Webinar Guide

www.makingsenseoftrauma.ca

©New Directions for Children, Youth, Adults and Families 2018
1

Acknowledgments
The full day workshop, the webinar and the Webinar Guide have been works in progress since their
inception in 2010. We have relied on many people for feedback that helped us to first develop, and then
revise the workshop and create the Webinar and the Webinar Guide. The Guide was written by Kate
Kiernan, Billy Brodovsky and Stephanie Albiani staff at New Directions for Children, Youth, Adults and
Families in Winnipeg, Manitoba, Canada. The current version was completed in 2018. The Webinar
Guide was made possible due to the support of New Directions for Children, Youth, Adults and Families
and from the Government of Manitoba, Department of Healthy Living and Seniors.
We would like to acknowledge the contributions of: Stephanie Loewen, Janice Edwards-Atkinson, Fran
Schellenberg, focus group participants at the General Authority, Metis Authority, Northern Authority,
Southern Authority, the Joint Training Team of Child and Family Services, the participants in the pilot,
and all the participants at each of our workshops. We have trained over 3300 people in person and the
2600 through the webinar and value all of their feedback.
We also would like to thank: Alicia Ordonez, Carolyn Peters, Jessie Bissoon, Jo Ann Unger, Alison Lund,
Dawn Ditchfield, Emma Robertson, Tracey Bastiaanssen, Cheryl Matthews, Tim Wall, Jaye Miles, Elden
Siemens, Jann Derrick, Lezlie Russell, and Samantha Suche, the staff at Tactica Interactive, Jenna Swayzie
and Colette Shewchenko.

2

Table of Contents
WEBINAR GUIDE .................................................................................................................................................... 1
WWW.MAKINGSENSEOFTRAUMA.CA.................................................................................................................... 1
ACKNOWLEDGMENTS ............................................................................................................................................ 2
PLEASE READ THIS BEFORE YOU READ THE WEBINAR GUIDE ................................................................................. 6
STRUCTURE OF WEBINAR AND THE WEBINAR GUIDE ............................................................................................ 6
PURPOSE OF THE WEBINAR ................................................................................................................................... 6
TARGET AUDIENCE................................................................................................................................................. 6
HISTORY OF THE FULL DAY WORKSHOP ................................................................................................................. 7
OVERVIEW OF THE GUIDE ...................................................................................................................................... 7
REVISIONS TO THE GUIDE AND WEBINAR .............................................................................................................. 7
THEORETICAL FRAMEWORKS ................................................................................................................................. 8
LESSON 1 – GETTING STARTED ............................................................................................................................. 10
SLIDE 1 - MAKING SENSE OF TRAUMA ..............................................................................................................................10
SLIDE 2 – GETTING STARTED ..........................................................................................................................................11
SLIDE 3 – OBJECTIVES ...................................................................................................................................................13
SLIDE 4 - BEING TRAUMA-INFORMED...............................................................................................................................15
SLIDE 5- PRINCIPLES OF BEING TRAUMA-INFORMED ...........................................................................................................17
LESSON 2 – WHAT IS TRAUMA ............................................................................................................................. 20
SLIDE 6-WHAT IS TRAUMA ............................................................................................................................................20
SLIDE 7- DEFINING TRAUMA ..........................................................................................................................................21
SLIDE 8 – TRAUMA FLOWCHART .....................................................................................................................................24
SLIDE 9 - WHAT IS TRAUMA? .........................................................................................................................................25
SLIDE 10 – HISTORY: HOW WE HAVE THOUGHT ABOUT TRAUMA ........................................................................................29
SLIDE 11 - MAKING SENSE OF TRAUMA ............................................................................................................................32
SLIDE 12 – KEEPING YOUR BALANCE................................................................................................................................36
LESSON 3 – THE NERVOUS SYSTEM ...................................................................................................................... 37
SLIDE 13 – THE NERVOUS SYSTEM ..................................................................................................................................37
SLIDE 14 - THE NERVOUS SYSTEM ...................................................................................................................................38
SLIDE 15 - WINDOW OF TOLERANCE ................................................................................................................................42
SLIDE 16 – HEALTHY WAYS THAT YOU CAN REGULATE ........................................................................................................45
LESSON 4 – THE BRAIN & DEVELOPMENT ............................................................................................................ 47
SLIDE 17 – THE BRAIN & DEVELOPMENT ..........................................................................................................................47
SLIDE 18 – PARTS OF THE BRAIN .....................................................................................................................................48
SLIDE 19 - THE DOWNSTAIRS & THE UPSTAIRS BRAIN .........................................................................................................52
SLIDE 20 - THE DOWNSTAIRS & UPSTAIRS BRAIN AND SELF-REGULATION ...............................................................................55
SLIDE 21 – TRAUMA AND DEVELOPMENT .........................................................................................................................58
SLIDE 22 – KEEPING YOUR BALANCE................................................................................................................................62
LESSON 5 – WORKING TOWARDS TRAUMA RESOLUTION .................................................................................... 63

3

SLIDE 23 – WORKING TOWARDS TRAUMA RESOLUTION ......................................................................................................63
SLIDE 24 - IMPORTANCE OF CO-REGULATION ....................................................................................................................64
SLIDE 25 – WORKING TOWARDS TRAUMA RESOLUTION .....................................................................................................67
SLIDE 26 – TRAUMA BEGINS TO BE RESOLVED BY… ............................................................................................................69
SLIDE 27 – KEEPING YOUR BALANCE................................................................................................................................72
LESSON 6 – UNDERSTANDING FREEZE .................................................................................................................. 73
SLIDE 28 – UNDERSTANDING FREEZE ...............................................................................................................................73
SLIDE 29 - WHY FOCUS ON FREEZE, FLIGHT AND FIGHT? .....................................................................................................74
SLIDE 30 – FREEZE .......................................................................................................................................................76
SLIDE 31 - DISSOCIATION CONTINUUM ............................................................................................................................79
SLIDE 32 - TOOLS FOR RESPONDING TO FREEZE..................................................................................................................81
SLIDE 33 – FLASHBACKS ................................................................................................................................................84
SLIDE 34 - KEEPING YOUR BALANCE ................................................................................................................................86
LESSON 7 - FLIGHT ............................................................................................................................................... 88
SLIDE 35 – UNDERSTANDING READINESS AND FLIGHT .........................................................................................................88
SLIDE 36 – READINESS ..................................................................................................................................................89
SLIDE 37 – FLIGHT .......................................................................................................................................................90
SLIDE 38 - TOOLS FOR FLIGHT -1 .....................................................................................................................................92
SLIDE 39 - TOOLS FOR FLIGHT – 2 ...................................................................................................................................94
LESSON 8 - FIGHT ................................................................................................................................................. 97
SLIDE 40 – UNDERSTANDING FIGHT.................................................................................................................................97
SLIDE 41 – FIGHT .........................................................................................................................................................98
SLIDE 42 - TOOLS FOR FIGHT ........................................................................................................................................100
SLIDE 43 - “WE’RE STUCK” – ADULTS AND CHILDREN CAUGHT IN A PATTERN OF FIGHT ..........................................................103
SLIDE 44 – HOW TO TALK TO CHILDREN ABOUT FREEZE, FLIGHT, AND FIGHT ...........................................................................106
LESSON 9 – MINDFULNESS ................................................................................................................................. 108
SLIDE 45 – MINDFULNESS ...........................................................................................................................................108
SLIDE 46 – MINDFULNESS ...........................................................................................................................................109
SLIDE 47 – KEEPING YOUR BALANCE..............................................................................................................................111
SLIDE 48 COMPASSION ...............................................................................................................................................112
LESSON 10 – MAKING SENSE OF TRAUMA ......................................................................................................... 115
SLIDE 49 – MAKING SENSE OF TRAUMA .........................................................................................................................115
SLIDE 50 - WHEN MORE BAD THINGS HAPPEN................................................................................................................116
SLIDE 51 - HOW TO LISTEN TO TRAUMA STORIES .............................................................................................................118
SLIDE 52 – CREATING NEW PATHWAYS ..........................................................................................................................120
SLIDE 53 - GRIEF AND SADNESS ....................................................................................................................................122
SLIDE 54 – HOW WE HEAL IS IN RELATIONSHIP ...............................................................................................................125
LESSON 11 – STAYING REGULATED .................................................................................................................... 128
SLIDE 55 – STAYING REGULATED...................................................................................................................................128
SLIDE 56 - WHEN MY NERVOUS SYSTEM IS REGULATED ....................................................................................................129
SLIDE 57 - LAUGHING BABY – WHAT REGULATION OF A NERVOUS SYSTEM LOOKS .................................................................130
LESSON 12 – BECOMING TRAUMA-INFORMED .................................................................................................. 132
SLIDE 58 – BECOMING TRAUMA-INFORMED ...................................................................................................................132
SLIDE 59 – PRINCIPLES OF BEING TRAUMA-INFORMED ......................................................................................................133
SLIDE 60 – BECOMING TRAUMA-INFORMED ...................................................................................................................135
SLIDE 61 – MAKING SENSE OF TRAUMA FOR CHILDREN AND YOUTH ....................................................................................137

4

SLIDE 62 – THANK YOU ...............................................................................................................................................139
BIBLIOGRAPHY ...........................................................................................................................................................140

5

Please read this before you read the Webinar Guide
We all know that reading material about trauma and its impact connects us to memories or experiences
of our own or to memories of things that happened to people we know. We would ask that you read the
Guide at the pace that feels right for you, taking all the time that you need to read each section. If you
connect to a memory or thought that stirs up your emotions and the responses of your body, pause to
settle yourself. Do something healthy to soothe or comfort yourself: speak to someone, have a snack, do
something else for a period of time etc. Give yourself permission to stop reading at any time. Taking the
time to do this will help you to learn the material and keep yourself settled.

Structure of Webinar and the Webinar Guide
The guide follows the format of the webinar which consist of 12 Lessons. There are quiz questions at the
end of each lesson. The guide includes additional background information on most slides. The webinar is
a condensed version of the original full day workshop.
The webinar content deliberately uses neutral examples. Everyone can easily think of examples that
might activate his or her nervous system and we do not want to add to this. We do want to remind
readers of their own resources and to take part in the self-regulation exercises that we provide. The
content of the webinar is structured within each slide, and certainly within each lesson to provide
opportunities for the participants to be aware of their own nervous systems and to practice selfregulation strategies.

Purpose of the Webinar
The purpose of the webinar is to assist participants, primarily foster parents and Child and Family
Service Staff, in learning about the neurobiological responses to trauma; and to begin learning about
practical tools particularly to help children make sense of the trauma they experienced. It is also a
refresher for those who have attended our full day workshop.

Target Audience
•
•
•
•
•
•
•

Foster Parents
Child and Family Service Staff and Supervisors
Youth Care Workers
Mental Health Workers
School Staff
Therapists
Managers and Senior Managers
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History of the Full Day Workshop
The Webinar and this Guide are shortened versions of our full day workshop. Our initial workshop was
developed and presented by Kate Kiernan, Billy Brodovsky and Stephanie Albiani, team members of the
Families Affected by Sexual Assault [FASA] Program at New Directions for Children, Youth, Adults and
Families in Winnipeg, Manitoba in 2010. It was initially created with the intention to share new
information with staff teams and foster parents working for New Directions.
The training was then developed as an initiative of Reclaiming Hope, Manitoba’s Youth Suicide
Prevention Strategy. A pilot for training foster parents and Child and Family Service staff was created as
part of this initiative in 2011. The pilot was developed in consultation with supervisors from the four
Child Welfare Authorities in Manitoba [Northern, Southern, Metis and General Authority], as well as the
Joint Training Team for the four authorities, and the Provincial Suicide Prevention Coordinator. Funding
was provided through Reclaiming Hope, Manitoba’s Youth Suicide Prevention Strategy from 2012-2018
for the FASA Program team to offer the workshop to foster parents, Child and Family Service staff and
Community Mental Health Staff throughout Manitoba.

Overview of the Guide
The Guide provides information on the frameworks and theories that informed the development of the
content. The content was deliberately kept neutral as we did not want to contribute to the trauma
stories the participants already carry from their own personal and professional experience. The Guide
also explains why self-regulation exercises were included as a way to assist the participants.
The Guide follows a template that includes background information, objectives, key points, content,
examples, exercises, handouts and works cited.
•
•
•
•
•
•
•

Background information and references for further reading
An objective for each slide
Key points which summarize the content
The content itself which is a general script from the webinar
Clearly described examples
Handouts that relate to the slide
Works cited

Revisions to the Guide and Webinar
The Guide has been continuously revised since its creation. New material is being published regularly. It
is important to seek out new materials, check the accuracy of the material contained within the Guide
and the webinar. We will work to update the Guide and the webinar regularly.
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Theoretical Frameworks
The original workshop was created under the umbrella of trauma-informed practice and has been
shaped by multiple theories or frameworks; systems theory, Interpersonal Neurobiology, body-informed
therapies, affect regulation and child development theory.
Trauma-informed practices take into account the impact of trauma and how services can help to resolve
or aggravate trauma related issues. Being trauma-informed promotes 6 principles: safety,
empowerment (voice and choice), trustworthiness and transparency, peer support, collaboration and
mutuality, culture, historical and gender based issues. Additionally, it is about recognizing that trauma is
pervasive in our world, and that freeze, flight and fight responses to trauma have a neurobiological basis
(SAMHSA, 2014).
Systems Theory is the study of connections between people or within a system like a community, family
or organization. Systems theory helps to make sense of patterns that exist taking the entire system into
consideration with no one aspect or person solely responsible for creating a dynamic (Nichols &
Shwartz, 2006).
Interpersonal Neurobiology refers to the study of the brain and how it develops. It is a term coined by
Dan Siegel, who drawing from different sciences ranging from physics to psychology, is working towards
an integrated understanding of the brain, , and how we can promote more wellbeing in our lives (Siegel,
2007, 2011, 2012).
Body-informed therapies include Self-Regulatory Therapy, Focusing, Somatic Experiencing and
expressive therapies such as dance or movement. They focus primarily on the body and its sensations as
a way of accessing and healing the mental, emotional, psychological and spiritual aspects of the self.
Affect regulation is a learned skill which may be challenging for those who have experienced trauma or
who do not have a strong role model from which to learn. Affect regulation refers to the ability to both
settle and energize yourself when thoughts, feelings and sensations get too big, uncomfortable or
overwhelming.
Finally, child development theory is the study of the changes and growth in humans across the lifespan.
As we learn about the brain, better interventions have been developed to assist an infant, child or youth
develop into a healthy adult (Davies, 2011).

Works Cited
Davies, D. (2011). Child Development: A Practitioner's Guide. New York: Guilford Publications.
Nichols, M. P., & Shwartz, R. C. (2006). Family Therapy Concepts and Methods 7th Edition. Boston:
Pearson Education, Inc.
SAMHSA. (2014). SAMHSA's Concept of Trauma and Guidance for a Trauma-Informed Approach.
Rockville: Substance Abuse and Mental Health Services Administration.
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Siegel, D. (2007). The Mindful Brain: Reflection and Attunement in the Cultivation of Well-Being. New
York: Norton.
Siegel, D. (2011). The Developing Mind: How Relationships and the Brain Interact to Shape Who We Are
(2nd Ed). New York: Guilford Press.
Siegel, D. (2012). Pocket Guide to Interpersonal Neurobiology. New York: Norton.
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Lesson 1 – Getting Started
Slide 1 - Making Sense of Trauma
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Slide 2 – Getting Started

Objective:
Introduction to the webinar

Background:
The pilot of the workshop was developed in 2011-2012 as part of the Reclaiming Hope, Manitoba’s
Youth Suicide Prevention Strategy. The workshop pilot was developed in consultation with focus groups
of Child and Family Services supervisors and staff in the General Authority, Metis, Northern and
Southern Authorities and the Joint Training Team.
The key recommendation from the consultation process with the focus groups was to develop a one day
workshop for foster parents and Child and Family Services workers to assist them in understanding the
impact of trauma on children and youth and, further how this impacts the adults who work with them.

Key Points:
•

•

•

•

This webinar is based on a full day workshop that was developed by us at the Families Affected by
Sexual Assault [FASA] Program at New Directions for Children, Youth, Adults and Families in
Winnipeg, Manitoba.
The workshop was developed in 2011 in consultation with supervisors and the Joint Training Team
from the four Child Welfare Authorities in Manitoba and the Manitoba Provincial Suicide Prevention
Coordinator.
To acknowledge the significant impact of Residential Schools. It is important to seek out sources of
information about residential schools (www.trc.ca and www.stelizabeth.com)
Take all the time that you need to complete the webinar.

Content:
Hi, my name is Billy Brodovsky and my name is Kate Kiernan. We are glad that you have decided to take
our webinar Making Sense of Trauma: Practical Tools for Responding to Children and Youth. Billy and I
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are therapists at New Directions for Children, Youth, Adults and Families here in Winnipeg, Manitoba.
The content of the webinar comes from our own professional development. When we began to share
this information with the families we work with, we discovered that both parents and children found
this information very helpful. We hope that this webinar helps to spark your creativity, provides you
with some new tools, or is a refresher helping you to appreciate what you are already doing that works.
We want to acknowledge that we live here in Winnipeg Manitoba in Treaty 1 territory and that the land
on which we gather is the traditional territory of the Anishinaabeg, Cree, Oji-Cree, Dakota and Dene
peoples, and homeland of the Metis Nation. It is important to take into account historical and
intergenerational trauma. Specifically we want to acknowledge the impact of residential schools and our
ongoing need to learn about what happened and the effect on the families with whom we work. It is
important that we are all part of the reconciliation process and participate in the call to action of the
Truth and Reconciliation Comission. While this is not our focus in this webinar, there are excellent
resources on the National Centre for Truth and Reconciliation website www.nctr.ca for learning about
the legacy of residential schools and trauma.
We would ask that you complete the webinar at the pace that feels right for you. The webinar content
deliberately uses neutral examples.
We know that completing a webinar about trauma and its impact connects us to memories or
experiences of our own, or to memories of things that happened to people we know. Take all the time
that you need to complete each section. If you connect to a memory or thought that stirs up your
emotions and the responses of your body, we invite you to pause to settle yourself. Do something
healthy to soothe or comfort yourself: speak to someone, have a snack, do something else for a period
of time. Give yourself permission to stop listening or reading at any time. Taking the time to do this will
help you to learn the material and keep yourself settled.
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Slide 3 – Objectives

Objective:
To identify what participants will learn during the webinar and to identify what we will not be talking
about.

Background:
These objectives have been taken from the workshop content to highlight how participants will learn to
make sense of trauma and the tools that will be taught. We also want the participants to identify for
topics we do not have time to address.

Key Points:
•
•

We had staff in the FASD program review our materials and they agreed that these strategies work
with this population.
We have worked with developmentally delayed children and know that kids as young as 4 can learn
these concepts and strategies.

Content:
This is the only slide that I will read in the webinar, I promise. There is just no way around telling you
about our objectives, which are as follows:
•
•
•
•

To develop an understanding of the impact of trauma on children/youth
To learn the principles of trauma informed care
To explore the current understanding of the nervous system and trauma survival responses
To identify specific tools that assist with freeze/flight/fight survival responses in children and youth

When we were developing the workshop, long before this webinar, we recognized that we could not
address all the topics that people wanted us to cover. Staff in the FASD Family Support, Education and
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Counselling Program at New Directions reviewed the material. They let us know that this information
and the strategies fit with how they work, and what is effective with this population. We have also
worked with children who are developmentally delayed and know that they can both understand the
concepts and learn the tools that we will be teaching you in this webinar. We work with kids as young as
four who can learn these ideas.
The focus we have taken is to begin by helping you to learn the impact of trauma on our nervous
systems and how to both make sense and manage it. We have found that becoming trauma-informed
does not mean that we necessarily work differently rather that we work ‘smarter’ as we better
understand why children and youth do what they do when in a survival response and how to address
this.
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Slide 4 - Being Trauma-Informed

Objective:
Introducing the concept of being trauma-informed.

Handouts:
•
•

Trauma Informed Care and Practice
Manitoba Trauma Information and Education Centre Brochure

Background:
Every system and organization is impacted by trauma and will benefit from being trauma-informed. The
National Child Traumatic Stress Network is dedicated to providing research and resources in becoming
trauma-informed; see also www.trauma-recovery.ca or www.trauma-informed.ca.
Every system and organization has the potential to re-traumatize people and interfere with recovery,
and also to support healing.
Working from a trauma-informed perspective however can make a difference. The core traumainformed principles are: acknowledgement, safety, trust, choice and control, compassion, collaboration
and strengths based. When systems and organizations are committed to integrating these principles at
every level, they should consider the following: power and control – whose needs are being served, and
do policies empower those being served or those providing the service; doing with and not doing to;
explaining what, why and how; offering real choices; flexibility; understanding and being able to identify
fight, flight and freeze responses; focusing on strengths, not deficits; and examining power issues within
the organization and promoting democratic principles. [Adapted from Klinic Community Mental Health
Trauma-Informed: The Trauma Toolkit. Second Edition, 2013.]

Key Points:
•

Provide the foundation for a basic understanding of the psychological, neurological, biological, social
and spiritual impact that trauma and violence have on the individuals we serve.
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•
•
•

Shift awareness from what is wrong with you to what has happened to you
Principles of being trauma-informed: acknowledgement, safety, trust, choice and control,
compassion, collaboration and strengths based.
Principles of being trauma informed not just as a discussion in social services –also applicable to
justice, senior housing and programming, education, and industries

Content:
We want to introduce to you the concept of trauma-informed care. Being trauma-informed is the shift
from thinking “what is wrong with you” to “what has happened to you”. Trauma is the umbrella we use
to help make sense of how our bodies respond – making sense of trauma and our responses is part of
what helps us heal. The discussion about being trauma-informed is happening in many places in our
community: justice, nursing homes, schools and social services. Manitoba is a leader in becoming more
trauma-informed. Here in Manitoba we have the Manitoba Trauma Information and Education Centre.
They have two excellent websites: www.trauma-informed.ca and www.trauma-recovery.ca . I would
encourage you to visit these websites. They also have the Trauma-Informed Toolkit also which is a useful
resource for all of us in our goal of becoming more trauma-informed.
The Adverse Childhood Experiences study, better known as the ACE study, was the first study to
demonstrate a correlation between adverse experiences in childhood and adult physical and mental
health. Early experiences, whether adverse or positive, can have a profound impact on life-long wellbeing. We also would invite you to visit the www.acestooghigh website to learn more about the A.C.E.
study.

Works Cited:
Klinic Community Mental Health. (n.d.). Trauma-Informed: The Trauma Toolkit. Second Edition. 2013.
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Slide 5- Principles of Being Trauma-Informed

Objective:
To introduce the principles of being trauma-informed.

Handouts:
•

SAMSHA Concept of Trauma and Guidance for a Trauma-Informed Approach (July 2014)

Background:
The six key principles fundamental to a trauma-informed approach include:
1. Safety: Throughout the organization, staff and the people they serve, whether children or adults,
feel physically and psychologically safe; the physical setting is safe and interpersonal interactions
promote a sense of safety. Understanding safety as defined by those served is a high priority.
2. Trustworthiness and Transparency: Organizational operations and decisions are conducted with
transparency with the goal of building and maintaining trust with clients and family members,
among staff, and others involved in the organization.
3. Peer Support: Peer support and mutual self-help are key vehicles for establishing safety and hope,
building trust, enhancing collaboration, and utilizing their stories and lived experiences of trauma or
in the case of children this may be family members who have experienced traumatic events and are
key caregivers in their recovery. Peers have are been referred to as “trauma survivors.”
4. Collaboration and Mutuality: Importance is placed on partnering and leveling of power differences
between staff and clients and among organizational staff from clerical and housekeeping personnel,
to professional staff to administrators, demonstrating that healing happens in relationships and in
the meaningful sharing of power and decision-making. The organization recognizes that everyone
has a role to play in a trauma-informed approach. As one expert stated: “one does not have to be a
therapist to be therapeutic.”
5. Empowerment, Voice and Choice: Throughout the organization and among the clients served,
individuals’ strengths and experiences are recognized and built upon. The organization fosters a
17

belief in the primacy of the people served, in resilience, and in the ability of individuals,
organizations, and communities to heal and promote recovery from trauma. The organization
understands that the experience of trauma may be a unifying aspect in the lives of those who run
the organization, who provide services, and/or who come to the organization for assistance and
support. As such, operations, workforce development and services are organized to foster
empowerment for staff and clients alike. Organizations understand the importance of power
differentials and ways in which clients, historically, have been diminished in voice and choice and
are often recipients of coercive treatment. Clients are supported in shared decision-making, choice,
and goal setting to determine the plan of action they need to heal and move forward. They are
supported in cultivating self-advocacy skills. Staff are facilitators of recovery rather than controllers
of recovery. Staff are empowered to do their work as well as possible by adequate organizational
support. This is a parallel process as staff needs to feel safe, as much as people receiving services.
6. Cultural, Historical and Gender Issues: The organization actively moves past cultural stereotypes and
biases (e.g. based on race, ethnicity, sexual orientation, age, religion, gender-identity, geography,
etc.); offers, access to gender responsive services; leverages the healing value of traditional cultural
connections; incorporates policies, protocols, and processes that are responsive to the racial, ethnic
and cultural needs of individuals served; and recognizes and addresses historical trauma.
[Excerpted from: SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach.
SAMHSA’s Trauma and Justice Strategic Initiative, July 2014.]

Key Points
•
•
•
•
•

Co-create safety
Offer real choices – working collaboratively
Recognize historical trauma such as the impact of residential schools on multiple generations
Be open to the healing value of traditional cultural practices
Move past cultural or gender stereotypes and biases and be responsive to needs of the individual,
their family, and their community

Content:
We are interested in furthering the conversation about becoming trauma-informed in work places and
relationships; however, we are particularly interested in how we help children become traumainformed. It is our experience that when children understand better what is going in their body, why
they feel the way they do and how to manage that that they can begin to heal.
It is important that we understand safety is not something you create or impose on a child but rather
something we create in a relationship, and that we co-create safety. We want you to begin thinking
about how you might offer a child or youth real choices, not the illusion of a choice. I am mom; and for
those of you who are parents how many times have we offered our child a choice but really wanted to
them to pick what we want?
How do we hear their opinions or ideas? What do we do to build trust with children and youth who may
not have experienced many trustworthy adults? How are we open about what is going on? How do we
show curiosity and respect for a child’s culture and history, do we make it a priority for us to learn about
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the child’s cultural rather than putting the responsibility on the child to learn about our culture; do help
them explore their history or how they identify as a boy or as a girl?
So as we go through the webinar we invite you to keep these principles in your thoughts and begin to
consider how you might become more trauma-informed in your work and in your relationships.

Works Cited:
Klinic Community Mental Health. (n.d.). Trauma-Informed: The Trauma Toolkit. Second Edition . 2013.

SAMHSA. (2014). SAMHSA's Concept of Trauma and Guidance for a Trauma-Informed Aprroach.
Rockville: Substance Abuse and Mental Health Services Administration.
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Lesson 2 – What is Trauma
Slide 6-What is Trauma
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Slide 7- Defining Trauma

Objective:
To define trauma and expand the view of what can be traumatic

Background:
Trauma is the umbrella under which we place all of the events that happen and overwhelm our ability to
cope. Trauma can result from events that are clearly extraordinary such as different forms of abuse and
witnessing violence, but it can also result from more “ordinary” experiences like surgery, falls, motor
vehicle accidents and divorce. It overwhelms our ability to cope- emotionally, physically, spiritually, and,
as Herman highlights, is accompanied by ”‘intense fear, helplessness and loss of control”.
“Traumatic events are extraordinary, not because they occur rarely, but rather because they overwhelm
the ordinary human adaptations to life. Unlike common place misfortunes, traumatic events generally
involve threats to life or bodily integrity, or a close personal encounter with violence or death. They
confront human beings with the extremities of helplessness and terror, and evoke the responses of
catastrophe...the common denominator of psychological trauma is the feeling of intense fear,
helplessness, loss of control and threat of annihilation” (Herman, 1992) p 33.
It is important to note that development plays a significant role in trauma. The effects of trauma
depend greatly on individual perception, age and developmental stage of the person experiencing it.

Key Points:
•
•
•

It is impossible to avoid trauma
There is a difference between experiencing a traumatic event and being traumatized
Importance of development in relation to response to trauma

Content:
The above are the definitions that we find most useful for defining trauma. We think of trauma as the
umbrella of all the bad things that happen to us in our lives. Trauma can occur from abuse, living
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through war, but it can also result from witnessing violence, surgery, falls, and even dental work (Levine,
1997). Any event that overwhelms our ability to cope- emotionally, physically, or spiritually can be
traumatic.
As individuals we cannot be alive without experiencing trauma at some point. Trauma is a response to
threat. Any event that is perceived as a threat may evoke a fight, flight or freeze response. These
responses are hard-wired in our nervous systems and were designed to be a short term response to
threats to our survival. What is common in any traumatic event is that is unexpected, you can’t prepare
for it, and in particular for children there was nothing you could do to stop it. Simply put, traumatic
events are beyond our control (Rothschild, 2011).
However, there is a difference between experiencing a traumatic event and being traumatized (Levine,
1997). We have all experienced traumatic events. At first we might have felt out of sorts, perhaps not
ourselves. This feeling might have lasted for some weeks, after which we recovered and felt like
ourselves again.
This is the natural pattern; we respond to threat at a neurobiological level, we mobilize energy to meet
the threat, and then after the threat is over, we move out of survival mode by discharging the remaining
energy that went into the fight, flight or freeze response. We become traumatized when we continue to
“feel” and “react” as if the threat is still present.
It is important to note that development plays a significant role in trauma. It is not the event itself that
determines whether something is traumatic, but rather the child or youth’s experience of the event and
the meaning they make of it. For this reason the effects of trauma depend greatly on individual
perception, age and the developmental stage of the person experiencing it. In our workshop we ask
people to imagine what it would be like for an infant to be brought into the room where 40 people were
angrily yelling and screaming at each other. (Just so you know this has never happened). An infant in
this situation would be terrified, unable to understand or do anything other than cry. It would be very
difficult if not impossible to settle that baby. Imagine if this was to happen repeatedly over time, what
would be the effect on that baby?
However, a 14 year old walking into that room with everyone yelling would have a completely different
experience. They can see what is going on around them and have the ability to make sense of what’s
going on, and are able to do something about it by leaving. The teenager would probably simply say to
themselves “these people are nuts”, and maybe take a video to send to their friends. For them, instead
of being terrifying experience, it would just be a good story to tell their friends about. This is but one
example of how depending on the child or youth’s age and developmental stage the same event can be
perceived and experienced quite differently.
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Slide 8 – Trauma Flowchart

Objective:
Participants can begin to understand the possible responses to trauma.

Handouts:
•

Trauma Flowchart

Key point
•

Not all trauma is traumatizing

Content:
This flowchart is a visual example of how all traumas are not necessarily traumatizing. As we just
discussed, we are hard-wired to respond to threat. Something bad happens and there is that intense
fear, sense of helplessness, loss of control. Our nervous system responds to the threat. We move into
fight, flight or freeze. After the threat is over we are able to stabilize and self-regulate, make meaning of
the event, and return to previous level of functioning. People often say they feel like themselves again,
and are no longer overwhelmed by the threat. This would be an example of experiencing a traumatic
event and not becoming traumatized.
Many people, however, are not able to stabilize and self-regulate. They continue to feel overwhelmed
by thoughts and feelings about the event. They continue to respond as if they are in danger. It is like
their nervous system doesn’t know the danger has ended. Additional traumatic events then serve to
intensify and further destabilize their capacity to regulate.
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Slide 9 - What is Trauma?

Objective:
Overview of different effects of trauma on an individual: Introduction of the concept of the Nervous
system as a container.

Background:
The brain acts as an “anticipation machine” that continually prepares itself for the future based on what
has happened in the past. Memories shape our current perceptions by creating a filter through which we
automatically anticipate what will happen next. In this way the patterns we encode in memory actually
bias our ongoing perceptions and change the way we interact with the world. (Siegel, 2011)
This section is an overview of the impact of a traumatic event on a person and on their nervous system.
Traumatic events are dysregulating. Trauma can disconnect us from our sense of self, and from others.
Simply put our brains do not recognize that the threat has passed and we continue to respond as if we
are still in danger.
This section requires an understanding of the neurobiology of trauma; presenters should be familiar
with the following material, as it provides a foundation for a trauma-informed perspective.
•
•
•
•
•
•

Human Attachments and Trauma (Chapter 1) (James B. , 1994)
Trauma Informed: The Trauma Toolkit 2nd ed. (Klinic Community Mental Health) http://traumainformed.ca/
What is Psychological Trauma? (Chapter 1) & How Does Psychological Trauma Affect the Body and
Brain? (Chapter 4) (Rothschild, Trauma Essentials: The Go-To Guide, 2011)
Key 2: Begin with the Epilogue…You Made it!! (Rothschild, 8 Keys to Safe Trauma Recovery, 2010)
How the Brain Helps Us To Survive (Chapter 2), Trauma As Imprisonment of the Mind (Chapter 3)
(Scaer R. C., The Trauma Spectrum: Hidden Wounds and Human Resiliency, 2005)
Brain development (p 13 – 15), Trauma and Grief (p294-298) (Siegel D. , The Developing Mind: How
Relationships and the Brain Interact to Shape Who We Are (2nd Ed), 2011)
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Key Points:
•
•
•
•
•

Dysregulation of affect
Trauma is disconnecting – from self and others
Brain doesn’t know traumatic event is over
Nervous system as a container
Affect influences perception

Content:
As seen in the last slide, trauma can result from a number of different experiences that can cause a
person to feel intense fear, helplessness and a loss of control. Trauma is often unexpected - it catches
us by surprise and messes with time (we will go more into this later). There are two major impacts of
trauma: dysregulation of affect- our ability to manage how we feel, emotionally and physiologically, and
the feeling of being disconnected from our self and from others. Intense fear is overwhelming, and
being overwhelmed is dysregulating.
Children and youth affected by trauma may find it hard to make and keep friends and have difficulty
focusing in school. As they get older they may be challenged to maintain a good relationship or a job.
Some may turn to alcohol and drugs in an attempt to escape and numb feelings or bodily sensations.
Trauma can lead us to isolate ourselves from those we love or cling to relationships as a lifeline. It can
leave us feeling disconnected and confused by our own bodies and feelings. Some people may
experience a crisis of faith as they question their spiritual or religious beliefs and the safety of the world
in general. Safety is something we co-create; it is not something someone else can do for a child or
youth. It is not about being told that you are safe it is about being shown this in relationships. It is about
helping children identify when they feel safe and connected.
Like other mammals, we are hardwired to orient to danger. Our ability to move quickly into fight, flight
or freeze serves a very important purpose: survival. These survival responses are not choices, but are
the result of 3.5 million years of evolution (Levine, 1997). They continue to be used because they work,
and have worked to ensure our survival as a species. Our response to a traumatic event is a way of
coping and surviving. A person becomes traumatized when the brain doesn’t know the threat is over
and as a result our brain (which is part of our nervous system) continues to respond as if the threat still
exists (Siegel, 2011).
We now know that trauma exists not in the event but in the nervous system. Fight, flight and freeze are
your body’s immediate responses to a traumatic event that your brain makes sense of later. The
nervous system is like a container, it can hold only so much and before it overflows.
We even have phrases for it, such as the straw that broke the camel’s back; or “ I can’t take one more
thing”. We are meant to have an increase of energy in our bodies (nervous systems) as we prepare to
survive by fighting or fleeing (Scaer, 2005). Afterwards we are meant to move out of these survival
responses and discharge that energy.
Example: (Nervous system as a container, number of little events, one big event, cup becomes filled in
different ways and amounts. Hold up a ½ filled glass of water. Demonstrate how when you add more
becomes more difficult to move around). You can imagine this glass as an example of your nervous
system (hold up water glass ½ full). As you can see there is some room in the glass, I can move around,
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don’t have to be that careful, and it’s pretty hard to spill the water without having a major fall or tipping
the glass over. Now as I add more water to the glass I have to be more and more careful, my movement
becomes restricted and more and more energy and attention must go into not spilling the water. It can
even reach a point where the container is so full just one more drop will make it overflow.
We view the symptoms related to trauma as the container spilling over (Levine, 1997). Resolving
trauma and increasing people’s capacity to cope comes from creating more room in our nervous system.
This happens slowly, bit by bit over time.
Past trauma can also affect how we experience the present. If something in the present, we call this a
trigger, reminds us of a danger in the past our body will respond without us knowing what it is
responding to. If we see something as dangerous or it makes us feel fearful then it changes how we
respond.
Let me give you a simple example of how one’s mood can affect how we perceive a situation.
Example: Have you ever had a really bad day? You know one of those days where everything goes
wrong and more and more things just keep piling up for you? So you finally make it to the end of the
day, and you start to go home and you get a call from whoever was supposed to pick up groceries that
they forgot and now you also have to stop at the store. You get to the store, pick up what you need and
of course end up in the slowest line with a clerk with an attitude. You know the one who seems to go
slow on purpose, stop to chat with their friends, and is just rude. You finally get to check out and the
clerk picks up their phone to text. How do you think you would respond?
So now imagine, you’ve just had a lovely day, you had lunch with a friend, and were able to take all the
time you needed, You are feeling quite relaxed when you get that same call and have to stop for
groceries with the same clerk who seems to go slow on purpose, stop to chat with their friends, and is
just rude. They again go to text on their phone. How do you respond this time?
The only difference is your mood going into the situation. This is why “how we feel” can influence how
we see the world. Unresolved trauma (perceiving danger when no current threat exists) impacts how
we “feel” and then how perceive the world.
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Slide 10 – History: How We Have Thought About Trauma

Objective:
To put into context our understanding of trauma as of 2014 from a Western European dominant story.
To give people a very brief history of how we’ve thought of trauma and understood how trauma has
been previously understood.

Background:
The study of trauma began in late 1880, and has had periods of intensive study as well as and periods in
which studies have been abandoned only to be revived again. According to Judith Herman the study of
psychological trauma has a history of episodic amnesia (Herman, 1992). Our most recent investigation
of trauma was initiated by the feminist movement and the effects on veterans returning from Vietnam,
which led to the development of the diagnostic category of PTSD in 1980. Over the last 25 years the
study of trauma has begun to move away from the “talking cure” approach. (Fisher, 2014)
The chapters and articles to be read to become familiar with the history of how we have thought and
talked about trauma are included in our references for this slide.

Key Points:
•
•

Influence of the feminist movement, Vietnam War, Post 9/11 era
Talking about what happened (the trauma) doesn’t resolve symptoms

Content:
Part of being trauma-informed is recognizing that trauma is pervasive. What has changed is how we talk
about it and respond. We began to first study trauma in the late 1800s (Van Der Hart, Brown, & Van der
Kolk, 1989). At the beginning of the 20th century, we just didn’t talk about trauma, and being affected
meant there was something wrong with you. For example, in the First World War, soldiers came back
from the front with invisible injuries; they were paralyzed, stopped speaking, stared out into space, or
simply couldn’t stop shaking. Being depressed, having flashbacks, intrusive memories, and or emotional
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and physical distress was called shell shock and was seen by many as a defect in character that
“something was wrong with them”(Globe and Mail, MacDonald, 2014).
As warfare evolved, society continued to not talk about distress. Shell shock became “combat fatigue” in
the Second World War, and then “operational stress injury.” But the stigma surrounding this kind of
injury remained. To admit that you were affected by what you experienced was to admit that you were
weak and flawed in some way.
Did you know that up until the 1950s there was even a dishonorable discharge category in the Canadian
military called LMF (Lacking Moral Fiber) for those experiencing combat fatigue or any other symptoms?
We now recognize this as post-traumatic stress disorder.
A shift occurred in the 1970s as a result of soldiers coming back from the Vietnam War and the feminist
movement identifying that abuse of women and children was happening at rates previously thought to
be exaggerated. This combination of veterans’ significant difficulty adjusting to civilian life and the
feminist movement promoting women speaking out about battering and sexual violence changed how
we saw the symptoms of trauma and how we referred to it (Herman, 1992). In 1980 this resulted in the
creation of Post-Traumatic Stress Disorder (PTSD) in the Diagnostic Statistical Manual. It is surprising to
many that the diagnosis of PTSD is only 35 years old.
In the 1980s we thought of assaults, sexual abuse, battering, alcoholism, impact of natural disasters, and
war as all different kinds of trauma each requiring specialized techniques and knowledge. In identifying
the different types of trauma, physical and psychological, we also shifted from not talking about it
(trauma) to encouraging people to speak about their traumatic experiences.
In the 1980s group therapy was very popular and we used to get groups of up to 12 people together to
share and discuss in great detail their experiences. You would need to start with that many as the
dropout rate was high. The thinking then was that resolution came through the processing and retelling
of your story. Often what ended up happening instead though was that 2-3 sessions into the group, half
of the participants would drop out. We used to think of them as being resistant; now we understand
that simply retelling your story over and over again can be retraumatizing. The people who dropped
out of those groups actually were demonstrating sound judgement and coping skills.
We use this bottle of pop as an example of what happens to your nervous system when trauma occurs.
Trauma shakes things up and dysregulates us. The effects of trauma are like what happens when we
shake up this 2 liter bottle. We really liked this example when we saw it demonstrated by Babette
Rothschild. [Coke Bottle (Demonstration by Babette Rothschild www.youtube.com/watch?v=LhuzpUlaX_k)
People used to be shaken up, and just stay quiet, even though the pressure kept building as reminders
occurred of the traumatic event. Imagine what happens if we open the bottle right now. It makes a
huge mess, (and aren’t you glad that you are watching this on your computer and not sitting in the room
with us). This is what trauma therapy used to be like when we encouraged people to spill all. What we
know now is you can open the bottle without making a mess simply by cracking the seal a bit and closing
it again. We let a little out, and then stop. When this is repeated multiple times we make room in the
system without everything spilling out and making a mess. We will teach you later in the webinar how
to do this.

30

What we know, and hope to explain as we go through the webinar, is that having an understanding of
trauma as the umbrella helps us to understand the survival responses that adults and children and youth
use when bad things happen.
The movement is from saying “what is wrong with you” to “what has happened to you?” It is not simply
the telling of the story that promotes healing; it is how you tell your story that counts.
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Slide 11 - Making Sense of Trauma

Objective:
To have people understand that trauma is the pattern of nervous system responses to perceived or real
threat.

Handouts:
•
•
•
•

Complex Trauma: Facts for Caregivers
Birth Parents with Trauma Histories and the Child Welfare System – A Guide for Child Welfare Staff
Birth Parents with Trauma Histories and the Child Welfare System – A Guide for Resource Parents
Birth Parents with Trauma Histories in the Child Welfare System – A Guide for Parents

Background:
Levine (1997, 2007) and Scaer (2001) write about trauma primarily affecting the nervous system, as the
reptilian brain reacts much faster than the frontal lobe which is the part of the brain that makes sense of
the event (refer to slides 14-16 for more information on the brain). The nervous system responds to the
perception of threat, not the actuality of threat. Previous belief was that the level of traumatization
could be predicted by the type and intensity of the experience; we now know that a person may not
necessarily be traumatized by a significant event and may be traumatized by a seemingly minor event.
Traumatic memories are not stored as narrative or in language as are most other memories. Rather
traumatic memories are stored as vivid images and sensations and left unprocessed. This helps to make
sense of how triggers, such as smell, sights, sounds and sensations might flood the child with the same
feelings and terror as if the abuse was happening in the present time. “…they’re just scrambled, like
scrambled eggs, you know all messed into each other.” (Bromfield, 2012, p. 5)

Key Points:
•
•

Dealing with symptoms is in fact trauma work
Trauma resolution includes not just a retelling of the trauma (will discuss later)
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•

Symptoms are the nervous system responding as if the trauma is still occurring

Content:
Why do we call this webinar making sense of trauma? Let me tell you a story about a 4 year old boy to
help explain why and to help you understand what happens when children become trauma-informed.
This little boy had experienced a trauma and had explosive anger. He was very close to losing his spot in
daycare and we know that can be devastating for the child and the family. So he came in to meet with
me and when we began talking about the anger he would say that it “just happens to him”. He shrugged
his shoulders and could not explain or understand what happened when he got angry.
So I asked him if he ever noticed his heart beating faster…he stopped and looked at me with wide eyes
and said “I have a heart?” For him hearts are something you give to people at Valentine’s.
There is nothing like a 4 year old’s perspective to help me remember I am thinking like a grown-up. I
explained that everyone has a heart, even me and his caregiver. So then the questions started coming –
what do hearts do, you can see how complicated this might become.
So I had us all do some jumping jacks as a way for him to notice his heart. He put his hand on his chest
and said “my heart is very loud!” So I asked him to tell me when his heart got quiet. He noticed that it
took a while – we talked about how his heart will beat faster for different reasons – when he plays
outside, when he is excited, when something scares him or when he gets angry. I asked him if he could
be a detective and notice when his heart starts to beat faster and notice if it happens when he gets
angry…now he knew what a detective was – someone who looks for clues because of cartoons that he
watched.
Anyway the next morning my phone rang in my office and if you are a therapist and a client calls the
next morning then you worry that it is likely not good news. I answered the phone prepared that it
might be his caregiver calling me to tell me that he got kicked out of daycare. She said “Hi and I had to
call because of what happened yesterday at daycare”…so there I was preparing to help problem solve
and she continue to say “it was really good” “Huh” I said, “what happened” (because now I am really
curious).
This little guy went into the daycare and got two of his buddies who also have trouble with their anger
and sat them down and started to explain that they had hearts and that their hearts could give them
clues about when they are getting angry…..he’s 4 and he has gone from thinking that anger just
“happens” to him to making sense of what is going on in his body and feeling like he can make sense of
his experience so much so that he wants to help someone else…he has shifted from thinking what is
wrong with him to what has happened to him.
We, and the team we work with, have all had children and their caregivers make this shift – to be able to
make sense of what is going on in their bodies and learns ways to manage this. This is what we hope you
will learn about throughout the webinar, and therefore be equipped to help children and youth to
become more trauma-informed.
So you can see that we state trauma exists in the nervous system, not in the event. How do we
understand this? Imagine that when you turn on your computer a picture of us the presenters, appears
we yell “BOO”. You’d respond with freeze, flight or fight, just like when you scare someone. Now
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imagine that we did the same thing every time you start the webinar. And imagine you started the
webinar every day for a month, for the first week you’d start thinking about it as you turned on the
computer, in the second week you’d start thinking about it at breakfast in the morning, in the third
week you might think about it when you were falling asleep at night. In the fourth week at some point
you would ask “Why are they doing that anyways?” Then at some point you would start thinking about
it every time you turned on the computer and maybe every time you thought about yours or anyone’s
computer. This is how it works with trauma.
The brain is an anticipatory machine (Siegel, 2011) and this is how, through the repetition of just
thinking about it, the pathways get laid down in the brain. In this example, the event of us saying “Boo”
when you turn on the webinar takes a fraction of a second to occur and yet over time, through thinking
about it and repetition of the boo, it takes up more and more room in the nervous system and the
neural pathways of the brain connect faster (Siegel & Bryson, 2011). Pathways in the brain get laid
down through repetition, the more often we think the same thoughts, the faster the connections in the
pathways in your brain.
Here’s another example:
Imagine you are the first person to walk down the sidewalk after a heavy snowfall. It is really hard work
and you are sweating by the time you get to the end of the block. Imagine that you and you alone have
walked that pathway 100 times. It would be faster wouldn’t it? When we use a pathway in our brain
over and over it gets faster too. Pathways created by traumas become like super highways, later on in
this webinar you will learn tools to help create off ramps.
Remember that the nervous system is like a cup and that we function best when there is some extra
room in the cup.
So how to make sense of two children who go through the same experience and have very different
responses? Let’s use these two glasses as an example. Here one is almost full and the other only half.
Imagine if these were two children’s nervous systems and another bad thing happens. You would likely
see symptoms spilling over for one child and not for the other. You might begin to think about the space
here in the cup as resilience.
Have you ever had a child tell you a story about something bad that happened? It rarely comes out in a
clear and coherent way. As a result of trauma, the memory is not stored in a linear way with a
beginning, middle and end. The memories are often jumbled and mixed up and experienced as
happening in the present. Our work is to help children move from a mixed up story to a coherent one
with a beginning, middle and end, where the brain knows that it is over and in the past.
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Slide 12 – Keeping Your Balance

Objective:
To give you a way to help keep yourself regulated while completing the webinar.

Background:
Content:
We would invite you now to take a break. Move your body in some way, take time to stretch, take a
deep slow breath. This material can cause us to start to become dysregulated so we would invite you to
do something to help yourself become more settled and regulated before you start the next lesson.
Bring to mind someone who supports you. Would having something to eat or drink now be a way to
take a break?
After each lesson remember, you can choose - Have you taken in enough information for now? Would
you like to continue on?
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Lesson 3 – The Nervous System
Slide 13 – The Nervous System
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Slide 14 - The Nervous System

Objective:
To introduce in an easy to understand way of how the nervous system works, giving brief examples of
para/sympathetic nervous system.

Handouts:
•

Autonomic Nervous System

Background:
The nervous system can be defined as the brain and the extended nerves throughout the body (Siegel,
2012). The nervous system allows us to take in external sensory information from the five senses (sight,
sound, touch, taste and smell). We also receive information internally (the body), sometimes called the
sixth sense or proprioception (Scaer, 2012) (Porges, 2004). The nervous system is constantly evaluating
risk (Porges, 2011).
The brain is made up of billions of neuron cells that connect to each other and form neural pathways.
The more a neural pathway is used which means the more each neuron in the pathway fires and
transmits a charge to the next neuron, the thicker and faster the pathway becomes for transmitting
information. The phrase “what fires together wires together”, attributed to Hebb, describes this process
(Doidge, 2007). It used to be thought that brain development was fixed at an early age, and over the
last 15 years it has been determined that the brain is able to continue to change and adapt throughout
the life span (Doidge, 2007). The concept of neuroplasticity (the brain being able to change), informs us
that change is possible throughout the lifespan.

Key Points:
•
•

Autonomic Nervous system is made up of the sympathetic and parasympathetic branches
Use a car analogy – parasympathetic is brakes and gas is sympathetic
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Content:
The purpose of this section is to introduce you to your nervous system and how it works to manage your
feelings. Your nervous system is your brain and all the nerves throughout your body. The nervous
system organizes and integrates sensory information, states of mind, and our emotions. We have made
our explanation simple so that it is easier to understand – we do want to acknowledge that it is more
complex and you can refer to our bibliography for books that explain it in greater detail.
The brain is made up of billions of neurons that form pathways that become established by repeated
thoughts, behaviors, emotions etc. Neurons connect to each other by firing sending an electrical charge
to another neuron: “What fires together wires together.” For example, a well-established pathway we
all have is knowing how to write your name. Take a moment and just think how many times you have
done this in your life. Now, we would invite you to try write your name. If you would, take a piece of
paper and a pen and with your dominant hand, write your name. You could probably do this with your
eyes closed.
Now notice did this take any time or thought? Likely not. Most of us can actually write our names and do
something else at the same. So now, put your pen in your non-dominant hand and write your name.
How much longer did this take? What effort was required? Did you actually have to think about how you
formed each letter? Practicing writing your name with your non dominant hand is an example of how
the brain can change and learn. If you wrote your name say five times each day for three months with
your non-dominant hand it would become easier and easier, requiring less effort. This is an example of
neuroplasticity and how the brain can change and create new pathways. Just like in Kate’s example of
us yelling boo or making pathway in the snow. This is how we create pathways in our brain. We used to
believe that the brain was formed and not changeable after age five. Over the last twenty years we
have learned about neuroplasticity which is the capacity of the brain to change and adapt throughout
the lifespan (Doidge, 2007).
We have two main branches in what is called our autonomic nervous system, the sympathetic and the
parasympathetic. However, for our purposes we can just think of them like the gas and the brakes of a
car. The sympathetic branch is arousing and energy consuming, like the gas pedal on a car. It is
activated by both positive and negative stress. When the sympathetic branch of our nervous system is
activated, we are putting on the gas. It increases our heart rate, blood pressure, and respiration (for
example when we get scared or excited about something). The parasympathetic branch is energy
conserving;, you can think of it like a brake pedal. When you put on the brake it decreases our heart
rate, respiration and states of alertness (Siegel, 1999) (Rothschild, 2000). For example when we wake
up, focus, pay attention, get excited, or exercise the sympathetic branch of our nervous system is
putting on the gas. Going to sleep, calming down, resting and relaxing are examples of the
parasympathetic branch putting the brake on.
As we go through our day we use both the gas and the brake to regulate, similar to driving a car.
Depending on the condition of the road, what the weather is like or whether we are driving on a straight
away or approaching a turn, sometimes we need to speed up and sometimes we need to slow down.
Being nervous about a test, for example, is the gas coming on. We become more alert and we focus.
When we have completed the test we take a deep breath and start to relax. This is an example of the
brakes coming on (Rothschild, 2000).
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Have you ever seen a three year old having a tantrum (or an adult?) This is an example of too much gas,
or sympathetic activation. How do you know when the child is starting to settle? They begin to take a
deep breath as they begin to cry less and this is a sign that the brake, the parasympathetic branch, is
coming on to help their nervous system and their body begin to settle.
Trauma disrupts our ability to regulate. The fight/flight survival responses are sympathetic nervous
responses to a traumatic event. Driven by fear, the gas comes on to mobilize our resources to survive
through flight or fight. When fight or flight is not an option, the parasympathetic branch slams on the
emergency brake creating a freeze response.
Here is an imagination exercise to introduce you to your autonomic nervous system:
It turns out as a result of doing this webinar you have won an all-expense paid week vacation to Cuba.
All your work and childcare needs are being looked after; all you have to do is pack and show up at the
airport. Imagine getting on the plane and taking off, knowing that everything is taken care of. You look
out the window at the beautiful blue sky, and take in that you are now on holidays for a week with no
responsibilities. Notice the sensations that accompany these thoughts. Do you sense any warmth or
relaxation in your body? How would you describe your mood or facial expression as you imagine getting
away? If it is ok, take a moment just to observe your response to the idea of getting away on vacation.
So there we are flying to our destination when suddenly the plane lurches and the oxygen masks drop
down. The plane then levels off and the flight crew announces that it was just a unexpected brief patch
of turbulence, everyone is ok and they apologize for the incident and tell you that the rest of the flight
will be smooth and uneventful. The oxygen masks get put away. The plane lands safely at your
destination. Everybody gets off the plane and you have a wonderful weeklong vacation.
What did you notice when I suggested that the plane dropped? Was there a change to your breathing
rate, any clenching of your stomach, increased heart rate? Take a moment just to sense into your body
and observe your physiological response to simply imagining this scenario?
What did you notice when the plane landed safely and you imagined having a wonderful vacation?
Again, just take a moment to observe the sensations in your body.
Typically when people go through this exercise, they note a number of different body sensations and
emotional responses to each part. This exercise highlights how the nervous system is always operating.
It responds faster than thought. This is why even though you are aware that you are hearing/reading
this imaginary scenario, your nervous system responds to the thought of danger, before the thinking
part of your brain can tell your nervous system it is not real and there is no need to go into a survival
response.
The effects of trauma are reflected in the symptoms of the body (Levine, 1997). Thinking about the
trauma, sensory triggers (such as sights, smells, feelings) will evoke a response from the sympathetic
(gas) and/or parasympathetic (brakes) of your nervous system. Feeling frightened and noticing a racing
heart in response to reminders of trauma is an example of the nervous system in action for a child who
has experienced trauma.
It should be noted that both temperament and genetics play a role in how the gas and brakes works for
each individual. Do you or anyone you know have more than one child? Are they the same or different
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in personality? Some kids are more sensitive, some are more energetic both are examples of the role
temperament can play.
The ability to self-soothe is compromised when the nervous system is overwhelmed. People can and do
learn to override their survival response, this is the purpose of fire drill, protection plans, and the
training emergency responders receive.
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Slide 15 - Window of Tolerance

Objective:
Develop an understanding of people’s capacity to tolerate stress and taking in the good.

Handout:
Window of Tolerance

Key Points:
•
•
•
•

Capacity to self-regulate is known as the window of tolerance
How it is supposed to work: baseline to activation to discharge and back to baseline
Going above or below the green line is a survival response
Constricted window of tolerance also effects our ability to “take in the good”

Background:
The window of tolerance describes the capacity to process levels of emotional intensity (Siegel D. , 2010)
(Schore A. , 2009). When we are within our window of tolerance we can manage and balance both our
thoughts and emotions. The window of tolerance describes activity of the sympathetic and
parasympathetic branches of the autonomic nervous system. The two branches are like the gas and the
brakes of a car. Within the window of tolerance we can self-regulate smoothly. Our thinking or
behaviour can become disrupted when an experience or emotion pushes us outside our window of
tolerance. There can be multiple windows, each relating to different topics or emotional states. This is
why one can be comfortable with high conflict while being uncomfortable with sadness. The window of
tolerance develops and is influenced by both temperament and experiential learning (Siegel D. , 2011).

Content:
Our window of tolerance is our ability to regulate our nervous system, which is demonstrated by
following the green line on the slide. Our ability to self-regulate is similar to being able to drive
smoothly, speeding up and slowing down in response to road and traffic conditions. When we are
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operating within our window of tolerance we can be receptive to others and open to new experiences.
(Wheatley-Crosbie, 2006). We all have a range of behaviors and activities that we each regularly do as
we move through our days to stay within our window of tolerance. For someone that would be a cup of
coffee in the morning, for others a favourite show at night. The gas and the brake are used regularly
throughout each day.
In order to understand the window of tolerance better let me use an example - Have you ever been to a
4 year old’s birthday party? You know it is not a party until someone cries. This is an example of the
window of tolerance being breached; it can be as much about taking in fun as managing distress. Any
emotion that overwhelms our capacity affects our ability to self-regulate.
Following the red line on the slide - too much gas first takes us into fight or flight. This is an adaptive
response to our perception of danger. This is outside our safety zone.
Continuing to follow the red line we come to the freeze response – if fight or flight do not work for
children or youth then they go into freeze.
The goal is not to avoid moving into fight, flight or freeze- these are important, adaptive survival
responses. What we are working towards is finding a quicker way back into the window of tolerance.
Trauma can keep us stuck in fight, flight or freeze and healing is knowing that the trauma is over as well
as the ability to take in the good and connect with hope.
We want to introduce this concept of taking in the good. We are hardwired to be on alert for danger as
this is what helps us survive. Taking in the good is what we are working towards when we are healing
and when helping children and youth heal.
Think about a time when you went through something difficult – it likely took some time before you
took delight or pleasure in anything even something as simple as enjoying your food. For children who
have experienced trauma we want to help them to increase their tolerance for taking in the good. Many
people will talk about kids “sabotaging” right after you do something nice for them. Instead we would
invite you to think about their capacity to take in the good. If you are used to someone hurting you as
well as doing good things for you it is hard to trust when someone does something good because you
are always waiting for the next bad thing to happen.
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Slide 16 – Healthy Ways that You can Regulate

Objective:
Help participants begin to identify what they already do to help regulate their nervous system.

Handouts
•
•
•
•

Sensory-motor preference checklist (for adults)
Sensory and Movement Activities in the Classroom
Self-Regulation
What is self-regulation

Background:
The field of occupational therapy provides practical tools in self-regulation that we refer to frequently
throughout the workshop. This slide refers to a specific tool that has been adapted specifically for the
workshop. The intention is to allow the participants to connect with a few ways that they regulate their
own nervous systems. The items listed on the checklist are common gestures/activities that people do
not tend to recognize as strategies for self-regulation.
The intention behind this activity is to increase the participants’ awareness of ways that they regulate.
This works twofold, in that they may be able to remain calmer for longer when the kids they work with
are dysregulated and they may recognize others’ efforts to self-regulate, such as fidgeting or chewing
gum. (Siegel & Harzell, 2004).

Key Points:
•
•

Everyone engages in habitual activities to help them self-regulate.
The more aware we are of these habits, and how our nervous system works, the better we will be at
staying regulated and assisting others in finding a way to regulate.
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Content:
We each have our own ways to self-regulate/to stay within our window of tolerance for example putting
on the gas or brakes. For some people having a cup of coffee or taking a shower to wake up is putting
on the gas, whereas for others getting organized, going for a walk or talking to a friend is downregulating and soothing. We’d like you to print or download the Sensory-Motor Preference Checklist
handout and take a moment to check off three ways that you turn on the gas and three ways that help
you to put on the brakes.
You might find that some things on the checklist help you both up and down regulate and others you
don’t do at all. Some of them you might do without even thinking about it (it might be interesting to
have a loved one highlight which ones they notice you use). Also we would like you to think about the
children and youth that you live or work with, what do they do to self-regulate – how do they put on the
gas or the brakes? Does this give a new perspective on those annoying habits and can you now see this
as an attempt to self-regulate? We think about kids who chew on their clothing, twist their hair, or
fidget to give you a few examples.
Place a star next to the three main ways you use to stay regulated. The more aware we are of our
nervous systems, the better we will know how to stay regulated and then help children and youth
become regulated.
All of us throughout the day do different things to help us regulate. These ordinary things we do can be
used and taken advantage of to teach children and youth how to regulate and settle themselves.
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Lesson 4 – The Brain & Development
Slide 17 – The Brain & Development
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Slide 18 – Parts of the Brain

Objective:
Introduce the brain, and a hand model for the brainstem, limbic region (amygdala and hippocampus),
and cerebral cortex. To describe the function of the amygdala and hippocampus.

Handouts:
•

How does psychological trauma affect the body and the brain?

Background:
Understanding a little bit about the brain and how it works might help you understand how children and
youth’s memories are altered by trauma and how to help them. It is important to remember that no
part of the brain works on its own even though we will talk about them being separate.
The concept of the “triune brain” and the 3 regions (the brainstem, limbic region, cerebral cortex) was
first proposed by Paul Mclean (Scaer R. , 2012). The brainstem is similar to a reptilian brain and is
responsible for autonomic functioning: avoiding pain, and approaching pleasure. This is the most
primitive part of the brain. The limbic system lies above the brainstem. It is involved with learning and
memory and is the source of emotions. At the top and the most recently evolved is the cerebral cortex.
It is needed for conscious thought and self-awareness. To some the brain is like a human (cortex), horse
(limbic) and crocodile (brainstem) attempting to live in the same body (Cozolino, 2006).
We focus on two structures in the limbic system, the amygdala and the hippocampus. The amygdala is
the warning system of the brain, initiating the fight, flight and freeze response when triggered. The
amygdala assigns a feeling tone to the stimuli flowing through the brain (pleasant, unpleasant, or
neutral) for protection/survival purpose and directs a response (approach, avoid, move on). The
amygdala is neurologically primed to label experiences as frightening and negative (Hanson, 2007).
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The hippocampus remembers facts but not emotions. It records the time frame of significant events,
with beginnings, middles and ends. It sends these facts on to the cortex, the thinking part of the brain
(Rothschild, 2011).
When a traumatic event occurs, high levels of cortisol (stress hormones) are released to initiate the
fight, flight and freeze survival responses. Cortisol also inhibits the functioning of the hippocampus.
This is why an accurate time frame of events is often difficult to recall. The event might be remembered,
but in a jumbled order with significantly missing steps. When the hippocampus is offline or not working
the brain may not register that the trauma actually ended (Badenoch, 2008).

Key Points:
•
•

The Brain can be divided into 2 sides, left and right, and/or three regions, brainstem, limbic region,
cerebral cortex
Role and function of the amygdala and hippocampus

Content:

(Siegel, 2011)
When people talk about the brain, it can become pretty complicated. But it is helpful to have a working
understanding of it. By the end of this slide you will actually have a way of remembering and making
sense of this information, and be able to explain it to others.
To start off, we know that the brain is divided into two hemispheres, called the left brain and the right
brain. The left brain is the logical side; it likes to put things in order, learns from experience, reasons
and plans, is verbal and makes meaning (Siegel & Bryson, 2011). This is the part of our brain that allows
us to observe ourselves and self-reflect (Cozolino, 2002). The right brain is creative and emotional; it is
also where our survival responses begin. The right brain receives and interprets emotional information
and sensations from the body; it pays attention and reads facial expressions, eye contact, body
language, and tone of voice. So when we connect to another, by acknowledging feelings, having a
nurturing tone of voice, or an empathic look on our face, we connect right brain to right brain (Siegel &
Bryson, 2011), activating our social engagement system instead of our survival response (Porges 2011,
2017).
Now, thinking about the brain from the bottom to the top; we like to use Dan Siegel’s hand model. If
you take your hand and make a fist wrapping your fingers around your thumb you get a hand model of
the brain. Your wrist is the brainstem responsible for autonomic functioning (breathing, heart rate,
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body temp, etc.). Your fingers at the top represent your cerebral cortex, the most recently evolved part
of our brain, which is responsible for executive functioning (conscious awareness, abstract thought,
planning, language etc.). In the middle, where your thumb is held, is the limbic region where strong
emotions, especially fear come from (Siegel & Bryson, 2011).
Your thumb represents two important structures in the limbic region, the amygdala (the knuckle) and
the hippocampus (thumb joint). The amygdala is the alarm system of the brain and directs the brain’s
emotional response. It is always scanning for danger and reacts to both real and perceived threats
(Cozolino 2014). It processes sensory information (what is seen, heard, felt etc.) and if it perceives
information as dangerous, sets off the alarm. The alarm and the accompanying neurochemicals initiate
the fight, flight or freeze response. (Rothschild, 2011, Siegel & Bryson, 2011). Because it is the
watchdog of the brain, and always on and scanning for danger, it is hardwired to err on the side of
caution. Remember the plane exercise? It was your amygdala that initially responded to the suggestion
that when the plane dove you might be in danger.
Your hippocampus (the thumb joint) remembers facts and is the time keeper of the brain. It is our
hippocampus that allows us to tell stories by keeping events in sequence, identifying a beginning, middle
and end. Your hippocampus is responsible for recalling memories.
For example, can you recall what you had for dinner last night? To do this, your hippocampus will
retrieve the memory. Some people will remember what they ate; some people will remember who they
were with, where they were, or what time it was. This is an example of the hippocampus at work.
When you recall what you had for dinner last night it is a memory that has a beginning, middle and end
and you know that it happened in the past.
When we are stressed or experience a threat, the neurochemicals that initiate the fight, flight and freeze
response have an impact on how the hippocampus works (Badenoch, 2008). This is why people often
tell disjointed or mixed up stories about difficult or traumatic experiences in their lives. As Kate said
earlier, have you ever listened to a child’s story when they think they are in trouble or have seen
someone else get in trouble? Often they begin in the middle and eventually you find out how it started
and perhaps how it ended. This is what happens when the amygdala sounds the alarm.
Finally at the top of your closed hand we have the cerebral cortex, this is where thinking and selfawareness happens (Siegel & Bryson, 2011). We will discuss the role of the cerebral cortex further in
the next two slides.
So for our purposes, what we want you to be able to remember is there is a left brain and a right brain.
The left brain is more logical and the right brain is more emotional. Starting at the bottom of the brain
and moving up there is the brainstem, the limbic region with your amygdala and hippocampus, and the
cerebral cortex. And by the end of this webinar we hope you will be able to explain to children and
youth a little bit about how their brains work.
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Slide 19 - The Downstairs & the Upstairs Brain

Objective:
Introduce house analogy for understanding the brain and how it functions. Understanding that in many
houses the downstairs has the infrastructure to support the rest of the house (you don’t build a house
from the top down). Further describe the amygdala (alarm system), and fight, flight, freeze responses.

Handouts:
•

Integrating the Upstairs and Downstairs Brain: Teaching How to Make Good Decisions in HighEmotion Situations

Background:
In this section we will be talking about three sections of the brain: the brainstem, limbic region and
cerebral cortex. The brainstem, which is the most evolutionarily primitive, regulates autonomic
functions, such as heart rate, respiration, body temperature, as well as states of arousal and alertness.
The limbic region includes the amygdala and the hippocampus. The limbic region coordinates
information from both the brainstem and the cortex. The amygdala is the alarm system of the brain. It
evaluates information from the senses to determine whether or not experiences are safe. The amygdala
initiates the fight, flight and freeze response to threat and danger (Badenoch, 2008). Strong emotions,
appraisal of meaning, and the processing of social signals are also managed in this area (Siegel D. ,
2011). The hippocampus plays a key role in the process of remembering. Whereas the amygdala
focuses on emotions, the hippocampus attends to facts and helps us to organize the puzzle pieces of
memory sequentially in time (Siegel D. , 2012). The limbic region is considered the emotional and
survival center of the brain (Rothschild, 2011).
At the top of the brain is the cerebral cortex where more complex processing such perception, thinking,
and reasoning occur. The cortex is considered the most evolutionarily advanced and is the thinking
center of the brain (Rothschild, 2011) (Siegel D. , 2012) (Siegel D. , 2011).
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Key Points:
•

•

Brain divided into 2 parts;
o Downstairs - brainstem and limbic region,
o Upstairs - the cortex
Children and youth’s brains are still developing

Content:
Siegel and Bryson in their book the Whole Brain Child (2011), which is one of the best parenting books
we have read, suggest that the brain is like a house with both a downstairs and an upstairs.
The brainstem and limbic region make up the downstairs brain, and manage basic necessities and
survival. The downstairs brain is developed and fully functional at birth (Siegel D., 1999). It is the most
primitive part of the brain and is responsible for basic functions and strong emotions such as anger and
fear.
The downstairs brain is the home to the amygdala, and the hippocampus. Here is a quick review; the
amygdala is the watchdog of the brain. It processes sensory information and if it perceives danger sets
off the alarm. The hippocampus keeps time and remembers facts, not emotions. However, when the
amygdala is triggered, it impacts the hippocampus and keeps it from functioning properly.
The upstairs brain includes the cerebral cortex and is highly sophisticated. This is where thinking,
imagining and planning occur. One of its roles is to soothe and settle the amygdala in the downstairs
brain. Going back to our plane exercise, your amygdala sounded the alarm when we suggested the
plane was diving. It was your cerebral cortex that recognized that you were not on a plane and there
was no danger, so it released a soothing response to the amygdala.
One thing to keep in mind: while the downstairs brain is developed and functioning at birth, the upstairs
brain is still developing. We see the first signs of it around age two to three. When children ask “why”
this is a sign of the cerebral cortex developing. Typically, the cerebral cortex’s development is
completed by the mid-twenties (Siegel & Bryson, 2011).
You can think of the upstairs and downstairs brains as being connected by a staircase. When everything
is operating smoothly and safely information can travel up and down the stairs easily. However, when
there is a threat, real or perceived, the amygdala sounds the alarm and the staircase gets blocked.
For example: imagine listening to this webinar while a fire alarm is sounding. Would you be able to pay
attention? What would be your body’s reaction? What emotion would you feel? When the upstairs
and downstairs brains are working well together, we can regulate our emotions, consider consequences,
think before acting and consider how others feel.
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Slide 20 - The Downstairs & Upstairs Brain and Self-Regulation

Objective:
Understand development and that the rational decision making (executive functioning) part of the brain
may be inaccessible when the stairs are blocked (when the alarm system is activated).

Handouts:
•

Integrating the Upstairs and Downstairs Brain – What you can do

Background:
The downstairs brain (limbic system) is also home to two structures: the amygdala and the
hippocampus. The amygdala is the watchdog of the brain. It processes information from the senses
and determines whether there is danger. The amygdala gives sensory information an emotional
interpretation which tells the body how to respond. For example hearing a loved one’s voice on the
phone might bring a smile, whereas hearing a crash triggers an alert response. The alarm and the
accompanying cascade of stress hormones that are released initiate the fight, flight or freeze response.
The amygdala remembers the “feel” of an event, not the facts (Rothschild, 2011).
The hippocampus remembers facts not emotions. It is also the brain’s time keeper, marking the
beginning, middle and end of events. The hippocampus allows us to remember events and the order in
which they occurred. However, the stress hormones released by the amygdala affect the hippocampus’
ability to function. Having difficulty remembering the sequence of a traumatic event is an example of
the hippocampus being affected by stress hormones. The fact that the hippocampus has not recorded
an end to the traumatic event is perhaps why trauma survivors never “feel” like the trauma is over
(Rothschild, 2011).
The cortex, or the thinking center of the brain is in development for children and youth. A developed
cortex pays attention to both the outside environment (sight, sound, smell, touch, taste) and the
internal environment (thoughts, sensations, emotions) (Rothschild, 2011). The developed cortex is
responsible for regulating the functioning of the limbic system (Perry B. D., 1997).
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It is important to remember that the brain as a system develops through an “experience-dependent”
process. This means that experiences create pathways (connections) in the brain. Repetition
strengthens existing pathways. New experiences create new pathways. The amygdala assigns an
emotional meaning (safe or dangerous) to the sensory (external or internal) information associated with
a pathway. Fight, flight, freeze and soothing responses get laid down by this process (Perry B. D., 1997)
(Siegel D. , 2011).

Key Points:
•
•

Ability to self-regulate depends on a developed upstairs brain
Amygdala can block access to the upstairs brain

Content:
Two things can get in the way of the upstairs and downstairs brain working well together. The first is
development including how old the child is. The downstairs brain is fully developed at birth; whereas
the upstairs brain is not. It is helpful to think of the upstairs brain as “under construction”, children are
not always able to manage, to settle, or soothe their strong emotional responses coming from their
downstairs brain. Just to make things more difficult in adolescence, the upstairs, which is still “under
construction” also, goes through a major “renovation” (Siegel & Bryson, 2011).
Have you ever successfully reasoned with anyone at any age when they were having a tantrum? The
reason you can’t is because they have lost access to their upstairs brain. The emotions they are
experiencing move them out of their window of tolerance, going into a feeze, flight, or fight response.
Their amygdala has become activated, blocking the stairway to the upstairs brain. They are unable to
sooth or calm themselves. At these times children and adults too, need another nervous system to help
them settle, soothe, and manage their strong emotions. Bruce Perry (Perry & Szalavitz, 2010) suggests
we regulate, relate, then reason. This means we first settle ourselves, then we connect right brain to
right brain helping them “feel felt” and understood (Siegel & Bryson, 2011). We use our own nervous
system to help them co-regulate. Once they begin to calm down and regain access to their upstairs brain
we can reason with them and they are able to self-regulate again.
The amygdala can also interfere with the upstairs and downstairs brain working together. It quickly
interprets sensory information when danger is perceived and responds with anger and fear possibly
initiating a freeze, flight, or fight response. When the alarm is sounded access to the upstairs brain is
blocked. The survival response to danger was developed over millions of years of evolution. The
amygdala processes sensory information 6 times faster than the cerebral cortex (Cozolino, 2012). This
means that your nervous system is already responding to a threat before you are consciously aware of
it. Adults, as well as children lose access to their upstairs brain when under threat. What is threatening
can include strong emotions or stress. Regaining access to the upstairs brain allows us to settle and
soothe the amygdala, which is sounding the alarm (Rothschild, 2011). We do this by settling our bodies
first, perhaps by taking an intentional calming breath, and noticing what we see around us or sense in
our bodies.
In the last slide we used the example of a fire alarm going off, and how it would affect your ability to pay
attention and later recall the information. That is an example of a threat blocking access to our upstairs
brain, and why it is so hard to think clearly at those times. Fire drills are an example of how we can train
people to override their survival responses through repeated exposure to a drill and going through the
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actions to take in case of a fire alarm. This is also how we train first responders in what to do in
threatening situations, and why we develop and practice personal safety plans.
As children grow up and develop, pathways in the brain can be created in response to trauma. When
these pathways are triggered, the amygdala sounds the alarm, blocking access to the upstairs brain.
This is an example of the brain not knowing that the threat is over and continuing to respond with
freeze, flight, or fight survival responses. The handout “Integrating the Upstairs and Downstairs Brain –
What you can do” has further suggestions on ways of helping children and youth access to their upstairs
brain. We will talk more about these ideas and how to regain access to our upstairs brains in later
slides.
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Slide 21 – Trauma and Development

Objective:
Highlight the different perspective that children have from that of adults and the importance of having a
thorough understanding of healthy child development (seeing events/experiences through the child’s
eyes and their developmental stage).

Handouts:
•
•

Child Development and Trauma Guide
Development Delay: An Information Guide for Parents

Background:
Until recently, Post-Traumatic Stress Disorder was an adult diagnosis in the DSM 4 that was
conceptualized to describe a patient’s response to a real or perceived threat to one’s physical or
emotional existence. PTSD was not developmentally sensitive. It did not take into account the effect of
trauma on the developing child, as it was originally not intended to pertain to children/youth (van der
Kolk B. ,2005). When we think about the impact of trauma on children and youth we need to take into
account “… the developmental effects of childhood trauma: the complex disruption of affect regulation;
the disturbed attachment patterns; the rapid behavioral regressions and shifts in emotional states; the
loss of autonomous strivings; the aggressive behavior against self and others; the failure to achieve
developmental competencies; the loss of bodily regulation in areas of sleep, food and self-care; the
altered schemas of the world; the anticipatory behavior and traumatic expectations; the multiple
somatic problems, from gastrointestinal distress to headaches; the apparent lack of awareness of
danger and resulting self-endangering behaviors; the self-hatred and self-blame; and the chronic
feelings of ineffectiveness” (p 406, van der Kolk, 2005).
Prior to the latest edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders, DSM-5 (2013), emotional maltreatment, neglect, separation, traumatic loss and
inappropriate sexual behavior did not meet the DSM definition for a traumatic event (van der Kolk,
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2005). The current PTSD diagnosis now takes into account and differentiates between children under
and over six years of age. Additionally in the DSM-5 there is recognition that knowledge of a close
family member or friend experiencing a traumatic event can be traumatic .
Children and/or youth who have been traumatized often exhibit delays in their social, emotional,
behavioural, intellectual and relational development. (James B. , 1994) These compromises exist across
multiple areas because brain development is sequential. Disruptions to normal development in early
life will necessarily alter the later development of other areas of the brain. This chain of development
suggests that the early life experiences of a child have more relative importance in the organization of
the mature brain (Perry B. D., 1997). The most significant consequence of early relationship trauma is
the lack of capacity for emotional self-regulation, the loss of ability to regulate the intensity and
durations of affect (Schore A. N., 2002).
Note: when there is a history of multiple traumatizing events the term “complex trauma” has been used
in relation to adults. For children and youth the concept of cumulative harm has been helpful (Miller,
2007) (Bromfield, 2012).

Key Points:
•
•
•
•

PTSD in the current edition of the DSM-5 takes into account the impact of different experiences
which may be traumatic for children
How trauma interferes with development
Children experience trauma differently than adults
Ability to self -regulate develops over time. Children and youth require another nervous system
for co regulation

Content:
We want you to be aware of changes that are happening in our field. A PTSD diagnosis now
differentiates between children over and under six years of age and includes directly experiencing,
witnessing a traumatic event(s), or learning about traumatic events that happen to close family
members/friends (American Psychiatric Association, 2013). This is a significant change as this diagnosis
now recognizes that children and youth’s experiences and understandings of traumatic event(s) can be
shaped by their developmental stage.
Trauma can interrupt healthy development. Simply stated, childhood trauma can result in alterations in
the brain. As we have said before some children continue to respond as if the trauma is still occurring or
threat is still there. This means they move easily into a survival response (Perry 2007).
I want to pause here to highlight our favourite handout. It is a detailed account of healthy development
and how trauma can impact development from age 0 to 18 years. I am a mom and have been a therapist
for a long time and I know that it is not always easy for me to remember exactly what is healthy and
expected at each developmental stage. It is important to know what healthy development looks like so
we know when children are off track developmentally and equally important to be able to recognize
when they are back on track.
Here’s an example that might make it easier to understand. Have you ever seen an adult friend have a
melt down and think “Wow they are acting like my 5 year old or 12 year old or sound just like my 8 year
old’? If, when they are calm you ask them “What was going on for you when you were 5, or 12 or 8”,
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they typically respond with “wow how did you know something happened to me at that age?” This is
when their development was impacted by the events in their earlier life.
We want to recognize that when kids are starting to get back on track developmentally that this is a sign
of healing from trauma.
The stage of development at which trauma occurs or begins to occur is significant. Beginning at infancy
the capacity to self-regulate is developing. The younger the child is when trauma occurs the less likely
they are able to regulate their nervous system. For example as we talked about earlier, experiences that
can be tolerated by a 14 year old can literally be terrifying for an infant. Trauma can disrupt healthy
developmental paths, as children and youth are focused on survival rather than moving through their
developmental stages.
A normal part of childhood is play. Play is how children move through their developmental stages
(Perry, 2014). Think about a two year old who likes to knock over towers of blocks…they will do this over
and over and over. Perry (2014) reminds us that providing patterned, repetitive and rhythmic input, like
drumming, dancing, music, walking, and drawing helps children to regulate.
We are concerned when we hear that a child doesn’t play. Children play when they feel safe or when
they can take in the feeling of being safe. This is why sometimes you see a teenager playing like a 5 year
old – which may mean that they feel safe and are catching up on what they missed. Healing is helping
the children move through developmental stages, often through play.
Children are also greatly affected by the response of their caregiver. Have you ever cared for a toddler?
Imagine you’re at a park; they are running and having a great time when they trip and fall on the grass.
They turn back and look at you. Now imagine what would happen if you had a big response, yelled “Oh
No!” was very worried and ran and picked them up. What would the child do? Yes, they would begin to
cry. Now imagine instead they turn to look at you and you have a well-regulated response and say
“You’re ok, do you need a hug?” The child might stop and sense into their body and find that they are
OK and continue to run. Children are impacted by the nervous system of their caregiver, the response
from whom can be either overwhelming or supportive and well regulated.
We also have to remember that calm for some children and youth is a new experience. Remember that
the amygdala, always scanning for danger, looks at calm and at first sees it as scary. A child’s
developmental stage impacts their understanding of calm – remember the four year old from earlier.
When I asked him what it meant to “calm” down he shrugged his shoulders and said “I don’t know, to
stop what I am doing?” So I asked him if he had a bathtub at home and he said yes and I asked if he had
a toy boat or something that he could pretend was a boat and he said yes – then I asked him if he could
imagine being in the bathtub with lots of water and making a storm, stirring up and splashing the water
and what would happen to the boat. Then I asked him to imagine letting the water settle until is
smooth. We talked about how that was like when his feelings got big and then settled or got “calm”. He
liked the idea that sometimes, as he said, his feelings smoothed out.
So we need to help children and youth to find words or images that fit for their developmental stage
that help them both understand what they are experiencing in their bodies and to be able to talk about
it.
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Slide 22 – Keeping Your Balance

Objective:
To give you a way to help keep yourself regulated while completing the webinar.

Content:
We would encourage you to take a break, move your body in some way, take time to stretch, take some
deep slow breaths. Call or text a friend, listen to a favourite song. This material can bring up thoughts
about our own past or remind us of things that have happened to children and youth in our care, or
people that we work with and cause us to start to become dysregulated. So we would invite you now to
do something to help yourself become more settled and regulated before you start the next lesson.
We want to remind you after each lesson in the webinar know that you can choose - Have you taken in
enough information for now? Would you like to continue on?
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Lesson 5 – Working Towards Trauma Resolution
Slide 23 – Working Towards Trauma Resolution
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Slide 24 - Importance of Co-Regulation

Objective:
To understand that the relationship you have with your clients is the most important intervention.

Background:
“The brain is a social organ, made to be in relationship. It’s hardwired to take in signals from the social
environment, which in turn influences a person’s inner world.” (Siegel & Bryson, 2011). It is through
relationships that we learn how to self-regulate. We are born with a developed downstairs brain and a
developing upstairs brain. Infants rely on their caregivers to help them regulate. We call this
attunement, which primarily refers to the synchronization of non-verbal expression of emotional states.
This “sharing of affect” or “dance of attunement” is crucial in the development of both a secure
attachment as well as a positive, integrated sense of self (Hughes D. A., 2013) (Hughes D. A., 2004). This
is why you can’t soothe a baby when you yourself are upset etc. What we forget is that children and
youth (and adults) sometimes also need another nervous system to help them to regulate. Feeling
understood, supported and listened to are examples of co-regulation. We all use another person’s
nervous system to help us regulate ourselves.
The concept of co-regulation helps us understand why the caregiver’s response to a child or youth’s
experience of traumatic events is so significant. An attuned response (for example believing a child’s
disclosure) is regulating (soothing, comforting, settling, supportive), and a mis-attuned response (not
believing a child’s disclosure) is dysregulating.
It has been proposed that our brains contain “resonance circuitry” that enables us to be attuned, in sync
with, and aware of the experience of others. (Siegel D. , The Developing Mind: How Relationships and
the Brain Interact to Shape Who We Are (2nd Ed), 2011) Mirror neurons are part of how we sense the
intentions and emotional states of others (Iacoboni, Molnar-Szakacs, Gallese, & Mazziotta, 2005). It is
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believed that our mirror neurons take in pupil size, micro facial movements, skin tone, and other subtle
cues as well as attributing meaning to physical movements. This is why yawning, laughter etc. are
contagious. There is still a great deal of controversy about mirror neurons and the research will continue
to inform us about their functions.

Key Points:
•
•
•
•
•

Why settling your body first is the most effective intervention
We can sense the intentions and emotions of each other
Stable, predictable, consistent relationships are healing
We understand that this is difficult to do
Requires support from your own network of co-workers, supervisors, mentors, friends, family etc.

Content:
Have you ever tried to settle a baby when you’re upset or agitated? What happens to the baby? If you
are really upset often they begin to cry. They are responding to your heart rate, the rate at which you
are breathing, the muscle tone in your body. They cannot regulate themselves without your help.
This is easier to remember when we are with infants and toddlers and it is much harder for us to
remember when we are with teenagers. We expect for them to be able to do this on their own,
forgetting that their brain is still under construction.
Older children and youth are still impacted by our nervous system – they are no different than an infant,
in that they rely on us to settle and be soothed. This is called co-regulation and is one of the most
powerful intervention tools we have.
Eventually through co-regulation children learn to self-regulate, which actually involves development of
those neural pathways in the brain, just like the superhighway, the pathway in the snow. This is why a
long-term, healthy relationship and stable placement is the most important intervention for a child in
care. Co-regulation is also why settling yourself first is necessary as children are responding to your
nervous system. It is no different than the instructions given before a flight on an airplane. If the
oxygen mask is needed, secure your own mask before assisting another.
In the case of trauma, the parental/caregiver response to the child or youth is crucial. An attuned,
supportive, well-regulated and reassuring response helps children and youth get through traumatic
experiences (Levine, 2007). Sometimes, a mis-attuned adult response (anger, fear, ignoring) can be
more traumatic for the child than what happened to them.
Now we wanted to give you an example of how we notice other people’s nervous systems and whether
or not they are regulated. Have you ever walked into a room and without anything being said, known
there had just been an argument? This is your body responding to the rate at which people are
breathing, their heart rate, and their muscle tone. We even have a phrase “you could cut the tension
with a knife”. We sense the tension with our bodies.
We are always working to self-regulate and trying to do this by co-regulating.
Now if it is okay - imagine talking to someone who “has your back”, someone who loves you, someone
who makes you feel better, even just thinking about hearing their voice might be reassuring. Notice how
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this makes your body feel. You are accessing a pathway in your brain that helps you to self-regulate. We
all need help to co-regulate at every age. This means that our ability to regulate our own nervous
system is one of the best intervention tools we have to help children and youth.
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Slide 25 – Working Towards Trauma Resolution

Objective:
To identify the current accepted perspective of addressing trauma, emphasizing safety and stabilization.
Linking this to what it looks like in children.

Background:
(Van Der Hart, Brown, & Van der Kolk, 1989) Which reviews Janet’s treatment of PTSD, and (Rothschild,
2011) Chapter

Key Points:
•
•
•
•

Best intervention is a stable long-term placement
Length of time varies in each stage
Stabilization is key
For some people, stabilization is the work of a lifetime

Content:
Janet outlined stages of trauma resolution in the late 1800s and what he wrote then still holds true
today. The first stage is the experience of safety and being able to take in feeling safe, which we also
call stabilization. This is why we know that a stable, long term placement is so important for a child or
youth who has experienced trauma. The length of time needed to be able to take in that they are safe
differs from child to child, and for some, stabilization can be the work of a lifetime. Trauma work should
not increase symptoms and should improve a child or youth’s quality of life. At a minimum we should
do no harm. Stabilization offers a difference from constantly reliving the past and begins the process of
self-regulation (Herman 1992). Remember it is about feeling safe, not being told you are safe. Safety is
something we co-create in relationships.
Being trauma-informed means offering real choice. If you are a parent or working with kids you know
that sometimes as adults we offer a choice but really we hope that they will pick what we want, which is
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not a real choice. If experiencing trauma means that you have choice taken from you, how can we help
restore real choice for children and youth?
Working with memories is the second (and optional) stage of trauma resolution and is a place where we
can offer a real choice. If you recall from the definition of trauma, loss of control and feelings of
helplessness are inherent within the experience of trauma. This is why it is essential for people to have
a real choice about whether or not to talk about the details of the trauma. The sense of control can
itself be healing, while removing this power can be retraumatizing. Children that we work with often tell
us that just going over the details makes me feel bad and can you help me feel better.
The third stage of trauma resolution is developing healthy relationships. It is through healthy
relationships that healing really occurs. Remember the bottle of pop? What we know is that not just
memories of traumas, but life in general, can shake up the bottle. We support stabilization when we
continue to assist children and youth to connect with the present and maintain a predictable and safe
environment. For children stabilization often involves us, the adults in their lives, modelling selfregulation skills in order for the child or youth to experience safety, be more in charge of their bodies
and have more capacity for mastering developmental stages.
Remember earlier when we talked about the brain not knowing that the trauma is over. We now are
working towards knowing that the event is in the past. We are moving from the mixed up story that
happens when our amygdala sounds the alarm towards the creation of a coherent story with a
beginning, middle and end.
Integration is about telling the story without overwhelming emotion. It becomes the story of “what
happened to me” and not “what’s wrong with me”. It is knowing that the trauma is over and beginning
to identify what helped them get through it.
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Slide 26 – Trauma Begins to be Resolved By…

Objective:
Identify the benchmarks of a path of healing. Overview of the themes already mentioned.

Background:
Michael Ungar (2004) writes that “…risk factors have come to be thought of as chains of events, rather
than singular negative episodes,” which emphasizes the process rather than a set of simple causal
factors. “It depends on how the risks are perceived. Furthermore, normative life crises such as moving,
the birth of a sibling and school adjustments may be potential risk factors for all children. Thus, we may
speak of all children as potentially ‘at risk’ at some time in their lives.
Ungar (2009) defines resilience as:
•
•
•

The capacity of individuals to navigate their way to resources that sustain wellbeing
The capacity of individuals’ physical and social systems to provide these resources
The capacity of individuals, their families and communities to negotiate culturally meaningful ways
for resources to be shared.

People are not born more or less resilient; children grow into resilient adults through relationships that
have healthy limits and boundaries that meet their developmental needs. Achieving mastery over
developmental stages builds resilience, which takes thousands of hours of repetition. When people are
stuck, it is usually due to developmental gaps. Have you ever met a grown up that you can imagine as a
7 or 8 year old when they talk about a certain topic? If you asked them what happened at that time,
you’d likely learn of some trauma that interfered with their development at that stage.
Michael Ungar and his staff at the Resilience Research Institute at Dalhousie University in Nova Scotia
have been researching resilience worldwide. He points out that resilience exists within the person as
well as their relationships with others and with community. It is the capacity to know when assistance is
needed, to know how to get that help, and for timely and useful resources to be available. Resilience
grows out of successfully negotiating adversity and meeting challenges with competence. Trauma
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disconnects us from ourselves, our families and communities. Resilience and healing grow when we
help children and youth reconnect to their bodies, their loved ones, their communities, their spirit and
the hope that they will make it through.
This helps them build capacity and widen their window of tolerance. Helping them create a coherent
narrative of their lives (including the traumas they have experienced) also builds capacity and resilience
in their nervous systems. We help kids and youth build resilience by helping them make sense of their
experiences, feel in charge of and understand their own bodies, and have confidence that they can meet
and work through challenges as they arise.

Key Points:
•
•

Focus on what we are working towards as healing is not simply reviewing a trauma
Resilience is being connected to self, others, resources, community and spirituality

Content:
So how does trauma begin to be resolved?
We begin by practicing to keep ourselves regulated and then helping the children with whom we live
and work to learn to self-regulate. This is an ever-evolving practice. Have you ever remained on a
completely even keel for an entire month? What about an entire week? Not very likely. This is hard
work and all of us do our best every day. We are looking for ways to help children understand what is
going on in their body and how to self-regulate; we all need to practice this, just like practicing for a fire
drill.
We help children create a coherent narrative, with a beginning, middle and end. We want them to be
able to tell a story about themselves and their life that includes, but does not revolve around the
trauma: what happened to me rather than what is wrong with me.
We know that trauma disconnects. So what we are working towards is increasing connection to self and
others in healthy, safe relationships. Our relationships are not perfect but they offer the opportunity to
repair after there has been a disconnection or a rupture – this is what was not available for the child at
the time of the trauma.
We want you to think of play and cultural practices as resources to help children get back on track
developmentally. Play is one of the ways children and youth learn. Cultural practices are necessary for
children and youth to have the complete story of who they are as well as a sense of belonging.
We help the children and youth in our care to connect with the hope that the tough times will not last
forever, and sometimes we are the ones who hold the hope for them when they cannot feel it
themselves. It is also about others holding hope for us that we have and will continue to make it
through the tough times. There are the days when we’re not sure we’re going to make it through,
moments when we need someone to hold hope for us that things will change or be different. If it is
okay right now think about someone who holds hope or who you could ask to hold hope for you when
things are challenging.
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Slide 27 – Keeping Your Balance

Objective:
To give you a way to help keep yourself regulated while completing the webinar.

Content:
We would encourage you to take a break, move your body in some way, take time to stretch, take some
deep slow breaths. Look around your space and notice what catches your eye, notice if your space is the
right temperature.
As you go through the next part of the webinar there will be exercises to try. We encourage you to do
them as they will help to settle your body. The more often we try things ourselves the more likely we are
to try it with the children and youth we care for or work with.
After each lesson of the webinar, remember you can choose - Have you taken in enough information for
now? Would you like to continue on?
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Lesson 6 – Understanding Freeze
Slide 28 – Understanding Freeze
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Slide 29 - Why Focus on Freeze, Flight and Fight?

Objective:
Contextualize the importance of fight, flight and freeze response in understanding the impacts of
trauma, as it is the hardwired primary survival response in our brain.

Handouts:
•

Window of Tolerance

Background:
Our recent understanding of the brain and the nervous system has allowed us to understand the survival
responses of fight, flight and freeze and the role they play within trauma and recovery. These responses
explain that in response to a threat, the limbic system sends a message to the hypothalamus, activating
the sympathetic nervous system which secretes hormones telling the body to prepare for fight or flight
(Rothschild, 2000) (Siegel D. , 2012) (Porges S. W., 2011) . Arousal heightens, heart rate quickens and
blood flows to the large muscles as the body prepares to fight or flee. When neither fight nor flight is
possible, as is often the case with children who are physically smaller and have less power, the limbic
brain simultaneously engages the parasympathetic branch of the autonomic nervous system, activating
the freeze response (see section on freeze slides 21, 22, 23, 24). Once the threat is no longer present
and the sympathetic nervous system no longer needs to be activated, the body discharges that energy
and then returns to normal within the window of tolerance.
A history of trauma interferes with this normal process. The limbic system continues to respond as if the
danger is still present, exceeding the capacity of their window of tolerance. They are not able to put on
the brakes and begin to slow down, discharging the energy of arousal in the sympathetic nervous
system. As a result they cannot return to normal levels of activation within their window of tolerance.
Children and youth stuck in freeze, flight or fight have difficulty self-regulating. This impacts their ability
to learn, sleep and make connections with others, as the majority of their attention and energy is
focused on ensuring their survival. Children and youth often feel confused and sometimes shameful
that they engage or have engaged in the survival responses they don’t always understand. Helping
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them identify and explain these responses can help them begin to make sense of their experience and
reduces shame.
By focusing on settling the body and encouraging the discharge of extra energy from the nervous
system, children and youth then have better access to their cortex (upstairs brain).

Key Points:
•
•
•
•

Foundation of being trauma-informed
Introduce fight, flight and freeze as evolutionary survival responses of the brain
Settling the body and the downstairs brain allows us to access the upstairs brain
Increasing the window of tolerance allows people to spend less time in survival responses and more
time open to learning and connection

Content:
We focus on freeze, flight and fight, because we have learned that if children and youth do not
understand their survival responses they often think there is something wrong with them, or they have
done something wrong. Being trauma-informed helps us to have a framework for understanding and
explaining to children how survival responses in their bodies work.
The survival responses are initiated by the amygdala which is located in the downstairs brain. These
adaptive responses to any real or perceived threat developed over millions of year of evolution. We
continue to use them because they work. Without this knowledge children and adults have trouble
making sense of their behaviour (Levine, 2007).
We all have a freeze, flight and fight response. Think about what happened the last time you surprised
someone. How did they respond? Some people react by backing up or turning away, which we
recognize as flight. Others move forward and might get angry, a fight response.
Others may just stand there speechless and shocked. We call this freeze. These are not voluntary
responses; this is the amygdala at work. And although most people have one survival response they use
most often, we all have freeze, flight and fight responses.
The goal is not to remove the responses, but to increase the window of tolerance so that people spend
less time in survival responses and more time being able to learn, play and connect.
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Slide 30 – Freeze

Objective:
Describe what freeze looks like in children, youth and adults.

Background:
Refer also to content in Slide 16: The Downstairs and the Upstairs Brain and Self-Regulation.
The freeze response is wired into the brain of all mammals, including people. Freeze is the “last-ditch”
effort for survival as described by Porges (2011). Heart rate and blood pressure drop and the floating,
absent feeling of dissociation is the result (Badenoch, 2008).
Badenoch (2008) describes freeze as a good solution to a bad situation. Freezing or numbing the
sensation in our bodies or our emotions protects us from the scary or threatening experience. The more
often you enter freeze, the more the emotional numbing takes place. This also impacts a child or adult’s
ability to enjoy positive feelings as well as responding to trauma (this is an example of a narrow window
of tolerance). Being numb makes it more difficult to find words to describe any experience (Badenoch,
2008).
Rothschild (2000) identifies that the term dissociation has been used for over 150 years. Rothschild
(2000) refers to the work of Pierre Janet in 1887, applying it to modern theories of dissociation. These
are only theories and speculation from clinical reports about how dissociation happens. It seems to be a
neurobiological response that happens when under threat and experiencing a state of helplessness
(Rothschild, 2000) (Porges S. W., 2011) (Scaer R. , 2012).
Levine (2007) discusses that when infants, children and even adults, because of their size, age or other
vulnerablilities are unable to fight or flee, we are biologicaly programed to freeze. We need to be
mindful that children and youth in particular are constantly in situations in which not responding,
freezing, is the safest response.
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Key Points:
•
•
•

How to identify freeze in children, youth and adults
How people describe freeze (words and experiences)
How to identify freeze in yourself

Content:
Have you ever had the experience of being with someone and suddenly wondering where they have
gone? You can tell they are no longer present. This is freeze and the disconnect or dissociation that
goes with it. On this slide are some of the words or phrases that children, youth and adults use when
trying to describe their experience of the freeze response. Sometimes children and youth don’t have the
words to describe their experience or do not understand what is happening to them. Making sense of
their body’s response can help children make sense of their experience and decrease confusion and
shame.
Freeze is the best response to a bad situation. For many children they can’t run and they can’t fight, so
in order to survive their bodies go into freeze. When children learn about the freeze response they
begin to understand why they didn’t run or fight.
We all have ways of recognizing freeze. One of the ways I recognize freeze is by paying attention to my
own body and how I feel in someone else’s presence. I have learned over the years that if I start to feel
sleepy when I am working with a child or youth, often they are in freeze. This is how my nervous system
responds to freeze. After I notice what is going on in my own body, I will ask what they do or don’t
notice about their own body. This is often where children are unable to find words to describe what’s
going on. Most often they will just say “I don’t know…”, and they really don’t.
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Slide 31 - Dissociation Continuum

Objective:
Understand that dissociation is an adaptive response and exists on a continuum.

Background:
•

See background on the Freeze slide and Why Focus on Fight, Flight and Freeze slide #5.

Key Points:
•
•
•
•
•

Dissociation exists on a continuum.
Outside of traumatic response we can control daydreaming – we cannot control shock
People do not understand what is happening to their body when they dissociate
Children do not have the knowledge or language to describe their experience
Making sense of or understanding what the freeze response is lessens confusion and shame

Content:
Another word for freeze is dissociation. However dissociation can be adaptive when under our control.
This is why we think about there being a continuum of dissociation. When we are in situations that are
boring or don’t require our full attention we may choose to “dissociate”: for example, daydreaming in a
boring meeting or perhaps even now as you listen to this webinar. We all dissociate, we do it when we
go to the dentist, or when we stand in line at the store. Have you ever driven across the prairies? It’s
beautiful but sometimes it all looks the same. Do you remember every minute of the drive? Of course
not you dissociated. At one end of the continuum we have imagination which is a healthy form of
disconnecting from the present. In the middle of the continuum would be disconnecting from feelings
and sensations. At the other end of the continuum, we have the most extreme form of freeze, which is
when we go into shock.
Freeze is a survival response to a real or perceived threat (Badenoch, 2008). Children in freeze will
respond to questions with “I don’t know” and they are being honest as they cannot connect to or do not
have words for their internal experience. Freeze is the most overlooked of the survival responses.
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Freeze can occur in response to a trigger that has not yet been identified; part of the work for us with
children and youth is to help identify triggers. As we talked about earlier, the brain does not know that
the trauma is over.
We know that children and youth do not understand how their bodies work. They may not perceive
changes in their breathing, their heart rate or tension in their muscles. Children and youth often cannot
make sense of their freeze response and think of it as a failure on their part or attribute power to the
offender or situation. We wonder if for children in care the “honeymoon” period is actually a time when
the child is dissociated. When they move out of freeze and into flight or fight, this actually a good sign,
even though it may not feel like for you or the child, as they are no longer dissociating.
Depending on their age, children don’t understand why they didn’t do anything to protect themselves,
and believe what happened was their fault (Levine, 2007). Helping children understand that dissociation
is an adaptive coping response helps them make sense of their experience. As therapists we have had
the experience of explaining to kids about figh,t flight and freeze, and when we get to freeze they say
“tell me more about that”. We explain to them, just as we have to you, that freeze happens because it is
how our bodies are wired to respond when we are under extreme threat. Often kids will say “wow so
that’s what happened to me. I thought there was something wrong with me.” Learning about freeze
helps them to make sense of why their body froze and to know that they did not “do” something wrong.
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Slide 32 - Tools for Responding to Freeze

Objective:
Introduce interventions that can be used with a child or adolescent who is dissociated/in freeze.

Handouts:
•

5-4-3-2-1 technique

Background:
See background on Freeze slide #21 and Why Focus on Fight, Flight and Freeze slide#20.
It is important to remember for you and to recognize for the participants that just talking about freeze
can cause us to dissociate. It is necessary therefore to be sure to keep yourself connected to the
present. You can do this by consciously connecting to your feet on the floor, to using tone and rhythm to
vary your words and keep your volume up. By doing this you will also help to regulate the participants.

Key Points:
•
•
•

You first need to be connected to your own body and connected to the present to assist another in
freeze.
Freeze is a normal and adaptive response to distress.
You assist the child or youth by connecting them to the present and to their bodies.

Content:
In order to respond to a child or youth in freeze you first need to settle yourself. You now know that
when you are settled you have access to your upstairs brain and can be curious about what the child
may be experiencing. To settle yourself, you first connect to our own body and connect to the present.
Just like in the aircraft safety demonstration, you ensure your own oxygen mask is secured first. One
way to connect to your body is through sensation. You can do this by noticing your feet on the ground,
perhaps wiggling your toes. If it is ok take a moment now to notice your seat on the chair, and take a
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breath [breathe]. Are you breathing deep, shallow, fast, or slow? By paying attention to sensation and
breathing we start to put on “the brakes” and settle ourselves.
It is important to remember that going into freeze is a natural and adaptive response to feeling
distressed or having a strong memory of being in distress. Once it is confirmed that there is no current
danger, we want to help orient the child or youth to the present. You can do this by inviting them to
notice neutral objects in the room. We might ask them to notice the picture on the wall, the color of the
carpet, the sound of the furnace. We choose objects rather than people because so often the children
we work with have been hurt by another person. It is also important to offer reassurance that they are
going to be OK and that you are there.
A tool that helps us connect to the present is called 5-4-3-2-1. There is a handout describing this
exercise that we invite you to look at right now. The instructions are simple: first you notice five things
that you can see, and then you notice five things you can hear, and then five points of sensation on your
body. Then you count four of each, three of each, two, then one. It’s ok to count the same thing more
than once as you go through the exercise. We would like you to try this exercise right now, as we guide
you through it. Can you notice your computer screen, the color of the wall, a light in the room, the floor
and the color of your shirt? Now five things that you can hear: the sound of my voice, the sound of your
breath, any hum of the computer or furnace, sounds from the outside of the room you are in, and sound
of my voice again. Now notice your right big toe, your left knee, your right elbow, your left thumb, and
the tip of your nose. If we would continue the exercise you would then notice four things you can see,
then four things you can hear, then four points on your body, then three, then two, then one. What kids
report when they do this exercise is that their feelings don’t seem so big and their body feels more
settled. It is important to practice this exercise a number of times with the child before they can use it
on their own. Initially we do it out loud with them. The intention is that eventually they will be able to
do it silently by themselves. What we want to do is help a child or youth who is dissociated to reconnect
to the present. We do this by helping them turn off the amygdala, the alarm system of the brain, and by
engaging the upstairs brain, their cortex. They begin to become more regulated as they move back into
their window of tolerance.
As we noted on the last slide, we often can notice when someone is dissociated by tracking our own
responses. Sometimes, like me, you might get sleepy, some people find themselves thinking of other
things, perhaps about what they have to do later that day, phone calls they need to make, or even their
grocery list. When you notice yourself drifting off, it is important for you to reconnect to the present.
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Slide 33 – Flashbacks

Objective:
Explain what flashbacks are. Introduce tools to use in response to someone having a flashback.

Handouts:
•

Flashback Protocol (Babette Rothschild, 2011)

Background:
See background on Freeze and Dissociation.
Flashbacks are memories that do not know they are memories. It is different than remembering a
trauma. A flashback is a re-experiencing where the person cannot tell that the trauma is not happening
in the present moment. When under stress, the activated amygdala inhibits the hippocampus. The
hippocampus is the part of the brain which helps to store memories and inserts time. It puts the “facts”
that it pays attention to in order. If the hippocampus is “offline” then the facts or events might get
stored; however, they will not necessarily be sequenced in time, or someone with a trauma history may
not have realized the event is in the past. Therefore, many trauma survivors have difficulty knowing the
sequence of events that occur and also that the trauma they are remembering is not happening in the
present. This is why in this section, we stress the importance of connecting to the present and helping
the child/youth to know that the trauma is over and that they have gotten through (Badenoch, 2008)
(Rothschild, 2000) (Siegel D. , 2012).

Key Points:
•
•

Flashbacks are memories that do not know they are memories
Connect to the present

•

Flashback Protocol
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Content:
Flashbacks are memories that do not know they are memories. A flashback is a re-experiencing, where
the child or youth perceives that the trauma is happening in the present moment. The hippocampus has
not yet registered the trauma as having occurred in the past, and that is over. It is helpful to assist the
child or youth to connect to the present moment, which eventually reengages the hippocampus. This
helps their brain know that the trauma is over.
Once, a child or youth has had a flashback they often worry about having another one, increasing
activation of that pathway in their brain. It is helpful to have a plan for when or if a flashback occurs just
like a fire drill.
We invite you to look at the flashback protocol handout, written by Babette Rothschild. Just like 5-4-32-1, this is a tool that is important to practice and go through a few times so the child is familiar with it.
We talk with children and youth about flashbacks as being feelings or pictures from the past that get in
the way of the present. We practice the protocol to create new pathways in the brain, just like we
would with a fire drill.
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Slide 34 - Keeping Your Balance

Objective:
To give you an experience of self-regulation.

Background:
The webinar has been structured deliberately to help the participants self-regulate throughout it.
Playing catch is to help them reconnect with their bodies after sitting and listening, particularly as
people often dissociate when learning about freeze. We recognize that participants will listen and learn
more effectively when settled. It also models for them the ways that they can do this with the children,
youth and adults with whom they work. You will notice as the participants begin to play catch that
spontaneous laughter will naturally occur. Alternating between left and right hands for both throwing
and catching is a form of bilateral stimulation which has been used for treatment of dissociative states
(Fisher, 2000).

Key Points:
•
•

Using and noticing our body helps us to be connected to the present moment
Playing catch requires that we become attuned to the other person

Content:
Talking about freeze often makes us think about times that we or someone we know went into freeze.
We invite you to look around your space and to pick up a small object it could be a pen or a small ball or
if there is nothing like that in your space even just touching the tips of your fingers to the palm of each
hand. Begin by tossing something small from one hand to the other. By passing the small object, such as
a ball or touching your fingers to the palm of the opposite hand, you wake up your brain as it requires
one side of your brain to talk to the other. We want to get both sides of your brain talking to each other,
connecting, helping you to become more and more alert. Please keep doing this for the next minute or
two.
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We want you to consider ways that children and youth connect. Often they ask us to play. This is one
way that they try to self-regulate. We would encourage you to think about play as a way to co-regulate –
this is something that you can do with a child or youth to help them to begin to settle their bodies.
Settling ourselves is not always talking about feelings; sometimes it is about what we do. We want to
spark your imagination about what you are already doing that helps children. We want you to think
about playing with children and youth as a way to co-regulate.
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Lesson 7 - Flight
Slide 35 – Understanding Readiness and Flight
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Slide 36 – Readiness

Objective: To give participants a felt experience of holding the readiness position.
Key Points:
•

Readiness for flight exercise

Content:
So I would invite you to stand up – it is important to try out these exercises so that you have a felt sense
of what is going on, and you are more likely to teach a child about this if you have tried it yourself.
I want you to imagine that a small child is running towards you, full speed, wanting to give you a hug.
You know what it is like when there is 40 lbs. of love racing towards you – you want to be ready to catch
them. So if you like try this, and if you have knee, hip or back issues modify it as necessary. Stand with
one foot a little ahead of the other. Bend your knees; tighten your muscles from your hip to your toes.
Hold your arms open, tighten your muscles from your shoulder blades to your fingertips, preparing to
catch the child. Now hold this position for about 30 second and remember to breathe. It is interesting
that when we engage our muscles we often hold our breath.
Right now you might be thinking, just how long is 30 seconds Keeping those muscles tight…. and now
release.
What do you notice when you released the tension in your muscles? Sometimes people say it feels like
water running down their arms; for others, they notice heat. And you can take your seat again.
So we want you to think about the position of readiness and imagine how easy it would be to move into
flight or fight from this readiness position. This readiness for flight or fight is also called brace. If anyone,
(but especially a child or youth) live or have lived in a world that is chaotic or dangerous, you might be in
this readiness position a lot of the time, living at the top of your window of tolerance. It may not look
like it from the outside but for many kids this is what it feels like inside their bodies, always ready to
move into fight or flight at any moment.

89

Slide 37 – Flight

Objective:
Describe what flight looks like in children, youth and adults.

Background:
Flight is a survival response of the autonomic nervous system, just like fight and freeze. This means that
it is hardwired in our brains and autonomic nervous system. It is not a choice we make, rather a survival
response to threat. The amygdala is activated and we respond first by orienting ourselves, moving our
head and neck from side to side, scanning our environment (Scaer R. , 2012). Then, we attempt to flee in
response to a threat or perceived threat. The hippocampus sends out signals to begin the hormone
response to threat: the release of adrenaline and cortisol. The following physiological changes occur as a
result of the hormonal response:
•
•
•
•
•

Dilated arteries of the heart, skeletal muscles and lungs to provide increased blood flow and
increased oxygen for increased activity.
Dilated bronchioles of the lungs for increased oxygen exchange.
Increase heart rate and contractility for increased blood flow to skeletal muscles.
Dilated pupils to improve visual field and relaxation of the muscle that controls the ocular lens to
increase distance vision.
Constricted arteries of the skin, intestines, and bladder and inhibition of the muscles of the gut,
which is not necessary for survival (Scaer R. , 2012).

These hormones provide a number of effects on the body that, if sustained for too long, can cause
damage to our health.
[Note that when presenting this material people often experience in themselves and the audience a
sense of speeding up.]
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Key Points:
•
•
•

Highlight that flight is often difficult for children, youth and adults to describe
The words on the slide are what we hear people say or behaviours they engage in that tell us they
are about to engage in flight
We have the ability to inhibit our behaviours and therefore may not actually move into a full blown
survival response

Content:
Flight is a difficult response to recognize and it takes practice to notice it in ourselves and others. On the
screen are some of the words that children, youth and even adults use to describe what it feels like
when they move into flight. We often see these behaviours when they are in class, at the dinner table or
when they have to attend a meeting. Children in flight are constantly scanning their environment
looking for their escape route (Scaer, 2012). Because of traumas in the past a child may have gone into
flight as a way to survive.
Think about child a or youth you know who is constantly moving when you are with them. Maybe they
are fidgeting, puttering or pacing. Do you know a child or youth who is stressed if they are not able to
exercise? This need to move, to be able to get away is about trying to stay regulated. This is why it is
important to determine if child or youth is always moving because of ADHD or because of their trauma
history.
What does it feel like for us when we are in the presence of someone in flight? Sometimes it feels as
though everything is speeding up and a little out of control. It may feel like the conversation is a
runaway train, where we can’t get a word in edgewise. Sometimes children tell us that they just have to
“get out of here”, they may say that they feel like running away. Their legs just want to run.
Sometimes when a child goes into care their parent may move repeatedly. This is could be a flight
response. If you think about it as flight, a response to the threat of losing their child, it starts to look very
different and allows for some empathy and compassion on our part.
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Slide 38 - Tools for Flight -1

Objective:
Introduce interventions that can be used with a child or youth who is in flight.

Background:
See background on Flight and Why Focus on Fight, Flight and Freeze slide # 29.

Key Points:
•
•
•

Interventions can only occur when our nervous system is regulated and we can engage in coregulation with the child or youth.
Acknowledging the experience of the child or youth is the first step to show that we are attuned or
connected to them.
It is crucial to remember that movement can be a child or youth’s attempt or method to selfregulate. It is important to keep your rules about boundaries and safety while promoting
movement.

Content:
We always begin by settling our own bodies. Right now just take a deep breath, you have been listening
to me and my nervous system starts to speed up when I talk about flight. Using our breath is often the
quickest way to help settle our body. A regular breath in and long slow exhalation and repeat. This helps
slow our heart rate, begins to quiet our amygdala and then allows us access our upstairs or thinking part
of our brain (Siegel & Bryson, 2011, Porges, 2011). We settle ourselves first so that we can use our
nervous systems to help co-regulate.
We know that naming the experience for children and youth, the desire to flee, helps them to
understand what they are feeling in their bodies. This can help them begin to settle their bodies and
self-regulate (Siegel & Bryson, 2011). Helping children and youth find the words such as, “I feel trapped,
I have to get out of here” are examples of name it to tame it. You can also recognize and communicate
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an understanding of their desire to be someplace else, for example “I know that you would rather be
anywhere than here”.
Sometimes our job as caregivers or helpers is to name the “impulse” to help the children and youth we
work with find the words that they might be too frightened to say, like when one foster parent
acknowledged, “if the world was a better place you wouldn’t need to be here with me, it makes sense
that sometimes you just feel like you want to run away from all of this.” We have to remember that
often children have not learned how to put words to their feelings, so we want to offer ideas and let
them decide if it fits or not, offering them a choice versus telling them how to feel.
It is important to realize that when kids are squirming or fidgeting it is an attempt for them to selfregulate (Williams & Shellenberger, 2001). You might help them self-regulate by throwing a ball when
talking, walking and talking or taking regular breaks when sitting. We had a foster parent tell us that she
began to have dance breaks as a way to help her kids make it through dinner without a meltdown. Just
30 seconds of dancing helped them to better self-regulate and finish their supper.
A comment about eye contact – in the wild when two animals make eye contact it is a often about
dominance which can provoke a survival response. We want to you to keep this in mind as well to
consider that eye contact in different cultures means different things. What does it mean for the kid you
are with? Does requiring eye contact move them into a survival response?
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Slide 39 - Tools for Flight – 2

Objective:
Introduce interventions that can be used with a child or youth who is in flight and may actually run
away.

Background:
See background on Flight and Why Focus on Fight, Flight and Freeze slide #29.

Key Points:
•
•
•
•

Help adults working with youth understand that the impulse to flee is a survival response.
Help them learn to respond vs. react to threats or actual AWOLs
Remember that using your nervous system helps children and youth regulate their nervous systems
Learning to self-soothe or self-regulate will decrease the number of times a child or youth runs away

Content:
We know that predictability is soothing for kids (Siegel & Hartzell, 2004) (Siegel & Bryson, 2011). How
often will a child or youth watch the same movie? They watch it over and over as they like the
predictability and they often like knowing what is going to happen next. So if it is at all possible we want
to prepare them for changes and transitions, for meetings or anything new, remembering that the
amygdala reacts to anything new as it decides if it is safe or not.
Meeting and review conferences for children in care can be especially unsettling and stressful. Preparing
them to attend includes letting them know who will be there and what will be discussed. We also want
to help them identify how you or they will know when their feelings are getting too big. Practicing selfsoothing and settling exercises ahead of time allows them to attend the meeting with a plan. When the
amygdala is triggered it is hard to access the upstairs brain. Rehearsing what they can do, just like in a
fire drill, helps them be more prepared. Tolerating movement is also a way to help them self-regulate.
This might include planning ahead where they will sit and who will be beside them. Many children
cannot handle too long a meeting. Having an exit strategy for them is another tool.
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For flight, you can also use imagination to help them settle their nervous system. We invite children to
“Imagine where the best place to run would be – in a park, on a track, on the beach”, “Can you imagine
running, what would your legs feel like, your lungs, your feet?” When it is appropriate, you want to give
permission to the child to move, to engage in physical activity that would release the energy in their
body and settle the impulse to run. Help them to understand that this how their brain is wired to
respond when they feel stressed. Help them to recognize the signs in their body that tell them this and
to practice settling their bodies. One of the teenagers I work with would have small dance breaks with
her headphones at school, focussing on her legs to help her body settle.
We also ask kids to imagine a safe place inside of them. Somewhere where only they can go, and no one
else has access to it without their permission. This is a safe place in their imagination, a place where they
can go to rest, not sleep. It can be a room, a house, a park, a cave, or even a spaceship. What is
important is to help them expand on whatever comes to their imagination. What kind furniture is there,
what are the colors, the smells, is there a view, a window, what kind of locks on the door, snacks, toys,
music are all examples of what makes a safe place in the imagination.
Another tool we teach children and we would like you to try now. We want to let you know that children
and youth regularly ask us to provide them with tools that they can use in the classroom or at home that
does not draw extra attention to them. We hope this tool sparks your imagination for things you could
try with the child or youth you live or work with:
So if you would:
Place your feet flat on the floor. Place your hands on the outside of your knees. Gently press out with
your knees while pressing in with your hands. Hold this position for 30 seconds and remember to
breathe. Another way to do this is to place your hands on the inside of your knees. Gently press in with
your knees while pressing out with your hands. Hold this position for 30 seconds and remember to
breathe.
This uses the large muscles in your legs that get activated “getting ready” to move into flight. By
tightening these muscles we can release the tension and begin to settle the body. Kids like this exercise
because they can use it anywhere and no one notices.
It is useful simply to use movement to help children or ourselves regulate. Examples of this include;
dancing, playing catch; talking; regular breaks when sitting; andwalking and talking.
Still, there are many children and youth who cannot self-regulate and manage the impulse to run.
Running away is an attempt to self-regulate and often to negotiate safety if they are living in an unsafe
environment. It is helpful to express your worry and concern for them when they are planning to or
actually run away, by saying “I worry when you take off”.
There are ways to stay connected with children and youth when they run. Emails, text messages, phone
calls, even notes or letters can maintain connections when they are gone. Many children and youth stay
away longer because they will be punished when they return no matter how long they are gone whether
it is an hour, or a week.
If we are being trauma-informed, how might there be a plan to reconnect when they return? Is it
punishment that you want to stress or the choice they made to return and reconnect (Siegel & Hartzell,
2004). How does being trauma-informed change your response to a child who runs away? Many of the
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children and youth we work with have experienced punishment and anger when they return. Expressing
relief that they are ok is not what they are expecting. Being away usually means being hungry, not
showering and being tired when they return. Being able to have something to eat, shower, put on clean
clothes, and sleep before discussing the consequences helps the child or youth and yourself to settle
and reconnect.

Works Cited:
Siegel, D., & Bryson, T. P. (2011). The Whole Brain Child: 12 Revolutionary Strategies to Nurture Your
Child's Developing Mind. New York: Random House.
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Lesson 8 - Fight
Slide 40 – Understanding Fight
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Slide 41 – Fight

Objective:
Describe what fight looks like in children, youth and adults.

Background:
Like flight and freeze, fight is a survival response of the autonomic nervous system. This means that it is
hardwired into our brains and autonomic nervous system. It is not a choice we make, rather a survival
response to threat. The amygdala is activated in response to a perceived threat, sending a cascade of
physiological responses throughout the brain (Scaer R. , 2012). If the situation calls for aggression, a
threatened creature will fight if there is a perceived chance of survival (Levine P. , 1997). A dog will fight
if attacked by another dog near its size, but is likely to run away if attacked by a dog bigger than it.
Humans are not much different.
The fight response looks different depending on age and size of the child or youth. For example babies
will cry while toddlers have temper tantrums (James B., 1994). This is a time where children and youth
may pick a fight in an attempt to self-regulate by introducing more gas into their nervous system. For
example, calm can be perceived as a threat to the child or youth if they are accustomed to a busy or
chaotic environment.
One way of thinking about children and youth diagnosed with Oppositional Defiant Disorder is to think
of them stuck in high level fight response. These are the children and youth that are so challenging to
deal with that you end up not wanting to do anything nice for them (see ‘We’re Stuck…’ slide #43). It is
very difficult to stay settled and calm when you are with someone who is caught in a fight response.
Different from when our own bodies respond to freeze or flight, often someone else’s fight response
engages our fight response.

Key Points:
•
•

How to identify fight in children and youth
Acknowledge the invitation to engage in fight
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•
•

The fight response is an attempt to regulate the nervous system
Revisit ready for flight exercise

Content:
Fight is the survival response that is easiest to recognize, as well as the one easiest to get hooked into.
Can you recall your reaction to someone yelling at you? There can be a strong invitation to fight back.
People who are in fight describe the experience as wanting to kick, smash, yell, if not actually doing
these things. Words describing fight might include erupting like a volcano or feeling like you are going to
explode. This slide describes some of the ways the fight response might be expressed.
Children and youth might show the fight response with a red face, grinding of their teeth, clenched fists,
short, sharp breaths or narrowing of the eyes. An abrupt or raised tone of voice can also indicate the
fight response, or sometimes the child or youth might move towards you in a threatening manner.
You can also see fight in the child or youth who is always looking for an argument, or feeling like people
are always out to get them. Do you know any child or youth diagnosed with Oppositional Defiant
Disorder? They often argue about the littlest of things. I can remember a youth I worked with who,
when I said what a lovely day it was and isn’t the sky a beautiful blue, they told me it was a lousy day
and it was cloudy. It seems like they are always pushing our buttons and they want to get under our
skin and antagonize or infuriate us. We would invite you to consider how this might be a fight response,
and that children and youth with this kind of diagnosis are stuck in fight.
Take a moment and think back to the “readiness” exercise. Do you notice that being ready is like a
fighter’s stance, balanced and stable [demonstrate this]? Your knees are bent, with tension in the large
muscles in your legs and your arms. The arms might even be raised with clenched fists. Extended time
in fight can produce tension especially in the neck, jaw and shoulders.

Works Cited:
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Keim, J. (2000). Oppositional Behavior in Children. In C. E. Bailey, Children in Therapy: Using the Family
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Slide 42 - Tools for Fight

Objective:
Introduce interventions that can be used with a child or youth who is in fight.

Background:
See Fight Background and Why Focus on Fight, Flight and Freeze slide #39.

Key Points:
•
•

Fight is usually easy to recognize, difficult to handle and invites a reaction
Introduce different interventions people can try when they or another is in fight

Content:
Even though fight is the easiest to recognize it can be quite difficult for us to respond to without the
situation escalating. Many adults describe the experience as time speeding up and feeling they need to
respond immediately. As always the first tool to use is to settle your own body and take a moment to
settle your own survival response. It’s challenging to do so, as we often feel we are being personally
attacked. It is important to remember that this is not personal; fight is a survival response to a perceived
threat. Some people who work with children and youth find it is helpful to remember in those moments
that this is their job. Easy to say, difficult to do and it takes practice.
Acknowledging and naming the experience of anger in the child or youth can help them put on the
brakes (Siegel, 2007). Being able to have a name that describes the sensation can sometimes allow the
child to begin to regulate better as they feel understood. This is not something to try for the first time in
the middle of a meltdown. Anyone who has tried to reason with a child, youth or even an adult in the
middle of a meltdown knows that it doesn’t work. You now know that they have lost access to their
upstairs brain so there is no reasoning with them. This is why it is important to help the child or youth
to settle their body, before discussing consequences. This often takes longer and requires more practice
than you may think, so be patient. It is important to use their own words, though it is ok to suggest
ones. One youth we know called it the “wanna smash” feeling. In later meltdowns or sometimes even
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as they were building, his care providers were able to ask “are you getting the want to smash feeling”?,
This kind of question, naming the sensation sometimes allowed for the youth to settle himself instead of
escalating by using some of the other tools he had been taught.
We know that how we breathe can assist the child or youth settle their breathing. Just like in flight,
when we take a regular breath in and a longer breath out (demonstrate), we put on our own brakes and
help coregulate the child or youth’s nervous system.
Traumas and the survival responses they evoke are disconnecting from self and from others. According
to Bruce Perry that is why is it so important to regulate, relate, and then reason. We provide safety by
staying connected, not rejecting or getting mad at them.
Engaging the major muscles in the arms is another tool to help settle the body and re-engage the
upstairs brain. Children and youth always ask us for strategies they can use anywhere and at any time
and that do not draw attention to themselves.
Here is an exercise we teach them. We would like you to try it now, remembering every time you try an
exercise you are more likely to practice it with a child or youth.
To start, place your hands together at the palms and push them together as hard as you can using your
whole arm down from your shoulder blades to your palms. Hold this for about 30 seconds, remember
to breathe. Every time we take a breath we release the tension in the muscles so reengage your
muscles from your shoulder blades to the tips of your fingers and hold. [prompt] [wait 30 seconds].
Now let go and notice your response. Children tell us they feel more grounded, some get a tingling
sensation in their arms, like a liquid lightly moving down. You can also let the child or youth move their
body to blow off steam. Some ideas may be to lift heavy things, rearrange furniture or push against a
wall (Williams & Shellenberger, 2001). Some kids have done push ups and the plank position. This is a
way to move the energy mobilized in their body and to release it.
Some of you may have created safety plans for the children and families in your care. We encourage
you to also make safety plans for yourselves when you know that the child who lives with you or you are
working with is stuck in fight. This means in your home or at work knowing who you can call to support
you. Part of a safety plan is also reflecting with the child about what you could have done differently
and what they could have done differently. Implicit in this kind of conversation is that there is going to
be a future with you the next time a fight arises. Remember, this a conversation after you both have
settled. You can also remind the child or youth of other times that they have resolved problems or
identify that you are both stuck in how to resolve the issue. We will talk more about this shortly.
Having small, non-negotiable soothing activities help to re-engage with a child after a fight. Please keep
in mind any non-negotiable soothing activities are never taken away or used as a consequence. The
idea here is that the child in our care receives soothing and nurturing no matter what. Often the last
thing we want for the kids who are stuck in fight is to do something nice for them, even though this is
what they need the most. A fight response disconnects and non-negotiable soothing offers an
opportunity for repair and for reconnection.
An example of non-negotiable soothing activities is reading a bedtime story: so on those nights when
everything is a struggle, even if it is four in the morning they get a story, though it would be a relatively
short one. Another example would be having a small snack after school that they get every day at the
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time they get home. This means they get their snack after school, if they were sent home early or even
if they were suspended. One last idea is always recording any show you watch together, that way you
can always watch it with them after they have settled.
Children stuck in fight have a very wide window of tolerance for conflict and these small gestures help
slowly over time widen their window of tolerance for taking in the good of a healthy relationship. This
perhaps explains why it seems they deliberately sabotage relationships or themselves whenever things
are going well. Keeping people at a distance makes a lot of sense as a survival response if they’ve been
hurt by many people. We can help them by slowly increasing their window of tolerance to take in
positive, healthy interactions with people.

Works Cited:
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Slide 43 - “We’re Stuck” – Adults and Children Caught in a Pattern of Fight

Objective:
To recognize and understand when both adults and children/youth are caught in a fight cycle and how
to help them to move out of the cycle.

Key Points:
•
•
•
•

The phrase “we’re stuck” helps us have a shared conversation with the child/youth
It shows that we are in this with them
Models asking for help and taking time to create a solution to the problem
Slows down the pace of the argument lessening the risk of escalation

Background:
The fight response occurs in each of us, we are hardwired to respond to stress and trauma with fight,
flight and freeze [see earlier sections for more background on this]. Siegel (2004) talks about the need
for us as adults to settle ourselves first. In doing this we quiet the amygdala, the alarm, which enables us
to have better access to the thinking part of our brain, the cortex.
Keim (2000) writes about oppositional behavior in children and the patterns in which
families/caregivers/children/youth get caught. Keim (2000) describes the responsibilities, the hard and
soft sides of setting limits, that demonstrate who is functioning as an adult in the system:

103

The Hard Side of Setting Limits
Who makes the rules;
Who defines the punishments;
Who carries out punishments;
Who has final responsibility
for making major decisions;
Who is responsible for making
others feel safe and provided for

The Soft Side of Setting Limits
Who soothes whom;
Who provides reassurances to who;
Who has responsibility for expressing love,
affection and empathy;
Who is the provider of good times and
good things;
Who usually determines the mood
of situations;
Who has the responsibility to listen to whom

Many of the arguments that adults, children and youth get caught in are when children/youth demand
or claim the authority that should belong to the adult. It is important to note that adults need to be able
to balance their role between the hard and soft side to have a well-regulated relationship with a child or
youth. Often the soft side, the soothing, is what gets lost when adults are caught in an oppositional
pattern with a child or youth.

Content:
Have you ever had the same fight over and over again with a partner, child, friend, or co-worker? You
have had this argument so many times that you could probably do both sides of the argument. You
know what they are going to say even before they say it. So what happens when I say to you ‘stop that’?
Don’t have that fight over again! Not very helpful is it? I want to offer you a challenge - the next time
that you get stuck in that same old argument I invite you to stop and to say to the other person “I think
that we are stuck”. It changes things to even think about doing that. Does it make you appreciate just a
little bit how vulnerable we are asking kids to be when we want them to do something different when
they are stuck?
Remember that children don’t always have the words to describe the feelings they have – stuck is one of
those feelings. By naming it we help to recognize the pattern and can change the conversation. We all
get stuck. One common argument between a teenager and caregiver is that the teenager is arguing
about a certain want and the caregiver is arguing about how they are being spoken to. These are two
different arguments.
Stuck is when we are complaining about how they are talking to us and they are telling us that we aren’t
listening to their complaint. You and the child or youth are talking about different issues; you are not
having a shared conversation and this likely ends with you and the child yelling at each other. (I don’t
know about you Billy but that certainly has happened in my house)
By acknowledging that we are stuck we begin to have a conversation we can work on together. Now this
takes practice and time. It is useful to have a conversation about how you and child or youth get stuck at
a time when things are settled. We have learned that kids are very clear about when we as adults get
stuck and it can be an interesting conversation to brainstorm on ways for both sides to get unstuck.
For many children who are in care there is a lot of fear when they get stuck in a disagreement – often
they begin to tell themselves that no one cares, or you will just give up on them like so many others. It is
important to reassure them that we are going to get through this.
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The first step as adults is for us to recognize being caught in a “fight” pattern, identifying for ourselves
and the child/youth that “we are stuck”. I know for myself that I recognize I am stuck typically by the
third time I’ve repeated myself. How will you recognize when you are stuck? Using we rather than you,
we emphasize that we are in it together. It takes a lot of courage to admit that you are also playing a
part in the dynamic.
For us adults, taking the time to slow our breathing rate will help; this will increase our control over our
tone, volume of our voice and our choice of words and regain access to our upstairs brain. By practicing
this, the children and youth in our care learn that they are not alone in this and they eventually will hear
the message that we are going to get through this. It might take a long time for them to hear this
because it is likely very new for them, and over time it will work.
Brain Booster Neurodeck

hullservices.ca/articles/brain-booster-activity-cards
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Slide 44 – How to talk to children about freeze, flight, and fight

Objective:
To identify that there is a resource with scripts to help people begin to talk to children about freeze,
flight and fight.

Handouts:
•

Parenting After Trauma

Background:
See ‘Why Focus on Freeze, Flight, Fight’

Key Points:
•
•
•

We want children to be trauma-informed and better able to understand what happens to them.
Freeze, Flight, and Fight are non-voluntary responses that continue to exist because they work.
People do all the responses but often have one that is most familiar to them.

Content:
It is our experience that when children better understand what is going on in their body, after they have
experienced a real or perceived threat, they can become more interested in learning how to manage
their responses and can begin to heal. Children, and many adults, often need help to understand or
recognize their freeze, flight and fight survival responses. Often they are confused and don’t understand
what is going on. They may blame themselves as a way to explain why their body responded the way it
did and why they feel the way they do. By talking to children and youth about our survival responses we
can help them better understand what happened to them and how to respond and manage the
response in a healthy way. This helps them make the shift from ‘what is wrong with me’ to ‘what
happened to me’.
Many people asked us how to talk to children and youth about freeze, flight and fight so we have
created scripts that are available to download. The scripts are meant to be a starting place and will
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change as you create your own script adapting to the specific needs and abilities of the child or youth
with whom you are working.
We keep the initial conversation about freeze, flight and fight neutral in order to create safety with the
child or youth. This is educational information that most children and youth do not have. We know that
children learn best when their nervous systems are settled. If at any point the child or youth becomes
unsettled or dysregulated we stop and help them settle their body. You can help them begin to settle by
asking them to take a breath in and a long slow breath out, (repeating as often as needed). You can also
switch to another activity or change the focus in some other way. Remind the child or youth that they
can take all the time that they need to learn about these survival responses.
The intention of talking with children and youth about freeze, flight and fight is not to have them
remember or relive their past experience. It is to help them understand their survival responses and
what they experienced in their bodies. We use toys or pictures to talk about freeze, flight and fight. It
feels safer to focus on the puppets, toys, or pictures rather than their own experience. In the script
there are pictures of a mouse, rabbit, and tiger and that you can use when you talk to a child or youth.
Often children and youth can only take in a little bit at a time. They will find ways to tell you they have
had enough. They may switch the subject or want to play. It is okay to take a break and tell them that
you will talk more about this after the break or if needed at another time. The more playful the
conversation, the easier it is for the child or youth to take in the information. Learning about freeze,
flight and fight helps them to begin to create a clearer story about what happened to them, one that has
a beginning, middle, and end.

Work Cited:
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Lesson 9 – Mindfulness
Slide 45 – Mindfulness
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Slide 46 – Mindfulness

Objective:
Introduce mindfulness and offer the participants a different way of experiencing of self-regulation.

Handouts:
•

Mindfulness Exercises

Background:
Mindfulness is a way of “paying attention in a particular way: on purpose, in the present moment, and
nonjudgmentally” (Kabat-Zinn, 1994). Mindfulness-Based Stress Reduction is a ten week course and well
researched in its effectiveness in providing: an increased ability to relax; greater energy and enthusiasm
for life; lasting decreases in physical and psychological symptoms and; an ability to cope more effectively
with both short and long-term stressful situations (MBSR Training: Professional Online MIndfulness
Training).
Mindfulness is introduced at this point in the day to offer participants the opportunity to practice
noticing their bodies. It is important to normalize people’s noticing of tiredness or of pain while
practicing mindfulness. There tends to be a belief that mindfulness is supposed to be relaxing and
rejuvenating, but in actuality it is the practice of noticing what is in the moment. And for many people,
what they are is tired and slightly uncomfortable. This is exactly what they are meant to notice. The
practice is then to sit with those sensations without trying to change or alter them in any way.
Research shows that regular mindfulness-meditation practice changes the brain by: increasing thickness
in cortical areas, specifically those areas connected with executive functioning (related to increased
empathy, emotional regulation, attention and learning); improving the ability to manage emotional
upheavals and; decreased activity in the amygdala (related to decreased stress response) (Dr. Baime,
2011).
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Key Points:
•
•
•

Mindfulness is an ancient practice that has been gaining momentum in the field of mental health
Mindfulness practices can support people’s learning to self-regulate
Not to be confused with relaxation techniques

Content:
Some of you watching the webinar may have taken mindfulness training such as MBSR (Mindfulness
Based Stress Reduction) or have done mindfulness exercises in a yoga class or as part of spiritual
practice. Mindfulness Practices have been around for a long time and more recently have become
popular in mental health fields.
Jon Kabat-Zinn refers to mindfulness as “paying attention in a particular way: on purpose, in the present
moment, and nonjudgmentally” (Kabat-Zinn, 1994). Some people use mindfulness as a therapeutic
technique and intervention to help regulate their thoughts and feelings, while others practice
mindfulness as a way of life. Mindfulness helps to increase the integrative fibers in the brain that help
with self-regulation (Siegel, Mindsight). There is a great deal of research on mindfulness that shows it to
be an effective intervention for children and youth to help them regulate their feelings. We have
included in the handouts a mindful eating exercise. We use this exercise with kids, asking them to eat a
candy, raisin or piece of a cookie as if they had never seen it before. The exercise is to use all your
senses and to slow down the experience intentionally.
There are many mindfulness practices available online. There are body scans, mindful eating, mindful
walking, using music, and following the breath to name just a few. It is important to try different ones to
see what fits best for you. Remember that when the brain experiences anything new and it scans for
danger, so it is important to try it a few times to decide what fits for you.
Many people confuse mindfulness with relaxation techniques and think that they’ve done something
wrong when they don’t feel relaxed during the exercises. Mindfulness is the practice of noticing what is
in the present moment, without judgement; even if you are being distracted, then noticing the
distraction and bringing your focus back to the present moment and the practice in which you are
engaged.

Works Cited:
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Slide 47 – Keeping Your Balance

Objective:
Introduce mindfulness and offer the participants a different way of experiencing self-regulation.

Key Points:
•
•
•

Mindfulness is an ancient practice that has been gaining momentum in the field of mental health.
Mindfulness practices can support people’s learning to self-regulate.
Not be confused with relaxation techniques.

Content:
We have included a short 3 minute mindfulness audio clip that you can listen to right now. I invite you
to get as comfortable as possible. Please participate in whatever way suits you.
[Listen to the clip]
So what did you notice as you participated in the mindfulness practice? Did you notice any changes to
your breath, your thoughts, and your body?
Practicing mindfulness does not require significant amounts of time. There are many ways to
incorporate mindfulness throughout the day, for either a minute at a time or working towards having a
daily practice. We invite you to think about how you might include a mindfulness practice in your day.

Works Cited:
http://www.youtube.com/watch?v=CVW_IE1nsKE&feature=related
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Slide 48 Compassion

Objective:
To introduce the idea of mindful compassion

Handout
•

Loving Kindness Meditation

Background:
Self Compassion: “kindness directed toward the self”
Trauma at its core affects a person’s capacity to be self compassionate and trauma recovery is about
nurturing and growing that ability. Our ability to be compassionate depends on our ability to be self
compassionate.
As mentioned elsewhere on this site safe, trustworthy and authentic relationships are the heart of
recovery. The relationship we have with ourselves is just as crucial to healing as our ties to the people
around us.
However, treating ourselves kindly can be quite a foreign concept. Giving ourselves some slack can be
viewed as making excuses for ourselves, or encouraging self pity (Neff, 2011). Our critical thoughts judge
our weaknesses and struggles in ways that we would never express toward a friend. We say things to
ourselves that are quite shocking. Self hostility, just like abuse from others, impacts our ability to
manage stress and is associated with a host of mental health problems (Gilbert, 2008).
Rather, self compassion is linked to less anxiety and depression (Neff, 2011). Some people are naturally
kinder to themselves and can step outside our society’s endless quest for perfection. For those people
who struggle with being kind to themselves, Kristen Neff and Christopher Germer, two key researchers
and therapists working on understanding self compassion, have noted that self compassion can be
taught (Germer 2009, Neff, 2011).
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Neff has developed an eight week group intervention that helps people engage in self compassion
practices that incorporate aspects of mindful meditation and builds on the age old Buddhist practices of
“Loving Kindness”.
In these practices, through the development of mindful awareness, the practitioners learn to notice
when their thoughts drift into self blame or hostility, recognize that this is a moment of suffering and
everyone’s life contains difficulties, and gently turn hostile thoughts towards a more compassionate
view of our actions and circumstances (Neff, 2011).
In the Buddhist tradition, loving kindness practice is one of the foundations of mindfulness and an
essential component of spiritual progress. In psychotherapy it has been known for a long time that
people who ruminate on their failings and circumstances are more prone to depression (Williams, 2007).
Also strong negative emotions associated with self loathing, like shame, contribute to social isolation
and feelings of helplessness (Gilbert, 2009).
A person capable of self compassion knows that they have not been singled out for periods of struggle
and unhappiness. We are creatures who experience difficulties by the fact that we have been born. By
allowing ourselves to experience loving kindness, not as an idea but as a felt sense, we are able to
address difficulties directly, learn from them and, if possible, take some wise action to change them.
Harsh self criticism, like bullying by others, undermines our ability to learn. Most victims of bullying want
to hide. Self compassion allows us to soften our hearts and minds in the midst of trouble and to see
what can be done to change things, or to find the wisdom to accept what cannot be changed (Germer,
2009). It is the beginning of experiencing ourselves as worthy of kindness.
Perhaps the most important outcome of self compassion is the increased capacity to care for others. If
we are more aware that everyone is in the same boat, the same reality of human struggle, we can feel
for the plight of others. We know, in our bones, that “there, but for the grace of God go I”. The great
wisdom traditions of the world understood that the beginning of loving others is to love ourselves.
Compassion is different than pity. Its old Latin root means that to have compassion is to “suffer with”
others not simply observe their pain. True compassion goes further than an emotional connection; it
ignites the desire to relieve the suffering, to do something about it (Neff, 2011).
Here are Kristen Neff and Christopher Germer’s links for more information on the development of self
compassion with some downloadable guided practice meditations.
www.self-compassion.org
www.mindfulselfcompassion.org
Adapted from the Trauma Toolkit 2.0. Klinic Community Health Centre, Winnipeg, Manitoba.

Key Points:
•
•
•

We are all practicing self-regulation
We need compassion for ourselves and the children with whom we live and work
Compassion helps us to heal and is trauma informed
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Content:
We are all practicing self-regulation and some days we are better at this than others. Understanding
how a child or youth is struggling, we learn the patterns of how children are working to self-regulate, to
try and make sense of what they do and don’t understand based on their trauma history.
While we are aware of this we are also human and in our relationships we often struggle to respond
with compassion, and sometimes we are frustrated or angry with a child or youth. We want to
encourage you to think about and to consider developing intentional practices based on mindfulness to
help keep you rooted in compassion for yourself and the children with whom you live and work. The
handout on the loving kindness meditation is an example of a mindfulness practice to develop
compassion.
Compassion also links us to hope, the realization that we are all practicing, that we all need healthy
relationships to help us heal at every age and stage of our life. Compassion is crucial if we are to be
effective in helping children heal and grow. Helping children to develop self-compassion shifts them
from “what is wrong with me” to “what has happened to me”.
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Lesson 10 – Making Sense of Trauma
Slide 49 – Making Sense of Trauma
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Slide 50 - When More Bad Things Happen

Objective:
To identify how to respond when more bad things happen in either the foster parent’s family, the child’s
family/community, or in the world.

Handouts:
•
•

What to do when more bad things happen
When to seek therapy

Background:
Working from a trauma-informed perspective, we know that more bad things will happen in people’s
lives. What we want is to increase resiliency in the children and youth with whom we work and, as
much as possible, to reduce the impact of the trauma. When bad things happen it is expected to not feel
like yourself for a period of time, usually six to eight weeks (PTSD: National Center for PTSD (for
Professionals)).
Following 9-11, there was a review of how we respond to the psychological needs of individuals who
have experienced mass violence or disasters. Out of this review, Psychological First Aid was developed
as the evidence-based, trauma-informed, early psychological intervention (Health, 2002). This is starting
to replace the previously used critical incident debriefing, which, like the coke bottle, serves to activate
rather than settle the nervous system. Currently there is little training for Psychological First Aid in
Manitoba. There is, however, access to Mental Health First Aid Training.

Key Points:
•
•

More things will occur in your own life as a foster parent or a social worker, or the extended family
or community of the child– it important to be prepared
Reassurance that we will get through this is key
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•

Staff teams can provide first aid for each other; when you know that someone is going through a
difficult time how do you support and offer assistance

Content:
As you now understand, trauma is pervasive and because of that there is a very good chance that more
bad things will happen to you or the child and youth with whom you live or work. This could be an
accident or loss in your family, the child/youth’s family, or in our community.
When a bad thing happens it is important to keep to routines as best you can. When the rules go out the
window children often begin to worry. A predictable routine can offer reassurance and a sense of
security to children and youth.
We do want to acknowledge and recognize that something has happened. We want to give them age
appropriate information. We don’t want to overly focus on the specifics of the incident, and just keep
talking about it as this will only serve to shake up the bottle and activate the nervous system. For young
children in particular we want to limit TV and screen time, especially the news.
We know that it takes time to settle after something bad happens. Often it can take six to eight weeks
to begin to feel like you again. We can offer reassurance that they (and we) will make it through this.
Sometimes after something bad happens, we want to send children, particularly children in care to
therapy. If the child or youth is continuing to struggle after six to eight weeks, therapy might be helpful.
As therapists we believe it is important to be clear on the goal of therapy. It is also important that the
caregiver be involved in therapy. From our experience children don’t always tell us about their
successes and struggles when they come to sessions alone. Parental and caregiver support is crucial in
helping children meet their goals in therapy, and celebrating their progress.
We know that caring for children takes time and energy. This is why it is especially important to have a
support network that can help hold you when you are going through a difficult time. Getting assistance
for yourself as a parent or caregiver will assist the children and youth in your care or the families on your
caseload. This support may come from your staff team, other professionals or from a friend or family
member.
We also want you to know that after 9/11 a new model for responding to traumatic events was
developed, called Psychological First Aid. There are also Mental Health First Aid courses that have been
developed, please check their website for one in your area.

Works Cited:
National Institute of Mental Health. (2002). Mental Health and Mass Violence: Evidence-Based Early
Psychological Intervention for Victims/Survivors of Mass Violence. A Workshop to Reach
Consensus on Best Practices. Washington, D.C.: U.S. Government Printing Office: NIH Publication
No. 02-5138.
PTSD: National Center for PTSD (for Professionals). (n.d.). Retrieved March 7, 2014, from U.S Department
of Veterans Affairs: http://www.ptsd.va.gov/professional/materials/manuals/psych-first-aid.asp
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Slide 51 - How to Listen to Trauma Stories

Objective:
Creating new patterns to promote healing from a trauma-informed perspective.

Handouts:
•
•

Parents Can Help
Trauma and Families: Fact Sheet for Providers

Background:
This slide introduces how to listen to an actual telling of a trauma story, which may also be a disclosure.
It is important to remember that the participants have some experience in doing this. For foster parents,
they will hear stories that children or youth tell when they feel comfortable enough. Other times it will
be Child and Family Service workers during an investigation requiring a child or youth to tell them about
something that just occurred which may lead to their apprehension.
We want the participants to recognize that their bodies can be used to help regulate children and
youths. Having the participants focus on slowing their breath, speaking in a slow and even manner; we
model this in how we present this content (Rothschild, 2010).

Key Points:
•
•

Your ability to self-regulate is an intervention tool
Interruptions help to regulate their arousal

Content:
Remember that what we are working towards is how we tell trauma stories, focusing on creating a
coherent narrative. We do this by containing the story and not letting it get too big. It is important to
remember that it’s not only the trauma stories, but also life itself that shakes up the bottle. If we were
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to open the pop bottle now, even though it has been sitting for a while there would still be plenty of
pressure. When talking about trauma slower is definitely faster, letting out a little bit of pressure
repeatedly over time.
We begin as always with settling our own nervous system. All of us have had the experience of hearing
someone’s trauma story. We know when it is overwhelming both for us and them. So remember to use
your breath, regular breath in and long breath out [demonstrate]. Our settled nervous system helps
them to settle their bodies.
We help them to settle their bodies by inviting them to stop and take a deep breath. We usually tell the
kids we work with that we will gently interrupt them while they are talking to help their bodies stay
settled and regulated. We explain that this is because we want to hear what they have to say and we
don’t want them to be overwhelmed.
The goal is to be able to tell the story without being overwhelmed or in freeze. Some of the indirect
ways you already might interrupt are to take breaks, asking if they want some water, a Kleenex, a
blanket, or a snack. All of these gestures slow down the telling of the story; this allows time for their
bodies to settle.
You can ask them how they’re doing and let them know they are okay. Or (if it’s true) you might let
them know that they can take as much time as they need. Trauma distorts time, so inserting time when
telling the story can be a reparative experience.
In order to help the brain know that the trauma is over and in the past, when possible we ask the
question, “how did you know when it was over”? While this sounds like a simple question it can have a
profound impact. Now to be clear this is not a question we ask while in the middle of a crisis. What
happens when we ask this question is the child or youth often visibly pauses, they stop and think and
then reply “I don’t know that I have ever thought about this, I’ve never thought that it was over”.
Another question we ask a child or youth: “ what is helping you get through?” Again, they will pause and
sometimes they say “I don’t know”; we then offer some space and time for them to consider what has
helped them. It can be surprising what things have helped them get through, things they might not have
told us unless we asked. It is important that we offer reassurance that they will get through the current
struggle.

Work Cited:
Rothschild, B. (2010). 8 Keys to Safe Trauma Recovery. New York: Norton.
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Slide 52 – Creating New Pathways

Objective:
To explain strategies for how to create new pathways.

Handouts:
•
•

Healthy Sleep Tips for Children and Youth
Healthy Sleep Tips for Adults

Background:
There are many different types of therapy that use imagination or metaphor as an intervention.
Cognitive Behaviour Therapy and play therapies would be examples of this (Gill, 1991, 2006; Gil and
Drewes, 2005). Holmes and colleagues (2007) identified in their review that imagery re-scripting, directly
working with an image, can effectively decrease PTSD symptoms. Using imagination to shape or reshape
memory, or how a memory feels, is a way to capture the possibility of change; to express feelings that
could not be stated at the time of the trauma or to shift out of remembering repetitively a traumatic
memory (Naperstek, 2004). Imagining creates new pathways in our brains, taking advantage of the
natural neuroplasticity.

Key Points:
•
•

We work to create new pathways by imagining the missing resource that the child or youth did not
have when the trauma occurred
We often begin with helping children and youth settle at bed. Restful sleep helps them be better
able to learn to self-regulate

Content:
Earlier in the webinar we talked about how rehearsing or replaying the memory of a trauma creates a
faster pathway, like a super highway, in the brain. We interrupt this pathway by working with
imagination to create a new pathway, an off ramp from the super highway that becomes established
120

through repetition and rehearsal. We can do this by helping the child imagine the missing resource that
they did not have when the trauma occurred. We encourage children to imagine “who would have been
the best person (imaginary or real) to have helped at that time (we never want children to imagine
rescuing or protecting themselves, all too often this is what already happened).
This may be another adult. Sometimes it is a principal, Superman, or Batman. If they cannot imagine a
trusted adult as a resource, then you can offer yourself as that resource in their imagination,
remembering that this is a way of holding hope for the child. I remember a nine year old boy I worked
with who could not imagine anyone who could help him, and so I asked him what he thought I would
have done if I had been there. He paused, put his hands on his hips, and burst out laughing (now
remember this was a traumatic event) and he said “You would have kicked their butts”. He laughed and
laughed because he knew that was true. He created a new off-ramp by imagining a different ending.
When we invite kids to imagine a safe place inside them we are creating another off ramp. By changing
the story and creating a new script, the child can begin to deal with the feelings that come up and not
rehearse the same trauma over and over; this helps to instill in them a sense of mastery over the
trauma. This will then help to lessen the symptoms and to realize that they have gotten through the
trauma. This can also help with nightmares by rewriting the script and coming up with a new ending.
As you try this with children remember that the amygdala checks out anything new to see if it is
dangerous. This means that you have to practice creating off-ramps or new pathways a number of
times before it feels familiar. If a child or youth says that their body feels funny at first when it is
settled/calm that is because it is new. It is important to explain this to children so they can make sense
of what they are experiencing.

Works Cited:
Gil, E. (2006). Helping Abused and Traumatized Children: Integrating Directive and Nondirective
Approaches. New York: Guildford.
Gil, E., & Derwes, A. (2005). Cultural Issues in Play Therapy. New York: Guilford.
Holes, E., Arntz, A., & Smucker, M. (2007). Imagery Rescripting in Cognitive Behaviour Therapy; Images,
Treatment Techniques and Outcomes. Journal of Behavior Therapy and Experimental
Psychology, 297-305.
Naperstek, B. (2004). Invisible Heroes: Survivors of Trauma and How They Heal. New York: Bantam.
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Slide 53 - Grief and Sadness

Objective:
To develop an initial understanding of grief experienced by children in care and their parents and how to
respond.

Handouts:
•

Brief Information of Childhood Grief and Traumatic Grief Adapted from the NCTSN document The
Courage to Remember: Childhood Traumatic Grief Curriculum Guide in 2014.

Background:
It is important to recognize that children in care, their parents, and even we will process grief differently.
They may be processing grief that results from of multiple traumas or simply from being in care. We also
need to remain aware of the impact of intergenerational trauma and historical trauma, particularly the
impact of Residential Schools. Experiencing grief is a normal part of everyone’s lives.
Completion of Bereavement Tasks for Children with Uncomplicated Grief and Indicators of Difficulty
for Children with Childhood Traumatic Grief
In uncomplicated bereavement typically children will:
•
•
•
•
•
•
•

Accept the reality and permanence of death.
Experience and cope with difficult emotional reactions.
Adjust to changes in their lives and changes in their identities that result from the death.
Develop new relationships or deepen existing ones.
Maintain a continuing, healthy attachment to the deceased person through remembrance activities.
Find some meaning in the death and learn about life or oneself.
Continue through the normal developmental stages.
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Childhood traumatic grief interferes with bereavement due to:
•
•
•
•
•
•
•

Difficulty with accepting or unwillingness to accept that the person has died due to associations of
the death with the traumatic circumstance.
Intense, distressing feelings that are triggered by reminders leading to avoidance or lack of feelings.
Changes that lead to unpleasant reminders of the way the person died, possible over-identification
with the person who died, feeling overly responsible.
Feelings such as guilt, anger, and revenge interfering with the formation of new relationships.
Difficulty or avoidance of positive memories because they are linked to horrible images and
upsetting thoughts and feelings.
Inability or resistance to moving past the terrifying, unpleasant aspects of the death, negative
feelings about self-related to the death or person.
Emotional reactions and resulting behavior, e.g., withdrawal, anger, and distrust, interfering with
the ability to engage in positive, age-appropriate activities and relationships.

Adapted from the NCTSN document, (Goodman, Cohen, Kliethermes, Kaplow, & Epstein, 2005)

Key Points:
•
•
•
•
•
•

Children often begin to process their grief when they begin to feel safe
Children in care and their families have already lost a great deal by the child coming into care
Grieving often occurs at the developmental age often that the loss occurred rather than the
chronological age
It takes time to grieve and we need to not view grief as pathological or problematic
Develop or learn culturally appropriate ways for the child or family to express their connection and
loss
Explaining grief is another example of “Name it to Tame it” – helping children, youth and their
families make sense of their experience

Content:
It is only when children and youth begin to feel safe that they can begin to grieve. When you are
running for your life, you don’t notice the scrapes and bruises until you get away, catch your breath and
settle. Grief is the natural response to loss and trauma always involves a loss or many losses. Grief and
sadness are normal and expected when something bad has happened. Experiencing and expressing grief
is a sign of progress. It is important to allow children to grieve, remembering that children will often
grieve at the developmental age at the time the loss occurred, not their chronological age.
Your primary intervention is to be present; just be with them and help them to know that they will get
through this. For children and youth in care, grief can be particularly difficult. First there is the loss of
their family, because no matter what happened, all children wish they could live with their parents.
Then there is the experience of being in a foster home or treatment center. Typically there are regular
meals, they have to go to school, no one is hurting them, and there is adult supervision at all times. They
then begin to wonder why their biological parents and families were not able to care for them this way.
This realization leads them to experience grief and anger at what they should have received but never
did.
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Identifying grief for children and youth is another example of “Name it to Tame it” and helps them to
begin to identify what they are experiencing, why they are feeling sad and angry.
We want to give children the time they need to grieve. One aspect of experiencing a traumatic event, is
that there was no time to prepare. We can give children the time they need when we allow them to
have time to grieve. It is important to create space, time and rituals to enable a child or youth to grieve.
Every family, community and culture has traditions – take time to know what might assist the child in
your care to grieve well. Knowing how to settle their bodies can help children again make sense of their
experience. We teach children and youth that grief often comes in waves. We help them to notice when
it lessens. It is important to help children and youth to find ways to honor who or what they are grieving.

Work Cited:
Goodman, R., Cohen, J., Kliethermes, D., Kaplow, J., & Epstein, C. (2005). The Courage to Remember:
Childhood Traumatic Grief Curriculum Guide. National Child Traumatic Stress Network; .
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Slide 54 – How We Heal is in Relationship

Objective:
To understand and recognize ruptures (disconnections) in relationships and the therapeutic value of
repair.

Background:
We are all designed to exist and thrive in relationship with others; we are “wired” to connect from birth
(Perry & Szalavitz, 2010). A rupture in the relationship followed by a repair is an “essential regulatory
pattern” (Schore A. N., 2003). The repeated dance of attunement, misattunements and reattunement
promotes the ability to trust and feel safe. Secure attachment patterns are developed when children
are helped to move from a dysregulated state to a regulated state by a co-regulating caregiver (Hughes
& Baylin, 2012). Extended and repeated ruptures without the experience of repair create a sense of
shame and humiliation (Siegel & Harzell, 2004) (Siegel D. , 2012).

Key Points:
•
•

Ruptures occur in all relationships
The repair of ruptures is therapeutic

Content:
We all need to be connected in relationship with others (Perry & Szalavitz, 2010). Rupture and repair is
the natural cycle that occurs in all relationships. Ruptures occur between couples, parents and children,
families, and between workers and colleagues.
A rupture in a relationship is a form of disconnection. Depending on the developmental age, previous
experience with ruptures, and the importance of the relationship this can be anywhere from mildly
stressful to terrifying. It is through the experience of rupture and the accompanying repair that secure
attachment patterns develop.
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This is the way it is supposed to work. A young child acts out, misbehaves, etc and is reprimanded by
the parent/caregiver who is not happy with the child’s behavior. The child experiences the
disconnection in the relationship (the rupture) and is upset. It is the repeated experiences of rupture,
being dysregulated by disconnection, and the repair, becoming regulated again, that promotes a sense
of safety and attachment. Research tells us that responding in an attuned manner 30% of the time is
sufficient to promote healthy attachment. (Beebe, Jaffe, & Markese, 2010) (Disalvo, 2009) (Tronick &
Beeghly, 2011).
Unfortunately, the majority of the children and youth in care have experienced multiple ruptures and
few repairs. Going back to the concept of “being stuck”, those stuck arguments are examples of
ruptures in the relationship that may not end in repair. Some children and youth because of their
history of trauma find the experience of rupture pretty normal. It is the experience of repair that is new
and unfamiliar for them. This is perhaps why so often caregivers for children and youth in care have
noticed that doing something “nice” seems to provoke an outburst or conflict, or why some children
seem to sabotage themselves whenever they begin to do better. Again, we see how “taking in the
good” exceeds their window of tolerance. Accepting a gesture of repair is a way of taking in the good.
For many children this can simply be too much when it is first offered.
Rupture affects all of us; the challenge is for the parent or care provider to be responsive to the child or
youth’s gesture of repair or to reach out themselves and take the first step. The rupture/ repair cycle
helps us to understand why right after you have been in conflict, disciplined, or simply been annoyed, a
child or youth want you to play with them, cuddle, rub their back, etc. Needing you after a rupture,
even when it feels like a demand, can also be a gesture of repair. All of these behaviors can be
understood as attempts to repair and re-engage in a relationship with you.
We have had foster parents tell us that they now understand this kind of behavior as a gesture of repair
that previously they had thought was manipulative.
Ruptures are a natural aspect of all relationships. When you are working with children and youth the
majority of ruptures that will occur in your relationships with them are not traumatic. At the same time
we would like to suggest that all repairs and gestures of repair by a parent or caregiver to a child are
soothing and settling. For those children and youth who have experienced numerous ruptures without
repair we would suggest that all gestures of repair are therapeutic.
We would like you to take a moment right now and consider how the children and youth that you know
offer or accept a gesture of repair? How might you offer or accept a gesture of repair? You might think
about having a conversation with the child or youth you live or work with about how you might plan to
repair after the next rupture, because we all know there will be another one.
If you would, write down on a piece of paper your ideas on how you would repair after the next rupture.
You don’t need to show it to anyone, but we know if you write it down it increases the likelihood of you
remembering to do it.

Works Cited:
Badenoch, B. (2008). Being A Brain Wise Therapist: A Practical Guide to Interpersonal Neurobiology. New
York: Norton.
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Lesson 11 – Staying Regulated
Slide 55 – Staying Regulated
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Slide 56 - When My Nervous System is Regulated

Objective:
To focus participants on how they know their nervous system is regulated (or not).

Background:
Refer to Window of Tolerance (slide 11), Healthy Ways That You Regulate (slide 12) and Co-Regulation
(slide 17).

Key Points:
•
•

Our well-regulated nervous systems are the best intervention
Self-care is taking care of your tool, your body

Content:
Okay, to recap what we have talked about so far: trauma is dysregulating and disconnecting. As adults
we need to know when our nervous system is regulated and recognize when it is dysregulated. When
we practice self-regulation we model for the children in our care how to become more regulated.
We know that our nervous system is regulated when we are operating within our own window of
tolerance. We have been able to quiet the amygdala after it sounds the alarm. Then we are able to be
curious as we have access to our upstairs brain.
Think back now to the checklist of self-regulation activities that you filled out earlier. Remember what it
is that you do to self-regulate? What is it that helps you return to a place where you can connect, learn
and be responsive?
Who do you reach out to for support? Is this something that you only do in crisis or is it a regular
occurrence? How can you make reaching out to connect a regular event? I’d like to invite you now to
make a plan for how, in the next day or week, you will connect with someone who cares for and
supports you.

129

Slide 57 - Laughing Baby – What Regulation of a Nervous System Looks

Objective:
To provide visual example of what it looks like when our nervous system responds and adapts.

Background:
The video is a visual representation of how an infant’s nervous system begins to regulate itself. It
provides an opportunity to point out the key information from the day and see what the infant’s
nervous system looks like as he responds to being frightened or startled by his mother blowing her nose.

Key Points:
•
•
•
•

Laughter, like tears helps discharge the energy of putting on the gas
Increasing development of his window of tolerance
Mother’s response
Name it to tame it

Content:
Next we are going to watch a YouTube clip of a baby, named Emerson, who gets startled when his mom
blows her nose. It is important that you know that by the end of the day Emerson, the baby in the
video, no longer reacted to his Mom blowing her nose.
We chose this video as an example of a regulated nervous system and just so you know there is lots of
laughter that comes from Emerson. Watch for the indications of fight, flight and freeze and how
Emerson’s window of tolerance develops. We will watch it twice.
The first time you will just watch it and get to meet Emerson, the second time I will point out some
things to look out for. Remember laughter, like tears, helps us to regulate our nervous system, and
discharge the energy that comes from our nervous system putting on the gas.
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[Play Video Here]
After the first viewing:
This is a great example of neuroplasticity isn’t it? Emerson laughs to help settle his nervous system. Did
you notice how big his eyes got? Do you think that if he could have run out of the room that he would
have?
Doesn’t his Mom do a lovely job of “Name it to Tame it” – she uses that lovely sing song, prosodic, voice
to let him know that she is blowing her nose, that he is scared and that it is okay he does not need to be
frightened. Remember when she says “Silly baby does Mommy blowing her nose scare you?”
After his Mom talks to him, When you watch it again, look for when he leans forward and appears
curious. There are times too when she blows her nose and he reacts less, a sign of his widening window
of tolerance. We also know that Emerson is reacting to Mom covering her face with the Kleenex, which
you cannot see in the video (kind of like when play peek a boo with babies). He is also responding to the
low frequency sound, of blowing her nose, like when an animal growls. Low frequency signals a possible
threat from a predator and high frequency signals an animal in distress. Remembering at the end of the
day, Emerson was no longer scared of his mom blowing her nose.
Now you are going to watch it again.
Second viewing:
[Play Video Here]

Work Cited:
Emerson - Mommy's Nose is Scary! YouTube http://www.youtube.com/watch?v=N9oxmRT2YWw
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Lesson 12 – Becoming Trauma-Informed
Slide 58 – Becoming Trauma-Informed
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Slide 59 – Principles of Being Trauma-Informed

Objective:
Ways of being trauma-informed in your home or in the larger system (Summary Slide)

Background:
Refer to the trauma-informed information. Being trauma-informed includes taking into account (Klinic
Community Mental Health):
•
•
•
•
•
•
•
•

Normative transitions - Is this a trauma response or a developmental transition?
Ways of regulating yourself
Looking for opportunities to widen your own, or the children’s with whom you work, window of
tolerance
Identifying what you are already doing in your workplace, with your caseload, in your household to
promote safety and offer real choices
What changes can be made in your work or home environment?
How do you do intakes/welcome kids into your homes or units? Are you trauma-informed?
How do you conduct interviews/intervene with kids/adults? Are you trauma-informed?
What patterns of behaviour do you see and how might these be related to previous trauma(s)?

Key Points:
•
•

Trauma-informed is the shift from “what is wrong with you” to “what happened to you”
Becoming trauma-informed in your workplace or home

Content:
We would like to highlight again some of the principles of being trauma-informed. We all have and will
experience trauma in our lives, and will respond with freeze, flight, or fight. The shift to being trauma
informed is moving from “what is wrong with you” to “what has happened to you.”
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When we are working with children and youth we begin with creating safety, building trust and offering
real choices. While we have not talked specifically about cultural, historical and gender issues, we do
invite you, and think it is necessary, to seek out opportunities to further educate ourselves about these
issues to better serve the children and youth in our care.

Works Cited:
Klinic Community Mental Health. (n.d.). Trauma-Informed: The Trauma Toolkit. Second Edition . 2013.
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Slide 60 – Becoming Trauma-Informed

Objective:
To integrate and consolidate material from the Webinar, highlighting what they can do to regulate
themselves.

Key Points:
•
•
•
•

Thinking about or writing down who are their key supports
Do they know to check in with you or do they wait for you to contact them
Do you know when to ask for help?
Using consultation and supervision is key to not burning out

Content:
It is important to begin to think about how you will stay regulated, and how you will continue to
regulate your nervous system in your office or home. We have talked throughout the webinar about coregulation. We know that children need this; we also know that we need this too. It is important that
you have someone you can call or who will check in with you even if you don’t call them.
One way to be trauma-informed is to have peer support. Who do you consult with? Could you connect
with other parents, foster parents or staff? These are people who might notice the small changes when
you can’t see them, and celebrate them with you when you can.
For professionals, how do you use supervision? Is this something that is regularly scheduled? It is
important to keep the lines of communication open, so that when you need and ask for help the other
person is better prepared to respond. Think about a time when you were asked to help in a crisis and did
not know any history, versus knowing what has already happened and you have been offering support
and suggestions along the way. We are no different than the children and youth we work with, we also
benefit from consistency and predictability. Regular and planned supervision and respite are examples
of this.
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It is important to know that in the difficult times asking for help is strength rather than a weakness.
If you would right now – please make a commitment to connect with your support, to consult with
someone or to plan to meet for supervision.
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Slide 61 – Making Sense of Trauma for Children and Youth

Objective:
To review the learning objectives of the day.

Handout
•

Tools List

Key Points:
•
•
•

Self-regulation is ongoing learning throughout life.
Assist children and youth to write an ending to the story.
Emphasize the importance of tracking healthy development.

Content:
Here is a summary of what we hope you’re taking away from the webinar. Learning to self-regulate
continues throughout life. Things that work when we are seven are not the same as when we are forty
two. We don’t know anyone who has spent a whole month, never mind a whole week completely
regulated. We learn as we grow and gain experience, but it still takes practice at any age.
We hope that you will try out the tools we have talked about today and that it encourages you to think
differently about how to settle the body first before you begin talking with children and youth.
We hope you are interested in learning more about freeze, flight and fight, and how our nervous
systems work. We can teach these ideas to children, youth, and their parents, helping them make sense
of their survival responses. This helps children in particular to make sense, to make meaning of their
experiences and what is happening to them and their bodies.
We hope that from what you have learned in the webinar you take the opportunity to see play and
invitations to play as healing.
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Your relationship with a child or youth through good times and when bad things happen creates many
opportunities for both rupture and repair to occur. Remembering that the work of repair is about
healing, it builds stronger relationships that the children and youth will carry with them throughout their
lives. It is important to continue to think about how you might offer and accept gestures of repair.
Remembering that healing is about helping children and youth write an end to their stories. Who do
they want to become? Who can we help them to become? We can help children and youth create
richer stories about themselves that define who they are beyond the traumas they experienced. Healing
for children and youth is about making meaning and getting back on track developmentally and
completing the normal tasks of development.
In closing we invite to look at the handout that lists all the tools we have talked about and suggests
when you might try them.
As well please complete the evaluation. Thanks for your time and attention.
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