some type, as well as 

behavioural, cognitive-behavioural and psycho-educational therapies.  Children with cognitive 

and developmental lags are often diagnosed as having Mental Handicaps, Pervasive 

Developmental Disorder, Asperger’s Syndrome or some form of Autism Spectrum Disorder 

(Palay, 2012), possibly along with other mental disorders.   

De Bellis (2001) explains this diagnostic phenomenon and the tendency to diagnose maltreated 

children with multiple ill-fitting diagnoses by using the Developmental Traumatology model. This 

model proposes that these respective disorders are trauma symptoms that are part of the 

“neurobiological sequelae of trauma” (see De Bellis, 2001). Early traumatic stress leads to insult 

to one’s biopsychosocial development.  This can result in symptoms or functional behavioural 

challenges that mimic other diagnosable conditions. For example, Porges’ (2003) Polyvagal 

Theory proposes that similar neurological structures are impacted with autism and PTSD, while 

Heller (2002), describes what is known as sensory defensiveness common in both traumatized 

children and children with autism.  

Considering a child’s behaviour through a complex trauma lens provides a unifying framework 

for understanding the underpinnings of trauma-related behaviour and functional presentation. 

What’s more, it aids in the framing of intervention plans which go far beyond the traditional 

recommendations of some sort of counselling or therapy plus appropriate psychotropic 

medication. The CCI Functional Developmental Assessment, though not diagnostic in nature, can 

then be used to track positive developmental gains over time.  

Aboriginal vs Western view of diagnosis – According to Brave Heart, 1999; Brave Heart, Walls et 

al., & DeBruyn, 1998, and Overmars (2010), it is essential that mental wellness in the Aboriginal 

population is understood in the context of historical trauma and that neglecting to do so is what 

results in the frequent racially biased misdiagnosis of psychological disorders. The wide use of 

the DSM-V manual for providing mental health diagnosis now includes cultural factors to 

consider, however, is still based on a Western understanding of mental health. A medically-

oriented diagnosis tends to see the individual as a separate entity. It still does not adequately 

represent the Aboriginal worldview of understanding the whole individual in the context of 

relationships.  It also doesn’t recognize the Aboriginal perspective that complex trauma affects 

the balance of mental, physical, emotional and spiritual wellness. Wholeness or wellness includes 

the relational context and the connection to other people, family, and community.  The 

individual’s health is deeply connected with the wellness of the community.   

d.  Creating Developmental Opportunities   

As mentioned in the previous sections, severe and prolonged maltreatment creates 

developmental lags in children and youth (Lavery, 2013). For these children, heightened 

emotional and physiological arousal may result in truncated growth in higher cognitive functions 
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and logic. For others, survival mechanisms are heightened and easily triggered, preventing the 

child from engaging in productive positive movement. For these reasons, the care-system’s 

orientation toward the child has to aim toward calming and nurturing activities, and the provision 

of developmental growth opportunities (Perry, 2006). 

Recall that the CCI model has five Foundational Intervention goals (CALMS) in working with 

children experiencing complex trauma:  

 Consistent and Safe - Establishing emotional and physical safety. 

 Attachment focused- Providing meaningful attachment experiences.  

 Low Stress Environments - Decreasing stress and arousal. 

 Meet Developmental Age - Working with the child at their developmental (not 

chronological) age.   

 Strength Focused- Identify and nurture the strengths of the child.  

It should be noted that these goals are not sequential, but rather, are approached concurrently 

for maximum positive developmental results.   

Establishing safe environments and relationships while decreasing stress and arousal assist with 

several difficulties experienced by maltreated children. Decreased arousal within safe 

relationships assists in quieting over-reactive and hypersensitive response systems. Over time 

emotional and behavioural self-regulation may be begin to improve. As self-regulation improves 

the opportunities for stronger positive adult attachments may result, enhancing further 

opportunity for developmental growth over time.   

Meeting the child or youth at their developmental level is an imperative goal of the CCI model 

(see Zilberstein, 2014). Recall that older children may look physically mature, but actually have 

developmental lags that make them far less capable than their actual age would suggest. Meeting 

the child in developmentally age-appropriate ways maximizes the opportunity for developmental 

growth. Through CCI we attempt to provide scaffolding for each child to be successful by 

establishing small and reachable goals in a safe and encouraging environment.  What’s more, 

when positive change is experienced through developmental opportunities, the child’s self-

efficacy, self-image and self-esteem are significantly affected.    

2.9 RELATIONAL PRINCIPLES AND PRACTICAL STEPS 

a.  Provide safe, secure, predictable attachment relationships. 

Research is clear that the presence of at least one stable, caring adult in long term relationship 

has a significant positive effect on outcomes for children (Houshyar & Kaufman, 2005).  Children 

and youth in care of MCFD may not naturally develop these long term relationships.  In fact, 

children who present with severe behaviour challenges often have a long history of broken 

relationships.  These children have a type of relational poverty.  While it does not always have to 

be the main caregiver who offers this positive, long-term relationship, in most cases the primary 

caregiving relationship provides the foundation upon which the influence of other caring adults 

can build. 
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We are reminded by CYMH psychologist Dr. Joanne Crandall that recovery from trauma and 

neglect is about relationships: rebuilding trust, developing confidence, and feeling safe – all in 

the context of caring, interested relationships.  In addition, “healthy relationships buffer the pain, 

stress and loss that trauma and neglect created.”  Children recovering from traumas need 

thousands of experiences of consistent, repetitive, predictable and loving care from the adults 

around them. 

b.  Protect the child from disorganizing/re-traumatizing experiences 

Case Example: In one current case, a 12 year old boy has been free to walk from the staffed group 

home to his mother’s home whenever he wishes.  Unfortunately, due to his mother’s mental 

illness (or her own trauma history), he never knows what kind of reception he will get.  On her 

bad days she screams and swears at him and says she wishes he had never been born.  On her 

“good” days the visit may proceed reasonably well for an hour or so, but often deteriorates so 

that it ends badly.  It shouldn’t be a surprise when the boy returns to the group home and 

“trashes his room.”  One suggestion is for group home staff to call ahead to check on mom’s 

mood before visiting.  Another is to end the visit after a short time while it is still going well.  

Finally, we might have to restrict all visits that are not supervised and structured to ensure 

success and to begin to re-build a positive attachment, one experience at a time. 

c.  Limit the re-enactment of habitual relational patterns 

Case Example: With siblings and peers there is the possibility that the relationship meets some 

of the child’s needs (e.g. belonging) while not offering an overall healthy connection, so the 

challenge can be to weigh the pros and cons of each relationship.  We don’t want children to 

simply repeat unhealthy relational patterns, which is likely what they will do without help.   

In one current case, two sisters would respond differently to their unstructured visits with each 

other.  The older girl would leave the visits angry and preoccupied while the younger became 

anxious and often threw up.  Both would end the visits with increased anger at the respective 

foster parents and MCFD in general.  The revised intervention plan emphasized providing enough 

supervision and structure so that (1) the girls couldn’t replay their unhealthy power dynamic in 

the visits, and (2) that they were not permitted to feed each other’s negativity about foster care 

and their foster parents.  Supervised and structured visits have allowed them to learn new and 

healthier patterns of relating with positive results 

d.  Consider and respond to the child’s particular attachment style 

As previously discussed, it is common to see traumatized children develop an unhealthy 

attachment style in which they regularly move either away from people (avoidant) or move 

towards people (preoccupied/resistant).   

Avoidant youth are usually more emotionally shutdown and their message to the world is “I don’t 

need you”, or “I’ll make it on my own. In essence they have given up on relationships because 

they have experienced people as disinterested and rejecting. In more extreme situations they 

may have never learned that relationships can bring pleasure. It is the job of caregivers to “collect 

and engage” these youth. 
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Preoccupied youth are often attention-seeking, demanding, quick to take offense, and quick to 

experience rejection.  Typically their emotional cry is “I need you and I need you now.”  It can 

feel as if they are desperate for connection and that no amount of attention is ever enough. In 

this case it is the job of caregivers to first fully meet the momentary emotional need and then to 

slowly help the child to internalize the ability to be alone for increasing periods. 

e.  Aim at the child’s developmental age 

It is quite common for children and youth in the care of MCFD to display a bewildering 

combination of adult-like knowledge and maturity in some areas (such as knowledge of Ministry 

processes and their rights, and perhaps “street smarts”) while displaying profound emotional 

immaturity in others. A foundational principle in the CCI Program is to target the overall care and 

intervention to the emotional age of the child because this represents the developmental stage 

at which they’ve gotten “stuck” and the point from which growth needs to happen. 

Responses geared to the “emotional age” of the child can also be an important intervention when 

the child is prone to being stressed and anxious.  In one case a foster parent was allowing an 11 

year old boy with a history of extreme family violence (who came across as a tough 14 year old, 

but whom we might describe as seven year old emotionally) to play extremely violent, mature 

video games such as Grand Theft Auto.  Inadvertently, the foster parent was keeping the child in 

a highly aroused and anxious state which contributed to frequent blow ups and a fearful view of 

the world. 

One way of looking at healing relationships is that they are re-creating nurturing experiences 

which the child has missed.  When we can recreate those missed experiences by aiming for the 

child’s developmental age we often meeting the child’s emotional needs. Reading out loud to 

children and youth is an exceptional way to create a nurturing tone within a home (as well as 

improving expressive language and reading skills).  Caregivers who begin to do this on a daily 

basis will often find that their pseudo-mature young pre-teens and teens begin to gather around 

and even to snuggle-up for this special time.  Reading out loud to the child helps meet the child 

where they are emotionally and may help recreate relational intimacy that was missed.  We are 

beginning to require this as a standard daily program with behaviourally challenged youth and 

we’re seeing good success. 

f.  Enhance the circle of relationships  

One of our main tasks is to help populate the child’s life with a variety of positive relationships 

and a community in which to belong. 

Traumatized kids may need structured social contact in order to be successful with friends, 

siblings, parents and relatives.  There are two main reasons for this: (1) the adult attachment 

figures need help in developing their own relational capacity; and (2) the child or youth is often 

lacking in social competence skills. 

Besides the number of relationships, we are also crucially interested in the quality of these 

relationships.  Are family and friends meeting the child’s emotional needs?  Are key relationships 

affirming and supportive? 
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One consequence of serious behavioural challenges, particularly involving potential risk to 

others, is that these children tend to become more and more isolated in terms of friends, school 

groups, community groups and family connections.  It isn’t uncommon in our system to have a 

“high need” child or youth surrounded by paid adults but with few natural connections with peers 

or natural adult supports (Perry and Dobson, 2009).  We are relational beings, and normally seek 

connection with others – anecdotally, we know that growth and maturity tends to happen most 

effectively in the context or caring relationships.   

g.  The Crucial Role of Empathy 

Empathy from an adult caregiver is a wonderful, therapeutic and healing thing for maltreated 

children (Zilberstein, 2014).  Empathy is entering into the emotional world of the child and joining 

them in a manner that accepts and reflects whatever they are experiencing. 

Most of the qualities that we’d like to see developed in the lives of traumatized and maltreated 

kids can be helped significantly through empathy: 

 emotional regulation skills  

 behavioural regulation skills 

 secure attachment and emotional connection with others 

 self-worth 

 empathy and conscience 

 sense of right and wrong 

Through empathy we join the child in their world, provide affirmation, help them feel heard and 

understood, help them to process and heal their emotional experiences, help them to integrate 

the different parts of their brain and most of all communicate that “you matter.” 

In CCI caregivers and family members are taught to engage with empathy and curiosity (Hughes, 

2006) even when encountering difficult behaviour. For example, if a child slams a door and yells 

then a caregiver might first try a statement that reflects empathy instead of communicating 

disapproval about the behaviour.  They might instead respond with empathy - “It looks like you’re 

frustrated.” In doing so, the caregiver is communicating that they both understand and care 

about what the youth is feeling.  By observing non-verbal gestures (crossed arms, stomping feet, 

etc.), physiological cues (reddening face, blotching, sweating, etc.), verbal cues (tone, pitch, 

language, etc.) and behaviour toward others, the caregiver gains clues to the emotional 

experience of the youth.  Empathy helps the youth to feel understood and to begin to gain control 

over his or her emotions.  

Elina Falck of Child and Youth Mental Health Services in BC offers these examples of empathy 

statements: 

 Looks like you are having a hard time! 

 It is so hard to wait! 

 You seem to really want to finish that now! 

 Kind of disappointing when you can’t go to your friend’s house. 

 You really seem to be angry about that! 

 That must be so hard... being all alone. 
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 It is so difficult when you try hard as a parent and it doesn’t seem to be working. 

Empathy is a central value in the CCI program. It is championed and trained as an integral part of 

the therapeutic approach because it helps the child to feel understood, provides co-regulation of 

their emotional experiences, and helps to give language for their experiences. 

Empathy further works to build the capacity for empathy in the child toward others. The 

experience of empathy begins to help the child to take the perspective of someone else. 

Generosity, and service to others are often stimulated by receiving care and empathy from 

someone else. 
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3. HOW TO “DO” CCI 

CCI OVERVIEW 
The CCI program model consists of three general stages: the Preparation stage; the 

Working stage; and the Exit stage.   We’ll begin with an overview of the CCI Stages and 

then give more detail and hints for each stage on the following pages.  This 2nd Edition of 

the CCI Program includes a number of changes in the responsibilities of CCI coaches.  

These changes are designed to improve our services to Aboriginal children and are based 

on the recommendations of the CYCCN Culturally Enriching working group (see Appendix 

D).  

 

Stage I: The Preparation Stage coordinates the referral of a child or youth to the CCI program. 

There are four essential steps at this stage: 

1.  Youth Screening and Referral.  A brief CCI Referral form is used to evaluate the suitability 

of the child/youth for the CCI program. Should a child be deemed appropriate for CCI 

based on the initial screen, a review of the child’s MCFD or DAA file provides further 

information on the nature of the child’s presenting issues, family and care history, and 

notes any “red-flag” information which might be a consideration. 

2. Suitability of Current Planning and Care Team.  In the event that the child meets the 

eligibility criteria, the CCI Coach will meet with the referring party and discuss the existing 

MCFD or DAA case plan and current (or likely) Care Team participants that would support 

the child during the CCI program. For cases with Aboriginal children living in their own 

families or communities, the CCI coach will also seek guidance from community members 

to assess caregiver readiness with respect to their own history of trauma, and their ability 

to participate in the program. 

3.  CCI Overview and Agreement.  When suitable supports are in place and the child meets 

the referral criteria for the CCI program, the Care Team convenes to hear about the CCI 

Stage I
• Preparation Stage

Stage II
• Working Stage

Stage III
• Exit Stage
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Program, and CCI process and structure, as well as the expectations for participants while 

the child is in the program.  This is an opportunity for the Care Team members to ask 

questions and discuss their participation. The CCI coach, in collaboration with community 

members who knows the child and family well, will consider caregiver readiness and 

capacity for receiving this information in the larger care team group. If more beneficial, 

CCI coach will arrange to discuss this information with caregivers separately to provide a 

safe space for questions and discussion. 

4.  Baseline Data Collection.   Before beginning CCI the coaches will ensure that the main 

caregiver(s) has completed the CCI Checklist in conversation with one of the coaches. CCI 

coaches are to offer the option of collecting this information in conversation with 

caregivers instead of caregivers completing the forms on their own. 

 

Stage II - The Working Stage of the CCI program consists of four steps:  

1. Trauma and Development Overview.  The CCI Coach teaches the Care Team the complex 

trauma-informed perspective which forms the basis of the CCI Program. During this step, 

we seek to increase the Care Team’s understanding of the broad effects of complex 

developmental trauma on the lives of the children in our care. Typical behavioural 

patterns and the underlying neurological and developmental concerns are discussed. The 

CCI coach will collaborate with the designated community members to protect caregiver 

emotional safety as the complex trauma perspective is taught. Information delivery may 

be adapted to meet caregivers needs and delivered over more than one session in a 

separate setting. 

2. Functional/Developmental Assessment.  During this step the CCI Functional 

Developmental Assessment of the child is conducted with the Care Team using the CCI 

Functional Developmental Assessment Questions (Appendix A24). The ratings generate 

a CCI Functional Developmental Profile (Appendix A28) which gives a rough visual 

representation of the child’s level of development across 7 developmental domains which 

are often affected by trauma.  The profile gives an indication of the priority 

developmental targets for the Care Team to consider. FDA questions will include 

questions based on Aboriginal worldview of assessing a child’s functioning and elicit 

responses that are consistent with the child’s experiences in the context of 

connectedness to his or her relations.  

3. Intervention Planning.  Interventions and strategies are developed in conjunction with 

the Care Team, based on the specific needs identified in the Functional Developmental 

Assessment.  The interventions are usually laid out in a developmental “hierarchy” as we 

attempt to create the next necessary developmental opportunity for the child.   

Interventions will be planned with guidance from care team members who hold 

traditional knowledge in order to include intervention options that are culturally 

meaningful based on the child and family’s cultural beliefs or connectedness.  
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Gathering the Cultural Story - A core part of intervention planning for all youth, but 

particularly when working with Aboriginal youth, is the gathering of the cultural story. 

This is a standard part of planning holistic interventions. It is recognition that a child’s 

culture is not an ‘add-on’ to their life, but is their way of being in the world.  

It is important to note that gathering the cultural story is likely to be challenging and 

different barriers may come up. Information may be difficult to obtain either because it 

is not easily available, or due to issues of mistrust between Aboriginal communities and 

government services, making people reluctant to share knowledge. Those seeking the 

information are encouraged to work to building relationships and the rebuilding of trust 

-- and to exercise patience as this takes time.  

CCI recognizes that certain interventions are appropriate for different levels of 

developmental maturity.  Often, interventions have a number of purposes and meet 

developmental goals across a number of domains.  Our experience is that we are most 

effective when our interventions are mutually-supporting, and when we are providing 

“good-enough” intervention across key categories at the same time. (Appendix B) 

Cultural Plan – Any youth who are not from the dominant culture may have significant 

questions regarding their identity.  For Aboriginal youth it is essential that all intervention 

planning includes a Cultural Plan detailing steps to enhance their cultural connection and 

exploration (Phinney, 1992).  Additionally, all interventions will be planned with guidance 

from care team members who hold traditional knowledge in order to include intervention 

options that are culturally meaningful based on the child and family’s cultural beliefs or 

connectedness. 

4. Support and Monitoring.  A review of the child’s profile and the priority interventions 

become the initial focus of each Care Team meeting, with other agenda items added as 

necessary.  Regular meetings and data collection help to monitor the progress of the 

youth as they participate. Care Team meetings typically occur on a monthly basis with 

regular support offered to the main caregiver(s) or family members by the CCI 

Coach/Coaches or other members of the Care Team. CCI coaches will also be aware that 

additional support (e.g. in the form of trauma theory orientation) may be required for 

other members of the child’s larger community who also have significant relationships 

with the child. 

Stage III - The Exit Stage is the final stage of the CCI program and usually occurs around the 12 

to 18-month mark. During this stage, the CCI Coaches are gradually withdrawing their direct 

support to the Care Team and caregivers or family based on the stabilization of serious 

problematic behaviour and the developmental progress made by the youth. The Care Team 

considers any possible major transitions or changes for the youth, and reinforces the priority 

interventions to be continued.  As the child begins to stabilize and demonstrate more moderate 

behaviour, the Care Team may increasingly consider plans for permanency or integration into 

less specialized residential settings. If appropriate, planning for living, social programs and 

education are considered as the CCI Coaches prepare to step back their involvement.  



  66 
 
CCI Manual – March 2016 
 

While the exit stage denotes the official completion of the CCI stages the process is by no means 

terminated. In particular, the step of gathering the child or youth’s cultural story and developing 

the cultural plan are parts of an ongoing journey which does not end with the exit stage. There is 

an expectation that the adult (s) responsible for gathering the story will continue to do so even 

after the CCI coaches exit the process. Additionally, the important relational aspect of CCI that 

allowed for the work to be done in a good way, will hopefully have led to the building of new 

relationships with the child’s family, community, and/or representatives of the community. 

These relationships do not end with the completion of the stages, and are held with honour as 

part of an ongoing journey between the program and the families and communities involved. 
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3.1    THE PREPARATION STAGE (STAGE I)   

a. CCI Screening & Referral 

Generally, a child or youth is identified as a possible candidate for the CCI program based on 

severe behavioural challenges which are a problem in the home setting and the community. In 

most cases, the child/youth displays complex behaviour that typically cannot be dealt with in his 

or her own home, or secondary care homes without extensive supports.  Typically such children 

have been receiving support through MCFD or a DAA and the child is a Child in Care (CIC). 

Referrals to the CCI program typically originate from the social worker most familiar with the 

child in question but can come from other sources within MCFD or a DAA. The CCI Information 

Letter (Appendix A) is designed to inform community members about the program and the 

referral process. 

Appropriate children and youth for the CCI program are those who have not shown positive 

progress despite many efforts. They are often placed in high cost or specialized care homes due 

to a history of placement breakdowns and complex, challenging behaviour. Typically these 

children have also been involved in other high cost support services to manage their behaviour 

(e.g. Mental Health Services, psychiatry, respite caregivers, social workers, youth workers, 

probation, etc.). 

A CCI Coach will examine 2 aspects of their referral. These are: 

  CCI Referral Form (Appendix A) 

The CCI Referral form is typically completed by a referring social worker. The tool 

identifies the challenging behaviour that the child/youth presents with and gathers a brief 

history, trauma history, and information about previous formal assessments. The tool 

helps to identify whether the issues that the child/youth presents may be related to 

extensive maltreatment or complex trauma.    

 

Note: In most communities this referral is sent to the appropriate Team Leader (within 

MCFD or supervisor for DAAs) for confirmation before being submitted to the local CCI 

Coach team.  Ideally, the Team Leader group will have an opportunity to prioritize the 

case together prior to the CCI coaches’ review.  The Coaches then review the referral with 

whatever CCI leadership is in place in their community or DAA. 

 

The CCI program looks primarily at the factors which would indicate the child is a good fit 

for the program.  While there are few automatic exclusions for CCI, we may feel that for 

some classifications/diagnoses (e.g. Moderate to severe Intellectual Disability, Pervasive 

Developmental Disorder and severe FASD/ARND) where sufficient external supports are 

in place, that CCI would not be helpful.  In general, CCI will have a preference for youth 

younger than 16 years old unless there are mitigating circumstances (See: CCI Referral 

Criteria- Appendix A). The age consideration is in place with the recognition that for some 

youth there is a “window of opportunity” to produce significant developmental gains, and 

that as youth age they may have lengthier trauma histories and may also be less 
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malleable.   On a practical level we also recognize that we may not have enough time and 

opportunity to create significant growth within the MCFD or DAA mandate. 

 

CCI Coach Action Steps:  

1. Receive completed CCI Referral form and forward to CCI Coach team members and CCI 

Leadership for general comments.  Does the child seem to fit the criteria?  Any potential 

difficulties such as extensive D&A or street involvement? 

2. If the consensus of the CCI Team is that the referral is appropriate, then move to File Review. 

3. If the consensus of the CCI Team is to reject or delay, then the original receiving Coach will 

respond to the referring party with that decision. 

 

 File Review 

If the child meets the criteria for the CCI Program based on the screening and referral 

information, a CCI Coach will do a quick review of the child’s file, noting key information 

and/or potential red flags which might contra-indicate involvement. It is often most 

practical to review a formal mental health or medical assessment that will summarize the 

child’s history, presenting issues, psychological testing, and previous diagnostic 

assessment.  While there are few automatic exclusions for CCI, some potential red flags 

might be severe pre-natal health issues, severe Autism Spectrum Disorders, or a 

moderate to severe Mental Handicap.  

 

CCI Coach Action Steps:  

1. If the consensus of the CCI Team is to accept, then move to Suitability of Current Planning and 

Care Team. 

2. If the consensus of the CCI Team is to reject or delay, then the original receiving Coach will 

respond to the referring party with that decision. 

b. Suitability of Current Planning and Care Team 

Once the suitability of a referred youth has been determined the focus turns to the Care Team 

members and planning.  The cohesiveness of the Care Team and particularly the openness of the 

caregivers and/or family is a crucial factor for success.  In general, children referred to the CCI 

program present with complex and extreme behaviour and our experience is that the Care Teams 

needs to be pulling in the same direction to be successful.  The Coaches should consider   whether 

there is a reasonable expectation for a successful working relationship and alternatives which 

might help to that end.  Where family is involved the Coaches and referring party will seek ways 

to involve them which will likely be most successful.  For example, some parents find that the 

large group meetings are stressful and trigger their own challenges with emotional regulation.  I 

some cases the parents have input through a safer, smaller group process that runs somewhat 

parallel to CCI.  Coaches are encouraged to be flexible and creative. 

 

The CCI process attempts to inform case planning and decision-making moving forward.  It will 

be common to have some concurrent planning occurring, particularly consideration of 

permanency options including return to family.  However, there may also be current or 

anticipated plans which are at odds with CCI. One example might be an anticipated incarceration 
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related to criminal behaviour which would interrupt work with the youth, or plans for lengthy 

stays with extended family out of the home community.   

 

CCI Coach Action Steps:  

1. Discuss current planning with the referring party and/or social worker. 

2. Discuss current and potential Care Team members, family members and current caregivers to 

determine a general degree of openness to new ideas and a cooperative approach. 

3. If the consensus of the CCI Team is to accept, then move to CCI Care Team Overview and 

Agreement 

4. If the consensus of the CCI Team is to reject or delay, then the original receiving Coach will 

respond to the referring party with that decision. 

c. CCI Care Team Overview and Agreement 

We have learned over time that an informed and committed Care Team is essential for CCI to be 

successful.  Where planning and decision-making is done on a consensus and joint basis, the 

youth tend to do well.  Where one or more members of the team continue to operate on an 

individualistic basis, to be reactive during crises, or to resist the trauma-informed theory or 

intervention plans, children in the program do not do as well. 

Generally, CCI does not insist on particular representation at the Care Team except for the social 
worker or guardian, the main caregiver(s), and any other direct service worker such as mental 
health clinicians or probation officers.  Parents should be involved wherever possible. The local 
team MCFD or DAA team is better equipped to decide who should be invited to the table as they 
know the youth’s story. However, when working with an Aboriginal child or youth it is essential 
that an Aboriginal representative is at the table. This needs to be a person of Aboriginal descent, 
not just someone working within an Aboriginal team. The reason for this is to respond to the 
APPF Guidelines on Gathering the Circle which “speaks to the need to ensure that engagement 
with Aboriginal children, youth, families and communities is appropriate by ensuring the right 
people are involved, the necessary knowledge and understanding are being sought and the 
context for appropriate decision making is set” (APPF, pg. 18).  The Coaches should also work 
with the referring worker to explore involving family members wherever possible.  The coaches 
should make a concerted effort with the Care Team members to include local Knowledge Keepers 
or an Elder where possible. 

In order to gain access to Aboriginal family or community support the Coaches are strongly 
encouraged to find the people who might be identified as community gatekeepers.  These are 
people who have an established trust relationship with a particular community and who can 
facilitate an introduction and instruct the coaches about necessary protocol.  (See Appendix D 
for examples of Do’s and Don’ts --based on Working Effectively with Aboriginal Peoples, Joseph 
and Joseph, 2007.)   

Once the Care Team is identified they are invited to participate in a meeting to learn an overview 

of the CCI Program. A brief synopsis of the implications of complex trauma is covered. During this 

step, the Coach takes time to walk through and discuss the Care Team Agreement. This document 

describes nature of the relationships between Care Team members over the duration of the 

program. As these working relationships are crucial to the coordinated approach for the child, it 

is important that each member know what is expected. The agreement offers the general 
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principles and intention of the team to create and sustain a collaborative Care Team for the best 

interest of the child.  The people sitting at the table may fluctuate over time due to the needs of 

the youth or as planning dictates.  Whenever possible these people should be brought up to 

speed on the CCI process before joining meetings. Their agreement with the CCI Care Team 

agreement should also be sought. 

 

One issue which may arise is the idea that a guardianship or protection social worker feels that 

their mandate forces them into a situation of being the final decider on many issues.  The CCI 

emphasis is to make as many decisions as possible together, particularly on the “big ticket” items 

such as placements, schooling, or family contact.  Often many social workers report that they feel 

supported by the CCI process and less like they are holding their responsibilities in isolation.  

 

A sticky point can be the question of what to do when the values of a particular Care Team 

member may conflict with the implications of trauma-informed theory.  For example, on many 

cases someone at the table will say “This child needs to be in school.  They need to have the 

chance to make friends and socialize.”  This is a value statement, and while the perspective may 

have merit, decisions should be based on the identified needs of the youth and their ability to be 

successful, and not just on this value alone.  In another example, many people set a high 

importance on access and contact with family of origin – taking the view that connection with 

biological family is a priority current need as well as a life-long goal.  This can sometimes conflict 

with the trauma-informed therapeutic need to create safety for the child as an immediate priority 

– which may necessitate temporarily decreasing or structuring family contact which can be 

emotionally arousing and de-stabilizing to the child.  This trauma-informed approach is, in a 

sense, prioritizing the immediate developmental need, while looking at working toward healthy 

family contact as a longer term goal.  The goal might shift to re-structuring family contact so that 

it is successful in the short term (such as through coaching of the parent) and sets the stage for 

increased positive contact in the future. We might describe this as taking one step back in order 

to take three steps forward down the road.  

 

During the Overview and Agreement meeting the Care Team members are also informed about 

the ongoing Outcome Evaluation and the necessary commitment to collect data regarding the 

youth, as well as on any opportunity to give feedback about CCI.  The FDA data and the CCI 

Checklist about the youth will be gathered every 6 months.   

 

CCI Coach Action Steps:  

1. Host a CCI introductory meeting in which you will give a very brief overview of the General 

CCI Process.  The CCI Overview and Agreement PowerPoint should be used. A brief synopsis 

of the implications of complex trauma is to be covered. Discuss the need for joint decision-

making and a commitment for application of the trauma-informed theory for planning and 

caregiving strategies. 

2. For Aboriginal cases, discuss the necessity to have an Aboriginal representative join the Care 

Team if none exists. Make plans to identify such a person. 

3. Describe the time commitment for CCI. 
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4. Describe the importance of data collection and giving feedback. 

5. Provide the Care Team with an opportunity to discuss without you present, and to sign the 

CCI Care Team Agreement (Appendix A)  

6. If the Care Team is in agreement with joining CCI, the Coach will complete the CCI Facesheet 

(Appendix A) with contact information, basic information about the youth, and a list of current 

medications. 

7. The Article “Complex Trauma in Children and Adolescence” can be provided to Care Team 

Members to deepen their understanding of Complex Trauma. Further, the “CCI Care Team 

Guide 2013” can also be provided. 

 

Coaches’ Note: Documentation 

As of March 2016 the case documentation that you collect as a CCI Coach is considered a “transitional” 

file in MCFD and the DAAs.  For the most part you are temporarily working with copies of documents 

which already exist in the MCFD/DAA or CYMH files, along with your own working notes.  Key CCI 

documentation from the CCI Suite must be provided to the Care Team members for inclusion into 

the MCFD/DAA and/or CYMH files as appropriate.  The CCI Suite is the electronic CCI case file. 

Coaches must provide a physical copy of:  

(1) the Case Conceptualization and Intervention form,  

(2) the FDA Profile graph, and  

(3) the Cultural Plan 

(3) all Care Team minutes 

 to the appropriate MCFD or DAA representative for inclusion in ICM. The paper copy of the CCI 

Facesheet is added to your working CCI file.  

d. Baseline Data Collection 

Before beginning CCI the Coach’s will ensure that the main caregiver(s) have completed a CCI 

Checklist in conversation with the Coaches. The CCI Form and Data Completion (Appendix A) 

sheet will help to organize when initial steps and data have been completed. 

 

CCI Coach Action Steps:  

1. Complete the CCI Checklist (Appendix A) – you will likely need to do this in an interview with 

the current or recent caregiver. 

2. Print one copy of the CCI Checklist for your CCI working file.  

 

Coaches’ Note: Joining the Care Team  

The Care Team is an essential part of the CCI program. Through their coordinated efforts, strategies and 

interventions, the Care Team creates the ideal environment for positive change in the life of the child. The 

CCI Coach guides the team in leveraging their relationships and resources toward maximum positive 

change. 

Each Care Team member represents a unique perspective on the child’s life. Each will have had different 

experiences and seen different behaviours and responses from the youth. Further, each will have opinions 



  72 
 
CCI Manual – March 2016 
 

of what types of strategies may work best with the child. These experiences and opinions will inform the 

child/youth’s eventual case plan. 

The integration of a Care Team’s divergent perspectives are a strength of the CCI model. However, these 

can also lead to differing perspectives of how to proceed. In the event of differences, the CCI Coach looks 

for a solution based on the underlying needs of the child. CCI strives to find a collaborative and consensus 

driven plan. To this end, the best strategies for the child are championed. 

At the outset, the Coach must establish the tone for the meeting. Generally the Coach encourages 

participants to follow certain positive group principles: 

-     Be respectful. 

-     Allow others to talk. 

-     Seek to understand. 

-     Be aware that others have a different perspective and experience. 

-     Ask questions. 

-     Discuss what has worked. 

When working in an Aboriginal community the team may wish to discuss any culturally appropriate 
directions on how the meetings will be run, such as incorporating such things as an opening prayer, or 
perhaps a circular process for talking. 

Paying attention to these group processes will allow others to feel more comfortable with their colleagues 

and more readily enter the working group. Inevitably however, the Care Team working group will 

encounter topics that require guidance by the Coach. Their involvement will help the Care Team to work 

more efficiently. For example, when there is disagreement between members, the Coach may help the 

group to look for common ground, or explore other alternatives for the greater good of the child. Where 

meetings become side-tracked by a particular crisis or case details, the Coach will need to bring the group 

back to the tasks of the CCI meeting.  

 

  



  73 
 
CCI Manual – March 2016 
 

3.2 THE WORKING STAGE (STAGE II) 
The Working Stage is extremely important to the success of the CCI program. It is the stage in 

which Care Team members coordinate their efforts for the best interests of the child.  This being 

said, it is also a difficult stage in that the Care Team members may have limited understanding of 

complex trauma, and best practices to see growth and healing. At the beginning the various Care 

Team members may be somewhat skeptical of the CCI process and whether it will really make a 

difference in the life of the youth. Each will have their own level of training, education and 

expertise, and each will have their own experience of the child, and opinions about how to best 

influence their positive development. As a CCI Coach you will work to educate, reassure, 

encourage, support, and resolve conflicts.  You will reassure members that they are capable of 

helping, while also staying focused despite different perspectives. 

a. The Theory Overview Step 

Trauma & Development - What do we need to know? 

During the initial phase of Care Team development it is important to help members understand 

the nature of complex trauma. By reviewing the Theoretical Background section of this manual 

the Coach will be familiar with the elements of complex trauma and its manifestations. In general 

the Coach will discuss how complex trauma affects development in each of the following areas: 

 Neurological and Biological Maturity 

 Over-reactive Stress Response  

 Emotional Regulation  

 Attachment & Relationships 

 Identity Development  

 Behavioural Regulation 

 Cognitive and Language Development 

It is important to know that the presentation does not have to carry tremendous detail. This 

would become cumbersome for the Coach (to remember details and information) and the Care 

Team members (who must listen to such details and information). Rather, it is important to frame 

the general nature of complex trauma in an accessible way for others to understand. The group 

will provide many examples of how they see the effects of complex trauma in the life and 

behaviour of the identified child. 

Coaches’ Note: The Care Team members will arrive with different levels of background in the theory as 

well as different experiences with this child.  It is common for Care Team members to feel discouraged or 

frustrated, and perhaps some may have developed a fairly negative view of the child.  They’ve likely heard 

a lot of advice in the past and won’t necessarily “buy into” the trauma-informed theory right away.  For 

this reason it will usually be helpful for the theory presentation to include lots of room for discussion and 

to hear examples from this child which portray the ideas you are presenting.  “Do you ever see this type 

of thing from Danny?”  We want them actively working with and discussing the ideas as much as possible. 

Remember that this is the first step of both “joining the group” and of Knowledge Transfer. 
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It’s probably helpful to think of 3-5 main images that you want the Care Team to take away from the 

theory presentation.  It could be helpful to ask each member of the Care Team which thing stood out for 

them from your theory presentation and discussion so that this is crystallized somewhat at the end of the 

first session.   Experienced coaches know that it is very helpful to review some of the content as the group 

discusses various issues and to do this every time we meet. 

 

CCI Coach Action Steps: 

1. Send the CCI Care Team Guide 2016 and Complex Trauma in Children and Adolescents to all 

Care Team members for reading before the first CCI meeting. 

2. Present the CCI Trauma & Development Overview PowerPoint to explain the CCI trauma-

informed theory. 

3.    Prepare a handout of the PPT presentation with space for notes. 

 

Coaches’ Note: During the first session, it is important to allow Care Team members to interact. However, 

Coaches need to keep the meeting on track.  As an example, a Care Team member may want to discuss a 

recent behavioural outburst by the child, or pattern that has become frustrating to them. Though these 

topics would be useful or cathartic to discuss, they would also possibly detract from the intent of that 

particular CCI meeting, and impact the time allotted for the meeting. In this case, the Coach must bring 

the meeting back on track. In particular, if completing the FDA is the purpose of the meeting, time is better 

spent on that task. We keep in mind the principle that “Theory drives practice” with the implication that 

it is our solid theoretical understanding of trauma that sets us up to make good case decisions.  This is 

why we spend time on the theory before addressing the “crisis of the week”. 

b. Assessment Step  

Where do we see maturity or lags in the child’s current development? 

The assessment step is a structured group interview designed to establish to current level of 

functioning of the youth. It calls on the opinions and experiences of the Care Team to inform the 

assessment ratings.  In general, this is often the process during which the Care Team members 

begin to really “buy into” the CCI process as:  

 They are the “experts” telling us about the youth.  

 We are using the assessment questions to reinforce the theory and explanation for the 

child’s behaviour. (CCI Functional Developmental Assessment (FDA) Questions, 

(Appendix A) 

There are two main purposes to the assessment step. These are to:  

1. Develop a rough picture of where the child is functioning (daily functioning and 

developmentally) compared to same-age peers.   
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2. Use the profile to identify the priority areas of intervention.  It is often helpful for the Care 

Team to have this visual image of the child’s actual functional abilities or developmental 

age in comparison with what they look like on the outside. 

 

There are two essential resources for the assessment step: the CCI Functional Developmental 

Assessment (FDA) Questions (Appendix A) and the CCI Functional Developmental Assessment 

(FDA) (Appendix A and CCI Suite). The CCI Functional Developmental Assessment (FDA) is the 

assessment tool that captures ratings regarding the child’s current level of functioning. The Care 

Team will use the CCI FDA  as they discuss their experiences with the child, and collaboratively 

decide on the ratings that they believe are accurate for the current period.  The CCI FDA is also 

referred to in later meetings as a means of monitoring progress. Note: The CCI Suite is an Excel-

based case management tool that is currently used in CCI cases. Using the CCI Suite, the coaches 

ask questions across the 7 Developmental Domains and the team’s ratings.  The Suite generates 

the FDA Profile Graph (Appendix A) which is a visual representation of the FDA ratings.  

The questions in CCI Functional Developmental Assessment (FDA) Questions (Appendix A) are 

intended to help with how you think about the assessment category and to provide some sample 

questions.  During the assessment, these items are intended to guide and facilitate the 

discussion. Questions should not be exhaustively read through during the session because you 

won’t have time.  It’s usually best to start with a general description of the item and then to use 

one of the questions if the Care Team seems to get stuck. 

CCI Coach Action Steps: Getting Started 

There are several action steps that the Coach will follow during the assessment step. These are 

flexible in their delivery, but follow a general pattern. These are: 

1. To begin in the FDA assessment, the Coach will provide an overview of what the meeting is 

about (Here’s what we are doing today and why).  Use statements like, “Last time we reviewed 

some theory about how development is affected by complex trauma and maltreatment.  

Today we’re moving on to the assessment phase where we will develop a Functional 

Developmental profile of this youth.”  This will help the Care Team to understand the nature 

of the meeting. 

2. During this time the Coach will review the 2 main purposes listed above. 

3. The Coach will start by pointing out the 7 Developmental Domains affected by complex 

trauma as were discussed previously.  It is important to note that we are looking for evidence 

of strength and maturity as well as evidence of lags. 

4. The Coach will point out and describe the rating scale: 1-5 which describe the level of 

development we see in the child. Scores range from minimal (1), to typical/adequate/ age-

similar (5). On some questions the question of “What age of child do they remind you of?” is 

often a useful prompt, and helps the group to grasp the developmental “lag” that the child is 

experiencing. However, this question doesn’t always fit.  For some items a better question is 

“How well developed is this ability in this youth?” 

5. It should be noted that the ratings are a “rough” estimate of the current function and do not 

have to be too specific. When necessary, Care Teams may use ½ point discrepancies rather 

than full points. 
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Coaches’ Note: Achieving Consensus on Ratings 

Sometimes the Coach will have to ask for other examples which show some variability in the youth – “Does 

anyone have an example of when this isn’t an issue?” 

It’s often helpful to have the original PowerPoint slides available for reference during the rating session 

and to keep referring back to the theory and give some context for an item– “remember when we talked 

about …”  

The process is time consuming but worth the time.  Allow at least 2 hours for the meeting.  It is good to 
have the FDA Profile displayed on the wall for referencing.  Keep some notes – as it shows our 
commitment to the observations.  It is best if one Coach types/records while another facilitates. 
 
The team will often spend a lot of time discussing the first items and giving additional observations, but 
tends to speed up once we get going and they understand the process.   
 
There will be times when the example relayed by a group member doesn’t fit the particular domain that 
you are asking about.  In this case, thank the person for the observation and make note of it for another 
section – “I wonder if that might fit a little better under … instead because …”. 
 
It’s helpful for the recorder to periodically say “it sounds like we’re ready to give a number” or “it sounds 
like you are describing maybe a 2 or 3” in order to summarize and get a number recorded.  Remember 
that these are a “rough picture” and don’t need to be exact, but we are looking for a rating that the group 
can more or less agree on. 
 
It is fine if there is a difference of opinion about a particular item– these may reflect a difference in 
perspective by the observers or may indicate that the child behaves differently in different settings.  Our 
rating can be a “blend” of the two. 
 
There will be some Care Teams that seem to lean consistently in a more negative or (less often) a more 
positive direction.  While the view of the child may not be balanced enough to be completely accurate, 
the rating does give us the team’s perspective and we’re expecting that this perspective will change along 
with the child’s development. 
 
If the Care Team gets stuck you can use your broader understanding the process to settle on a rating –
“From what you are all saying I’m thinking that a 2 is the best rating because …“. 
 
You’ll want to mention that all of the category abilities likely decrease under stress – just like for any of 
us.  We’re looking for the child’s “average” level of functioning across settings and stress levels.  A large 
difference in function in different settings or under a little stress indicates a lack of maturity of that ability. 
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c. Performing the Assessment   

Coaches will use the CCI Functional Developmental Assessment (FDA) and FDA Questions (see 

Appendix A). Please be sure to review the FDA prompts sheet to orient to any Aboriginal 

cultural context.  At the beginning of the assessment, it is important to help Care Team 

members gain a better understanding of each area that is being assessed. For this reason, it is 

probably best to review each domain briefly as per the theory before beginning the rating 

process for that domain. 

 

As we move through the 7 Developmental Domains we are generally moving up in the brain, from 

Body, to Emotions, to Relationships, and then on to Thinking – thinking which helps us manage 

our behaviour, and thinking related to language, memory, etc. 

Domain 1: Neurological & Biological Maturity (Body) 

For this domain our main interest is in the degree of neurological and biological integration and 

development of specific functions that the child manifests. 

a.  Basic body regulation and cycles – This item corresponds to sleep, hunger, thirst, body 

temperature regulation, sluggish or very high metabolism; and general proprioceptive 

(signals within the body) awareness. Generally, tics and seizures (either currently or in 

the past) are a sign that there are issues with neurological integration. Perhaps the child 

had a previous Tourette’s diagnosis? 

b. Sensory Integration Sensitivities- This item corresponds to the child’s sensitivity to 

sensory data (sounds, tastes, textures, visual stimulation, smells, etc.). In general, we’re 

interested in either strong sensory-avoiding or sensory-seeking tendencies.  

c. Fine motor/ Gross Motor coordination and balance- These items correspond to the child’s 

spatial awareness and kinesthetic abilities. Fine and gross motor skills, and their ability to 

balance and coordinate movements (or clumsiness) are central to this item, as is the 

integration of sensory systems and muscle systems.  For example, catching a ball requires 

integration of sight, balance, and muscle movement. 
 

Domain 2: Over-reactive Stress Response (Body – physiology) 

For this domain the emphasis is on (1) the baseline arousal/stress/tension level, (2) how quickly 

they move from that baseline, and (3) how easily they can return to baseline. 

a. Hyperarousal moving quickly to Fight/Flight- We’re interested in identifying the triggers 

which lead to hyperarousal, but will mostly return to this in the Intervention Plan rather 

than here because we want to increase the understanding of how attachment stress and 

shame can be triggers and need to cover that content before exploring this very deeply. 

b. Alert, wary, vigilant, anxious- This item corresponds to the child’s general state of alarm 

or fear or anxiety.  We may see exaggerated responses to interpersonal and 

environmental cues. 

c. Dissociation moving to Freeze- Any amount of dissociation or “blanking out” is 

automatically rated as a 2.5 or lower but we want to be sure that the child isn’t just 

deliberately shutting down or paying attention to something else. 
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Reliving or re-experiencing of traumatic events is a classic symptom of PTSD.  We’ll score 

this like Dissociation – any re-experiencing is automatically a 2.5 or lower as the trauma 

event is intrusive and interfering. 

Re-experiencing might look like an over-reaction to some stimulus that the child 

associates with the trauma (e.g. A man with a beard; a smell) which leads to an immediate 

dramatic response in the child.  It is not scored as a problem if the child simply relays a 

memory (e.g. “my mom used to hit me with her belt) but rather it is scored when we see 

a dramatic stress or emotional response. 

Re-experiencing could include nightmares (if described and connected by the child). 

d. Difficulty with Transitions- There are some items like “transitions” which blend across a 

number of domains as it could reflect a rigidity of acting, emotion, or thinking.  We’ve 

listed it here because we’re interested to see if transitions cause undue stress. 

 

Domain 3: Emotional Regulation  

For this domain our main interest is the development of a range of emotional experience and the 

ability to modulate or regulate those emotional states. 

a. Problems with Emotional Self-Regulation- This item corresponds to the child’s 

emotional reactivity and ability to self soothe. 

Under Emotional Regulation we’d see healthy development as having a range of 

emotions and not to get stuck on either the highly dysregulated end or the highly 

unresponsive end.  Healthy emotional regulation can be seen when a child or youth 

has the ability to find a place of balance between showing too much or too little 

emotion in response to a situation.   

b. Difficulty returning to a calm state- This item corresponds to the child’s ability to calm. 

It can be difficult to know how to rate emotionally flat and Avoidant kids, although 

most of the youth we have worked with have at least some extreme outbursts.   

c. Difficulty describing emotions and internal states- This item corresponds to the child’s 

emotional vocabulary and range. 

Depressed mood (sadness, low mood, lack of emotion, loss of pleasure, etc.) is a 

common trauma-related symptom. 

An underlying anger can be related to either trauma or attachment injury. 

d. Difficulty communicating needs- This item corresponds to the child’s ability to discuss 

the needs connected to their emotions. 

 

Domain 4: Attachment and Relationships 

For this domain our main interest is in the predominant pattern of either moving away from 

people or moving toward people.  This usually is closely related to the emotional “temperature” 

of the youth in that avoidant youth will usually feel “cooler” and more distant. Responding to the 

particular attachment need is almost always going to be a priority intervention – one of the 2 

“therapeutic bookends” along with decreasing arousal/stress. 

a. Avoidant/ Dismissive- This item corresponds to the child’s tendency to avoid relationships 

and social connection. 
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 We’ll want to ask about how the main caregiver’s attachment style meshes with 

the style of the youth.  For example, two avoiders can feel pretty comfortable with 

a lot of distance and separateness but this won’t be healing for the child.  Two 

relationship seekers may easily push each other’s buttons. 

 At the extreme of the continuum the Avoidant youth may seem somewhat 

sociopathic and/or autistic-like in that people are viewed as objects, and 

relationships appear to have little pleasure. 

 Guardedness can be misinterpreted as an Avoidant Style because the youth seems 

so careful at first and slow to open up, but we want to note what happens once 

they warm up and feel safer.  This gives us a better measure of attachment style. 

 Empathy and remorse is a developed trait or ability and is something that needs 

to be actively encouraged and taught.  Often the Avoidant youth will feel less 

empathic and can appear more sociopathic.  Empathy and care may develop first 

toward animals or young children.  We shouldn’t expect much expression of 

remorse when the child is highly aroused (fight or flight) or when they are in a 

shame-based response.  

 

Coaches’ notes: Attachment Styles and Caregivers 

 

We’ll want to ask about how the main caregiver’s attachment style meshes with the style of the youth.  

For example, two avoiders can feel pretty comfortable with a lot of distance and separateness but this 

won’t be healing for the child.  Two relationship seekers may easily push each other’s buttons.  

 

Coaches need to keep in mind the shared parenting model experienced by most Aboriginal children and 

youth. It is therefore important to be inclusive if there is more than one main caregiver. This requires 

openness to the likelihood of a child interacting with more than one caregiver’s attachment style.  

 

We may also want to remind the Care Team that all insecure attachment (both styles) indicates lot of 

anxiety about safety in relationships, and that the child will likely also experience anger toward primary 

attachment figures.   

 

b. Preoccupied/Reactive: This item corresponds to the child’s focus on relationships with 

others and their own need to deal with the possibility of attachment loss by getting close 

and hanging on.  These youth can be experienced as clingy, attention-seeking, or 

demanding.  They may be highly sensitive to any tendency of the caregiver to pull back.  

At the extreme of the continuum the Preoccupied/Reactive youth may appear to have 

borderline traits – extreme swings of push/pull or love/hate. 

c. Guardedness and Low Trust: This item corresponds to the child’s ability to trust others. 

d. Boundary Problems: This item corresponds to the child’s ability to establish and maintain 

personal boundaries. 

Boundaries can refer to the youth’s own boundaries or how they view someone else’s. 

We’re looking for any patterns of excessive rigidity or excessive laxness.  It can be related 
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to physical, emotional, social, or informational boundaries.  Poor social judgment could 

be included here and/or under peer relationships. 

e. Social Difficulty with Peers: This item corresponds to the child’s ability to establish 

relationships with peers and other children.  

The youth may prefer to be with younger children.  We don’t need to worry about why – 

for example “Are they looking for control, safety, or emotional connection?” – in order to 

make the rating for this item. Social/peer relationships are developed through fairly 

consistent steps over time. We want to get a sense of which social/peer situations they 

can handle and which they can’t yet handle. 

f. Ability to Show Empathy: This item corresponds to the child’s ability to perceive the needs 

of others and demonstrate empathic responses. Empathy may first begin to develop in 

relation to animals and younger children where there is no peer threat to the child. 

 

Domain 5: Identity Development   

For this domain our main interest is in trying to understand the youth’s spoken and unspoken 

sense of identity (“Who am I?”, and “Where do I fit in the world?”). For Aboriginal youth, this 

includes consideration of the youth’s identity in the sense of connectedness to his relations and 

knowledge of where he or she comes from. For youth who have been disconnected from their 

culture, a cultural plan must be included with goals for reconnecting the youth to their cultural 

practices and values as an important part of identity development. 

a. Self Esteem: This item corresponds to the child’s feeling and beliefs about their personal 

strengths and qualities. Healthy development includes a balanced sense of esteem – 

neither grandiose nor putting oneself down. 

 Can the child recognize and accept positives feedback and praise about their personal 

character and strengths? 

b. Self-efficacy and Mastery: This item corresponds to the child’s sense of personal 

accomplishment and mastery.  Can the child accept positives about their efforts and 

abilities? Does the child identify with and embrace their natural gifts and strengths in the 

context of their cultural practices? 

 Can the child view their accomplishments without excessive self-criticism?  Are they able 

to feel a healthy sense of pride? 

c. Shame-based identity and/or intense guilt: This item corresponds to the child’s belief that 

they are responsible for their maltreatment. Shame is often evident in children where we 

see extreme, irrational denial of problems or misbehaviour; rage when confronted on 

problem behaviour, anger which ends being directed at themselves (e.g. breaking their 

own toys or belongings, banging head, scratching arms, other self-harm). 

Refer to theory section for more detail. Consider the impact of intergenerational trauma 

and whether a child’s shame based identity is compounded by living with caregivers who 

have the same sense of identity and associated guilt? Is the child further affected by 

communal guilt and shame and what does this look like? 
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d. Cohesive Life story: includes past, present, and future: This item corresponds to the child’s 

ability to articulate an integrated life history. We’re looking for an indication that the child 

can answer the who, what, when, where, why, and how questions about their life story.  

It’s viewed as healthy development to be able to have some balance in perspective (past, 

present, and future).  Traumatized children often have distorted and incomplete views of 

the past, focus almost exclusively on the present, and have little ability to imagine a 

future.  

For children who have been affected by intergenerational trauma, consider historical 

aspects of the child’s life story which may be overlooked as not being a part of the child’s 

direct experiences. CCI coaches should seek guidance from community representatives, 

traditional knowledge keepers or story tellers (if available) who can contribute positive 

aspects of the child’s intergenerational history that will develop a more balanced life 

story.   

 A healthier life story likely includes both the difficult and positive moments without being 

overly black and white. 

e. Sense of Belonging: This item corresponds to the child’s belief that they belong within a 

broader group of people (e.g. family, community, culture, other groups). 

 Does the child have a sense of belonging in some larger group - that they are important, 

accepted, involved?  (E.g. I am Métis, I am a skateboarder.) We’d see it as a healthy step 

to experience belonging in various circles; however, feeling rejected or excluded would 

be a risk factor.  We might ask if a community member or family member may help to 

identify other places of belonging for a child. For example, belonging to a certain clan and 

what characteristics the child may have that show this belonging.  For Aboriginal youth it 

is crucial to get a sense of the youth’s connection with their community and cultural 

experiences, and to ask about the degree of cultural acceptance and pride.  For instance, 

what is the child’s knowledge of their language, ceremony, and history? 

f. Reactive attachment pattern: This item corresponds to the child’s behaviour of following 

experiences of relational closeness with actions which push the caregiver away. 

 

 What we’re getting at here is not simply the typical “push-pull” of a preoccupied/reactive 

style in which the experience of the caregiver is “now I want you now I don’t”.   For 

reactive attachment we’re particularly looking for a pattern of “sabotage” that feels like 

a deliberate attack on the caregiver, usually following a period of closeness. The message 

seems to be “I’ll hurt you and push you away because you are getting too close” and 

“You’ll find out how rotten I am and I’ll lose you anyway”.  Reactive Attachment (RAD) is 

usually closely tied with shame-based identity so we wouldn’t have RAD without shame, 

although shame doesn’t always lead to RAD. RAD can occur in either an avoidant or 

preoccupied attachment style.  
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Domain 6: Behavioural Regulation (How thinking helps to monitor and manage behaviour.) 

For this domain, our main interest is in understanding the child’s ability to rein-in or regulate 

their impulse to act. This is the ability to wait, reflect, plan and weigh consequences. These are 

generally higher order executive functions resident in the pre-frontal cortex. 

 

As the pre-frontal cortex is more developed and more integrated, signals from the pre-frontal 

region are sent to the amygdala to inhibit the tide of emotion.  The prefrontal cortex also provides 

the reflective executive functions which helps a child to inhibit their behavioural impulses. 

Another higher-order function which aids in behavioural control is language development (left 

hemisphere) which can help to modulate emotions (right hemisphere). 

 

Coaches’ note: We try to leave topics around behavioural regulation until later in the list because 

the Care Team may keep focusing here and seek a consequence-based solution. Caregivers are 

looking for behavioural strategies to have a ‘fix’ to what they often encounter. In CCI however, 

our focus is first on the neurological, biological, stress reactivity and relational security of the child. 

When these are addressed, behaviour naturally becomes more regulated. 

 

a. ADHD like: Impulsive or Inattentive/Distractible: This item corresponds to the child’s level 

of ADHD-type symptoms.  A previous ADHD diagnosis might already exist but is not 

required. 

b. Oppositional, Aggressive, or Destructive: This item corresponds to the degree the child 

seems angry, hostile, aggressive in response to those around them. 

c. Weak Executive Function: This item corresponds to the ability to use higher order 

cognitive functions to resist impulses, keep emotion under control, delay gratification and 

sustain motivation for things that don’t provide immediate interest.  

d. Constant Struggle for Control: This item corresponds to the experience of the caregiver 

that there is a strong need for the child to be in control of everything – decisions, 

information, choices, etc.  There is often an initial refusal to cooperate with others and to 

have to be in charge. A struggle for control may arise for many reasons and is typical with 

abused kids – it can have a specific function related to emotion or stress or safety or habit.  

We include it here because of the obvious behavioural challenge that regularly arises for 

caregivers and adults around this.  This pattern can be exhausting and discouraging for 

caregivers and is a particular target for negative attributions – e.g. “He’s such a control 

freak”,   “She’s a manipulator -- working everyone all the time to get what she wants.” 

 

Domain 7: Cognitive & Language Development 

For this domain, our main interest is in understanding how maltreatment has limited the 

development of the child’s cognitive, language and memory abilities.  These higher order 

functions of the cortex help the child to make sense of immediate sensory input as well as 

previous life experience.  Higher cognitive functions are often dependent on the integration of 

lower brain systems. 
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It is not uncommon for abused and traumatized children to lag behind in language and other 

cognitive development.  One reason is often that the lower brain regions involved in keeping 

them safe and preparing for fight or flight are often responding to non-verbal stimulation such 

as tone of voice, posture, facial expression and not to the actual words being spoken. Ratings in 

this section by the Care Team can be integrated with any formal psycho-educational testing if 

those are available. 

 

a. Expressive/ Receptive Language- This item corresponds to the child’s ability to 

understand instructions and communicate effectively. Use the idea of learning a foreign 

language or hearing under water or in a loud environment to illustrate the challenge and 

frustration with not understanding.   

 

Coaches’ notes: We often need to stress that language reception is often much poorer than what 

adults often pick up; this also goes for language processing – because we get signs that they are 

understanding and fill in the gaps for them. Careful attention to the youth’s expressive language 

might reveal a narrow vocabulary, flat and ill-defined ideas.  Black and white thinking may also 

suggest expressive and receptive language challenges. 

 

Language abilities can be used to help moderate the power of emotion. 

 

b. Executive Functioning challenges: This item corresponds to the child’s ability to organize 

their thinking, use memory, and learn from experience. 

Executive Functions in this section relate to the ability of the pre-frontal cortex to manage, 

organize, plan, remember, problem-solve, and synthesize. 

c. Concrete/Rigid/Black and White thinking: This item corresponds to the child’s 

development in moving from concrete to abstract thinking. Note that flexibility in thinking 

typically occurs in a developmental sequence and that even in typical children it is often 

age-dependent.  When development is compromised by trauma and by high levels of 

anxiety we often see that rigidity characterizes the child’s thinking and that flexibility is 

much delayed.   

d. Difficulty Processing Information: This item corresponds to the child’s inability to absorb, 

process, and think through information. 

Delays in this area might show up in slow responses, getting easily overwhelmed with 

input, or responding in ways that don’t seem to make sense. 

e. Problem-solving: This item corresponds to the child’s ability to apply flexible thinking, 

creativity, and processing of alternatives to respond when stuck.  Problem-solving is a life 

skill.  Kids who can problem-solve do not as easily get overwhelmed with negative 

emotion.   

  When rating problem-solving we must keep in mind the child’s actual and 

 developmental ages.  Problem-solving is a relatively advanced cognitive skill.  It does not 

 have to be language-based.  Some children will show good problem solving with visual 

 spatial reasoning or other logic which is not necessarily verbal.   
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Problem-solving, and use of imagination to create alternatives, can be a foundational 

 point in identity development and self-esteem.  We’d like to increase the problem-

 solving and creativity and imagination of kids. 

 

d. Forming an Intervention Plan   

In the Assessment Step of the Working Stage we created a trauma and developmentally-informed 

profile of the child by gathering the observations, opinions, and ratings of Care Team members 

along the 7 Developmental Domains. The Intervention Planning Step now takes that child-specific 

Functional Developmental Profile and creates a comprehensive plan of intervention for that child. 

Based on information, the case is conceptualized and interventions are planned. 

Gathering the Cultural Story and Developing a Cultural Plan  

For Aboriginal children and youth, an additional layer in these unique traumatic experiences is 

likely to include a loss of connection to their culture. This may be due to physical and emotional 

displacement of being removed from their home community, and/or the loss of culture due to 

the intergenerational history of trauma and associated loss of spiritual, emotional, mental and 

physical connection to kin and all relations. 

When working with an Aboriginal child or youth it is the responsibility of the Care Team to gather 

the child’s cultural story – although the Guardianship worker has the primary responsibility. CCI 

coaches will support the team in making a plan to gather this information and then to share it in 

conversation with the youth. Healthy cultural identity development is a crucial piece in any 

intervention plan.  Ask your team’s Aboriginal representative to help devise a plan to gather this 

information. 

We recognize that each youth will come from a unique place in knowing and embracing their 

own story.  Some will know a lot of detail about their cultural backgrounds and some will not.  

We want to be careful about asking the youth directly about their story because it might feel 

shaming to not be able to put the pieces together.  Instead, the team will make a plan to research 

the child’s cultural story and offer it to the youth (this may take time – be persistent!).  The 

“Gathering the Cultural Story” document (Appendix A) offers some sample questions to get the 

team started and to raise their awareness of the different elements of the cultural story. 

The Care Team will also develop a cultural plan as part of the broader Intervention Planning step. 

This is done in conjunction with the child, the child’s family or community members, and with 

the guidance of Aboriginal members of the Care Team. Research into healthy cultural identity 

development by Phinney (c.f., 1992) and others seems to indicate that healthy cultural identity 

development consists of two factors: (1) Ethnic identity search (a developmental and cognitive 

component); and (2) Affirmation, belonging, and commitment (an affective component). In the 

CCI Cultural Plan we will address and track each of these components. The Cultural Plan will 

include details about: (a) Enhancing Connection to the home community; (b) Increasing Cultural 

Knowledge; and (c) Creating opportunities for Cultural Practices.  The Cultural Plan will be 

reviewed monthly as part of the Intervention Plan.  The Cultural Plan document (Appendix A) 
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includes details for each of these goals.  It also includes a section for a narrative summary of what 

is observed in the youth regarding changes in cultural identity. 

Case Conceptualization  

During the Case Conceptualization step, individual cases are processed based on information 

provided in the CCI referral form, file review, conversations with caregivers, as well as the 

Functional Developmental Assessment process. Most of the Care Team members do not have a 

full picture of the child’s history or current presentation. Rather, they understand the child from 

the particular setting in which they see them and in the particular relationship that they have 

together. The case conceptualization step allows the Care Team to have a more robust view of 

the child’s history and life-context, and to begin to get to the ‘why’ behind some of the child’s 

behaviours. 

It is also important for the Care Team to also consider the background of the child’s home 

community and how this helps to explain the child’s behaviour. If a child is experiencing life in an 

environment that has continuous collective stressful experiences, how might some of his or her 

behaviours make sense? 

During the conceptualization stage CCI Coaches conceptualize the primary reasons behind the 

child’s behaviour patterns and use that to inform the development of an Intervention Plan 

(Appendix A).  The conceptualization is a brief (1-2 paragraphs) description of the child informed 

by all of the available information.  The conceptualization process has a number of goals: 

1. Make note of connections between the child’s history and their current presentation 

2. Make simple sense out of a lot of complex case information 

3. Create a jargon and diagnosis-free description of the child 

4. Help to stimulate empathy for the child 

5. Use the CCI trauma theory to explain the child’s presentation and to identify key areas 

necessary in an Intervention Plan 

6. Attempt to find a metaphor or picture which will help the Care Team to hold a complex 

trauma perspective about the child 

This (draft) Conceptualization is shared with the Care Team for their feedback and input.  The 

goal is to find a way of describing the child’s story in a way that the Care Team says – “Yes, that 

seems to capture him (or her)”. The conceptualization should begin to answer the “why does he 

do that” questions. There can obviously be different reasons for certain behaviour.  For example, 

one youth refused to wear a life vest and became extremely aggressive as the situation 

progressed. The Care Team is encouraged to think about the possible triggers in the situation – 

feeling fearful, feeling embarrassed, not liking the feeling of being constricted, or simply reacting 

negatively to the demands of an adult.   

The conceptualization begins to point the Care Team’s attention to the core needs of the child – 

perhaps for a quieter stress response system, for emotional literacy to help them increase their 

sense of control over emotions, or help in overcoming a shame-based identity. Conceptualizing 

the “why” of behavioural and emotional patterns helps to inform the intervention planning step. 
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As the Care Team thinks about primary reasons behind the child’s behaviour, this is an 

opportunity for adults who work with the child, to develop an analogy or descriptive metaphor 

that helps the rest of the team to be reminded of the snapshot of the child. For example, a child 

who has been so maltreated he/she no longer reacts to perceived threats but ‘freezes’ waiting 

for the next round of maltreatment, may be described as being ‘like a little bird with a wounded 

wing, who stops moving and keeps still, waiting for the other wing to be broken’. This type of 

verbal picture seems to resonate more within Care Teams and Aboriginal communities than a 

formal diagnostic assessment. 

Intervention Planning Step  

The Intervention Planning Step uses these observations and CCI Case Conceptualization as the 

launching point toward a collaborative, multidisciplinary and system-wide intervention plan for 

the child or youth.  Interventions will not only be informed by the child’s developmental stage 

but also by assessing what is a good fit for individual children and their families. These 

interventions may be based on a Western or an Aboriginal worldview and may also include a 

combination of both as some interventions overlap across cultures. It is important to work closely 

with the care team members and designated knowledge keepers where available, to determine 

how a family self-identifies, what their connection to there is culture and what interventions are 

culturally meaningful based on geographic location and identified values and beliefs.  

CCI coaches should walk alongside families in order to introduce the intervention strategies in an 

effective way while honouring Aboriginal parenting perspectives. It is important to remember 

the concept of children being born with strengths or gifts that need encouragement and 

nurturing. For some caregivers, children are given more choice in directing their path similar to 

child-led methods of play. This may be done in a balanced way where caregivers primarily guide 

the child while still allowing room for personal growth and exploration. However, this may also 

be the result of caregivers overcompensating due to feelings of guilt that their parenting is not 

good enough. Caregivers who experienced harsh, neglectful, and/or controlling treatment 

themselves as children may also be too permissive with their child or youth. This may be due to 

attempts to parent in a way that is the opposite of their own negative experience. CCI coaches 

should be aware of these different possibilities and work to support caregivers in finding a 

balanced approach to parenting. (Additional support for Aboriginal caregivers may be found 

through the Bringing Tradition Home program). This will make it easier for caregivers to use the 

adult-guided, specific, and deliberate CCI strategies in a way that will be most helpful for both 

the child and caregivers.  When working with Aboriginal youth, CCI coaches will work in 

consultation with the designated knowledge keepers and/ or DAA workers to ensure that a 

cultural engagement and enrichment plan is included in the intervention plan.  

The Care Team will know that their efforts are linked to the science behind complex trauma 

research, and are specifically designed with the developmental needs of that particular child in 

mind.  The hope is that this will help to create a more coordinated team of adults which makes 

decisions based on a strong theoretical perspective as well as honouring traditional knowledge 

where applicable. Common perspectives and language will help to decrease the tendency for the 

Care Team to be reactive in the face of difficult situations with the child or his/her behaviour.  For 
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their part, the child should experience a more unified and predictable response from adults 

around them.  These structures maximize the opportunity for the child to mature in areas where 

they lag, while also giving caregivers an opportunity to recreate structure in their own lives and 

heal. 

The Intervention Planning Step has several main purposes. They are to: 

1. Develop a plan with clear priority interventions based on the FDA and FDA Profile Graph 

and the working case conceptualization. 

2. Begin to gather the child’s cultural story and develop a cultural plan. 

3. Develop a Care Team perspective that is sensitive to the developmental age and maturity 

of the child, as well as the need for a strong, positive cultural connection and identity. 

4. Communicate that the goal is long-term growth and that this will take time and 

appropriate developmental opportunities; therefore we will stay the course. 

5. Develop and monitor a comprehensive intervention plan which addresses as many of the 

developmental challenges as possible.  Our experience with CCI is that if we do “good 

enough” on enough of these intervention goals at the same time we should see growth 

in the youth. 

 

CCI recognizes that certain interventions are appropriate for different levels of developmental 

maturity.  The interventions are usually laid out in a developmental “hierarchy” as we attempt to 

create the next necessary developmental opportunity for the child.  Often, interventions have a 

number of purposes and meet developmental goals across a number of domains.  Our experience 

is that we are most effective when our interventions are mutually-supporting, and when we are 

providing “good-enough” interventions across key categories at the same time. 

A foundational principle within CCI is to target the overall care and intervention to the emotional 

age of the child because this represents the developmental stage at which they’ve gotten “stuck” 

and the point from which growth needs to happen. 

Coaches’ Note: Comprehensive approach.  

While we will provide intervention strategies designed to meet the child’s needs across the 7 trauma-

related domains we recognize that these domains do not function independently. There will be times 

when interventions targeting one domain will not be effective because of something which is having an 

effect on another area.  For instance, we can apply many examples of patterned, repetitive, and 

rhythmic stimulation, but if the child is still being actively reminded of previous trauma during 

unsupervised or unsafe family visits, then the child’s overall state will remain anxious and hyper-

aroused.  Decreasing stress without providing enough empathy and emotional connection may be 

likewise ineffective.  
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Coaches’ Note: The Therapeutic bookends 

The two main therapeutic bookends for traumatized kids are:  

1. Decreasing arousal, anxiety and stress; and 

2. Meeting the child’s specific attachment needs. 

Our plan must address both or we will not be successful. 

e. Miscellaneous Issues   

a. Consequences 

Many Care Team members will want to default to a consequence-based approach, and lean 

toward a behaviour plan as a first line action.  This misses the point of CCI. Interventions and 

strategies that address the developmental lags are the first line of approach as they address the 

underlying cause of behaviour. Change may take more time, but will be effective because it is 

addressing the root issues. These changes serve as the building blocks for future success.   

When the CCI Assessment and Intervention Plan indicates that the child (and/or the care 

providers) would benefit from some clear consequences, the Care Team will discuss how to 

implement these consequences.  A consequence-based approach is never the main intervention.  

However, once the priority issues of hyperarousal and attachment are being addressed, some 

systematic way of attending to particular behaviour might be useful. Generally, the emphasis will 

be on recognizing positive steps toward a goal, and when necessary, using natural consequences 

and/or “short & sharp” negative consequences for serious behavioural concerns. 

b. Medication 

Most youth who express behavioural challenges will have been on, or currently are prescribed 

an assortment of medications to try to help with the behavioural challenges.  In essence, the 

medications are targeting a particular combination of symptoms often related to inhibition of 

impulses or emotional outbursts, or hoping to improve behavioural control and reduce the risk 

of aggression.  Medication may be necessary and helpful for some of our youth.   

At the same time, it is concerning that medications are changing the neurochemistry of a 

developing brain, without perhaps being clear about the underlying cause of why the child is 

exhibiting these problematic behaviours.  There is risk that the brain recognizes an influx of a 

certain neurotransmitter and says, in essence, “I don’t have to bother trying to make that”.  

Below is a list of medications typically prescribed to maltreated children. Interventions and 

strategies within the Intervention Planning Step are designed to work alongside of prescribed 

medication, although it is a goal to decrease a reliance on medication as the child matures.  
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Anti-
Psychotic 

ADHD SSRI Anti-Anxiety Anti-
depressant 

Mood 
Stabilizer 

Sleep 
Support 

□ Respiridone        □ Ritalin               □ Celexa               □ Clomiprimine □ Trazadone □ Epival □ Clonidine            

□ Olanzipine       □ Concerta          □ Zoloft               □ Clonazepam □ Clomiprimine □ Lithium □  Trazadone       

□ Seroquel          □ Dexedrine       □ Prozac              □  Lorazepam      □  __________      □ Divalproex  □  Seroquel       

□ Abilify              □ Strattera           □ Paxil                  □  __________       □  __________       □  _____      □  ________ 

□  _________     □ Biphentin           □ Luvox        □  __________       □  __________       □  _____      □  ________ 

□  _________    □  Adderall      □  Ciprolex      □  __________      □  __________      □  _____     □  ________ 

□  _________      □  Vyvance       □  ________       □  ___________ □  __________      □  _____     □  ________ 

 

Of these medications, the ones that we are most keen to discontinue are the anti-psychotics 

which are usually prescribed to try to reduce explosive behaviour and high intensity emotions.  

There are often secondary side effects which can be quite detrimental, such as weight gain.  

There is some research evidence that antipsychotics are “toxic” to brain development (Olfson et 

al., 2010), although the bigger problem is that these is little research looking at long term effects 

of these medications.  Additionally, Respiridone and others can lead to metabolic changes and 

diabetic reactions, particularly in Aboriginal children and others with higher risk levels for 

diabetes.   It is our experience that a reduction in hyperarousal usually leads to a decrease in 

explosive behaviour, which allows us to suggest decreasing these medications.  In certain cases 

antipsychotics seem to add to the problems of tics and muscular spasms. 

Coaches’ Note:  Developmental Age 

As we move to consideration of specific intervention strategies across the domains, keep in mind that this 

is a developmental approach.  We start with the level of development or maturity that the child is showing 

us and try to provide the environment and appropriate developmental experiences which will nurture 

growth from that point.  So we talk about meeting the developmental age or developmental need of the 

child in each area.  To help with this, the Interventions for each domain are generally listed in a hierarchical 

manner such that the first interventions are geared toward children with a higher need in that area (FDA 

ratings of 1-2), and are relatively simple in effect.  Interventions listed further down depend upon a greater 

level of functional maturity and tend to involve more complex neurological systems or functions. 

c. Videogames and Electronics 

It has been our experience that we can’t rely on caregiver judgment when it comes to either the 

amount of electronics in a daily routine, or the type of content that is appropriate.  Most 

caregivers and agency staff compare what they are offering the youth with what seems to be 

typical for kids these days.  Our approach maintains that the developmental lags evidenced by 

maltreated children call for a dramatically different approach.  CCI Coach’s should regularly 

monitor the electronic diet of children.  Time is crucial, and these children need steady exposure 

to developmentally appropriate activities to improve their functional abilities.  When allowed, 

videogames, computer software, and video/TV content should be aimed at the developmental 
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age, not the chronological age.  Many of our children are highly anxious.  Exposure to scary, 

violent, sexualized, and “adult” themes continue their sense that the world is a scary place and 

keep their survival brains activated much more than we might expect.  Exposure to this content 

may also induce trauma memory associations.  Fast paced video games do not build the reflective 

skills necessary for problem-solving and self-control. 

d. Social Media, Internet Chat, Cell phones, etc. 

We are all aware of the hazards facing children and teens in the word of social media.  We 

attempt to hold a balance of (1) protecting the child from social and family pressures which would 

be stressful and damaging, with (2) encouraging appropriate social contact with friends and 

family.  In general, the rule should be that we restrict or eliminate social media and move forward 

in that realm with as much caution and adult supervision as possible.  There is no reason that a 

child or youth with a trauma history automatically has a right to a laptop or cell phone, and no 

reason that either should have photo capability – there are simply too many dangers and inability 

to monitor for safety.  Correspondingly, there is no automatic right to internet access, laptops, 

etc., when the perils are clear. 

CCI Coach Action Steps: Getting Started - During the Intervention Planning process, the Coach will take 

the Care Team through several steps to arrive at interventions that are suitable for the child’s specific 

needs. These interventions are the framework for change and will be reviewed as necessary in the months 

to come. The steps, in general are to:  

1. Use the CCI Functional Developmental Assessment (FDA) Questions to obtain FDA ratings, CCI 

Functional Developmental Assessment (FDA) Profile Graph, and CCI Case Conceptualization and 

Intervention Plan (Appendix A) to decide on priority areas for intervention.  The Coach’s will 

prepare and present an intervention plan which: 

 (a) Describes the principles involved (e.g. “We have to decrease Billy’s hyperarousal”) 

 (b) Presents some ideas for how this can be done. In addition, since there will likely be quite a 

variety of necessary activities, it is important to have a clear answer to the question  

 (c) “What does the Care Team have to do immediately?”  

2.  It may help to develop a simple team “mantra” that is used to evaluate all potential decisions on 

a case.  For example, one Care Team used the ideas of “Safe, Calm, and Connected” to remind 

themselves of the priority principles with one youth.   

3. Use Appendix B for suggestions to indicate and select appropriate strategies.  (Note - We will list 

the individual interventions here and give a more detailed description in Appendix B)  It’s 

important to emphasize that this is not simply a list of possible activities – many of these 

interventions will be stressed as required additions for how to relate to the child and structure 

their day. 

4. Complete the CCI Case Conceptualization and Intervention Plan (CCIP) and present to the Care 

Team for discussion and fine-tuning.  Once finalized, this document will be the given to the Care 

Team members and the foster parents/caregivers as a formal assessment and intervention plan. 

The document gives a conceptualization for the intervention plan based on the observed effects 

of trauma on the child.  When communicating with the Care Team make sure to make regular 



  91 
 
CCI Manual – March 2016 
 

reference to the CCI FDA Profile Graph as a visual cue. This ties the intervention to the underlying 

need of the child, and the theory behind CCI.  

  As mentioned, you will be sharing the principles behind the intervention and some suggestions 

for specific strategies.  It is important to get feedback from the Care Team on what strategies will 

likely be effective with this particular child and to try to tie suggested interventions into the child’s 

likes and dislikes. At the same time we’ve often found that there is a fair bit or trial and error and 

that some interventions which seemed an unlikely fit have had immediate results.  Others which 

seem like a good fit do not work for one reason or another.   

5.  Introduce Gathering the Cultural Story to the Care Team and make plans to gather the necessary 

information and to present this to the youth when ready.  Use the CCI Cultural Plan document to 

keep track of the steps that the Care Team agrees to take to enhance the youth’s cultural 

connection and knowledge. 

6. Tracking and Support.  CCI Coach’s will use the CCI Functional Developmental Assessment (FDA) 

and the Case Conceptualization and Intervention Plan to track progress by using it to structure all 

Care Team meetings.  The Introductory question at every Care Team Meeting should be “How 

are We Doing on Our Priority Goals?” This is the headline agenda at every meeting and keeps 

the focus on the developmental and therapeutic needs of the child.  This helps to keep the Care 

Team from losing focus and becoming reactive about the issue of the week. Other agenda items 

will be added for discussion following the review of the progress on the Intervention Plan.  The 

Care Team will review and re-do their developmental ratings every 6 months. The monthly Care 

Team Meeting is only one aspect of the Coach’s role.  The Coach should be meeting weekly or as 

needed with the primary caregivers to reinforce the theory, monitor interventions, and 

brainstorm solutions. 
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3.3 INTERVENTIONS BASED ON INDIVIDUAL DOMAINS   

The CCI program bases all of its interventions and strategies on the underlying 

developmental issues that the child presents. As such, interventions that 

pertain to each of the 7 complex trauma domains are listed under their specific 

domain. Brief descriptions of the types of interventions which might be 

utilized can be found in Appendix B arranged by the 7 domains. 

Domain 1: Neurological & Biological Maturity 

The intervention strategies in this domain are designed primarily to 

accomplish two goals related to the development of neurological and 

biological systems.  These goals can be summed up as increasing both the 

specificity and the organization/integration of the child’s neural networks.  

Interventions are targeted in recognition of the hierarchical manner in which 

brain functions develop (see for example Bruce Perry, 2006, 2009).   The 

intention is to initially target the most disorganized and ineffective brain and 

body systems by addressing the specific Functional Developmental needs 

identified for this particular child.   

One key idea is to provide patterned, repetitive, rhythmic stimulation (c.f. 

Perry, 2006) through the seven sensory channels.  Another important idea is 

that calming sensory experiences are an important precursor to the child’s 

ability to reach a place of felt security (Purvis & Cross, 2007). The possible 

strategies in the lists provided below and in Appendix B are generally 

organized in a hierarchical or developmental order.  In general, the 

interventions initially target lower brain regions and then move to more 

complex functions as we move down through the list.  For example, children 

who have been determined to have highly dysregulated neurobiological 

systems originating during pregnancy or very early trauma may be good 

candidates for swaddling or weight blankets or the use of a heart beat 

generator.  Children with more organized and better developed 

neurobiological systems may receive interventions from further down the list 

(thus targeting regions higher up in the brain). In general, interventions that 

provide patterned, repetitive, and rhythmic stimulation (Perry, 2006) tend to 

represent both a Western and an indigenous perspective. Examples of this are 

drumming and massage which are used across different cultures in varying forms.  However, in 

our work with Aboriginal children it is important to seek guidance on using interventions that 

include traditional ways that are meaningful for the child and family’s identified way of being 

within their culture. While taking into account regional variations, some examples of this may be 

the use of song that is accompanied by rhythmic clapping movements or participation in a 

drumming group to calm and regulate the brain, and beading or berry picking to support 

development of fine motor skills. Many interventions will overlap across domains and serve more 

than one function. For example, healing circles that are meetings held to heal spiritual, emotional 

 

Captive Audience:  

The child’s hours of 

sleeping are an ideal 

place to introduce 

patterned, repetitive, 

rhythmic stimulation.  

We’ve used heart beats, 

waves, wind or rain 

sounds effects to both 

take away external 

noise and sooth the 

brain. 

 

If this also has the 

effects of helping the 

hyperaroused child 
experience a deeper and 

more restful sleep then 

this is an additional 

benefit as everyone 

knows that the quality 

of sleep affects mood, 

emotion, and behaviour. 
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and physical wounds would be helping the child and family to restore balance in the neurological 

and biological immaturity domain, in the over reactive stress response system domain and in the 

emotional regulation domains as well. Coaches should work closely with indigenous knowledge 

carriers to identify those interventions as they relate to the different domains. 

In general, we have found it very effective to explain the principles to the Care Team, give a few 

examples, and then to help them to brainstorm possible strategies.  With younger children the 

interventions may be somewhat easier to implement because they can be worked into the child’s 

routine and the caregiver’s approach.  With older children and youth we often have to be creative 

to find interventions that they will enjoy and that don’t feel too juvenile.  We’ve found that 

electronic game systems can offer a number of options which help to meet our need for rhythmic 

sound and movement input while being attractive for the youth.  For example, such as games like 

Dance, Dance Revolution and Rock Band (particularly drumming), as well as many of the balance 

and yoga activities in Wii Fit offer good alternatives.  It often helps that these activities are fun 

and that the caregiver can join in. 

 Case Examples:  One foster mother describes in extremely moving terms how foot massage 

seemed to immediately “unlock” the language centers in the brain of a highly traumatized eight 

your old who would go for months without seeming to know how to talk. 

Some homes have found that children exposed to prenatal trauma and whose neurological 

systems are quite disorganized can benefit from tight swaddling and a heartbeat sound generator 

through the night.  One boy, who had never slept more than 2 hours without fully waking, began 

to sleep through the night and his day took on a night/day cycle which had been lacking. 

 

Interventions here are loosely organized under headings of Touch, Sound, and Movement 

although there is lots of overlap on the brain systems which are stimulated and involved by each 

intervention.  All interventions are enhanced when they are done in a relational or interactive 

way.   

 

Table 1. Intervention Examples by Sensory Category 

Touch Sound Movement 

Swaddling Sound generator Rocking 

Weighted blankets White noise Swinging  

Tight Tuck-in Calm music Bouncing 

Hand/Foot massage Drumming Bilateral Rhythm 

Deep pressure  Dance 

Domain 2: Over-reactive Stress Response  

As one of the therapeutic bookends, the overall stress/arousal/anxiety level of the child is often 

the priority target for intervention.  If we don’t address this heightened arousal, then other 
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efforts will often prove to be fruitless – as may have often been the case in working with the child 

up to this point.  

 

Our CCI approach places the responsibility for reducing stress and hyperarousal on the adults 

around the child.  This is accomplished by creating predictable routines and daily/weekly 

structures, by reducing and carefully planning for stressful situations such as family visits, school, 

or peer interaction, and reducing changes and upheaval.  Once these things have been done, 

then the team can add intervention strategies from the list below. For Aboriginal children and 

youth, the inclusion of traditional intervention strategies that connect them to the outdoors and 

to traditional ways is important. Some examples of traditional stress reducing strategies are 

smudging, beading, being taken to the river for a spiritual bath, or simply to sit by the river and 

listen to the soothing sound of the water, enhancing a connection to the land.  

 

There is often a high degree of overlap between these strategies and the sensory ones we are 

using to help with neurological and biological regulation and integration.  This idea makes sense 

because our targets here are the lower brain regions involved in the “Survival Brain”.  We’re 

wanting to “re-set the child’s thermostat” or “re-set them further down the arousal continuum” 

(see Perry and NMT).   Some of the strategies try to (a) reduce unnecessary stimulation (such as 

calm music, white noise or ear plugs), others to (b) introduce strategies the child can learn to 

calm themselves, and others (c) that the adults can initiate such as de-escalation strategies or 

Collaborative Problem-Solving (Greene, 1999). 

Table 2. Stress Reduction Strategies 
Reducing Stimulation Child-initiated/ Child learned Adult-initiated 

Calm music Relaxation/Mindfulness Physical exercise 
White noise 
Going to the water 

Self-calming skills (varies based 
on the child’s development) 

De-escalation techniques: e.g. 
      Empathy 
      Distraction 
      Taking a break 
Smudging 
Spiritual bathing 

 Calming box items Collaborative Problem Solving 

 

Coaches’ Note: Paddling madly 

It is important to communicate to the Care Team that the traumatized child’s level of stress or arousal is 

almost always much higher than what is evident on the surface.  You might want to use the metaphor 

of a duck in fast current which looks calm on the outside but underneath is madly paddling.  These children 

live in an unsettled and anxious state.  They will feel stress more acutely and take much longer to regain 

their equilibrium following stressful events.  These difference are “hard-wired” in the involved brain 

regions but can be changed over time. 

 

Case examples: One staffed home found that daily strenuous exercise (e.g. swimming) followed 

by a dip in the hot tub dramatically reduced the number of aggressive critical incidents.   
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Another home created a tent over the child’s bed to reduce distractions and create a sense of 

safety and coziness to aid getting to sleep. 

 

A 12 year old boy would do lots of damage to his residence when he became escalated.  A calming 

box filled with various items was created and offered to him when he was upset (e.g. balloons, 

playdoh, blowing bubbles).  The boy would soon become distracted by the item and be able to 

calm himself down without becoming as destructive. 

 

Domain 3: Emotional Regulation  

Children with poorly developed emotional regulation systems often experience a “flood” of 

distressing emotion and are (as yet) unable to use the support of other people or other brain 

systems to help to cope.  There are a variety of ways to talk about the lags that we see in some 

youth, and we may hear terms such as dysregulation, mood swings, or poor distress tolerance.  

Our goal is to organize the adults in the child’s life to respond in an emotionally responsive but 

calm manner.  This will usually require a great deal of sensitivity and patience on the part of 

caregivers, and likely some specific training in empathy skills.  The child will gradually use the 

presence of the calm and attuned adult as an anchor in their emotional storm.  Dan Hughes’ 

PLACE model (Hughes, 2006) (see Appendix C) gives a very good place to start in discussing 

caregiver attitudes and desired responses – this will help with attachment, and shame-based 

behaviour as well as emotional regulation.  

 

Beyond this relational support we will work to engage other brain systems which will help to 

contain the emotional flood.  Roughly speaking, emotions arise in the right hemisphere.  The 

development of language skills in the left hemisphere, and analytical skills on the frontal cortex, 

will gradually increase the child’s ability to regulate or contain the emotion.  A child who can 

better understand what they are feeling (and perhaps why), describe their experience, and 

experiences emotional support with those troubling emotions, will develop emotion regulation.  

An ability to compare experiences and to apply some analysis (such as with CBT) will add to this 

skill.  For this reason we highlight interventions which increase the child’s emotional “literacy” 

and use feelings charts, regular discussion of emotion, and playful games about feelings to 

increase the child’s awareness and left hemisphere development. 

 

 

Coaches’ note:  Scaling of Interventions. 

The child’s functional developmental profile helps to determine the amount of responsibility that we give 

to the adults, versus how much we expect from the child themselves.  Children who are hyperaroused will 

likely show little emotional regulation ability.  Once they begin to feel safe and calmer they may be 

candidates for other approaches from this intervention list. However, their language ability and abstract 

reasoning ability will have to be considered in “scaling” the intervention to their developmental level.  

Cognitive Behavioural Therapy and Dialectical Behaviour Therapy skills such as teaching Mindfulness and 

Acceptance might be quite appropriate, but probably not until the youth is responding closer to their 

chronological age. 
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Traumatic experiences often leave their mark on the child’s mood.  Many traumatized children 

experience a chronic depressed mood which is based on fear, helplessness, internalized anger 

and rage, or negative views of themselves, others, and the world in general.  There are a number 

of ways to help change this pattern, beginning with relational support and emotional literacy.  

Some of these children might benefit from individual and/or group counselling once these 

primary supports are in place.  Other helpful techniques are provided by the Broaden and Build 

theory (Fredrickson, 2001) which engages caregivers in combating negative mood through an 

active recognition of strengths and expression of positive feedback.   

Table 3. Emotional Regulation and Mood Strategies 
Emotional Regulation & Mood Strategies 

Interest and Curiosity 
Emotional Dialogue 
Feeling Chart 
Emotional Literacy 
Reflecting Feeling/ Empathy 
Sweat lodge 
Drumming circles 
Healing circles 

 

 Broaden and Build: 

    What was good 

      10 best things 

    This or that 

   Toot your own horn 

 

Case examples: Some homes use a structured way of helping the children to reflect on the 

positives such as a daily question around the dinner table or at bed time such as “What was your 

favorite thing from today?” or “What was the most enjoyable feeling you had today?” Another 

home has a Feelings chart by the front door and every time the caregiver and child pass the chart 

they must each stop and indicate how they are feeling at that moment by moving a magnet 

around the chart to different expressions. 

 

Domain 4: Attachment and Relationships        

Earlier in the manual we have referred to a number of other principles around attachment and 

relationship which you should refer to prior to developing an intervention plan and then as 

needed: 

 Protect the child from disorganizing/re-traumatizing experiences 

 Limit the re-enactment of habitual relational patterns 

 Talking children through the relationship experience 

 Enhance the circle of relationships 

Caregivers as Primary Attachment Figures.  It might seem obvious that caregivers (and 

particularly foster parents) are primary replacement attachment figures in the child’s life, 

however, this is not always clear to the caregiver.  It also might mean different things to different 

caregivers.  The success of our intervention is dependent to a high degree on the formation of a 

secure attachment relationship with at least one adult.  We are attempting to create a secure 

attachment experience which will be healing and transformative in how the child or youth views 

themselves, others, and the world.  As such, this is not something that we leave to chance or to 



  98 
 
CCI Manual – March 2016 
 

the intuitive approach of a particular caregiver.  We will be attempting to engage the caregivers 

in a very deliberate analysis of the child’s needs and their own attachment style and comfort 

zone.  

A foundational set of essential caregiver attitudes to help children with insecure attachment is 

offered in Dan Hughes’ PLACE model (Appendix C) which is well described in his book Building 

the Bonds of Attachment.  The book helps to present the picture of caregivers who are serving 

as a guide to the child in healing their woundedness around attachment and shame.  Ideally, 

foster parents and caregivers are able to be active guides, not just providing a healthier 

attachment experience, but also helping to talk the child through the process – using language 

and pictures to tie the loose ends of the child’s life experiences together.  Many of the named 

strategies in this section are attempting to engage the Caregivers in this role as active guide. 

Coaches’ note: Reflective Caregiving 

It is important to work with the caregivers about their own attachment style and their responses to the 

youth’s style.  We want to encourage a kind of reflective and open dialogue about their experiences in 

trying to provide care for this child.    The message is that we know that caring for a traumatized child will 

be difficult and that it will trigger responses in caregivers based on their own histories – this is to be 

expected and is normal. 

Attachment Style. As previously discussed, it is common to see children with attachment issues 

develop an unhealthy attachment style in which they regularly move either away from people 

(avoidant) or move towards people (preoccupied/resistant).  Our goal is to help to provide them 

with experiences which will move them more toward the middle of the continuum – toward a 

less insecure stance toward attachment figures. 

Avoidant youth are usually more emotionally shutdown and their message to the world is “I 

don’t need you” or “I’ll make it on my own”. In essence, they have given up on relationships as 

they have experienced people as disinterested, emotionally distant, and rejecting.  It is the job of 

caregivers to “collect and engage” these youth.  In a sense, we want the caregivers to “take these 

youth along with them through the day” as they might a much younger child.  Often, if given a 

choice, avoidant children will decline any offers of involvement.  The caregiver’s stance is to not 

take no for an answer, but rather to press in, to be interested and curious, and to not allow 

themselves to be rebuffed by the youth’s apparent lack of interest or responsiveness.  In many 

cases you can’t approach children with an avoidant style head on as you will end up in a power 

struggle.  Caregivers should be encouraged to use all of their wiles to gradually get closer to the 

youth and to “narrow the gap”.   

Another useful strategy for avoidant youth is to pair a strong pleasurable experience with a 

relational connection.  Bruce Perry gives an example of using massage to build relational 

connection in a boy who had been diagnosed with autism (Perry and Szalavitz, 2006).  Karyn 

Purvis (e.g. Purvis & Cross, 2006) encourages face-to-face contact between a child and an 

attachment figure when doing such things as sucking on a sweet candy. 
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Case example: Chris is a 14-year-old boy who had a reputation as someone who didn’t care about 

any relationship and who would loudly and profanely reject attempts to connect with him.  He 

was so verbally abusive toward staff that they would often seek shelter away from him in the 

house. Staff were coached to not leave the living space and to continue in brief moments of 

warmly showing interest in him and what he was doing without expecting a response.  They were 

encouraged to gradually close the physical space as well.  One part of the plan had staff providing 

nurturance by preparing all food and by “serving” this youth – even though he was capable of 

getting food for himself.  Over a period of a few months the verbal aggression tailed off and the 

youth began to initiate conversation, often asking the staff to watch him as he played video 

games or rode his skateboard.  Adult attention was becoming pleasurable.   

As Chris was an Aboriginal youth, one of the staff, Pete, whom spent a lot of time with him, asked 

Chris to go with him on an errand. He took Chris with him to the local friendship centre where a 

youth drum making workshop was being held. Pete told Chris that he had heard about the 

workshop and wanted to see if he could learn how to make a drum so that he could teach other 

youth that he worked with. He asked if Chris would be ok to stay and watch with him, which Chris 

agreed to. The Elder who taught the workshop also gave teachings and told stories while he 

worked with the 8 youth in the group. Chris enjoyed listening to the Elder, who would sometimes 

engage Chris by asking him to pass him something while he worked. They ended up spending an 

hour there. The following week, Chris asked Pete if he could go with him again ‘to help the Elder’. 

When they got there, Chris asked if he could start making his own drum. This became their weekly 

‘thing’ to do together. At the end of six weeks, Chris had finished making his drum and asked if 

he could keep it at the Friendship Centre instead of taking it home.  In this example, what began 

as an attempt to pull Chris from his avoidant isolation, added a cultural identity piece, and 

capitalized on the Aboriginal value of mentorship between an Elder and this youth.   

Preoccupied youth are often attention-seeking, demanding, quick to take offense, and quick to 

experience rejection.  Typically their emotional cry is “I need you and I need you now” or perhaps, 

“You don’t love me!”  It can feel as if they are desperate for connection and that no amount of 

attention is ever enough. In this case it is the job of caregivers to first fully meet the momentary 

emotional need and then to slowly help the child to internalize the ability to be alone with their 

feelings for increasing periods – something we call “delaying the preoccupied”.  This can be 

counter-intuitive for many caregivers because they may naturally feel that responding to 

demands for attention may be “giving in to the child”.  Our approach is to fill – pull back (briefly) 

– fill – pull back (briefly).  One of our colleagues refers to this as a caregiver “putting coins in the 

meter”.  The overall intent is to respond to the child’s attachment needs before they express it, 

and/or when they express it, and then to initiate a withdrawal with a promised return – which 

again is initiated by the adult.  We are trying to replace a feeling of attachment insecurity or loss, 

and desperation with experiences of being emotionally filled; and to allay the fears about being 

left with many experiences with a “returning-as-promised” caregiver. 

 

Social Skills.  Most of the children and youth we work with will display very immature social skills.  

We often see children who are disliked by others, picked on or bullied, and marginalized.  We 
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often hear of children who seem to fit in best with children who are much younger.  It’s common 

to hear that this child “likes to be with other kids because they can be in charge” or because “the 

younger kids aren’t a threat to them”.  We know that social skills haven’t developed partly due 

to a lack of the interactive experiences built initially through adult contact and adult supervision 

of play.  Another contributing factor is the emotional agitation of the child which often leads to 

immature responses and an inability to handle such fundamental skills as sharing and turn-taking.  

CCI will attempt to provide the social skills building blocks at the child’s developmental level.  So 

we will reduce involvement in social situations which the child can’t handle, and gradually 

introduce more “advanced” situations as the child is able. 

 

Table 4. Attachment and Relationship Building Strategies 
Caregiver Approach Talking It Through Social Skills 

PLACE parenting 

Delay the Preoccupied 

Theory of Mind 

Tell the Life Story 

Child-led Play 

Adult-involved Play 

Collect the Avoidant 

Reading and Ritual 

Story telling  

Sharing songs 

Harvesting with an adult 

Your “Thing” 

Talking circles 

 

 

Parallel Play 

Structured Peer Play 

Unstructured Peer 

Land based activities 

(fishing, berry picking)  

 

 

 

Coaches’ Note: International Adoptions  

We will likely encounter some children who have experienced an international adoption.  While most 

of the theory will remain the same as far as the typical challenges on brain development, there will 

likely be some difference in how this evidences itself.  It will likely be helpful to learn as much about 

the living situation prior to adoption as possible as this will have profoundly affected the child’s 

development.  In a busy orphanage for example, a child might have superficial relational encounters 

with many different adult caregivers and also have a very strong peer-orientation.  It might be 

challenging to define the child’s attachment style, or to separate the superficial relational style with 

the deeper primary attachment needs.  The characteristics of a particular orphanage may have 

immunized the child against certain stressors while making other events a source of great stress.  

 

Domain 5: Identity Development   

Please read the Manual section on Identity Development (beginning on pg. 

45) and Shame (beginning on pg. 49) before planning interventions.  

When we talk about identity development, we are referring to how the child thinks about their 

sense of “self”.  “Who am I?”, “What am I about?” and “What is good or bad about me?” are all 

questions that inform the child’s sense of personal identity. Regardless of the age of the child, 

their experiences, family background, gender, and cultural affiliations all inform their emerging 
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sense of identity. For many children that we work with, the child’s history has created difficulties 

that the Care Team eventually has to address.  

 

The ability to influence their world is also an important part of building a child’s sense of self. 

Children who do not feel good about themselves may see themselves as powerless to make 

anything good happen or to influence people in their environment. Children therefore learn what 

their strengths are by being given opportunities to demonstrate them in relationship with others. 

In healthy relationships, adults’ model, teach and create opportunities for children to learn how 

to give, share and make a positive contribution to those around them, including their natural 

environment.  

Children who have not been given opportunities to do this lack an understanding of the value of 

giving back to their community, and doing something meaningful for someone else. They are also 

not given the space to realise and share their gifts or strengths.  

Remember 14-year old Chris who slowly discovered that relationships with others were 

pleasurable and ended up making his own drum under the guidance and teachings of an Elder? 

In the teachings the Elder gave him, Chris learned about generosity and giving to others. In our 

last story, Chris had finished making his drum but asked to keep it at the Friendship Centre instead 

of taking it home. Two months later, Chris asked another staff member to take him back to the 

Friendship Centre where he got his drum from the Elder. He brought it back to the home and 

gave it to Pete because it was his birthday. Pete was quite moved and told Chris how much he 

appreciated the gift. However, it seemed that Chris had actually gained the most from the 

situation as he mumbled to Pete “Thanks for taking helping me to find out about where I belong”. 

Pete had created an opportunity for Chris to demonstrate his gift of generosity; he had also given 

him the bigger gift of strengthening his sense of belonging and his cultural identity.  

As Shuswap Elder Mary Thomas has said, "We have been caring for our children since 

time immemorial. The teachings of our values, principles, and ways of being to the 

children and youth have ensured our existence as communities, nations, and peoples. 

The values of our people have ensured our existence. It is to the children that these 

values are passed. The children are our future and our survival." (Retrieved from 

Public Health Agency of Canada website, March 13,2016). 

 

As noted, many children who have experienced repetitive and severe maltreatment have 

internalized a sense of identity that is more of a “gut feeling” than something explicit.  Many of 

the direct and indirect messages they have received about their identity that are negative. As 

meaning makers, children inevitably try to understand the ‘meaning’ of maltreatment. For many, 

the only conclusion that can be made to the ‘reason’ for maltreatment is that they must 

somehow personally be unworthy or at fault. This core belief becomes pervasive in the 

relationships that they form, and the experiences that they have as they continue to mature. 

Changing these core beliefs is a central goal for the CCI program. However, it should be noted 

that these beliefs take a great deal of work to change; a coordinated effort by key stakeholders 

in the child’s life, and much time and consistency are necessary.  In our work with youth within 
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the CCI Program we often see that a positive self-identity takes much longer to achieve than 

developmental growth in other areas. 

 

Success in addressing the toxic beliefs that the child holds is normally achieved in concert with 

other coordinated therapeutic elements. Since one’s reflecting about oneself is a ‘higher order’ 

cognitive skill that requires the ability to think in abstract ways, therapeutic counselling 

modalities like CBT and DBT may be more effective with more mature children. However, by 

layering interventions from other domains, the child may begin to internalize “positive self-

messages” that eventually become part of their core identity as they mature.  For example, adults 

reading to the child may communicate to the child that they are worth spending time with. 

Layering “strength based messages” such as “You are so thoughtful to turn on that light, so I can 

see the pictures better” reinforce positive identity messages. Or, by baking and taking chocolate 

chip cookies to the senior’s center, the child may ‘naturally’ experience praise for doing 

something of value for others. This experience can be used by the caregiver to positively talk 

about the child to both the child and others. This act can have long term value.  

 

Generally, the interventions require that a Care Team member ‘identify’ a strength that the child 

exhibits. Interventions are designed to elicit some of these strengths and give language to what 

they represent. The child’s strengths are then highlighted, celebrated and used as part of the 

normal interactions with others.  

 

Table 5. Identity Development Strategies 
Identity Development Strategies 

Joint work with Caregiver 
Celebrate Successes  
Therapeutic Life Story  
     Hero 
     Lifeline 
Your Best Future-Self  
Identifying belonging through traditional stories 
Learning meaning & strengths associated to 
name 

Meaningful Contribution to others 
Build in opportunities for practicing generosity 
Identify and celebrate “their thing”     
 Identify and engage strengths  

Signature Strengths (PIE)  

Engagement of Strengths 

        Multiple Intelligence Exercise 

Cultural Connection 
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Domain 6: Behavioural Regulation 

When we talk about behavioural regulation we are thinking about the child’s 

ability to contain impulses to act.  In general, control of behaviour is a function 

of the pre-frontal cortex which is one of the last brain regions to fully develop.  

The pre-frontal cortex is responsible for the use of higher order cognitive 

functions to resist impulses, anticipate and evaluate possible outcomes, delay 

gratification and sustain motivation for things that don’t provide immediate 

interest.  There is obviously a high correlation with managing emotion since 

heightened arousal reduces behavioural control.  It makes sense then that 

many traumatized children will show symptoms that look like ADHD, since their 

pre-frontal cortex is often underdeveloped and the resulting behaviour is 

impulsive, inattentive, or distractible. 

 

Even though we think about the need to develop the pre-frontal cortex to 

manage one’s impulses, there is also a much more basic stimulus-response 

mechanism that occurs much lower in the brain that participates in determining 

behaviour.  Even before the frontal cortex has significantly developed, children 

learn from consequences and develop habits in relation to positive and 

negative outcomes of some behaviour.   

 

Our goal then is two-pronged: (1) to re-shape the child’s previous maladaptive 

stimulus-response learning (e.g. that I get my way when I tantrum, or that I can 

intimidate people when I glare and clench my fists) and to replace it with more 

adaptive responses; and (2) to develop prefrontal management systems.   

 

Behaviour management systems can be helpful with both of these goals if 

properly designed and implemented, and if the behaviour system is a 

supporting intervention and not the main thing that adults think will bring 

about change. 

 

Challenges of a behaviour system with traumatized children 

We need to be careful in instituting any type of behaviour management system, 

however.  A poorly designed system may highlight failure and quickly feed into 

the child’s life experiences of failure and their underlying sense of shame.  At 

the same time, many children will respond very positively to the experience of 

success which is developed through an effective, positive, behaviour 

management plan. 

 

Another challenge of a consequence-based approach is the inability of many of 

these children to hold long time frames in their minds.  Any behaviour system 

must be geared to the child’s ability to delay gratification and to their sense of 

timeframes so they have a likelihood of being successful.  Positives should be 

 

Judging behaviour: 

 

When is the child 

simply throwing a 

temper tantrum to get 

their way and when 

are they “victims” of an 

over-reactive stress 

level where their 

behaviour is mostly out 

of control?  How do I 

know which is which 

and how I should 

respond? 

This can be a 

perplexing question for 

caregivers as each 

requires a different 

approach. 

One possible sign that 

a child is in a 

manipulative cycle is 

that they can engage 

verbally throughout 

the process and seem 

to find alternative 

ways of getting what 

they want.  

Overstressed children 

often get locked rigidly 

into a single demand 

and may not be able to 

discuss or reason when 

agitated. 
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delivered regularly and in small meaningful pieces with an extension of timeframes as the child 

develops and matures.  Negative consequences should occur as close to the incident as possible 

and not remove anything which has been previously earned.  A positive approach looks at what 

the child is earning, not what they have lost or failed to earn.  The idea that you are losing money 

from allowance that is delivered monthly or weekly may have no real meaning for the child as it 

might for an adult.   

 

Many of our most disruptive children can also get into a negative cycle where consequences are 

being laid on top of consequences.  The youth may feel that they can never rise above this and 

feel a continued sense of failure, embarrassment, and shame. One common example of an 

overwhelming consequence is the attempts to have a youth pay back a home for damage done 

during their rages.  A natural consequence as viewed by the home might be a withholding of ½ 

of the youth’s allowance for months until damage is repaid.  Unfortunately, some youth will 

continue to accumulate “debt” through new incidents until it can never realistically be repaid.  A 

better approach is to find a meaningful consequence which involves the youth in some kind of 

restitution as soon as possible.  If this can be done alongside a caring adult, all the better, as it 

communicates a restoration of relationship even while the restitution in process. 

 

Case examples: 

Some of our staffed homes have made use of a clear behaviour-related level system where the 

youth’s behaviour directly influenced the number and variety of privileges they had access to.  

The nice piece about this system was that negative behaviour had an immediate response from 

the staff, and the positive and negative consequences for behaviour were clear to both the staff 

and the youth. 

 

Many of our homes use checklists to remind children of expected daily tasks and attach this to 

allowance systems with a daily or weekly allowance “payment” depending on the child’s 

maturity.  Many homes then add some behavioural goals which allow caregivers to notice and 

reward positive steps toward those goals multiple times in a day.  Some homes have used special 

“coupons” which are earned and kept in a jar and then can be traded in for special activities with 

the caregivers according to some sort of menu. 

 

Coaches’ Note:  Time Out 

Typically “Time out” is not a good strategy for children with attachment injury.  We might recommend a 

“time aside” approach instead – “Sarah, because you hit Danny you’ll have to come over here for 5 

minutes and sit at the table near me while I’m working.”  If used, such a strategy should be targeted at 

the developmental age of the child and the restoration of relationship must be provided.  Some children 

will do okay with a brief time out in their room while they calm down, but it is best to leave the door open 

and to watch for any signs of shame-based anger turned on themselves.    

 

 

 



  105 
 
CCI Manual – March 2016 
 

 

Here are some additional points to consider in developing a behaviour management system: 

 Keep a positive focus.  Mark progress, celebrate successes, and notice steps toward the 

end goal. 

 Aim for a ratio of at least 5 positives for every negative/correction/teaching moment 

(5:1).  (Research indicates that many of these children have experienced 10 or more 

negatives for every positive throughout their life --both at home and at school.) 

 Behaviour programs are important in staffed programs because they help to keep staff 

on the same page in terms of what they are attending to – both the positive behaviour 

changes we are seeking, how to handle various house rules and consequences – less 

over-reacting, less staff manipulation. 

 Some children/youth will like visuals, others will not. 

 Behavioural programs should provide scaffolding -- we want the child to internalize 

motivation and goal oriented behaviour over time. 

 Use short time frames – as long as the child seems to be able to understand and be 

successful.  

 Use relational rewards, not monetary if possible. 

 Keep lots of activities as privileges which can be earned rather than regular parts of a 

program.  Don’t always have to earn it – sometimes it is a “just because”. 

 Never take away a reward once earned.  Although a drop in a program level which 

reduces privileges might be an exception. 

 Negative consequences to be “short and sharp”, and preferably logical and natural.  It’s 

okay to tell the youth that you will have to think about any consequences and/or talk to 

the Care Team before deciding. 

 

As we look to develop the prefrontal cortex we can also make use of charts, pictures, and other 

reminders to help the child to remember the steps towards the personal goals that have been 

set – whether this is related to cleaning their room, hygiene, or behavioural goals. 

Domain 7: Cognitive & Language Development 

It seems obvious that interactions with the child should reflect their cognitive and language 

abilities.  In most cases we will find that traumatized and maltreated children will have some 

difficulties with language – whether that is in receptive or expressive language or in processing 

of information.  The child’s abilities will likely also be much more compromised by stress than 

that of typical children.    

 

Coaches’ note: Overestimating the Child’s Ability  
We often need to stress that language reception is often much poorer than what we expect; this also goes for 
language processing.  We can get fooled because of the amount of talking the child does, or perhaps because 
we get signs that they are understanding and fill in the gaps for them.  Having the child repeat or display 
understanding might give us a better idea of what they can do.  Careful attention to the youth’s expressive 
language might reveal a narrow vocabulary, flat and/or shallow ideas.  Many people have experienced the 
frustration of trying to learn a foreign language (and/or talk to someone who is learning English).  A language 
learner can understand most of the words but fail to get the concept or main idea.  Noise and distraction can 
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greatly impact what a language learner can take in because they are only catching 

part of the message – this may not be too dissimilar to children in our care.   

 

Encoding into long-term memory is easily compromised by distraction 

and stress, so many of our youth struggle with long-term memory and 

memory retrieval even if their short-term memory seems intact.  So with 

language and memory likely being a challenge we will stress simplicity in 

communication until we know the child is capable of more, and use other 

routines and structures to help develop the child’s abilities.  Visual cues 

can be very helpful to help them learn such things as routines or 

schedules, or to remember such things as self-calming options.  Visual 

cues can also be important to help celebrate successes.   Visual cues are 

a scaffolding support and are removed as the child no longer needs them. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 6. Cognitive and Learning Strategies 

Cognitive and Language Strategies 

Cue-ing when stuck 

Ritualize to generalize 

Interrupt Inner Monologue 

Visual Cues 

Simplify Memory Demands 

Story telling 

Read out loud 

Audio Books 

Oral to Text 

Computer Games 

 

 

 

Break out a book! 

 

Within CCI we are active 

proponents of reading out 

loud to children in our care, 

regardless of age.  It should 

be a required intervention 

for all kids in care.  Reading 

out loud to a child or youth 

accomplishes many 

purposes – to begin with it 

is relational, cozy, fun, and 

interactive. A structured 

reading time can help 

create a sense of routine 

and predictability.  

Additionally, research 

shows that reading out loud 

has a profound effect on all 

language skills – 

vocabulary, comprehension, 

memory, and imagination. 
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Many of our traumatized youth struggle with basic academic skills such as reading, writing, and 

spelling, and often have experienced failure and embarrassment at school.  The team can look 

for ways to support their learning which are non-intrusive and fun and build on success.  Simple 

educational software can help with basic skills and is typically fun, engaging, and provides 

immediate feedback.  For older children and youth dictation software can encourage kids to write 

creatively, complete homework, and help with social communication where poor spelling would 

cause embarrassment.  (Dragon Naturally Speaking is one such software package.)   Some schools 

have access to adaptive technology such as Kurzweil software which reads scanned text while 

the youth follows along.  

3.4 INTERVENTION TRACKING AND CARE TEAM MEETINGS  

At the onset of the CCI program the Care Team commits to meeting regularly regarding the 

nature of the child’s status and progress. It is at this time that the Care Team discusses what has 

been occurring the past month in the life of the child and his/her interaction with Care Team 

members. Meetings are held monthly, with special meetings scheduled every 6 months to re-do 

the FDA ratings. 

Given the nature of children with complex trauma, severe behavioural issues may be a part of 

the child’s experience. During Care Team meetings it could be easy for members to become 

sidelined by discussions about behavioural outbursts or immediate issues. These conversations, 

while important, consume valuable time and distract from the point of the meeting.  It remains 

the CCI Coach’s purpose to guide the Care Team meeting with a clear agenda. In this way, the 

meeting will stay on point and wrap up at an appropriate time. 

An agenda is gathered from Care Team members before the meeting starts. The meeting will 

begin with a re-reading of the Case Conceptualization which forms the basis of intervention 

planning.  The first item is always to review the efforts to address the priority intervention needs 

for the youth - highlighting the developmental goals at the beginning of each meeting.  This 

reinforces the priority of these interventions and keeps the focus of the team on the 

developmental perspective as they discuss other questions and issues which arises in the child’s 

life.  Where issues of concern arise, the Coach in partnership with the Care Team, can trouble 

shoot how to intervene. Should a strategy or intervention be problematic, then the Care Team 

can attempt to problem-solve and find some creative alternatives.  

 

CCI Coach Action Steps: Tracking and Support.   

CCI Coaches will use the Case Conceptualization and Intervention Plan to identify primary intervention 

strategies and to track progress by using it to structure all Care Team meetings.  The Functional 

Developmental Assessment (FDA) should also be a regular point of reference. 

1. The Introductory question at every Care Team Meeting should be “How are We Doing on Our 

Priority Goals?” In addition, remember the importance of the work happening in relationship 

when you are the work with Aboriginal families, and start with checking on the wellbeing of the 
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family and other care team members. This is the headline agenda at every meeting and keeps the 

focus on the developmental and therapeutic needs of the child.  This helps the Care Team from 

losing focus and becoming reactive about the issue of the week.  

2. Other agenda items will be added for discussion following the review of the progress on the 

Intervention Plan.   

3. The Care Team will review and re-do their developmental ratings every 6 months.  

4. The monthly Care Team Meeting is only one aspect of the Coach’s role.  The Coach should be 

meeting weekly or as needed with the primary caregivers to reinforce the theory, monitor 

interventions, and brainstorm solutions. 

Normally, Care Team meetings follow the CCI FDA as an agenda. At the onset of the meeting the 

CCI Coach distributes minutes from the past meeting. This feature allows Care Team members to 

recall the pressing issues from the prior month as a reference point for the present months 

meeting. Time is given to review the minutes. Further, the Coach takes time to support the Care 

Team in their roles. Where possible, if a Care Team member is having a difficulty related to their 

role, time is spent to explore and trouble shoot solutions. 

During the monthly meetings, the CCI FDA Profile is used as a framework to discuss the child’s 

progress. However, once every six months, the FDA assessment is completed again in discussion 

with the full Care Team. During this time, the Care Team evaluates and rates the child’s behaviour 

against the 7 complex trauma areas. Numerical values and narrative comments are garnered 

from Care Team members based on their experience of the child. These ratings are graphed 

against prior ratings and create a visual record of change.  

At this time, new interventions may be discussed and employed. Further, strengths of the child 

and their support structure that have been identified by the Care Team are shared and 

celebrated. Moreover, they are discussed and planned into forthcoming strategies.  

CCI Coach Action Steps: Intervention Tracking and Care Team Meetings. Monitoring and tracking provides 

a consistent evaluation structure. As indicated: 

1. At the 6, 12 and 18 month mark of the CCI program, Care Team members complete two 

assessments: 

            - CCI Checklist (Appendix A, and CCI Suite) 

            - The Functional Developmental Assessment (FDA) - (Appendix A, and CCI Suite) 

2.  The coaches must also monitor the success of the Cultural Plan and to continue to add to it.  

The ratings on the CCI Cultural Plan should be completed whenever the FDA is done.  
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3.5 THE EXIT STAGE (STAGE III) 

Perhaps the most exciting phase of the CCI program is the Exit Stage. The Exit Stage is the final 

stage of the CCI program and usually occurs around the 12 to 18 month mark. During this stage, 

the CCI Facilitators are gradually withdrawing their direct support to the Care Team and 

caregivers based on the stabilization of serious problematic behaviour and the developmental 

progress made by the youth.   The CCI Facilitators see both that the child has made significant 

positive developmental change over time with the support of the Care Team, that the Care Team 

has gained a trauma-informed perspective, and that it is time for the Care Team to function 

independently.  

Recall that the CCI program works with children experiencing symptoms of complex trauma 

which might include behavioural, emotional, cognitive, physiological, neurological, attachment 

and social challenges. Should the CCI program be successful in reducing the severity of these 

consequences, it has achieved a major goal. Further, as children attain developmental gains, the 

CCI program has assisted in the child’s success and created a much stronger liklihood of lifelong 

success.  

In this stage the Care Team considers any possible major transitions or changes for the youth, 

and reinforces the priority interventions to be continued.  Most children in the CCI program have 

demonstrated behaviour that contributed to their placement in level 3 foster homes or 

specialized care arrangements. As the child begins to stabilize and demonstrate more moderate 

behaviour, the Care Team may consider plans for their integration into less specialized residential 

settings. If appropriate, planning for residential placement, therapeutic or social programs and 

education are considered as the CCI facilitators prepare to step back their involvement.   

CCI Coach Action Steps: Exiting the CCI program 

1. Ensure that all Care Team members know that you are withdrawing CCI support. 

2. Celebrate the gains made by the youth and by the Care Team. 

3. Complete the Case Summary/Closing form (Appendix A).  Attach the final FDA profile graph.  Make 

copies of the Case Summary/Closing form and the Profile graph for the MCFD/DAA and/or CYMH 

file. Maintain your transitional file documents for 12 months in case they are needed, then dispose 

of these confidential notes under the direction of your MCFD Team Leader or DAA supervisor.   
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