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[bookmark: _Toc118097800][bookmark: _Toc176771904][bookmark: _Toc181953943]Instructions 
This course was designed to guide child welfare professionals through the knowledge, skills, and behaviors needed to engage with families in need of child protection services. The workbook is structured to help you engage in the lesson through reflection and analysis throughout each week of training. Have this workbook readily available as you go through each session to create a long-lasting resource you can reference in the future.
If you are using this workbook electronically: Workbook pages have text boxes for you to add notes and reflections. Due to formatting, if you are typing in these boxes, blank lines will be “pushed” forward onto the next page. To correct this when you are done typing in the text box, you may use delete to remove extra lines.
[bookmark: _Toc118097801][bookmark: _Toc176771905][bookmark: _Toc181953944]Course Themes
The central themes of the CPS Assessment Track Training are divided across several course topics.
Purpose and Legal Basis for Child Protection Services in North Carolina
Essential Function: Communicating
Diversity, Equity, Inclusion, and Belonging
Trauma-Informed Care
Family-Centered Practice
Essential Function: Engaging
Safety Focused
Essential Function: Assessing
Interviewing Learning Lab
The Role of Observation in Assessing for Safety
Structured Decision-Making: Safety Assessment
Assessment Learning Lab
Safety Planning
Safety Planning Learning Lab
Trauma-Informed Practice
Considerations for Cases Involving Special Circumstances
Social Worker Safety
Engaging the Family in Child Protection Services
Risk Assessment
Crucial Conversations
Quality Contacts
Assessing Family Strengths and Needs
Secondary Traumatic Stress and Vicarious Traumatization
Ongoing Assessment
Family Engagement and Ongoing Assessment Learning Lab
Documentation
Well-Being as an Outcome
Reasonable Efforts and Removals
Reasonable Efforts and Removals Learning Lab
Decision-Making
Decision-Making and Case Closure Learning Lab
[bookmark: _Toc118097802][bookmark: _Toc176771906][bookmark: _Toc181953945]Training Overview
Training begins at 9:00 a.m. and ends at 4:00 p.m. If a holiday falls on the Monday of training, the training will begin on Tuesday at 9:00 a.m. This schedule is subject to change if a holiday falls during the training week or other circumstances occur. The time for ending training on Fridays may vary and trainees need to be prepared to stay the entire day.
Attendance is mandatory. If there is an emergency, the trainee must contact the classroom trainer and their supervisor as soon as they realize they will not be able to attend training or if they will be late to training. If a trainee must miss training time in the classroom, it is the trainee’s responsibility to develop a plan to make up missed material.
Pre-Work Online e-Learning Modules 
There is required pre-work for the CPS Assessment Track Training in the form of online e-Learning modules. Completion of the e-Learnings is required prior to attendance at the classroom-based training. The following are the online e-Learning modules:
1. North Carolina Worker Practice Standards
2. Safety Organized Practice
3. Understanding and Assessing Safety and Risk
4. Understanding and Screening for Trauma
Transfer of Learning 
The CPS Assessment Track Training Transfer of Learning (ToL) tool is a comprehensive and collaborative activity for workers and supervisors to work together in identifying worker goals, knowledge gain, and priorities for further development throughout the training process. In four distinct steps, the worker and supervisor will highlight their goals and action plan related to participating in training, reflect on lessons and outstanding questions, and create an action plan to support worker growth. The tool should be started prior to beginning the CPS Assessment Track Training and re-visited on an ongoing basis to assess growth and re-prioritize actions for development. 
Part A: Training Preparation: Prior to completing any eLearning and in-person Track Training sessions, the worker and supervisor should meet to complete Part A: Training Preparation. In this step, the worker and supervisor will discuss their goals for participation in training and develop a plan to meet those goals through pre-work, other opportunities for learning, and support for addressing anticipated barriers.
Part B: Worker Reflections During Training: The worker will document their thoughts, top takeaways, and outstanding questions regarding each section. This level of reflection serves two purposes. First, the practice of distilling down a full section of training into three takeaways and three remaining questions requires the worker to actively engage with the material, subsequently forming cognitive cues related to the information for future use in case practice. Second, prioritizing takeaways and questions by section allows workers to continually review information to determine if questions are answered in future sessions and supports the development of an action plan by requiring workers to highlight the questions they find most important.
Part C: Planning for Post-Training Debrief with Supervisor: The worker considers the takeaways and questions they identified in each section and creates a framework to transfer those takeaways and questions into an action plan.
Part D: Post-Training Debrief with Supervisor: Provides an opportunity for the supervisor and worker to determine a specific plan of action to answer outstanding questions and to further support worker training.
While this ToL is specific to the Track Training in North Carolina, workers and supervisors can review the takeaways and questions highlighted by the worker in each section of training on an ongoing basis, revising action steps when prior actions are completed, and celebrating worker growth and success along the way.
Training Evaluations
At the conclusion of each training, learners will complete a training evaluation tool to measure satisfaction with training content and methods. The training evaluation tool is required to complete the training course. Training evaluations will be evaluated and assessed to determine the need for revisions to the training curriculum. 
All matters as stated above are subject to change due to unforeseen circumstances and with approval.


[bookmark: _Toc176771907][bookmark: _Toc181953946]Learning Objectives
Day Two
	Family-Centered Practice

	Learners will be able to explain how family-centered practice increases family engagement.

	Essential Function: Engaging

	Learners will be able to include children and youth in decisions made about their placements and services.

	Learners will be able to demonstrate strategies for engaging families in the assessment process.

	Learners will be able to explain policy requirements and interview protocols for different types of assessments.

	Learners will be able to formulate different types of interview questions.

	Learners will be able to demonstrate narrative interviewing techniques.

	Learners will be able to describe strategies for interviewing children.

	Learners will be able to describe strategies for interviewing adults.

	Learners will be able to outline how to integrate active listening skills into their interviewing techniques.

	Safety Focused

	Learners will be able to distinguish between safety and risk when considering instances of abuse and neglect.

	Learners will be able to identify and describe danger indicators and risk factors when working with children and families.

	Learners will be able to distinguish between safety and risk when considering instances of abuse and neglect.

	Learners will be able to identify and describe danger indicators and risk factors when working with children and families.

	Learners will be able to distinguish between safety and risk when considering instances of abuse and neglect.

	Essential Function: Assessing

	Learners will be able to identify strategies to help elicit family voice when conducting interviews.

	Learners will be able to describe the benefit of developing harm and worry statements to communicate concerns related to child maltreatment.

	Learners will be able to describe how caregiver behavior impacts child safety.




[bookmark: _Toc176771908][bookmark: _Toc181953947]Day Two Agenda
	[bookmark: _Hlk111127899]CPS Assessment Track Training

	Welcome

	Family-Centered Practice

	Family-Centered Practice

	Meet the Anchor Families

	Essential Function: Engaging

	Engaging Overview

	Interviewing

	Engagement Skills Practice

	Safety Focused

	North Carolina Core Value: Safety Focused

	Safety, Protective Capacities, and Risk

	Essential Function: Assessing

	Assessing

	End-of-Day Values Reflection
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Use this outlined space to record notes from the introduction activity.
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How do the families that you considered define the concept of “family”?
	








What definition of family do you use when working with families?
	










What are we missing when we make assumptions or limitations on the definition of family?
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Use this space to record notes.
	























[bookmark: _Toc176771912][bookmark: _Toc181953951]Handout: Underlying Beliefs of Family-Centered Practice and Principles of Partnership
	Underlying Beliefs of Family-Centered Practice

	Safety of the children is the first concern.

	Children have a right to their family.

	The family is the fundamental resource for nurturing children.

	Parents should be supported in their efforts to care for their children.

	Families are diverse and have the right to be respected for their special culture, racial, ethnic, and religious traditions; children can flourish in different types of families.

	A crisis is an opportunity for change.

	Inappropriate interventions can do harm.

	Families who seem hopeless can grow and change.

	Family members are our partners.

	It is our job to instill hope.

	Principles of Partnership

	Everyone desires respect.

	Everyone needs to be heard.

	Everyone has strengths.

	Judgments can wait.

	Partners share power.

	Partnership is a process.

	Inappropriate interventions can do harm.

	Families who seem hopeless can grow and change.

	Family members are our partners.

	It is our job to instill hope.




Use the space below as you consider the tasks and activities you do with families and on behalf of families that demonstrate each belief and principle.
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[bookmark: _Hlk175660150]What difference does it make for families when you spend time engaging and building rapport?
	








Share a few examples of when our practice may be centered on the family and not “family-friendly.
	










What are some techniques you use to build relationships with families?
	








How do you elevate families’ voices?
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[bookmark: _Hlk175659720]Use this space to record notes.
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[bookmark: _Toc181953953]Worksheet: Meet the Anchor Families
Meet the Anchor Families
Avilla Chavis Family
	Mother
	Olivia Avilla Chavis, she/her, 34-year-old, Hispanic, radiology technician at a hospital

	Father
	Franklin Morelos Esquivel, he/him, 36-year-old, Hispanic, mechanic at an auto repair shop

	Child
	Amelia Morelos Avilla, female, 6 months, Hispanic, at home

	Child
	Diego Morelos Avilla, male, 3-year-old, Hispanic, at home

	Child
	Ricardo Morelos Avilla, he/him, 6-year-old, Hispanic, 1st grade Pineville Elementary

	Child
	Leidi Morelos Avilla, she/her 12-year-old, Hispanic, 6th grade, Williams Middle School

	Child
	JuanCarlos Morelos Garcia, he/him, 16-year-old, Hispanic, 11th grade, Williams High School


CPS History
11 years ago: CPS Assessment finding: Services provided; child protective services no longer needed. Report alleged chronic diaper rash and no supplies at daycare for 5-month-old Leidi. Infant was observed with red and raw diaper rash and mother, Olivia, was diagnosed with post-partum depression, with little support from father, Franklin. Interviews and collateral information indicated that this is an isolated incident for the family. Olivia was referred for mental health services and both parents were referred to parenting classes/birth to age 5.
2 years ago: CPS Assessment finding: Services Provided, child protective services no longer needed. Report alleged Diego and Ricardo were found alone in the neighborhood by a neighbor. Law enforcement and CPS responded to the scene and returned the children to the home, where they found the mother asleep and seemingly intoxicated. Interviews and collateral information indicated that this is an isolated incident for the family. Olivia was referred to behavioral health services.
Intake Report
The report was made by a neighbor, Tammy Kirby.
Report alleged that Ricardo, age 6, was at the park with his brother, Diego, age 3. Diego was running around on the playground and Ricardo was sitting on the swing when Reporter found them. Ricardo told Reporter that he “often” takes Diego to the park when he babysits for his mom. Reporter walked Ricardo and Diego home and when they entered the home, the Reporter observed that the children were home alone, with Leidi, age 12, left in charge. Leidi was putting Amelia, age 6mo down to nap and knew the children were at the park and did not think this was a problem. Reporter also observed that the home was very cluttered and had trash and spoiled food strewn about the living room.
The report was screened in for neglect, unsafe supervision, Family Assessment, immediate response time. 
Provisional Harm: The parents leave Leidi (12) to supervise three children, Amelia (6mo), Ricardo (6), and Diego (3) which is more responsibility than a 12-year-old can manage. Ricardo took Diego to the park without an adult, which is dangerous as Ricardo is not old enough to supervise himself or babysit a younger child. 
Provisional Worry: The reporter is worried Amelia, Diego, and Ricardo could be seriously hurt or injured or something bad might happen to them if they go to the park alone or are at home without an adult.
Reflection
What were your initial reactions to what you read about the Avilla Chaves family? 
	










What are some alternative hypotheses for what may be going on or not going on with the family?
	













Lewis Family
	Mother
	Monica Lewis, she/her, 42, White, incarcerated 

	Father
	George Jackson-Bailey, he/him, 45, White, shift manager at McDonald's 

	Stepfather
	William Bailey-Jackson, he/him, 46, White, cashier/stocker at a grocery store 

	Child
	Van (legal Vanessa) Jackson, they/them, 14, White, 8th Grade at Johnson Middle School 

	Child
	Raymond Jackson, he/him, 10, White, 4th Grade at Johnson Elementary School 


CPS History
6 months ago: CPS Family Assessment for neglect, unsafe discipline. Report alleged marks and bruises left on Raymond's buttocks because of spanking by his father, George. Slight bruising was observed on the upper buttocks. George expressed remorse. Interviews and collaterals indicated it was an isolated incident.   Child Protective Services not needed as the safety of the children was not an issue and there was no concern for the future risk of harm to the children.
CPS Report
The report was made by Ms. McIntyre, the school counselor at Johnson Elementary School.
Report alleges that Raymond came to school today complaining of pain. Raymond told his teacher that he got into trouble the night before for “talking back” to his dad. The teacher sent Raymond to the school counselor who observed redness, light bruising, and swelling on Raymond’s buttocks, visible just above the waistband of his shorts which sit lower on his hips, and bruising that could be fingerprints on Raymond's left arm. When the school counselor asked Raymond about what happened, Raymond said “I don’t want to get Dad into trouble.” He wouldn’t speak about the matter any further.
The report was screened in as neglect, unsafe discipline. Family Assessment, 24-hour response.
Provisional Harm: Reporter believes that Raymond’s father hurt Raymond and Raymond has bruising and swelling on his buttocks and bruises that look like fingerprints on his arm. Raymond is in pain and is afraid his dad will get into trouble if he shares any more about what happened. 
Provisional Worry: Raymond may be seriously injured and feel scared to the point of not being able to participate in school if his dad continues to hurt him.


Reflection
What were your initial reactions to what you read about the Lewis family?
	










What are some alternative hypotheses for what may be going on or not going on with the family?
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What is similar between these three concepts?
	










What is the difference between these concepts?
	









Are each of these terms important? How so?
	








Which concept will result in the best outcomes for children and families?
	








Why does this matter to your work with children and families?
	








What stands out to you in this discussion?
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Were you aware of all the strategies that you employ to engage with children and families?
	







Are there activities, standards, or strategies that come more easily to you?
	







Are there activities, standards, or strategies that feel more challenging?
	







What do you need to grow your skill across all these areas? 
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[bookmark: _Hlk175918681]What are the benefits of family engagement? 
	










What are the challenges of family engagement?
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[bookmark: _Hlk175918817]In what ways would you consider an interview practicing the engagement function?
	









What could happen if we rush through introductions and rapport building and move straight to discussions of the allegations?
	











What could happen if we miss planning and implementing components of interviewing and just focus on information gathering and assessing aspects?
	











As we delve into the skill of interviewing, keep in mind our role in CPS-Assessments is to ensure child safety. 
The tools, concepts, and frameworks we are about to cover support us to engage families, build relationships, and support the fullest understanding of a family’s functioning, all of which support us in having a clear picture of a child’s safety within the home.
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Use this space to record notes.
	























[bookmark: _Toc176771918][bookmark: _Toc181953957]Handout: Solution-Focused Interviewing Skills and Questions
	Open Ended Questions

	Questions that encourage the client to use their own words and to elaborate on a topic.
	Can you tell me about your relationship with your parents?
Tell me about your parenting experience.
Who are your supports and how do they help you?
Note: identify and reflect to clients any strengths or positive qualities clients may reveal in their responses to the open-ended questions.

	Summarizing

	Periodically state back to the client his/her thoughts, actions, and feelings.
	So, what I hear you say is…
If I understand you correctly, you are saying that...
So, what you are saying is...
Right?

	Tolerating/Using Silence

	Allow 10, 15, 20 seconds or so to allow clients to come up with their own responses. Avoid the temptation to fill in silence with advice.
	

	Complimenting

	Acknowledging client strengths and past success.
	As you were talking, I noticed that you have many strengths. You have...,
In the past, you have had successes evident by your ability to....

	Affirming Client’s Perception

	Perception is some aspect of a person’s self-awareness or awareness of their life. They include a person’s thoughts, feelings, behaviors, and experiences. Affirmation of the client’s perceptions is similar to reflective listening in form but does not isolate and focus on the feeling component per se, but on the client’s larger awareness.
	That is very smart of you, let us explore this further...
You have a high-level of self-awareness, how would you like to use this information to move forward....




	Working with Client’s Negative or Inaccurate Perceptions

	Perceptions, even negative ones like suicide or assaultive behaviors should be explored to understand the full context.
Some perceptions may be obviously inaccurate and reflect a person’s denial of a problem. Avoid an immediate educative or dissuading response to negative or inaccurate perceptions. Listening and understanding are the social worker’s first obligations.
	What’s happening in your life that tells you that hitting or suicide might be helpful in this situation?
How does it feel to say, “I don’t want to do this anymore?”
How might your life be different if you did hit him?
What are the pros and cons of your reaction?

	Returning the Focus to the Client

	Clients tend to focus on the problem and/or what they would like others to do differently. In the Solution-Focused approach, the client is encouraged to return the focus to themselves and to possible solutions.
	“My kids are lazy. They don’t realize that I need help sometimes.” Response: “What gives you hope that this problem can be solved?” “I wish my parents would get with it. A 10:00 pm curfew on weekends is ridiculous.” Response: “When things are going better, what will your parents notice you doing differently?”
“My teachers are too hard. If they would back off all the homework and give more help my grades would improve.” Response “What is it going to take to make things even a little bit better?”
“If my boss would stop criticizing me and treating me like a child, I could be more productive.” Response “If your boss was here and I asked him what you could do differently to make it just a little easier for him not to be so critical, what do you think he would say?”




	Exception Questions

	Exception questions help clients think about times when their problems could have occurred but did not or at least were less severe. Exception questions focus on who, what, when, and where (the conditions that helped the exception to occur) NOT WHY; should be related to client goals.
	Are there times when the problem does not happen or is less serious? When? How does this happen?
Have there been times in the last couple of weeks when the problem did not happen or was less severe?
How was it that you were able to make this exception happen?
What was different about that day?
If your friend (teacher, relative, spouse, partner, etc.) were here and I were to ask him what he noticed you doing differently on that day, what would he say? What else?

	Coping Questions

	Coping questions attempt to help the client shift his/her focus away from the problem elements and toward what the client is doing to survive the painful or stressful circumstances. They are related in a way to exploring for exceptions.
	What have you found that is helpful in managing this situation?
Considering how depressed and overwhelmed you feel, how is it that you were able to get out of bed this morning and make it to our appointment (or make it to work)?
You say that you’re not sure that you want to continue working on your goals. What is it that has helped you to work on them up to now?




	Scaling Questions

	Scaling questions invite clients to put their observations, impressions, and predictions on a scale from 0 to 10, with 0 being no chance, and 10 being every chance. Questions need to be specific, citing specific times and circumstances.
	On a scale of 0 to 10, with 0 being not serious at all and 10 being the most serious, how serious do you think the problem is now?
On a scale of 0 to 10, what number would it take for you to consider the problem to be sufficiently solved?
On a scale of 0 to 10, with 0 being no confidence and 10 being very confident, how confident are you that this problem can be solved?
On a scale of 0 to 10, with 0 being no chance and 10 being every chance, how likely is it that you will be able to say “No” to your boyfriend when he offers you drugs?
What would it take for you to increase, by just one point, your likelihood of saying “No”?
What’s the most important thing you have to do to keep things at a 7 or 8?

	Indirect Relationship Questions

	Indirect questions invite the client to consider how others might feel or respond to some aspect of the client’s life, behavior, or future changes. Indirect questions can be useful in asking the client to reflect on narrow or faulty perceptions without the worker directly challenging those perceptions or behaviors.
	How is it that someone might think that you are neglecting or mistreating your children?
Has anyone ever told you that they think you have a drinking problem?
If your children were here (and could talk, if the children are infants or toddlers) what might they say about how they feel when you and your wife have one of those serious arguments?
At the upcoming court hearing, what changes do you think the judge will expect from you to consider returning your children?
How do you think your children (spouse, relative, caseworker, employer) will react when you make the changes we talked about?




	Miracle Questions

	The Miracle Question is a special type of preferred future question that can help people get clarity on how the problem impacts their daily life and what life would look like without the problem happening.
	Imagine you woke up tomorrow and a miracle had happened overnight, and all the trouble was gone. How would you know it was over? What would be different that would tell you the problem was no longer happening? What is the first thing you would be doing to start the day? What would the rest of your day look like? What would things look like for your children?
If you could wave a magic wand and things, be different, what would that new state of being look like? What would it take to get there without the magic wand?
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Use this space to record notes.
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What is the definition of child development?
	







What are the key tasks in early childhood development?
	







What do children learn about the world from having secure, safe relationships with caregivers?
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Use this space to record notes.
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[bookmark: _Toc181953959]Skills Practice: Initial Engagement with Parent
[bookmark: _Toc181953960]Handout: Observation and Feedback
Observation Quick Tips:
Clear your mind and practice area of distractions
Listen and observe intently and with purpose
Look for strengths and opportunities for growth
Feedback Quick Tips:
Ask your partner what they felt most comfortable doing and what was more difficult for them.
Actively listen to your partner.
Provide feedback building upon their self-assessment.
Be clear, concise, and behaviorally specific.
Be open and honest
Start by identifying their strengths.
Provide feedback on opportunities for improvement.
Maintain their self-esteem without diminishing attention to the opportunities.
Provide tips and suggestion
Guide them in brainstorming and selecting the next steps.
Note: Apply SMART to feedback: Specific, Measurable, Achievable, Realistic., and Timely with feedback.
Receiving Feedback Tips:
Be open
Understand that growth is a constant process.
We all learn from each other no matter what our role.
Accept positive feedback.
Have grace for yourself.
The classroom is a safe place to practice and make mistakes.
Strategize the next steps.
Be clear about what works for you and what doesn’t in the learning process so the next steps are tailored to your needs.


[bookmark: _Toc181953961]Activity: Communicating Engagement
Scenario Updates
Avilla Chavis Family 
Initial phone call:
Social Worker contacted Olivia via phone call. Immediately upon hearing Social Worker introduction, Olivia indicated she was on her way home because Leidi had called her and told her DSS was on their way. Olivia shared that Leidi is a good girl and that she watches the other children carefully. Olivia indicated that the social worker will see this when the social worker comes to the home. Olivia agreed to have all household members, including JuanCarlos and Franklin home as soon as possible, as social worker was leaving the office immediately and about fifteen minutes away from the home.
Entry into the home:
Franklin answered the door and told Social Worker that everything is fine. He indicated that there was no need for the Social Worker to enter the home or to check on everyone, as his family is okay; he makes sure of that. Olivia then came to the door and told Franklin that he needed to let the social worker in, that the social worker was just doing their job. Franklin sat on the couch and Olivia granted permission for the social worker to enter the home.
Observations of tour of the home:
The family resides in a three-bedroom manufactured home. No concerns regarding sleeping space were noted.
· Ricardo and JuanCarlos share one bedroom, with bunk beds and a desk in the room.
· Diego and Amelia share a bedroom, with Diego in a toddler bed and Amelia sleeping in a crib. Crib was observed to have several stuffed animals and a blanket. Safe sleeping was discussed with parents, and items were removed before completion of the home visit.
· Leidi sleeps in a small room off the living room that used to be Olivia’s office for privacy.
· Olivia and Franklin share a bedroom. 
The home has working smoke detectors. Fire safety discussed with family.
One shotgun reported and observed in the home. The shotgun with trigger lock stored separately from bullets in a locked closet of the parents’ bedroom. Firearm safety discussed with family with no concerns noted regarding firearm access.
Adequate food was observed in the cabinets, pantry, and refrigerator.
Home is free of hazards on initial walk through although kitchen requires further assessment, as bags of trash, food in various stages of preparedness, dirty dishes, etc. were observed piled on the counter and kitchen table.


Lewis Family
Initial phone call:
Social Worker contacted George via phone call to explain report had been received. George indicated that he couldn’t believe someone would report him, that everyone today has gotten soft with parenting.
Home Visit scheduled for 4 pm same day to initiate report with all household members.
Entry into the home:
William answered the door and immediately granted permission for the social worker to enter the home.
Observations of tour of the home:
Raymond and Van share a bedroom in the two-bedroom apartment. No concerns noted regarding sleeping space.
The home has working smoke detectors. Fire safety discussed with family.
No firearms were reported nor observed. Firearm safety discussed with family.
Adequate food was observed in the cabinets, pantry, and refrigerator.
Social Worker toured the home and noted no concerns.
Use the space below to create a few narrative statements and open-ended questions to utilize in your interview with the parent.
	




















[bookmark: _Toc176771920][bookmark: _Toc181953962]Safety Focused
[bookmark: _Toc176771921][bookmark: _Toc181953963]North Carolina Core Value: Safety Focused 
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[bookmark: _Hlk176187705]What role do you play in assuring your own personal safety?
	










What role do you play in assuring a child’s safety whose CPS Assessment has been assigned to you?
	








How do you prepare for this role?
	










How do you fulfill this role?
	










What is the likelihood that you will encounter domestic violence in your work with families?
	












What role do you play when you are responding as part of a larger, multidisciplinary team responding to concerns of child maltreatment?
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Definitions for Abused, Neglected, and Dependent Juvenile can be found in NCGS § 7B-101. Definitions.
Use this space to record notes.
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Create a poster with your group that includes:
The definition as outlined in policy (for sexual abuse, it is okay to summarize)
A list of behaviors or conditions that may be present in a home or family where this form of maltreatment is or has occurred
A list of ways in which children are impacted by this form of maltreatment
A revised definition in language you could use with a family
How was this activity? 
	








What was the most challenging part? 
	








After looking at each of the posters, are there any questions that came up for you? 
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Protective capacity is defined as the ability and willingness to mitigate or ameliorate the identified safety and risk concerns. Protective capacity can be demonstrated by a parent through their statements, actions, and reactions. Protective capacity exists both within the parent/caretaker and within the family environment.
Parent/caretaker protective capacity should be assessed in three domains:
Behavior characteristics
Cognitive characteristics
Emotional characteristics
	Behavioral characteristics are defined as specific actions and activities consistent with and resulting in parenting and protective vigilance. Questions to consider include:

	Does the parent/caretaker have the capacity to care for the child? If the parent/caretaker has a disability(ies) (e.g., blindness, deafness, paraplegia, chronic illness), how has the parent/caretaker addressed the disability in parenting the child?
Has the parent/caretaker acknowledged and acted to provide the needed support to effectively parent and protect the child?
Does the parent/caretaker demonstrate activities that indicate putting aside one’s own needs in favor of the child’s needs (if appropriate)?
Does the parent/caretaker demonstrate adaptability in a changing environment or during a crisis?
Does the parent/caretaker demonstrate actions to protect the child?
Does the parent/caretaker demonstrate impulse control related to a risk factor?
Does the parent/caretaker have a history of protecting the child given any threats to the safety of the child?




	Cognitive characteristics are defined as the parent/caretaker’s specific intellect, knowledge,
understanding, and perception that contributes to protective vigilance. Questions to consider include:

	Is the parent/caretaker oriented to time, place, and space? (i.e., reality orientation)
Does the parent/caretaker have an accurate perception of the child? Does the parent/caretaker see the child as having strengths and weaknesses, or do they see the child as “all good” or “all bad”?
Can the parent/caretaker recognize the child’s developmental needs or if the child has special needs?
How does the parent/caretaker process the external stimuli? (e.g., a battered woman who believes she deserves to be beaten, because of something she has done)
Does the parent/caretaker understand their role to provide protection to the child?
Does the parent/caretaker have the intellectual ability to understand what is needed to raise and protect a child?
Does the parent/caretaker accurately assess potential threats to the child?



	Emotional characteristics are defined as the parent/caretaker’s specific feelings, attitudes, and identification with the child and motivation that results in parenting and protective vigilance. Questions to consider include:

	Does the parent/caretaker have an emotional bond with the child? Is there a reciprocal connectedness between the parent/caretaker and the child? Is there a positive connection to the child?
Does the parent/caretaker have empathy for the child when the child is hurt or afraid?
Is the parent/caretaker flexible under stress? Can the parent/caretaker manage adversity?
Is the parent/caretaker able to control their emotions? If emotionally overwhelmed, does the parent/caretaker reach out to others or expect the child to meet the parent/caretaker’s emotional needs?
Does the parent/caretaker consistently meet their own emotional needs via other adults, services?




Environmental Protective Capacities
	While the assessment of the parent/caretaker’s protective capacities is critical, an assessment of environmental capacities may also mitigate the safety concerns/risk of harm to a child. Below are several categories of environmental protective capacities to be considered.

	Family/kinship relationships that contribute to the protection of the child; • Informal relationships
Agency supports
Community supports
Financial status
Spiritual supports
For American Indians, the tribe
Concrete needs being met (e.g., for food, clothing, shelter).


Citation: Cross Function Topics
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Read the scenario below. For each, decide if the scenario represents a safety threat or a risk factor. If a risk factor is decided, write one way that a parent or caregiver might mitigate or eliminate the risk.
	Scenario One

	A father was arrested for DWI after he was seen swerving and crossing the center line of the road.  The three-year-old was in the car with him, as they were on the way to school.


	Circle One:                Safety Threat                         Risk Factor

	If Risk Factor, one idea to mitigate or eliminate the risk:









	Scenario Two

	The mother is a single mother of five children. Two of the children are under 2 years old. She has limited support and inconsistently takes her medication for depression.. Her 12-year-old daughter takes on a parenting role when the mother has a mental health crisis. 

	Circle One:                Safety Threat                         Risk Factor

	If Risk Factor, one idea to mitigate or eliminate the risk:










	Scenario Three

	The mother and father are young parents of a toddler and an infant. They have unrealistic expectations of a two-year-old. They use physical discipline when their toddler does not listen to their directions. The toddler has no marks or bruises. The parents are tired and often have the infant sleep in the bed with them. The infant’s crib has stuffed animals and cute blankets in it.    

	Circle One:                Safety Threat                         Risk Factor

	If Risk Factor, one idea to mitigate or eliminate the risk:










	Scenario Four

	A mother has a history of substance use disorder involving alcohol.  She has several past DWIs, the most recent 6 months ago. She is the only adult in the household and the 6-year-old has been suspended from the bus for the next two weeks due to aggressive behavior.


	Circle One:                Safety Threat                         Risk Factor

	If Risk Factor, one idea to mitigate or eliminate the risk:











	Scenario Five

	The father is a person with Schizophrenia. He is a single father of five children. Two of the children are under 2 years old. He recently moved to North Carolina from Florida and has limited support. His 12-year-old daughter called 911 when her father had a psychosis episode and attempted to drown his 4-year-old son stating that he was the devil. Emergency technicians verified that the daughter had successfully resuscitated her brother. 

	Circle One:                Safety Threat                         Risk Factor

	If Risk Factor, one idea to mitigate or eliminate the risk:
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Why is it best practice to complete the SDM tools in collaboration with the family?
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How might using Three-Column Mapping support you in your assessment?
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What are some of the ways you demonstrate non-judgmental and respectful documentation?
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[bookmark: _Toc181953972]Questions and Reflections.
Use this space to record questions and reflections about what you have learned.
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Underlying Beliefs of Family-Centered Practice and Principles of Partnership
	Underlying Beliefs of Family-Centered Practice

	Safety of the children is the first concern.

	Children have a right to their family.

	The family is the fundamental resource for nurturing children.

	Parents should be supported in their efforts to care for their children.

	Families are diverse and have the right to be respected for their special culture, racial, ethnic, and religious traditions; children can flourish in different types of families.

	A crisis is an opportunity for change.

	Inappropriate interventions can do harm.

	Families who seem hopeless can grow and change.

	Family members are our partners.

	It is our job to instill hope.

	Principles of Partnership

	Everyone desires respect.

	Everyone needs to be heard.

	Everyone has strengths.

	Judgments can wait.

	Partners share power.

	Partnership is a process.

	Inappropriate interventions can do harm.

	Families who seem hopeless can grow and change.

	Family members are our partners.

	It is our job to instill hope.
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	Open Ended Questions

	Questions that encourage the client to use their own words and to elaborate on a topic.
	Can you tell me about your relationship with your parents?
Tell me about your parenting experience.
Who are your supports and how do they help you?
Note: identify and reflect to clients any strengths or positive qualities clients may reveal in their responses to the open-ended questions.

	Summarizing

	Periodically state back to the client his/her thoughts, actions, and feelings.
	So, what I hear you say is…
If I understand you correctly, you are saying that...
So, what you are saying is...
Right?

	Tolerating/Using Silence

	Allow 10, 15, 20 seconds or so to allow clients to come up with their own responses. Avoid the temptation to fill in silence with advice.
	

	Complimenting

	Acknowledging client strengths and past success.
	As you were talking, I noticed that you have many strengths. You have...,
In the past, you have had successes evident by your ability to....

	Affirming Client’s Perception

	Perception is some aspect of a person’s self-awareness or awareness of their life. They include a person’s thoughts, feelings, behaviors, and experiences. Affirmation of the client’s perceptions is similar to reflective listening in form but does not isolate and focus on the feeling component per se, but on the client’s larger awareness.
	That is very smart of you, let us explore this further...
You have a high-level of self-awareness, how would you like to use this information to move forward....




	Working with Client’s Negative or Inaccurate Perceptions

	Perceptions, even negative ones like suicide or assaultive behaviors should be explored to understand the full context.
Some perceptions may be obviously inaccurate and reflect a person’s denial of a problem. Avoid an immediate educative or dissuading response to negative or inaccurate perceptions. Listening and understanding are the social worker’s first obligations.
	What’s happening in your life that tells you that hitting or suicide might be helpful in this situation?
How does it feel to say, “I don’t want to do this anymore?”
How might your life be different if you did hit him?
What are the pros and cons of your reaction?

	Returning the Focus to the Client

	Clients tend to focus on the problem and/or what they would like others to do differently. In the Solution-Focused approach, the client is encouraged to return the focus to themselves and to possible solutions.
	“My kids are lazy. They don’t realize that I need help sometimes.” Response: “What gives you hope that this problem can be solved?” “I wish my parents would get with it. A 10:00 pm curfew on weekends is ridiculous.” Response: “When things are going better, what will your parents notice you doing differently?”
“My teachers are too hard. If they would back off all the homework and give more help my grades would improve.” Response “What is it going to take to make things even a little bit better?”
“If my boss would stop criticizing me and treating me like a child, I could be more productive.” Response “If your boss was here and I asked him what you could do differently to make it just a little easier for him not to be so critical, what do you think he would say?”

	Exception Questions

	Exception questions help clients think about times when their problems could have occurred but did not or at least were less severe. Exception questions focus on who, what, when, and where (the conditions that helped the exception to occur) NOT WHY; should be related to client goals.
	Are there times when the problem does not happen or is less serious? When? How does this happen?
Have there been times in the last couple of weeks when the problem did not happen or was less severe?
How was it that you were able to make this exception happen?
What was different about that day?
If your friend (teacher, relative, spouse, partner, etc.) were here and I were to ask him what he noticed you doing differently on that day, what would he say? What else?

	Coping Questions

	Coping questions attempt to help the client shift his/her focus away from the problem elements and toward what the client is doing to survive the painful or stressful circumstances. They are related in a way to exploring for exceptions.
	What have you found that is helpful in managing this situation?
Considering how depressed and overwhelmed you feel, how is it that you were able to get out of bed this morning and make it to our appointment (or make it to work)?
You say that you’re not sure that you want to continue working on your goals. What is it that has helped you to work on them up to now?

	Scaling Questions

	Scaling questions invite clients to put their observations, impressions, and predictions on a scale from 0 to 10, with 0 being no chance, and 10 being every chance. Questions need to be specific, citing specific times and circumstances.
	On a scale of 0 to 10, with 0 being not serious at all and 10 being the most serious, how serious do you think the problem is now?
On a scale of 0 to 10, what number would it take for you to consider the problem to be sufficiently solved?
On a scale of 0 to 10, with 0 being no confidence and 10 being very confident, how confident are you that this problem can be solved?
On a scale of 0 to 10, with 0 being no chance and 10 being every chance, how likely is it that you will be able to say “No” to your boyfriend when he offers you drugs?
What would it take for you to increase, by just one point, your likelihood of saying “No”?
What’s the most important thing you have to do to keep things at a 7 or 8?




	Indirect Relationship Questions

	Indirect questions invite the client to consider how others might feel or respond to some aspect of the client’s life, behavior, or future changes. Indirect questions can be useful in asking the client to reflect on narrow or faulty perceptions without the worker directly challenging those perceptions or behaviors.
	How is it that someone might think that you are neglecting or mistreating your children?
Has anyone ever told you that they think you have a drinking problem?
If your children were here (and could talk, if the children are infants or toddlers) what might they say about how they feel when you and your wife have one of those serious arguments?
At the upcoming court hearing, what changes do you think the judge will expect from you to consider returning your children?
How do you think your children (spouse, relative, caseworker, employer) will react when you make the changes we talked about?

	Miracle Questions

	The Miracle Question is a special type of preferred future question that can help people get clarity on how the problem impacts their daily life and what life would look like without the problem happening.
	Imagine you woke up tomorrow and a miracle had happened overnight, and all the trouble was gone. How would you know it was over? What would be different that would tell you the problem was no longer happening? What is the first thing you would be doing to start the day? What would the rest of your day look like? What would things look like for your children?
If you could wave a magic wand and things, be different, what would that new state of being look like? What would it take to get there without the magic wand?

	Affirming Client’s Perception

	Perception is some aspect of a person’s self-awareness or awareness of their life. They include a person’s thoughts, feelings, behaviors, and experiences. Affirmation of the client’s perceptions is similar to reflective listening in form but does not isolate and focus on the feeling component per se, but on the client’s larger awareness.
	· That is very smart of you, let us explore this further...
· You have a high-level of self-awareness, how would you like to use this information to move forward....




	Working with Client’s Negative or Inaccurate Perceptions

	Perceptions, even negative ones like suicide or assaultive behaviors should be explored to understand the full context.
Some perceptions may be obviously inaccurate and reflect a person’s denial of a problem. Avoid an immediate educative or dissuading response to negative or inaccurate perceptions. Listening and understanding are the social worker’s first obligations.
	· What’s happening in your life that tells you that hitting or suicide might be helpful in this situation?
· How does it feel to say, “I don’t want to do this anymore?”
· How might your life be different if you did hit him?
· What are the pros and cons of your reaction?

	Returning the Focus to the Client

	Clients tend to focus on the problem and/or what they would like others to do differently. In the Solution-Focused approach, the client is encouraged to return the focus to themselves and to possible solutions.
	· “My kids are lazy. They don’t realize that I need help sometimes.” Response: “What gives you hope that this problem can be solved?” “I wish my parents would get with it. A 10:00 pm curfew on weekends is ridiculous.” Response: “When things are going better, what will your parents notice you doing differently?”
· “My teachers are too hard. If they would back off all the homework and give more help my grades would improve.” Response “What is it going to take to make things even a little bit better?”
· “If my boss would stop criticizing me and treating me like a child, I could be more productive.” Response “If your boss was here and I asked him what you could do differently to make it just a little easier for him not to be so critical, what do you think he would say?”




	Exception Questions

	Exception questions help clients think about times when their problems could have occurred but did not – or at least were less severe. Exception questions focus on who, what, when, and where (the conditions that helped the exception to occur) - NOT WHY; should be related to client goals.
	· Are there times when the problem does not happen or is less serious? When? How does this happen?
· Have there been times in the last couple of weeks when the problem did not happen or was less severe?
· How was it that you were able to make this exception happen?
· What was different about that day?
· If your friend (teacher, relative, spouse, partner, etc.) were here and I were to ask him what he noticed you doing differently on that day, what would he say? What else?

	Coping Questions

	Coping questions attempt to help the client shift his/her focus away from the problem elements and toward what the client is doing to survive the painful or stressful circumstances. They are related in a way to exploring for exceptions.
	· What have you found that is helpful in managing this situation?
· Considering how depressed and overwhelmed you feel, how is it that you were able to get out of bed this morning and make it to our appointment (or make it to work)?
· You say that you’re not sure that you want to continue working on your goals. What is it that has helped you to work on them up to now?




	Scaling Questions

	Scaling questions invite clients to put their observations, impressions, and predictions on a scale from 0 to 10, with 0 being no chance, and 10 being every chance. Questions need to be specific, citing specific times and circumstances. 
	· On a scale of 0 to 10, with 0 being not serious at all and 10 being the most serious, how serious do you think the problem is now?
· On a scale of 0 to 10, what number would it take for you to consider the problem to be sufficiently solved?
· On a scale of 0 to 10, with 0 being no confidence and 10 being very confident, how confident are you that this problem can be solved?
· On a scale of 0 to 10, with 0 being no chance and 10 being every chance, how likely is it that you will be able to say “No” to your boyfriend when he offers you drugs?
· What would it take for you to increase, by just one point, your likelihood of saying “No”?
· What’s the most important thing you have to do to keep things at a 7 or 8?

	Indirect Relationship Questions

	Indirect questions invite the client to consider how others might feel or respond to some aspect of the client’s life, behavior, or future changes. Indirect questions can be useful in asking the client to reflect on narrow or faulty perceptions without the worker directly challenging those perceptions or behaviors.
	· How is it that someone might think that you are neglecting or mistreating your children?
· Has anyone ever told you that they think you have a drinking problem?
· If your children were here (and could talk, if the children are infants or toddlers) what might they say about how they feel when you and your wife have one of those serious arguments?
· At the upcoming court hearing, what changes do you think the judge will expect from you to consider returning your children?
· How do you think your children (spouse, relative, caseworker, employer) will react when you make the changes we talked about?




	Miracle Questions

	The Miracle Question is a special type of preferred future question that can help people get clarity on how the problem impacts their daily life and what life would look like without the problem happening.
	· Imagine you woke up tomorrow and a miracle had happened overnight, and all the trouble was gone. How would you know it was over? What would be different that would tell you the problem was no longer happening? What is the first thing you would be doing to start the day? What would the rest of your day look like? What would things look like for your children?
· If you could wave a magic wand and things, be different, what would that new state of being look like? What would it take to get there without the magic wand?
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Protective capacity is defined as the ability and willingness to mitigate or ameliorate the identified safety and risk concerns. Protective capacity can be demonstrated by a parent through their statements, actions, and reactions. Protective capacity exists both within the parent/caretaker and within the family environment.
Parent/caretaker protective capacity should be assessed in three domains:
Behavior characteristics
Cognitive characteristics
Emotional characteristics
	Behavioral characteristics are defined as specific actions and activities consistent with and resulting in parenting and protective vigilance. Questions to consider include:

	Does the parent/caretaker have the capacity to care for the child? If the parent/caretaker has a disability(ies) (e.g., blindness, deafness, paraplegia, chronic illness), how has the parent/caretaker addressed the disability in parenting the child?
Has the parent/caretaker acknowledged and acted to provide the needed support to effectively parent and protect the child?
Does the parent/caretaker demonstrate activities that indicate putting aside one’s own needs in favor of the child’s needs (if appropriate)?
Does the parent/caretaker demonstrate adaptability in a changing environment or during a crisis?
Does the parent/caretaker demonstrate actions to protect the child?
Does the parent/caretaker demonstrate impulse control related to a risk factor?
Does the parent/caretaker have a history of protecting the child given any threats to the safety of the child?




	Cognitive characteristics are defined as the parent/caretaker’s specific intellect, knowledge,
understanding, and perception that contributes to protective vigilance. Questions to consider include:

	Is the parent/caretaker oriented to time, place, and space? (i.e., reality orientation)
Does the parent/caretaker have an accurate perception of the child? Does the parent/caretaker see the child as having strengths and weaknesses, or do they see the child as “all good” or “all bad”?
Can the parent/caretaker recognize the child’s developmental needs or if the child has special needs?
How does the parent/caretaker process the external stimuli? (e.g., a battered woman who believes she deserves to be beaten, because of something she has done)
Does the parent/caretaker understand their role to provide protection to the child?
Does the parent/caretaker have the intellectual ability to understand what is needed to raise and protect a child?
Does the parent/caretaker accurately assess potential threats to the child?



	Emotional characteristics are defined as the parent/caretaker’s specific feelings, attitudes, and identification with the child and motivation that results in parenting and protective vigilance. Questions to consider include:

	Does the parent/caretaker have an emotional bond with the child? Is there a reciprocal connectedness between the parent/caretaker and the child? Is there a positive connection to the child?
Does the parent/caretaker have empathy for the child when the child is hurt or afraid?
Is the parent/caretaker flexible under stress? Can the parent/caretaker manage adversity?
Is the parent/caretaker able to control their emotions? If emotionally overwhelmed, does the parent/caretaker reach out to others or expect the child to meet the parent/caretaker’s emotional needs?
Does the parent/caretaker consistently meet their own emotional needs via other adults, services?




Environmental Protective Capacities
	While the assessment of the parent/caretaker’s protective capacities is critical, an assessment of environmental capacities may also mitigate the safety concerns/risk of harm to a child. Below are several categories of environmental protective capacities to be considered.

	Family/kinship relationships that contribute to the protection of the child; • Informal relationships
Agency supports
Community supports
Financial status
Spiritual supports
For American Indians, the tribe
Concrete needs being met (e.g., for food, clothing, shelter).
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North Carolina Worker Assessment: Assessing

Introduction

Assessing is defined as gathering and synthesizing information from children, families, support systems, agency records,
and persons with knowledge to determine the need for child protective services and to inform planning for safety,
permanency, and well-being. Assessing occurs throughout child welfare services and includes learmning from families
about their strengths and preferences.

There are four Assessing core activities: (1) gathering information from children, caretakers, and other family members,
(2) gathering and reviewing history, including agency records and other service assessments, (3) gathering information
from collateral sources including service providers and persons with relevant knowledge, and (4) using critical thinking to
synthesize information, assess what additional information is needed, and inform decision making.

Table 1. Core Activity: Gathering information from children, caretakers, and other family members

Practice Standard 1: Differentiates between information and positions

| moderate information gathering
sessions

| gather information that supports all
positions

| understand my own biases that may
cloud positions

Practice Standard 2: Takes time to get to know families and explain the assessment process

| take time to conversationally gather
the family's story

| use engagement to build family
participation in assessment process

| get a picture of the family's hopes,
aspirations, challenges, and worries

| explain the assessment process,
reiterating purpose

| authentically share with the family
about the process
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Table 2. Core Activity: Gathering and reviewing history, including agency records and other service assessments

Practice Standard 4: Stays open to different explanations of events in the record, keeping biases in check

| continuously gather information

| am diligent in pursuing information

| understand how to factor historical
information into current situation

| keep an open mind

Practice Standard 5: Balances what is read in the record and what families share

A

S N

| review information ahead of meeting
the family, but ask them to share their ) EEVIENE)]
perspective
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| identify in the record what has
historically worked well for the family Mm@ @

| have an understanding of what biases
| hold when reviewing history M @ @

Table 3. Core Activity: Gathering information from collateral sources including service providers and persons with
relevant knowledge

Practice Standard 6: Obtains all sides if there are differing positions among collaterals, engaging families in the
process

| seek out wide number of collaterals
and balance collateral sources

| obtain information from as many
collaterals as time permits

| consider all relevant collateral sources

| am honest with families when | must
reach out to collaterals the family is
unhappy with and explain why

| let the family help identify collaterals
and ask their permission before
contacting

Table 4. Core Activity: Using critical thinking to synthesize information, assess what additional information is
needed, and inform decision making

Practice Standard 7: Synthesizes information and considers sources, prioritization, and timelines

| continually gather information

| understand assessment is ongoing
process in determining needs

| rank information received based on
relevance and priority

Division of Social Services 13
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Family Engagement: Partnering
With Families to Improve Child
Welfare Outcomes

Engaging families in the casework process
promotes the safety, permanency, and well-
being of children and families in the child
welfare system and is central to successful
practice. Effective family engagement occurs
when child welfare practitioners actively
collaborate and partner with the family
network, including maternal and paternal
relatives and fictive kin, throughout their
involvement with the child welfare system
and recognizing them as the experts on their
respective situations and empowering them in
the process.
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Family engagement is a family-centered and strengths-based approach to making decisions,

setting goals, and achieving desired outcomes for children and families. At its best, family
engagement encourages and empowers families to be their own champions and to work toward
goals that they developed, with the support of their caseworker, based on their strengths, protective
factors, and needs. This partnership between caseworkers and families is founded on the principle
of communicating openly and honestly in a way that supports disclosure of culture, family dynamics,
and personal experiences to meet the individual needs of every family and child. Additionally,

family engagement is recognized as essential to success across the human services and

education fields and is considered a core competency in the Council on Social Work Education's
accreditation standards.

This bulletin for professionals provides an overview of the foundational elements of the family
engagement approach, followed by strategies and promising practices for implementing it. While
this publication is intended to provide information for frontline caseworkers who directly engage
families, it also provides information about family engagement at the system, program, and
community levels, as best practices are grounded in these higher levels of the child welfare system.

THE BENEFITS OF FAMILY ENGAGEMENT

In child welfare practice, families are recognized as experts in determining what is best for
themselves and their children. A family engagement approach to casework involves supporting
families in developing solutions to their unique challenges. Using this strengths-based approach,
caseworkers work to create a safe space and build trust with a family network, then empower and
encourage them to partner with caseworkers in developing plans and goals to ensure child safety
and, in turn, improve outcomes for children and families. Prioritizing family voice in decision-
making and planning processes enhances the fit between family needs and services and increases
the likelihood that families will access services that will result in case plan completion.

Rather than being a single tool, family engagement represents a mindset and approach that can reap
extensive benefits, including the following:

= Family preservation. Involving family members early in the casework process may eliminate the
need for a child to be placed outside of the home (Children's Bureau, 2019).

= Improved interpersonal relationships. A family's belief that all its members are respected—and
that its strengths, challenges, concerns, and cultural differences are recognized and accepted—
strengthens the relationship with the caseworker. This creates confidence in the process that
increases the chances for a successful intervention (Horwitz & Marshall, 2015).

= Increased family buy-in. Families are more likely to commit to achieving goals when they help
make decisions about a plan that will affect them and their children (Horwitz & Marshall, 2015).

Idwelfare.gov





image41.jpg
= Creating a sense of belonging and family connectedness. The inclusion of kin and extended
family members in case planning expands placement and permanency options for children
when in-home care is not feasible and can nurture children’s sense of belonging during what is
oftentimes a tumultuous, unsettling time. Some people who play an important role may be “fictive
kin"—those who may not be related, but who have an emotionally significant relationship with the
family or child.

= Improved quality of caseworker visits. The engagement of families through empathy,
genuineness, and respect leads to quality, purposeful interactions between families and
caseworkers. In turn, quality contacts provide opportunities for caseworkers to make an improved
assessment of the child's safety, risk, and needs so they can better support the family (Capacity
Building Center for States, 2017b).

= Youth empowerment. There are also tangible benefits to engaging youth. These include
supporting adolescent brain development, encouraging development of leadership skills,
improving self-esteem, and helping form critical social connections (Children's Bureau, 2019).

Family Engagement During a Public Health Crisis

A public health crisis, such as a pandemic, can have major implications on the ways in which
caseworkers can engage with families. Agencies may need to adapt their processes and
services, e.g., shift to virtual caseworker and family visits. It is important that caseworkers are
flexible and supportive as they engage with families during such crises. This could involve
helping a family access technology or the internet so they can continue to participate in

the case planning process (Children’s Bureau, 2021). Caseworkers should also be aware and
sensitive of financial difficulties and other family stressors that may be caused or exacerbated
by public health crises. For more information on engaging families during times of hardship,

see the following resources

= Supporting Child, Caregiver, and Family Well-Being in Times of Crisis: Strategies to
Promote Effective Virtual and Phone Engagement (Child Welfare Information Gateway)

= Responding to Disasters (Child Welfare Information Gateway)
= ACYF-CB-IM-21-03: Lessons From the COVID-19 Pandemic: Supporting Families Through
More Just, Equitable, Proactive, and Integrated Approaches (Children’s Bureau)

= Virtual Case Management Considerations and Resources for Human Services Programs
(U.S. Department of Health and Human Services [HHS], Office of the Assistant Secretary for
Planning and Evaluation)

Idwelfare.gov
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CHALLENGES TO FAMILY ENGAGEMENT

Caseworkers regularly face challenges to engaging parents and extended family members. Common
barriers to engagement include the following:

= Vulnerable and worried families. Involvement with the child welfare system often results in
vulnerability and stress that is difficult to cope with. It is important that caseworkers establish a
foundation of trust to address these challenges (G. Pilarski, personal communication, May 19, 2021).

= Unreceptive or mistrusting families. Parents who become involved in the child welfare system often
mistrust child welfare services (Mirick, 2014). Their mistrust may be conveyed through a range of
emotions, such as anger, frustration, confusion, skepticism, and questioning.

= An inherent power imbalance. There is an inherent power imbalance in the roles of parents, other
family members, and social workers in child protection processes (Toros et al., 2018). The nature of the
relationship is often involuntary on the parents' part and investigative and punitive on the workers'
part, which can make forming a partnership challenging.

= The duality of the caseworkers’ role. On top of the power imbalance, practitioners are required
to play multiple—and oftentimes contradicting—roles in the casework process. On one hand, they
provide support and assistance, while on the other, they have the authority and ability to make
recommendations that remove children from their homes (Horwitz & Marshall, 2015).

= Caseworker turnover and/or high caseload. Caseworker turnover adds an element of instability
that can hinder the engagement process and take away from time needed to build trust (Cheng & Lo,
2020). In addition, a caseworker with a high caseload may not have sufficient time to build strong
relationships with families (Toros et al., 2018).

= Logistical challenges. Transportation costs, scheduling conflicts, and other logistical challenges that
both families and caseworkers face can impede engagement. Utilizing active and joint problem-solving
around these barriers can support family buy-in (Stephens et al., 2018).

= Family stressors. Problems including substance use, mental illness, and intimate partner violence can
hinder a caseworker's efforts to build a productive, engaging relationship (Cheng & Lo, 2020). Some
families facing these stressors benefit from intentional collaboration across service sectors, such as
behavioral health and the education system.

= Implicit bias. Child welfare agencies should be aware of the implicit biases held by caseworkers,
supervisors, and others about the families they work with, as these can impede effective engagement.
Common biases include "Individuals can't or won't change" or "If parents loved their children, they
would make different choices" (Children's Bureau, 2019). Caseworkers may be particularly biased
towards fathers and unwilling or unprepared to engage them (Arroyo et al., 2019). This can result in
caseworkers engaging only mothers, despite evidence that father involvement can have beneficial
impacts on case outcomes.

= Interpretation of confidentiality statutes. Caseworkers can be hamstrung by conservative
interpretations of confidentiality laws, precluding them from sharing critical information with the
family network.

Idwelfare.gov
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Engaging Fathers and Paternal Relatives

Engaging fathers and paternal relatives is a crucial component of family engagement, but
these family members have been historically overlooked. The findings from round 3 of the

Federal Child and Family Services Reviews show fathers were engaged in less than half (49

percent) of the reviewed cases, while mothers were engaged in 64 percent of cases (JBS
International, Inc., 2020). Child welfare agencies should provide training for their staff on how
to effectively engage fathers and work to create greater opportunities to partner with fathers

and patemnal relatives whose children are involved in the child welfare system

The benefits of involved fathers include the following (National Fatherhood Initiative, n.d.):

Improved emotional and social well-being of children

Fewer maltreatment incidents.

Better school performance

Fewer behavioral problems for boys and fewer psychological problems for girls
For more information, refer to the following resources

= Engaging Fathers and Paternal Family Members (Child Welfare Information Gateway)
= “Tips & Tools to Help Your Organization Learn to Better Engage Fathers” (National
Fatherhood Initiative)

= ACF-ACF-IM-18-01: Integrating Approaches That Prioritize and Enhance Father
Engagement (HHS, Office of Family Assistance)

= "Engaging Participants and Facilitating Groups” (National Responsible Fatherhood
Clearinghouse)

STRATEGIES FOR ENGAGING FAMILIES AT THE PRACTICE LEVEL

Quality family engagement occurs at the practice level between the caseworker and the family.
Effective, collaborative case planning relies on the caseworker's transparent efforts to continuously
engage family members and others as appropriate, including utilizing the following activities:

= Visualizing the family system through developing genograms and network maps

= Engaging the family as key decision-making partners

= Identifying behaviors and conditions that need to change

= Matching strengths and needs with solutions and services

= Reviewing, tracking, and acknowledging progress regularly
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= Determining readiness for key case transition points, such as reunification
= Marshaling supports for relapse prevention as needed
= Preparing for case closure

The following sections describe approaches caseworkers can use to promote family engagement in
daily practice.

USING SUPPORTIVE BEHAVIORS

Being supportive can go a long way with a family that is involuntarily involved in the child welfare
system. Caseworkers should use the following supporting behaviors:

= Considering the socioeconomic stressors and institutional and societal biases associated with
class, race, gender, and culture

= Balancing discussions of problems with the identification of strengths and resources
= Listening to the family's concerns with empathy

= Helping families meet concrete needs (e.g., housing, food, utilities, child care) by connecting them
with appropriate supports and services

= Setting goals that are mutually agreed upon and may be generated primarily by the family and
stated in their language

= Focusing on improving family members' skills rather than providing insights
= Providing family members with choices whenever possible
= Obtaining commitment from the family that they will engage in mutually identified tasks

= Sharing openly and transparently with family members about agency and court expectations and
timelines

= Conducting frequent and substantive caseworker visits with the parents, caregivers, children, and
other members of the family network

= Recognizing and praising progress
= Embracing family meetings with the widest family network possible by inviting fictive kin and
other members of the family's support system to participate

= Incorporating the child or youth in case planning and family meetings, including helping them be
physically present, encouraging them to participate by sending letters and videos, or suggesting
participation through other methods

= Holding meetings at times and in locations that are most convenient for family members

= Providing a welcoming physical environment for the meetings

Idwelfare.gov
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SUPPORTING PARTNERSHIPS BETWEEN BIRTH AND FOSTER PARENTS

A strong relationship between a child or youth's birth parents and foster parents can help
improve family engagement and child welfare outcomes (Birth and Foster Parent Partnership,
2020). These relationships work best when caseworkers support and facilitate early and ongoing
communication between the parties.

The Quality Parenting Initiative (QPI) is a strategy developed by the Youth Law Center that
emphasizes the importance of developing a robust relationship between birth and foster families.
As of January 2021, 75 jurisdictions in eight States had implemented the QPI approach (Quality
Parenting Initiative, 2021). Rather than being a standalone program, QPI is a philosophical
approach that communities use to design policies and practices that suit their individual needs
(Casey Family Programs, 2020a). The QPI approach in Louisiana, the first State to adopt QPI
statewide, involves two core strategies to facilitate shared parenting between foster and birth
families: initial calls and icebreakers.

An initial call between the families takes place as soon as possible following the removal of a
child from their family. These calls serve to confirm that the child has arrived at the foster home,
to introduce the birth family to the foster family, and to exchange information about the child.
Caseworkers facilitate this early conversation by preparing both parties for the call, providing
topics for discussion, and offering support and guidance if the call does not go well.

An icebreaker meeting is a short meeting between birth and foster families that is facilitated by
the caseworker in the foster family's home within 3 to 5 days of placement. This meeting focuses
on initiating a relationship between caregivers and serves several purposes:

= The resource parent can learn about the child's needs.
= The birth parent can meet the person caring for their child.

= The child can see their caregivers collaborate.

INSTITUTING FAMILY MEETING MODELS

The hallmark of family engagement practice is convening the family network to support and

plan for its children and family members. When it comes to putting together the family network,
child welfare agencies have implemented different types of family meetings, including models
such as family group decision-making, family team conferencing, permanency teaming, and team
decision-making meetings. For a detailed description of these four approaches, visit the Annie E.

Casey Foundation website.

Idwelfare.gov
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The various family meeting models involve different structures and procedures, but common
threads across these approaches include teamwork and family engagement (Kim et al., 2019).
Family meeting approaches bring together a group of family members, caseworkers, and other
significant stakeholders to develop, implement, and evaluate individualized case plans. Service
selection is often a part of these family meetings, which can help build trust between the family
members and caseworker. When family members feel safe and can meaningfully participate in
assessing their situation, they are able to guide the caseworker on what services and supports
will help them.

Such approaches can strengthen family relationships, help identify and nurture a system of
family supports, intentionally involve fathers and paternal relatives, and prevent unnecessary
placement and placement disruption. For example, a study in Texas found that after controlling
for demographic variables, family team meetings reduced the odds of removal by 51 percent
(Lambert et al., 2017).

INCORPORATING FAMILY FINDING

In agencies that implement family finding, child welfare professionals cast a wide net to identify
and search for family members and other important people in the lives of children in foster care.
Once identified, the professionals make them aware that children have entered care and ask
them to become part of the family circle that is engaged in the case decision-making process.
This process intentionally creates a lifetime network for children, which fosters a sense of
belonging and create meaningful connections with maternal and paternal family members as
well as fictive kin. Family finding was initially viewed as a tool to enhance permanency for youth
aging out of foster care. However, the practice became more widely used following passage of
the Fostering Connections to Success and Increasing Adoptions Act of 2008, which requires
State agencies to identify and notify family members within 30 days of removing a child from
their home.

Family finding can be time intensive. Since caseworkers have limited time, it is most common
for family findings to be carried out by relative search units. Recognizing this, the Fostering
Connections Act authorized $75 million over 5 years for grants that enable agencies to
implement programs to increase permanency for children and youth, including intensive family
finding programs.
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The lllinois Recruitment and Kin Connection Project

One family finding program funded by the Fostering Connections Act grants was the lllinois
Recruitment and Kin Connection Project (RKCP), which was funded by the Children’s Bureau
from 2010 to 2015. This project sparked policy and practice changes that continued after the
project’s conclusion (lllinois Department of Children and Family Services & lllinois Center for

Adoption and Permanency, 2015).

The RKCP program model included a kin connection specialist who began family finding
outreach the same day temporary custody was granted, actively engaging the birth family and
case management team in the process. After conducting the search for 40 days, the specialist

documented their findings in lllinois’ statewide automated child welfare information system.

At the project’s conclusion, project leaders determined that RKCP services improved concurrent
planning, increased the likelihood that future placements would be with relatives or fictive

kin, and succeeded in locating more family members and kin who could serve as alternative
placement options and positive attachment figures (lllinois Department of Children and Family
Services & lllinois Center for Adoption and Permanency, 2015). Ultimately, the project was
successful in catalyzing systems change at the legislative level, the State policy level, and the
professional development level. The project’s impact exceeded expectations, and front-end
family finding is now considered a best practice in the lllinois child welfare systemn

More information is available in the RKCP final report.

EMPLOYING SAFETY ORGANIZED PRACTICE

Safety Organized Practice (SOP) is a collaborative practice approach designed to enhance family
participation and encourage equitable decision-making (Northern California Training Academy,
2018). The practice emphasizes the importance of teamwork and aims to strengthen partnerships
within a family by involving a network of family, friends, service providers, and the child welfare
agency. A core belief of SOP is that all families have strengths.

SOP is both a framework for practice and a set of tools and strategies that caseworkers can utilize.
These tools and strategies are informed by several solution-focused techniques used in child welfare
practice. These three questions offer a guiding framework for SOP:

= What are we worried about?

= What is working well?

= What needs to happen?

For more information about SOP, check out the California Social Work Education Center's Safety
Organized Practice toolkit.

Idwelfare.





image48.jpg
USING MOTIVATIONAL INTERVIEWING

Motivational interviewing is a nonconfrontational engagement practice that can help families work
toward potential changes. It may be particularly useful in encouraging parents to recognize the
benefits of participating in a home-based family support program. The approach was originally
designed to help adults with substance-use issues but has since been adapted as an effective model
for working with involuntary or reluctant families to help resolve their ambivalence toward change
(Casey Family Programs, 2021).

‘When skillfully employed, this technique helps an individual see the possibilities for—and merit
in—positive change and then encourages and supports them in this effort. The practice requires

a caseworker to listen empathetically and build trust with the family before encouraging them to
consider possible changes. A traditional approach to family engagement may involve a caseworker
telling a parent they are at risk of losing custody of their child and directing them to participate in
services. Using motivational interviewing, the caseworker listens to the parent's concerns about the
allegations, encourages them to look at the positives and negatives of engaging in services, and helps
them decide what changes are consistent with their goals and values (Hall et al., 2020).

For additional information, see Information Gateway's Motivational Interviewing: A Primer for Child
Welfare Professionals.

Engaging Families Affected by Parental Incarceration

The intersection of child welfare and parental incarceration is a growing concern for child
welfare caseworkers. Engaging incarcerated parents may be difficult for caseworkers due to a
lack of clear agency policies and insufficient training on working with this population. However,
incarcerated parents typically have the same rights as other parents regarding visitation,

engagement in case planning, and reunification efforts

Caseworkers should engage incarcerated parents early and often, from the time of arrest until
release. When working with families affected by parental incarceration, caseworkers should

consider the following engagement practices:
= Becorne familiar with the rules and procedures for visitation and other forms of contact at the
facility in which a parent is incarcerated in order to facilitate parent/child contact.

= Seek out ways for incarcerated parents to participate in case-planning meetings,

dependency hearings, family decision-making meetings, and other appointments

= Revisit discussions about case and visit plans as incarcerated parents near their release dates.

For more information about working with incarcerated parents, read Information Gateway's

Child Welfare Practice Fai s Affected by Parental Incarceration.
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PRACTICING CULTURAL HUMILITY

Caseworkers who partake in cultural and diversity training have reported higher success rates in
engaging families (Cheng & Lo, 2018). This suggests that when a caseworker demonstrates sensitivity
about a family's ethnicity and culture, they can build trust and rapport with that family.

Many of these cultural trainings are labeled and designed to achieve "cultural competency.”
However, many social work professionals have suggested shifting from the term "cultural
competency" to "cultural humility." While competency suggests mastery, humility involves
admitting that one does not know everything there is to know about another culture but that they
are willing to learn from their clients and address their inherent biases and embedded perceptions
(Lekas et al., 2020). Cultural humility is described as a lifelong learning process involving self-
reflection and self-critique.

Child welfare caseworkers should seek to apply cultural humility in any instance when one is
working with people different from oneself in terms of race, ethnicity, gender, religion, sexual
orientation, gender identity expression, socioeconomic status, or geographic location (Mallon,
2020). A lack of sensitivity to the cultural needs, values, and strengths of an at-risk population may
undermine the quality of a family's case plan and provided services. It could also lead to assumptions
and misconceptions that can result in limited family engagement, frustrated efforts, and misguided
resources.

The National Child Welfare Workforce Institute (NCWWI) suggests that caseworkers integrate the

following cultural humility strategies into their practice (NCWWI, 2019):

= Embrace the complexity of diversity.

= Be open to individual differences and different social experiences.

= Reserve judgement.

= Communicate with others in ways that are most understandable to them.

= View cultural humility as an ongoing effort to become more familiar with the worldviews of
others.

= Promote collaboration.
= Demonstrate familiarity with children's and families' living environments.

= Self-reflect on the ways in which biases interfere with the ability to objectively listen to others.

Use the following resources for more information on culturally sensitive child welfare practice:

= "Seeking Equity Calls Us to Cultural Humility" (Children's Bureau Express)

= Racial Equity Resources for Child Welfare Professionals (Child Welfare Information Gateway)
= National Center for Cultural Competence (Georgetown University Center for Child and Human
Development)
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FAMILY ENGAGEMENT AT THE SYSTEM, PROGRAM, AND COMMUNITY
LEVELS

‘While this bulletin is intended for caseworkers who work directly with families, child welfare agencies
play an important role in family engagement by implementing programs and supporting their workers in
executing best practices for engagement. Community groups and organizations also play a critical role
in partnering with agencies to provide tailored services and supports for families involved with the child
welfare system.

INVOLVING FAMILIES IN SYSTEM-LEVEL CHANGE

The experiences that families have with all levels of the child welfare system begin at the system level.
One of the strongest ways to promote more positive interactions with the system is to have family and
youth voices involved in how it is designed and operated (Children’s Bureau, 2019). System-level family
engagement occurs when family members who were formerly involved with child welfare services
actively collaborate with child welfare agencies in effecting practice and systems change. Providing the
opportunity for families with lived experience to have a voice in policy and program development, serve
on decision-making bodies, and help train agency staff on family engagement can have many benefits in
the child welfare system (Capacity Building Center for States, 2019).

Even when States and jurisdictions understand the value of stakeholder engagement, many still struggle
to engage families and youth authentically and sustainably in the development and implementation of
programs, policies, and training. Pitfalls for family engagement include not giving family members an
explicit role or involving them as an afterthought (Capacity Building Center for States, 2019). This often
results in the families feeling as though they are involved in a process only to "check a box" or fulfill a
requirement. Authentic engagement occurs when child welfare agencies actively work with families and
youth early and throughout a process or project and recognize them as equal partners.

Agencies can increase the prominence and impact of family and youth voice in the child welfare system
by implementing the following principles (Children's Bureau, 2019):

= Prioritize family and youth voice.
= Work with families and youth to create a vision for how to implement family and youth voice
= Challenge the inherent power imbalance between agencies and families.

= Use mindful and empowering language to describe parents, youth, and caregivers. (For example,
use "child" instead of "foster child,” "parent" instead of "birth parent," and "resource family" instead
of "foster family.")

= Ensure parents and youth have high-quality legal representation.

= Implement peer-led and supported services.

= Establish feedback loops for continuous quality improvement.

Recognizing the benefits of agencies, families, and community partners working together, the Children's

Bureau Capacity Building Center for States developed the Family Empowerment Leadership Academy, a
collection of resources designed to help agencies improve collaboration with families.
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ENGAGING PARENTS AS PEER MENTORS AT THE PROGRAM LEVEL

One of the most commonly used practices for engaging families at the program level is the parent
partner program, which enlists individuals who were once involved with child welfare services to
help parents currently involved with the system meet case plan goals and navigate the system.
Parent and caregiver mentors assist current parents through mutual sharing, support, and advocacy.
Parent partner programs are founded on the premise that these experienced parents and caregivers
are uniquely qualified to help by serving as empathetic peers, mentors, guides, and advocates.

Studies show that parent partner programs in child welfare have resulted in higher rates of
reunification, lower rates of reentry, and increased family participation in services and court
hearings (Casey Family Programs, 2019). They can also be beneficial to the parents who serve as
mentors (Casey Family Programs, 2020b). As former clients of the child welfare system take on
leadership roles and responsibility, they build workplace skills and self-esteem and are compensated
for their efforts. In addition, many who take on roles as parent partners go on to pursue careers in
child welfare or degrees in higher education.

To be successful, parent partner programs need strong leaders who can work collaboratively

with multiple agency and community partners. Because some agency staff are not accustomed to
treating their former child welfare clients as paraprofessionals, leadership should communicate
clearly that parent partner programs can be a powerful strategy to improve family engagement

in child welfare cases (Casey Family Programs, 2020b). These programs can also influence the
culture of child welfare agencies by shifting the perception of caregivers from clients to partners.
It is also important that the leadership implementing parent partner programs include diverse
representatives so that the diversity of the parent partners reflects the diversity of the population
served by the agency (Casey Family Programs, 2020b).

COMMUNITY ENGAGEMENT IN CHILD WELFARE

Community engagement in child welfare involves partnering with community members who have
firsthand knowledge of the strengths their neighborhoods possesses and the challenges they face.
Communities are also home to independent organizations that offer specialized programs and
services that can support families served by the child welfare system. Integrating community voice
into child welfare systems can improve family engagement and increase the efficacy of services.

Agencies can use the following strategies to engage communities:

= Recognizing promising practices and partnering with programs and services that are highly valued
within a community

= Hiring staff that represent the race, ethnicity, and cultural makeup of the community

= Encouraging agency staff to attend community events to build relationships and learn about
community strengths and concerns

= Involving community members and organizations in assessment and evaluation activities
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The Children's Bureau funded a series of Community Collaborations grantees in Federal fiscal years
2018 and 2019 that encouraged collaboration between child welfare agencies and communities.

The grantees were awarded funds to develop, implement, and evaluate community-based primary
prevention strategies and activities for strengthening families, preventing maltreatment, and
reducing entry into the child welfare system. Read about lessons learned from these grantees in the
Children’s Bureau’s Primary Prevention: Themes From Fiscal Year 2018 Grantee Site Visits.

Use the following resources for more information about community engagement:

= Building Agency/Community Partnerships (Child Welfare Information Gateway)

= Building and Sustaining Collaborative Community Relationships (Capacity Building Center for
States)

= "Embracing Community and the Wisdom of Lived Experience" (HHS, Administration for
Children and Families, Children’s Bureau; Information Gateway; & FRIENDS National Center for
Community-Based Child Abuse Prevention)

FAMILY ENGAGEMENT ACROSS DISCIPLINES

Families involved in the child welfare system often have multiple and complex needs across different
human services sectors, such as mental health issues and juvenile justice involvement (Capacity
Building Center for States, 2017a). Effective collaboration across human services systems can

help agencies achieve better outcomes related to safety, permanency, family preservation, and
reunification.

For example, interdisciplinary family engagement has proven successful when there is overlap
between the child welfare and juvenile court systems (Olson, 2020). When families, caseworkers,
legal personnel, extended families, and other stakeholders work collaboratively—sometimes with
the help of a facilitator—the benefits can include parental empowerment, strengths-based decision-
making, and the focused exchange of information. Visit the Information Gateway website for
resources about how child welfare agencies can collaborate with the courts, behavioral health and

wellness professionals, and domestic violence service providers.
CONCLUSION

There are many ways in which child welfare caseworkers and agencies can engage families, ranging
from large-scale policy changes to simple changes in daily practice. Fundamentally, though, it
requires a paradigm shift in attitude where the family is treated as the expert on its unique situation
and encouraged to draw on its specific strengths and resources to ensure more positive long-term
outcomes. By reviewing the concepts presented in this issue brief, child welfare professionals can
assess how well their own agencies engage families and initiate changes to improve their work in
this area.
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ADDITIONAL RESOURCES

Family-Centered Practice (Information Gateway) provides resources on family-centered practice
approaches, including information on engaging families in case planning.

Quality Worker-Parent Visits: A Tip Sheet for Supervisors and Managers (Capacity Building Center

for States) provides guidance to support caseworkers through three phases of quality worker-parent
visits: before the visit, during the visit, and after the visit.

Applying the Science of Child Development in Child Welfare Systems (Center on the Developing Child
at Harvard University) provides information on how science-based principles can inform child welfare
policy and practice development, including strategies caseworkers can apply to their work engaging
families.
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In this article, we outline and define for the first time the concept of shame-sensitivity and
principles for shame-sensitive practice. We argue that shame-sensitive practice is essential
for the trauma-informed approach. Experiences of trauma are widespread, and there exists a
wealth of evidence directly correlating trauma to a range of poor social and health outcomes
which incur substantial costs to individuals and to society. As such, trauma has been posi-
tioned as a significant public health issue which many argue necessitates a trauma-informed
approach to health, care and social services along with public health. Shame is key emotional
after effect of experiences of trauma, and an emerging literature argues that we may ‘have
failed to see the obvious’ by neglecting to acknowledge the influence of shame on post-
trauma states. We argue that the trauma-informed approach fails to adequately theorise and
address shame, and that many of the aims of the trauma-informed are more effectively
addressed through the concept and practice of shame-sensitivity. We begin by giving an
overview of the trauma-informed paradigm, then consider shame as part of trauma, looking
particularly at how shame manifests in post-trauma states in a chronic form. We explore how
shame becomes a barrier to successful engagement with services, and finally conclude with a
definition of the shame-sensitive concept and the principles for its practice.

TUniversity of Exeter, Exeter, UK. 2 University of Birmingham, Birmingham, UK. ®email: LR Dolezal@exeter.ac.uk

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS | (2022)9:214 | https://doi org/10.1057/541599-022-01227-2 1




image57.jpg
ARTICLE

Introduction
“Shame has ruled my whole life” — Anonymous, trauma
survivor

“Trauma leads to shame. Trauma determines the content of
shame. Shame pushes the body into a traumatic response.
The more I learn about the two, the more I am convinced of
their deep connection to one another.” - Lucia Osborne-
Crowley (Osborne-Crowley, 2020)

xperiences of trauma are widespread, and there exists a

wealth of evidence directly correlating trauma to a range of

poor social and health outcomes which incur substantial
costs to individuals and to society. As such, trauma has been
positioned as a significant public health issue which, as Magruder
et al. (2017) argue, necessitates a ‘trauma-informed approach’
(TIA) to public health policy agendas. Shame is key emotional
aftereffect of trauma, and an emerging literature argues that we
may “have failed to see the obvious” by neglecting to acknowledge
the influence of shame on post-trauma disorders (Taylor, 2015).
In this article, we argue that effectively addressing the post-
traumatic state necessitates a clear understanding of shame, its
phenomenology and its effects. We demonstrate that shame is a
core aftereffect of traumatic experiences and argue that being
sensitive to shame addresses many issues related to trauma, while
also supporting good practice for all that come into contact with
human services. We outline and define for the first time the
concept of shame-sensitivity and the principles for shame-
sensitive practice. We begin by giving an overview of the
trauma-informed paradigm, then consider shame as part of
trauma, looking particularly at how shame manifests in the post-
traumatic state in a chronic form. We explore how shame
becomes a barrier to successful engagement with services, and
finally conclude with a definition of the shame-sensitive concept
and the principles for its practice. Offering strategies for shame-
sensitive practice, this article highlights the need for shame
competence in health, care and social services.

The trauma-informed approach

While trauma has been studied for over one hundred years it was
not until the 1980s and 1990s that the topic had sufficient inter-
disciplinary support to develop into a field of research and pro-
duce a theory of trauma. While there is no unified approach or
understanding of trauma, most agree that it entails an event that
involves “threats to life or bodily integrity, or a close personal
encounter with violence and death” (Herman, 1992, p. 33), and
that the experience of this event is overwhelming, resulting in long
lasting effects which can encompass significant alterations to one’s
experience of self, others and the world (SAMHSA, 2014). Parti-
cularly significant are experiences of trauma in early life, or
Adverse Childhood Experiences (ACEs), such as abuse, depriva-
tion, violence, witnessing of violence, neglect and disrupted
attachment, among others (Poole and Greaves, 2012). Also sig-
nificant are experiences of trauma in later life, such as inter-
personal  violence, sexual assault, warfare, tyranny under
oppressive regimes, natural disasters, domestic abuse, among
many others (Pattison, 2000, p. 96). While trauma can lead to
post-traumatic stress disorder (PTSD) or other trauma or stressor-
related disorders, which are classified as psychopathologies in the
Diagnostic and Statistical Manual 5" Edition (DSM-V), not all
post-trauma states or experiences warrant being classified as
pathological or fall under the umbrella of a disorder. Nonetheless,
research demonstrates that individuals who have experienced
trauma can have adverse outcomes in all areas of life, and that
these effects can endure across a lifetime.

2

The interest in trauma, and its links to health and social out-
comes, increased following the publication of the Felitti et al.
(1998) paper on ACEs. With a sample of close to ten thousand, it
is one of the largest investigations of childhood abuse and neglect,
concluding that there is a strong relationship between “the breadth
of exposure to abuse or household dysfunction during childhood
and multiple risk factors for several of the leading causes of death
in adults” (Felitti et al,, 1998, p. 245). This study has been influ-
ential in subsequent research into trauma and the development of
policy for services that seek to address issues related to adversity
and trauma. There is now a large body of research that demon-
strates that individuals who have experienced trauma can have
adverse outcomes in all areas of life, and that these effects can
endure across a lifetime. These individuals are significantly more
likely to suffer from a range of “social, psychiatric, psychological,
behavioural and physical problems” (Knight, 2019, p. 80), such as
chronic health issues, mental health problems and substance use
problems, as well as being correlated with social outcomes such as
homelessness, violence, marital problems and incarceration,
among others (Banaj and Pellicano, 2020).

The term “trauma-informed” was introduced by Harris and
Fallot in 2001 as a means to integrate an understanding of trauma
and its aftereffects into mental health services, following the
evidence that a significant number of individuals accessing mental
health services were survivors of physical and sexual abuse
(Harris and Fallot, 2001). Adopting a TIA attempts to embed an
understanding of how experiences of trauma can become central
to an individual’s life course and life outcomes, having a profound
negative effect on social outcomes, emotional wellbeing, mental
and physical health, along with health-relevant behaviour (Poole
and Greaves, 2012), impeding an individual’s ability to seek out
and engage with health and social services that are designed to
help them (Barrett, 2019). TIAs involve a paradigm shift in how
services and professionals respond to patients and clients,
attempting to address root causes rather than surface symptoms,
reframing the core diagnostic question from enquiring, “What is
wrong with you?” to understanding, “What happened to you?”
(Kimbery and Wheeler, 2019, p. 42; SAMHSA, 2014)." This
approach recognises that “any person seeking services or support
might be a trauma survivor” and that “systems of care need to
recognise, understand and counter the sequelae of trauma to
facilitate recovery” (Goodman et al., 2016, p. 748).

Central to the TIA is an understanding that typical emotional,
psychological and social aftereffects of trauma directly impede an
individuals ability to seek out and engage with the human ser-
vices that are designed to help them (Barrett, 2019). In addition,
when trauma survivors do manage to engage with the services
that may help them, the interactions they have with organisations,
staff and care providers, who do not recognise and understand
their trauma and its aftereffects, may inadvertently lead to a
further disengagement and entrenchment of the problems (e.g.,
substance use, mental ill health) that these services are designed
to diagnose and treat. The central contention of the TIA is that
applying a ‘trauma lens’ can powerfully elucidate the root causes
of ill health, health-related behaviours and social difficulties,
leading to more effective interventions, support, diagnoses and
treatments. This has led to the redesigning and reconceptualiza-
tion of some health, care and social services, using the TIA
paradigm as a way to structure the way that care is delivered
(Gerber, 2019; SAMHSA, 2014; Wilson et al., 2013).

In a Western context, TIA has gained influence in international
policy making circles. For example, in the United States there are
‘many programmes designed to integrate the TIA at federal, state
and community levels (Melz et al., 2019). Within the United
Kingdom, the Scottish and Welsh Government are seeking to
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develop and integrate the TIA into a range of public services.
(Scottish Government, 2020; Welsh Government, 2021). This is
equally the case in England, with Plymouth leading the way by
seeking to become the United Kingdom's first ‘trauma informed
city’ (Plymouth City Council, n.d.). The TIA is not only being
advanced geographically but also practically, being applied to an
ever-greater range of public services including children and
youth, education, and health services, probation, and policing.

Critiques and limitations
The TIA is not without criticism. Conceptually, ‘trauma’ is a far-
ranging concept that covers a wide range of experiences, and also
a broad spectrum of outcomes. In considering how the concept of
‘trauma’ has been advanced in the TIA, Wastell and White (2017)
argue that there are fundamental problems with how original
research on trauma experiences has been interpreted for policy
and practice. They argue that the original science underpinning
our understanding of trauma expresses uncertainty and tentative
conclusions, but that this inconclusiveness has been removed in
the translation to practice in the TIA, resulting in definitive
answers and concepts that are no longer consistent with the
foundations of trauma research. Their concerns raise important
conceptual and philosophical questions regarding how trauma is
defined and understood, and how this is translated into practice.
Equally, there are conceptual implications as a result of the link
between trauma and the original ACEs study. As the concept of
trauma was boosted by the publication and promotion of the
ACEs study, the case for the TIA is often justified by the research
on ACEs. However, as Berliner and Kolko (2016) argue, not all
harmful or stressful life experiences that the ACEs study exam-
ined were traumas; the two are not synonymous. Furthermore,
there are those who have criticised the concept of adversity used
in the original ACEs study to argue that not only do the com-
ponents fail to identify adverse experiences (a parental separation
is considered an adverse experience when this could be a pro-
tective one, for example) but that it is also a very narrow concept
that misses many other forms of adversity, particularly wider
individual, social and community forms of adversity such as
chronic illness, or on-going social harms like poverty, deprivation
or discrimination (White et al., 2019). There are on-going aca-
demic and practical debates relating to how to address the effects
of trauma and ACEs. For example, Steptoe et al. (2019) argue
there is a need for more information on approaches that address
ACEs, while Asmussen et al. (2019) review a range of interven-
tions that seek to address ACE-related trauma. To address such
criticisms, some policy makers have included broader forms of
adversity in the conceptualisation of the TIA, such as the Trauma
Informed Plymouth Network who discuss ‘Adverse Community
Environments’ (Trauma Informed Plymouth Network, n.d.).
While such acknowledgements help the policy to address a wider
range of experiences, it takes the conceptualisation of the TIA
further away from the original idea of addressing ‘trauma’ per se.
Moreover, there are some criticisms regarding some TIA
practices. Within the TIA, there is typically some form of
screening used to identify trauma and refer for treatment, and
that the screening tool is usually the ACE checklist or an adap-
tation of it (Schulman and Maul, 2019). Notwithstanding the
issues of what the ACEs checklist actually measures (as discussed
above), one of the authors of the original ACEs study has since
argued that it has been misappropriated and misapplied to service
delivery and professional practice, cautioning against its use in
such a way (Anda et al, 2020). Furthermore, there is evidence
that this medicalised model of screening, referring and treating
does not sit well with more socially oriented services, with Kerns
et al. (2016) finding practitioners feeling uneasy about the use of

screening tools to identify trauma. Joy and Beddoe (2019),
meanwhile, criticise the ACE tool for not being sensitive to cul-
ture, race, poverty and wider issues of power, while Kelly-Irving
and Delpierre (2019) argue the ACE tool is not appropriate for
individual level assessment.

Linked to these conceptual and operational issues have been
criticisms of how a trauma perspective has been implemented
into policy and practice (UK Parliament, 2018). Despite existing
guidance that has been given on the TIA (eg, SAMHSA),
Donisch et al.’s (2016) research into the opinions and experiences
of professionals involved in working in a trauma-informed way
found uncertainty about how to actually implement the TIA in
practice. Their research found substantial variation in how the
TIA was defined and understood among practitioners, and highly
idiosyncratic implementations of practices across systems. As
they note, there are “varying terms, [a] lack of common lexicon,
and differences across systems in knowledge and skills” related to
the TIA, and what is lacking is a unified conceptualisation and
operationalisation of the approach (Donisch, 2016, p. 131).

The TIA was developed within a specific context to work with
people who had most likely experienced trauma. The wider
application of this approach to different contexts and more
diverse populations, for whom trauma may not be the main issue,
inevitably brings complexities and challenges. Conceptual ques-
tions are raised about whether ‘trauma’ is the most appropriate
lens through which to organise practice and services. Further-
more, there are operational and implementational questions
regarding how the TIA is successfully put into practice in a
consistent manner that is supported by a robust evidence base.
The point is not that the TIA is not a useful way to frame policy
and practice, but that it may not be the most effective way to
frame all policy and practice for all groups. The question is not
just what do we gain by using the TIA, but also what is left out?

In what follows, we discuss how a consideration of shame,
along with its impacts and effects, is missing in the TIA. We argue
that this omission will be detrimental, leading to the potential
ineffectiveness of trauma-informed interventions. As a necessary
supplement to any TIA, we argue for the concept and practice of
shame-sensitivity.

Shame

Shame has recently been included in the diagnostic criteria for
PTSD in the DSM-V under the umbrella of “persistent negative
emotional states” (Taylor, 2015). Hence, shame has recently come
to be identified in the trauma literature as part of a constellation
of negative emotions (along with fear, horror, anger, guilt) that
are common for trauma survivors in post-trauma states. Under-
standing shame and its role in post-trauma states is, as shall be
discussed below, central to the success of the TIA.

Shame is a defining and central feature of human experience
and all human relationships, intimately linked to one’s self-per-
ception, social worth, identity, relationships and position within a
social group, while also being connected to social control and
power through the normative boundaries which determine what
is shameful and what is not in a particular society or culture
(Dolezal, 2015a, p. 107). Because of its significance and promi-
nence in both personal experience and within social life, shame is
considered by many to be the “master emotion” (Scheff, 2004).
Shame is commonly characterised as a negative self-conscious
emotion; it is an experience that arises when we are concerned
about how we are seen and judged by others. We feel shame when
we are seen by another or others (whether they are present,
imagined or simply a viewpoint that has been internalised) to be
flawed in some crucial way, or when some part of our core self is
perceived to be inadequate, inappropriate, or immoral.
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The term ‘shame’ should be considered an umbrella term that
refers to a whole range of experiences, including cognate emo-
tions such as embarrassment, chagrin, mortification and humi-
Tiation. As James Gilligan usefully notes, in the same way “that we
use the term ‘flower’ as a generic term to refer to a wide variety of
different but related plants” then the term ‘shame’ encompasses a
wide range of experiences including: “feelings of being slighted,
insulted, disrespected, dishonoured, disgraced ... demeaned ...
treated with contempt, ridiculed ... mocked, rejected ... feelings
of inferiority, inadequacy ... of being a failure, ‘losing face’, and
being treated as if [one is] insignificant, unimportant or worth-
less” (Gilligan, 2003, p. 1155). What is common to all of these
experiences is a sense of being judged negatively by others, and a
feeling of being worth less than others.

During a shame experience, we can feel deeply and often
irreparably flawed, unworthy and unlovable, and that our social
position and our social bonds are under threat. Shame can pro-
voke powerful feelings of despair, inferiority, powerlessness,
defectiveness and self-contempt, to name a few. In addition,
shame itself is shameful and taboo. As such, shame is an “iterated
emotion,” (Dolezal and Lyons, 2017, p. 258); its experience can
lead to an intensification or multiplication of itself, leading to a
“feeling trap” (Herman, 2011, p. 266) where “one can become
ashamed because one is ashamed” (Taylor, 2015). For these
reasons shame is usually avoided, shunned or kept secret at all
costs, both individually and collectively.

While shame is a negative experience for an individual, it is an
inevitable and necessary part of human life. Healthy shame can
lead to the expression of positive attributes such as modesty,
humility and gratitude, along with respect for oneself and for
others. It can also be a powerful motivating force for personal
growth and change, and in forging harmonious and meaningful
relationships with others (Ng, 2020; Sanderson, 2015). However,
healthy shame is very easily distorted and can become ‘unheal-
thy, “maladaptive” or “destructive” (Sanderson, 2015, p. 22). As
John Bradshaw notes, “shame as a healthy human emotion can be
transformed into shame as a state of being... [which] is to believe
that one’s being is flawed, that one is defective as a human being.
[Shame] becomes toxic and dehumanising” (Bradshaw, 2005, p.
xvii). Toxic shame, Sanderson notes, “paradoxically severs con-
nections, destroys social bonds and can lead to antisocial beha-
viour” (Sanderson, 2015, p. 22). Toxic shame is corrosive and
pernicious, and can lead to a pervasive and enduring sense of
inferiority, inadequacy, defectiveness, along with a sense of not
being worthy of respect, love or connection. It is an experience
that can be organise one’s self, life and world, having a deep
significance and impact on an individual and their life chances.

‘A typical shame response involves being overwhelmed with an
intense feeling of conspicuousness and a strong sense of being
judged by others, along with painful and negative emotions
centred around one’s feelings of inadequacy, all triggered by a
mishap, mistake or transgression which has been ‘witnessed” by
others (whether they are present, imagined or internalised). This
sort of shame response is commonly called “acute shame”
(Dolezal, 2015a), insofar as it is a discrete emotional reaction in
response to a trigger or event. In contrast, the toxic or patholo-
gical shame described above has a very different phenomen-
ological profile, usually occurring in a chronic form. While
chronic shame shares many of the painful features of acute
shame, such as emotional pain, self-consciousness, a sense of
visibility, it is not experienced as a discrete reaction of emotional
torment and hyper-self-consciousness. Nor, as the term might
imply, is it a state of perpetually feeling shame. Instead, chronic
shame is frequently characterised, firstly, by the nagging and
persistent possibility of shame, and secondly by a persistent sense
of inadequacy, defilement, failure and lesser self-worth. Chronic
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shame can be characterised by what Leon Wurmser terms a
“shame attitude” (Pattison, 2000, p. 85), where one’s entire per-
sonality and character is structured around shame and shame
avoidance.

Chronic shame is an elusive experience for several reasons.
First, while ‘chronic shame’ is a term that appears in psycholo-
gical, psychiatric and psychotherapeutic literatures, there is no
clear definition of what constitutes chronic shame and it has been
described through a variety of terms including “dispositional
shame,” (Leeming and Boyle, 2004) “shame-proneness” (Harris-
Perry, 2011), “toxic shame,” (Bradshaw, 2005) and being “shame-
based” (Lloyd and Sieff, 2015), among others. There is no clear
epidemiological data regarding the prevalence of chronic shame,
nor is there any clear diagnostic criteria through which indivi-
duals can be ‘diagnosed” as suffering from chronic shame, or
understand their ‘symptoms’ to be mild, moderate, serious or
severe (Pattison, 2000, p. 96).

Second, chronic shame is commonly characterised by the
nagging and persistent possibility of shame, where, for the most
part, shame itself is not necessarily realised in experience. Instead,
what comes to dominate experience is a pernicious form of
anticipated shame, or a persistent and heightened “shame anxi-
ety,” of which an individual may, or may not, be aware (Dolezal,
2021; Pattison, 2000). Shame anxiety appears in experience as a
corrosive, undermining and persistent fear or anxiety about being
objectified, judged, labelled and rejected by others; it is a persis-
tent “fear of disgrace and being looked at by others with con-
tempt” (Wilson et al, 2006, p. 125). This shame anxiety
ultimately becomes connected to negative self-beliefs and self-
conceptions; one comes to believe that the “core-self is defective,
inadequate and unacceptable to others” (Sanderson, 2015, p. 24).
It is important to note that shame anxiety may not be experienced
as shame. Instead, it may be dominated by shame avoidance and,
as such, characterised by emotions such as fear, anxiety, self-
consciousness, stress or powerful impulses to hide, avoid or
escape, along with negative feelings about the self, characterised
by a sense of inadequacy, defilement or deficiency in relation to
others.

While chronic shame has many causes (e.g., societal expecta-
tions, stigma and discrimination, psychopathology), it is clear that
a significant cause of persistent chronic shame is trauma, where
childhood relational trauma and traumatic experiences in later
life are strongly correlated with experiences of chronic shame and
shame anxiety (DeYoung, 2015 Kalsched and Sieff, 2015;
Pattison, 2000). There is also evidence that chronic shame plays a
role in PTSD symptom severity (Cunningham, 2020; La Bash and
Papa, 2014; Lee et al., 2001). In fact, common defensive scripts or
shame-avoidant behaviours seen among those who live with
maladaptive chronic shame “bear a strong resemblance,” as
Taylor notes, “to the prominent symptoms and behaviours”
associated with PTSD (Taylor, 2015). And many experiences
related to shame, such as chronic rumination, flashbacks, emo-
tional avoidance, intrusions, hyper-arousal, dissociation and
fragmented states of mind are similar to experiences associated
with trauma and post-trauma states (Budden, 2009, pp.
1035-1036; Theisen-Womersley, 2021, pp. 210-211).

Shame and trauma

There is a growing literature that explores the centrality of shame
for individuals who have experienced trauma (Budden, 2009;
Cunningham, 2020; DeYoung, 2015; Goldblatt, 2013; Herman,
2011; Lee et al., 2001; Gktedalen et al.,, 2014; Plante et al., 2022;
Saraiya and Lopez-Castro, 2016; Sieff, 2015; Taylor, 2015; Thei-
sen-Womersley, 2021; Wilson et al., 2006). Trauma research has
seen the recent development of the idea that “shame and trauma
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are inextricably linked” (Theisen-Womersley, 2021, p. 211),
where some argue that “post-traumatic shame” is a key experi-
ence that shapes post-trauma states (Theisen-Womersley, 2021),
while others have come to theorise and describe PTSD as a
“shame disorder” (Herman, 2011; Salter and Hall, 2020), with
evidence demonstrating that chronic shame plays a role in PTSD
symptom severity (Cunningham, 2020; Lee et al., 2001). Overall,
this body of research argues that shame is a world-organising
affect for many trauma survivors and that shame is behind much
of the maladaptive behaviour associated with trauma, PTSD and
other post-trauma states.

The cause of shame in post-trauma states is complex, but there
seem to be a multitude of overlapping factors which render shame
a predominant, if not the dominant, emotional experience fol-
lowing trauma. Research demonstrates that shame can brought
on by: the traumatic experience itself (Budden, 2009; Lloyd and
Sieff, 2015); incorrect or inaccurate feelings of blame or respon-
sibility for what happened in the traumatic event (e.g., “it was my
fault....”, “this wouldn’t have happened if I had just...”) (Bhuptani
and Messman, 2021; Kalsched and Sieff, 2015; Wilson et al.,
2006); feelings of defilement and unlovability as a result of neglect
or abuse, particularly in childhood (Pattison, 2000); rumination
about one’s behaviours, actions and reactions at the time of the
trauma (Lee et al., 2001); the sense of being damaged or defiled as
a result of having experienced trauma or having a trauma diag-
nosis, such as PTSD (Herman, 2011); the symptoms of PTSD or a
post-trauma state (Lee et al,, 2001); the labels attached to one’s
identity as a result of trauma and post-trauma outcomes (e.g.,
“victim”, “survivor”, “addict”, “homeless”) (DeYoung, 2015;
Theisen-Womersley, 2021); the coping mechanisms one engages
in to cope with trauma (Herman, 2011; Taylor, 2015); fear of
judgement by others if they discover one’s trauma (Qktedalen
etal,, 2014); the social taboos associated with the trauma that one
has experienced (e.g., childhood sexual abuse by a family mem-
ber) (Banaj and Pellicano, 2020); revealing trauma in clinical and
psychotherapeutic encounters (DeYoung, 2015; Goldblatt, 2013;
Lanksy, 2000); falling short of one’s own ideals and standards
(Goldblatt, 2013; Kalsched and Sieff, 2015); and because of the
taboo and shameful nature of shame itself (Herman, 2011; Taylor,
2015; Wilson et al., 2006). Hence, in addressing the impact of
emotions for trauma survivors, for the treatment of PTSD, and
within the TIA, Taylor's question “have we failed to see the
obvious?” with respect to “the influence of shame on posttrauma
disorders” seems particularly pertinent (Taylor, 2015).

Understanding shame, and in particular chronic shame, as a
keystone sequela of trauma experiences has the potential to elu-
cidate the root cause of a range of maladaptive behaviours
associated with trauma. The lack of trust and empathy within
intersubjective encounters suggested by some to be characteristic
of trauma survivors (Wilde, 2019) are accounted for affectively
through understanding shame as central to post-trauma states.
However, as noted above, chronic shame is difficult to identify
and ‘diagnose’; it is an elusive experience that is often ‘disguised’
or ‘camouflaged” by other experiences and feelings. The relational
psychotherapist Patricia DeYoung notes that what those who
suffer from chronic shame, “may not daily or consciously expect
to be annihilated by shame. However, the threat is always around
somewhere, just out of awareness, kept at bay” (DeYoung, 2015,
p. 19). DeYoung describes chronic shame as “silent,” where some
of her clients who suffer from chronic shame do not even know
that they are anticipating shame (and related strategies to avoid
shame) with debilitating frequency. What they live with is not
shame, but “what it costs them to keep from falling into shame”
(DeYoung, 2015, p. 19). Bradshaw concurs writing that for those
living with toxic shame, “everything is organised around pre-
venting exposure” (Bradshaw, 2005, p. 139). As a result, what

characterises the experience of chronic shame in post-trauma
states is not enduring or repetitive experiences of shame but
rather an atmosphere of anticipated shame, or shame anxiety,
that leads to compensatory behaviours or experiences.

In this way, in experiences of chronic shame, shame ifself often
becomes invisible and what dominates experience is other
behaviour or feelings which are used to help circumvent or avoid
shame, or to mask or cope with the pain of shame. As Pattison
notes, individuals who experience chronic shame “live their lives
trying to avoid occasions and relationships that might provoke
painful shame experiences” (Pattison, 2000, p. 83). DeYoung
concurs: “the pain [of shame] can be unbearable. To save our-
selves, we push shame away as fast as we can, covering for it with
more tolerable states of being” (DeYoung, 2015, p. xii). Helen
Block Lewis discusses this experience as “bypassed shame” (Lewis,
1971), where the self is not conscious of feeling shame directly,
and instead bypasses or ‘displaces’ shame for other emotions,
states or experiences (Brown, 1998, p. 146).

As a result, living with chronic shame can lead to a range of
compensatory behaviours; these are powerful “defensive scripts”
(Kaufman, 1993, p. 113; Pattison, 2000, p. 111), “strategies”
(Sanderson, 2015, p. 24) or patterns and habits of interaction,
which make it possible for an individual to avoid the social threat,
pain and emotional anguish that comes with shame and its
chronic anticipation. Lanksy links these to the experience of living
with trauma, stating the “posttraumatic state gives rise to shame
and to defences that keep shame arousing awareness from con-
sciousness” (Lanksy, 2000, p. 133). Wilson et al. concur, noting
that, “the powerful emotions of posttraumatic shame ... are
associated with a broad range of avoidance behaviours: isolation,
detachment, withdrawal, hiding, nonappearance, self-imposed
exile, cancellation of appointments, surrender of responsibilities,
emotional constriction, psychic numbing, emotional flatness, and
non-confrontation with others” (Wilson et al. 2006, p. 138).
These avoidance behaviours help an individual protect themselves
from shame through avoidance, or “by placing it outside of
conscious awareness” (Sanderson, 2015, p. 24). In this way, shame
can, as Wilson et al. note, “operate unconsciously in trauma
complexes and initiate self-destructive and self-defeating mod-
alities of behaviour” (Wilson et al., 2006, p. 129). Hence, instead
of shame, what is seen externally are other reactions, responses
and behaviours that “mask the shame” (Ng, 2020, p. 30).

The psychiatrist Donald Nathanson theorises “the compass of
shame”, where shame-avoidance behaviours follow four common
patterns: withdrawal, avoidance, attack other and attack self
(Nathanson, 1992, pp. 305-377). Common defensive behaviours
include a variety of different reactions, all of which are damaging
both to oneself and to one’s social bonds, such as anger,
aggression, hostility, violence, narcissism, depression, perfec-
tionism, apathy, withdrawal, avoidance, excessive deference,
among others (Nathanson, 1992; Pattison, 2000). These common
defensive reactions to shame are, as Taylor notes, “consistent with
many of the symptoms and comorbidities of PTSD” and post-
trauma states, including anger, violence, addiction, isolation,
feelings of hopelessness and helplessness which can progress to
depression and even suicide ideation (Taylor, 2015). What
becomes problematic in understanding and treating trauma and
the post-trauma states is that these avoidance behaviours for
shame are “easily misread” (Theisen-Womersley, 2021, p. 212)
and shame often becomes invisiblized and, consequently unac-
knowledged, in efforts to provide care, treatment and support.

In fact, it has been demonstrated that shame is a “potent
treatment barrier” for trauma survivors (Saraiya and Lopez-
Castro, 2016), leading to outright avoidance, and to dropping out
and attrition once engaged with care and services. As Plante et al.
note, shame “generates an urgent need to hide and conceal the
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defective self from exposure” (Plante et al., 2022). Indeed, there is
ample evidence that the ‘necessity’ to avoid shame or shameful
exposure can interfere with individuals accessing healthcare
(Dolezal, 2015b; Dolezal and Lyons, 2017; Lazare, 1987), and also
prevent individuals from reporting traumatic incidents such as
abuse, sexual assault and violence (Hlavka, 2017; Weiss, 2010). In
addition, shame prevents the reporting of shame itself, as indi-
viduals “in clinical settings are sometimes reluctant to disclose
feelings of shame out of fear from being exposed and rejected”
(@ktedalen et al., 2014, p. 600). In these complex and overlapping
ways, shame experiences lead to concealment and avoidance,
consistent with the “hallmark symptoms” of PTSD and post-
trauma states (Saraiya and Lopez-Castro, 2016).

Hence, in the context of seeking help through health, care or
social services, individuals who are chronically anxious about
shameful exposure may avoid seeking help in the first place, may
regularly miss appointments, may avoid disclosing honest details
about traumatic events, lifestyle or circumstances, may fail to
follow through with treatments, and may conceal diagnoses and
coping behaviours from friends, family and professionals (Dolezal
and Lyons, 2017). In fact, not only is shame a barrier to accessing
services, it is very easily exacerbated and incited in the context of
seeking help from professionals; professional practice and public
policy are frequently “vectors of shame, humiliation, and
inequality” (Salter and Hall, 2020, p. 10). Moreover, shame is a
relational emotion that is frequently present in clinical and care
encounters (Dolezal, 2015b; Lazare, 1987). Interactions with care
professionals can compound feelings of shame, as these interac-
tions often involve unequal power relationships, a fear of being
judged, the scrutiny and exposure of one’s potentially ‘shameful®
past, circumstances, lifestyle, coping behaviours, body, illnesses,
along with other vulnerabilities. Despite shame’s ubiquity and its
obvious impact in encounters with health and care professionals,
there is evidence that addressing shame is routinely avoided in
clinical and therapeutic encounters, as practitioners themselves
are reluctant to acknowledge shame or address experiences which
may lead to shame or embarrassment (Lewis, 1971).

It seems clear that being attuned to experiences of shame and
chronic shame, along with the common ‘scripts’ and ‘strategies’
deployed to avoid shame and shameful exposure, becomes central
to achieving trauma-informed practice, and in fact central to
facilitating individuals to seek help and engage with health, care
and social services. However, a consideration of shame, along
with its impacts and effects, has not been part of the con-
ceptualisation of the TIA, nor an explicit focus in its practice.
Indeed, shame is rarely even mentioned in the academic and grey
literature about the TIA.

To address this lacuna, we argue for shame-sensitivity to be
central to the theory, policy and practice of any TIA. However,
the relevance of shame-sensitivity is by no means limited to the
TIA. As everyone experiences shame or is vulnerable to shame,
shame-sensitivity is of general benefit to all populations and
provides a unified framework for good care when working with
people more humanely. We do not argue that shame-sensitivity
should replace a ‘trauma lens’. Rather we argue that shame-sen-
sitivity, and using a ‘shame lens’, is both necessary for, and has
wider application than, the TIA.

Shame-sensitivity

Shame-sensitivity is a concept and practice for health and human
services. There are three central components to the concept. The
first is that shame is inevitable. We all have the capacity to
experience shame (with a debate about a very small number of
individuals (Kosson et al., 2015)), while many vulnerable people
live with chronic shame. Interactions with services can, and often
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do, evoke shame in the people who engage with those services.
Second, because shame is a highly unpleasant experience, humans
have evolved and developed strategies to avoid shame, and these
strategies influence an individual’s thoughts, behaviours and
social interactions, usually for the worse. Third, it is incumbent
upon services that work with people to acknowledge and respond
appropriately to people’s shame in order to mitigate its potential
negative effects and impacts. In other words, services need to be
shame-sensitive.

While there are a variety of ways to implement shame-sensitivity
in practice, and these should be tailored to the specificity of the
service provision in question, we outline three key principles for
shame-sensitive practice, which we refer to as the 3As: acknowl-
edging shame, avoiding shaming, and addressing shame.

Acknowledging shame.

Individual understanding of shame: Practitioners working in
human services must have ‘shame competence’. They must
have a theoretical and practical understanding of what shame
is, how it operates, how it is evoked, how it can be hidden, and
understand the behaviours that are used to cope with shame.
Not only must individual practitioners be sensitive to the
experience of shame in others, but they must also be sensitive
to shame within themselves, understanding how shame
experiences can affect their own thinking, actions, behaviour
and attitudes towards others. Practitioners must also have an
understanding of how shame circulates between individuals
and within organisations, and also be able to understand when
shaming is present in policy and practice.

Organisational understanding of shame: Individual shame
competence cannot take place without a system of support
that accepts the existence, importance, and significance of
shame; both for the practitioners themselves and for patients/
clients/service users. This involves the fostering of emotional
communication within professional practice, where speaking
about and understanding emotions, and their effects, within
professional practice becomes commonplace (Gibson, 2014).
In particular, the taboo regarding shame, and shameful or
stigmatised states and experiences, must be directly addressed.
An organisational perspective not only recognises the possi-
bility for the evocation of shame by individuals but also the
possibility that organisational policies and procedures can
evoke shame in staff and patients/clients/service users.
Appreciating the differential experience of shame: A significant
part of individual acknowledgement of shame is understanding
how people come to experience shame, knowing that the
boundaries for what is considered shameful can vary for
individuals and for different groups. There are variable
pressures, standards, contexts, histories and expectations
placed on individuals and groups, which can result in shifting
signification of what is considered ‘shaming’ or ‘shameful’. By
ensuring there is meaningful engagement and collaboration
with different communities and groups to understand their
particular sensitivities to shame, along with common beha-
vioural responses to avoid the experience of shame, organisa-
tions can support individual and collective knowledge and
understanding.

Recognising shame and shaming: Acknowledging shame moves
beyond knowledge of shame theory to also include being able
to recognise shame and shaming in experience and practice.
Not only is shame frequently hidden and notoriously difficult
to admit to, but it is also taboo and shameful. People go to
great lengths to hide shame and what they consider to be
shameful. Practitioners and organisations must become adept
at using a ‘shame lens’ to identify shame through both
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physiological, psychological and social indicators. Practi-
tioners must become aware of common verbal, paralinguistic,
and nonverbal cues that may indicate a shame state (Gibson,
2015; Herman, 2011; Retzinger, 1995). These include postural
and embodied cues (e.g, covering the face, blushing, downcast
eyes, etc.), common terms used instead of shame (e.g., ‘self-
conscious’, ‘embarrassed’, ‘foolish’, ‘worthless’, ‘inept’, ‘infer-
ior’, etc.), paralinguistic cues (e.g., stammering, silence, long
pauses, etc.). Practitioners must also become adept at
recognising bypassed shame, through knowledge and recogni-
tion of common avoidance behaviours for shame (cf. ‘the
compass of shame’). Practitioners must also become alert to
shame dynamics within interpersonal encounters, recognising
that shame is a “two-way street” and “contagious” (Theisen-
Womersley, 2021, p. 212). This means it can transfer from
client, patient or service user to the practitioner, infecting an
entire interaction. Practitioners must also have an under-
standing of how shame circulates within professional
organisations and institutions and be able to identify, and
also address, implicit and explicit shaming in policy and
practice.

Avoiding shaming.

o Avoiding individual shaming: Any individual can explicitly
seek to shame another person, whether this is a manager to
‘manager, manager to employee, employee to manager,
employee to employee, employee to patient/client/service
user. With knowledge and understanding of shame and
shame dynamics, individuals within a shame-sensitive
organisation, practising shame-sensitivity, would actively
seek to avoid shaming others. However, they should also be
sensitive to the potential for implicit shaming, recognising
that any relationship where there are power differences can
be inherently shame-inducing (Dolezal, 2015b; Lazare,
1987; Ng, 2020). Individuals engaging with services are
expected to expose their vulnerabilities (including their
physical bodies, their lifestyle, their illnesses, mental health
status, and potentially share intimate details about their
past, their families, their feelings etc.), which are then the
subject of scrutiny and professional assessment. Practi-
tioners must remain alert to, and continuously assess, how
the language they use, their demeanour, questioning style,
emotional expression and other interpersonal dynamics
may inadvertently produce a shame response (Ford et al.,
2021). Furthermore, consideration must be given to
interpersonal dynamics, based on gender, race, ethnicity,
language-spoken, disability, age, religious identification,
along with other factors in particular situations (e.g., a
female police officer may be the most ‘shame appropriate’
practitioner to interact with a female victim of sexual
assault). Practitioners should also avoid stereotyping,
labelling and other stigmatising ways of engaging with
individuals. It is imperative to remain responsive to
individuals and their unique circumstances and to
genuinely acknowledge distress.

o Avoiding collective shaming: Many initiatives rely on shame
as the affective driver of the change they hope to promote
(e.g shame is frequently used in public health campaigns,
for example, to combat obesity or improve hygiene (Brewis
and Wautich, 2019)). Such shaming attempts are examples
of how whole groups of people can be targets for shame.
‘While there are some initiatives that have an explicit aim to
shame groups of people, there are many other initiatives,
policies and procedures that have the effect of shaming

groups of people, even when this is not intended. Avoiding
Collective shaming involves being alert to how shaming
may become implicit within policy and practice, for
instance through the use of stigmatising language, or
through creating dynamics of blame and individual
responsibility for circumstances or conditions that may
be resulting from structural conditions (e.g, poverty,
obesity) or that may stem from a post-trauma coping
behaviour (e.g, addiction, mental ill health).

®  Evaluating impact of practice for shaming: Not all proactive
attempts to avoid shaming will be successful. To ensure
that there is a reflexive feedback system to inform the
proactive shaming avoidance attempts, organisations and
practitioners must conduct and engage in a process of
ongoing evaluation of the impact of their practice, policies,
and procedures on the people they come into contact with;
both within (employees) and without (patients/clients/
service users) of the organisation (Dolezal et al., 2021). This
involves vulnerability, and requires critical reflection on
past and future practice. There must be willingness to
admit mistakes, openness to critical reflection and
flexibility to make responsive changes in policy and
practice. Furthermore, organisations must create and
systematise nuanced and collaborative understandings of
how shaming is produced, and how shame is experienced,
as a result of their policies and practices, avoiding
attributing blame and shame to individuals where there is
a disconnect between policy and operational capacity,
especially in cases of chronic underfunding. Collective
accountability for shame-sensitive or shame-reducing
practice begins with mutually-agreed goals and frames of
reference; such as an institutional code of conduct, or a
shame-proofing toolkit (Dolezal et al., 2021). Cultures and
practices of shaming and blaming must be avoided within
organisations (Creed et al, 2014). Cultures of dignity,
openness, learning and emotional intelligence should be
fostered.

Addressing shame.

Addressing individual shame: Being able to address individual
experiences of shame requires an understanding of how and
why a person experiences their shame and finding ways to
work through or around it. This, firstly, means understanding
the person in their context and personal history, which will
highlight the reasons for the shame experience. Secondly, it
necessitates creating a sense of emotional safety (Gibson,
2019), where individuals feel able to talk about their
experiences without fear of judgement, criticism, or ridicule,
and also with a belief they will be understood and accepted for
sharing their feelings. Thirdly, issues related to the experience
of shame must be directly discussed in an empathetic and
sensitive manner. Language and terminology must be carefully
chosen, as the term ‘shame’ can itself be shame-inducing.
Alternative phrasing might be more appropriate (e.g., ‘feeling
judged’, ‘feeling self-conscious’, ‘embarrassment’, etc.). Unac-
knowledged and unspoken shame can give the “toxic beliefs
that are inherent in shame” some legitimacy (Gibson, 2015, p.
339) and bringing these beliefs out in the open provides the
opportunity to unburden the person from shame and reduce
the influence it has on interactions. Furthermore, such
sensitive discussion of shame requires attentiveness to the
person’s needs for support and connection after sensitive
disclosures of shame or shame-inducing states, events or
circumstances.
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Supporting shame resilience: While attempts to address shame
can occur in any interaction, the effects of shame and
disclosing shame can have longer term consequences (Dearing
and Tangney, 2011). The experience of shame can leave
individuals to “feel isolated ... and shy away from reaching out
to people who may be able to offer help for fear of rejection
and further shame” (Gibson, 2015, pp. 339-340). Shame-
sensitive practice, organisations, and systems, therefore, need
to embed shame resilience into the ways they address shame.
At the heart of shame resilience is the development and
deepening of social bonds (Brown, 2006). It is imperative that
practitioners engage in practice that creates and promotes
sustainable relationships with and within any organisation
(Gibson, 2015). Organisations and services need to ensure
continuity with individual practitioners so meaningful rela-
tionships grounded in familiarity, trust and empathy can be
developed. Practitioners and services need to be proactive in
reaching out to individuals, especially when they disengage.
Individuals should not be made to feel cut off, disconnected or
discarded from services. Structural factors such as the
availability of appointment times, accessibility of clinical
spaces, ease through which one can contact the service, length
of waiting lists, duration of service, continuity between services,
must be continually assessed to ensure that individuals feel
supported and a sense of connection is maintained. Further-
more, friend and family networks must be supported so that
individuals have sustainable networks of support. In addition,
practitioners must be supported by their organisations and
institutions to have the time, support and resources to engage
in genuinely relational practice, fostering connection, empathy
and trust with the individuals they are working with and
supporting.

Actively fostering the conditions for shame-sensitive practice:
Organisations must actively work to create the conditions,
policy and practices that promote shame-sensitivity, where
relationships based on dignity, respect, empathy and trust are
the first priority within workplaces and when delivering
services. Practitioners must be supported within organisations
to have the personal, professional and operational capacity to
work in a shame-sensitive manner.

Combating the systemic causes of shame: The systemic forces
which shape and define what is considered shameful or
stigmatised are not immutable. In addition, many causes of
trauma (e, social deprivation, domestic abuse) have their
roots in societal and structural conditions which can be
changed and improved. Practitioners, along with leaders and
managers within organisations, must be given the resources
and encouraged to be engaged in making meaningful changes.
‘This will happen through creating cultures of engaged practice
and political activity, where individuals are encouraged to write
to local councillors or Members of Parliament, carry out
research, engage with academic partners, become involved in
local and national political campaigns, engage with media
outlets, etc., with the overall aim of advocating and agitating
for more humane and shame-sensitive changes in law, policy
and practice (Gibson, 2019, p. 199).

Conclusions

Having the capacity, on the levels of policy, organisations and
individual practitioners, to address shame directly is imperative
considering the how impactful shame can be for those who have
experienced trauma and post-trauma states. Being attentive to
shame, and acknowledging its significance for individuals, in
health and social care contexts, can improve both engagement

and outcomes. Using a ‘shame lens’ alongside a ‘trauma lens’ is
necessary for TIAs to achieve the goal of redesigning services to
be more sensitive and supportive, with the ultimate aim of
avoiding retraumatisation and any additional harm. As a result,
TIAs must begin to integrate shame-sensitive practice. There are
obvious overlaps and synergies with the main principles which
guide TIAs, however focusing through a ‘shame lens will reveal
significant affective dynamics that are otherwise occluded, over-
looked or ignored.

Shame-sensitivity and using the ‘shame lens’ within organi-
sations will enable more humane services which address and
acknowledge a significant affective dimension of seeking help,
namely shame and self-consciousness. Following the evidence
that shame is a significant force within encounters with pro-
fessionals within health, care and social services, introducing a
‘shame lens’ to the way these services are conceptualised and
conducted, has the potential to transform interactions between
professionals and patients/clients/service users, as well as
among colleagues within services and organisations. The
emotional intelligence that shame-competence affords will give
practitioners greater awareness of social dynamics which will
help manage interactions and relationships within encounters
with more empathy, humanity and sensitivity. Having more
awareness of emotions and emotional dynamics within work-
places has been linked to a range of positive outcomes, such as
ability to handle stress, improved job performance, job satis-
faction and leadership skills (Magny and Todak, 2021, p. 958).
Understanding shame, in particular, can uncover and unlock a
range of usually occluded dynamics between individuals and
within institutions that have negative or damaging effects
(Creed et al., 2014).

While shame-sensitive practice is essential for the TIA, it
should be acknowledged that shame is a universal experience,
and that shame-sensitive practice should be integrated into all
service delivery, and not just seen as an accompaniment to
trauma-informed care. All individuals experience shame, and
this can be easily exacerbated in contexts where there are
unequal power relations, such as in encounters with doctors,
social workers, police and other health and care professionals.
In addition, shame-sensitive practice is not intended to be a
solution for the social ills that lead individuals to need to
engage with services. The integration of this approach must be
within broader societal efforts to reduce conditions that pro-
duce chronic shame, stigma and trauma, such as poverty,
destitution, deprivation, long-term unemployment, violence,
sexual assault, domestic abuse, displacement, etc. These prin-
ciples for practice will be most effective in environments that
have long-term viability and also are also well-resourced,
where there is also widespread public confidence in services
and organisations.

Offering an outline of the concept and the practice of shame-
sensitivity, this article has highlighted what is needed for human
services to effectively face shame and shaming and mitigate their
negative impacts and effects. We argue that principles of shame-
sensitivity, and the practice that goes along with it, are the starting
point for any interactions, organisational changes, and policy
developments. The corollary of this is that these principles and
practices should precede a TIA, that they will address many of the
issues that people face following trauma, but where additional
care and support is needed these principles should be integrated
into the TIA.
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