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Infancy is a time of extreme opportunity, but it is 
also a time of extreme vulnerability, particularly 
for those reared in high-risk environments.1–2  
Although infant exposure to any risk is important 
to understand, in this brief, we focus on the 
experience and impact of trauma, defined as 
witnessing or experiencing an event that poses a 
real or perceived threat.3 

Despite their young age, infants and toddlers are exposed 
to trauma at high rates. A recent study of young children 
documented that one quarter of children under the age 
of 4 years have experienced or witnessed a traumatic 

event.4  There is evidence that young children living in high-
poverty communities are even more susceptible to trauma 
exposure.5–6 

Beginning life in the context of trauma places infants 
and toddlers on a compromised developmental path.7–9  
Because of this, the impact of trauma on infants and 
toddlers can be particularly harmful.5,10 On the other 
hand, the developmental plasticity (i.e., the potential for 
developmental change in response to the environment) 
during this early period of life may allow infants and 
toddlers to rebound from these traumatic experiences, 
particularly if they experience stable, nurturing  
caregiving.8,11 

DISCLAIMER: The views expressed in this publication do not necessarily represent the views or policies of the Office of Planning, Research and Evaluation (OPRE); 
Administration for Children and Families; or the U.S. Department of Health and Human Services. 
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We briefly summarize what is known about the impact 
of trauma on infants and toddlers, and the intervention 
strategies that could potentially protect them from the 
adverse consequences of traumatic experiences. We 
focus on interventions that support parents in providing 
the stable and nurturing caregiving that is responsive 
to the child’s general developmental needs and that 
promotes children’s sense of safety and security. Such 
interventions may reduce or provide a buffer against 
infants’ traumatic experiences. Finally, we consider how 
child care, Early Head Start, home visitation, and child 
welfare can become trauma-informed infant/toddler 
service delivery systems. 

Infants and Toddlers 
Experiencing Trauma 
Infants and toddlers can be exposed to a wide range 
of traumatic experiences, including trauma that is acute 
(i.e., a single event), chronic (i.e., multiple or enduring or 
recurring events), and complex (i.e., multiple traumatic  
events, often of an invasive, interpersonal nature).3  
Events that may be traumatic include serious illness (e.g., 
hospitalization, painful treatments), accidents (e.g., car 
accidents, dog bites, near drownings), separation from  
caregivers (e.g., foster care placement, death of a parent), 
natural or human-caused disasters (e.g., hurricanes, 
droughts, famine, war), and poverty-related factors that 
compromise safety and security (e.g., lack of resources 
to fulfill basic needs such as satisfying hunger). Sexual 
abuse, physical abuse, and other violent events that are 
internal and external to the family (e.g., intimate partner 
violence, community violence) are experiences that are  
also traumatic for very young children. Further, neglect, 
which affects a large proportion of maltreated infants 
(i.e., 62% of maltreated infants have experienced medical 
and/or physical neglect),12 can be considered traumatic 
for infants given its profound consequences for infant 
development. Infants and toddlers in high-risk families  
are often exposed to chronic and complex trauma 
because one traumatic experience may be related to and 
heightened by another (e.g., the co-occurrence of intimate 
partner violence and child abuse). 

About 60% of children 0–17 years old have been exposed 
to violence in their communities and in their homes within 
the past year.13 Infants and toddlers are far less likely than 
older children to witness community violence, but they  
have similar rates of exposure to family violence as their 
older counterparts.  13 Very young children who are raised 
in urban, low-income, high-crime areas tend to experience
high rates of exposure to violence.6,14 Furthermore, the  
very youngest children are more likely to be the direct 
victims of violence and trauma than older children. For 
example, children under age 3 are more likely to be 
maltreated (the definition of which includes abuse and 
neglect), to experience a recurrence of maltreatment, and 
to die from maltreatment than older children, particularly if 
they are under 1 year of age.12,15 

 

Research suggests that trauma disrupts development  
in significant ways, which may be expressed differently, 
depending on the child’s phase of development. Infants 
and toddlers who experience trauma may be affected 
across many aspects of development, with particular 
problems with social-emotional development.4,10,16–18 (See
Table 1 for a delineation of these outcomes.) The range 
and severity of infant/toddler developmental outcomes  
related to trauma depend on many factors, including the 
severity, chronicity, and context of the traumatic events 
that the child has experienced. More severe trauma and 
more chronic trauma lead to more damaging outcomes  
for young children.5,9  

 

2 

http:counterparts.13


Services for Families of Infants and Toddlers Experiencing TraumaServices for Families of Infants and Toddlers Experiencing Trauma

 

 
 

 

  
 

 

 

 

 
 

       
 

     
 

  

    
 

            
 

   

      

Ta
b

le
 1

. P
o

te
n

ti
al

 Im
p

ac
t 

o
f 

Tr
au

m
a 

o
n 

In
fa

n
ts

 a
n

d
 T

o
d

d
le

rs
10

 

T
 

N
E

M
P

OL
E

V
 D

E
IN

A
R

B
P

H
Y

S
IC

A
L 

H
E

A
LT

H
/P

H
Y

S
IO

LO
G

Y
 

/
IO

N
T

N
C

U T
H

 
 F L

L A
A E

IO
N  HL

AT
M

O N
T

E
E/  ML

AI N
T

C AFO NS I
G

E
A

U
G

A
N

 L
D

 A
N

N
OI

T
G

N
I

O
C

}
S

iz
e 

re
du

ct
io

n 
an

d 
de

fi c
its

/
dy

sf
un

ct
io

n 
in

 s
pe

ci
fi c

 b
ra

in
 

re
gi

on
s:

 

¡
H

ip
po

ca
m

pu
s 

(re
la

te
d 

to
m

em
or

y,
 le

ar
ni

ng
, e

m
ot

io
n

ex
pr

es
si

on
) 

¡
A

m
yg

da
la

 (r
el

at
ed

 to
 e

m
ot

io
n 

re
gu

la
tio

n,
 fe

ar
, d

ec
is

io
n­

m
ak

in
g)

 

¡
H

yp
ot

ha
la

m
us

 (r
el

at
ed

 to
st

re
ss

 r
ea

ct
iv

ity
 [c

or
tis

ol
 

pr
od

uc
tio

n]
) 

¡
P

re
fro

nt
al

 c
or

te
x 

(re
la

te
d 

to
 e

xe
cu

tiv
e 

fu
nc

tio
ni

ng
, 

im
pu

ls
e 

co
nt

ro
l, 

em
ot

io
n 

re
gu

la
tio

n,
 c

on
sc

io
us

th
ou

gh
t) 

}
G

en
er

al
iz

ed
 b

ra
in

 im
pa

ct
s:

 

¡
S

m
al

le
r 

br
ai

n 
vo

lu
m

e,
 la

rg
er

 
fl u

id
-fi

 lle
d 

ca
vi

tie
s,

 le
ss

 
co

nn
ec

tiv
e 

m
at

te
r, 

ov
er

al
l 

da
m

pe
ni

ng
 o

f r
es

po
ns

e 

}
C

ha
ng

es
 in

 e
at

in
g 

pa
tt

er
ns

, 
ea

tin
g 

di
ffi

 cu
lti

es
, e

ar
ly

 o
be

si
ty

}
C

ha
ng

es
 in

 s
le

ep
in

g 
pa

tt
er

ns
, 

sl
ee

p 
di

ffi
 cu

lty
, n

ig
ht

 te
rr

or
s

}
U

pp
er

 r
es

pi
ra

to
ry

 il
ln

es
s,

 a
st

hm
a 

}
A

lte
re

d 
co

rt
is

ol
 p

ro
du

ct
io

n 
(i.

e.
, 

ch
an

ge
s 

in
 th

e 
re

le
as

e 
of

 s
tr

es
s 

ho
rm

on
es

) 

}
C

ha
ng

es
 in

 a
ct

iv
ity

 le
ve

l

}
D

ea
th

 a
nd

 p
hy

si
ca

l i
nj

ur
y

}
S

ha
ke

n 
B

ab
y 

S
yn

dr
om

e 
(i.

e.
, 

ne
ur

ol
og

ic
al

 a
nd

 o
cu

la
r 

da
m

ag
e

or
 in

ju
ry

 to
 th

e 
ey

e 
an

d 
ne

rv
ou

s 
sy

st
em

s 
as

 a
 r

es
ul

t o
f b

ei
ng

 
sh

ak
en

) 

}
V

is
io

n 
lo

ss
/b

lin
dn

es
s 

}
C

om
pr

om
is

ed
 m

ot
or

 s
ki

lls
 

}
B

ed
w

et
tin

g 

}
To

ile
tin

g 
pr

ob
le

m
s

}
S

le
ep

 d
is

ru
pt

io
n 

}
Fa

ilu
re

 to
 m

ee
t d

ev
el

op
m

en
ta

l 
m

ile
st

on
es

 

}
Fa

ilu
re

 to
 th

riv
e 

}
P

os
t-T

ra
um

at
ic

 S
tr

es
s 

D
is

or
de

r 
sy

m
pt

om
s 

}
R

e-
ex

pe
rie

nc
in

g 
ev

en
ts

 

}
A

vo
id

in
g 

th
e 

lo
ca

tio
n 

of
 e

ve
nt

s

}
In

cr
ea

se
d 

ar
ou

sa
l (

i.e
., 

he
ig

ht
en

ed
 p

hy
si

ca
l a

nd
em

ot
io

na
l r

es
po

ns
e 

to
 th

e 
en

vi
ro

nm
en

t) 

}
A

nx
ie

ty
 

}
D

ep
re

ss
io

n 

}
C

lin
gy

/F
ea

rf
ul

 b
eh

av
io

rs

}
Ta

nt
ru

m
s 

}
S

tr
on

g 
st

ar
tle

 r
ea

ct
io

ns

}
H

ig
h 

le
ve

ls
 o

f e
m

ot
io

na
lit

y

}
A

gg
re

ss
io

n 

}
Irr

ita
bi

lit
y 

}
E

m
ot

io
na

l d
is

tr
es

s

}
M

is
tr

us
t o

f a
du

lts
 

}
D

ys
re

gu
la

tio
n 

of
 s

tr
es

s 
sy

st
em

s

}
In

se
cu

re
 a

tt
ac

hm
en

t, 
es

pe
ci

al
ly

 
di

so
rg

an
iz

ed
 a

tt
ac

hm
en

t

}
P

os
t-

tr
au

m
at

ic
 p

la
y,

 r
ed

uc
ed

 
pl

ay
 

}
H

yp
er

vi
gi

la
nc

e 
(i.

e.
, e

xt
re

m
e 

al
er

tn
es

s 
an

d 
w

ar
in

es
s)

}
R

eg
re

ss
io

n 
(i.

e.
, r

et
ur

n 
to

 a
n 

ea
rli

er
 le

ve
l o

f f
un

ct
io

ni
ng

) 

}
C

og
ni

tiv
e 

di
ffi

 cu
lti

es

}
E

xe
cu

tiv
e 

fu
nc

tio
ni

ng
 c

ha
lle

ng
es

}
Ve

rb
al

/L
an

gu
ag

e 
de

fi c
it

}
C

on
ce

nt
ra

tio
n 

pr
ob

le
m

s 

}
D

ev
el

op
m

en
ta

l d
el

ay

}
La

te
r 

ac
ad

em
ic

 p
ro

bl
em

s 

3 



Services for Families of Infants and Toddlers Experiencing TraumaServices for Families of Infants and Toddlers Experiencing Trauma

  

 

 

Trauma in the immediate environments in which children  
are situated (e.g., children’s homes) is more challenging for 
them due to its direct impact on children and the adults on  
whom they depend for nurturance, safety, and security. For
example, witnessing intra-familial violence may be more  
damaging than witnessing community violence for infants  
and toddlers.20 Adverse outcomes for young children 
experiencing trauma are worsened by challenges within  
the family environment (e.g., maternal depression14). Finally,  
as with older children, direct victimization with regard  
to trauma (e.g., child maltreatment) may be the most  
damaging for infants and toddlers.5,16,20 This is particularly 
true if the perpetrator of the violence or maltreatment is  
the child’s primary caregiver because, traditionally, the 
availability of stable, nurturing caregiving can potentially  
protect very young children against the experience of  
trauma. Young children may live with two perpetrators of  
trauma, or one perpetrator and one parent who fails to  
protect the child from victimization. These complexities 
must be addressed in research and intervention efforts for  
young children who are exposed to trauma. 

Interventions to Buffer Infants/ 
Toddlers Against Trauma 
Given the damage that exposure to trauma can cause 
in the development of infants and toddlers, it is critical 
to create policies and strategies to buffer young children 
against such adverse experiences. Consistent with 
the U.S. Department of Justice’s Defending Childhood 

Initiative,21 we propose to address trauma during infancy/ 
toddlerhood through three potential pathways: (1) directly  
reducing interpersonal violence; (2) decreasing the  
environmental risks (e.g., poverty) that place families 
at risk for experiencing trauma; and (3) developing and 
increasing the availability of interventions that can buffer 
young children against the consequences of trauma. 
Interventions addressing these pathways should be 
incorporated into interventions for the parents of infants 
and toddlers exposed to trauma. Such features may 
improve the individual functioning of parents, thus 
facilitating their appropriate parenting for their infants and 
toddlers who have experienced trauma. 

Experts in trauma-focused treatment suggest that several 
core components should be included in interventions for 
older children and adults in order to reduce the effects 
of trauma exposure, including (1) a strong therapeutic 
relationship (i.e., an emotional connection between  
the trauma victim and the interventionist); (2) psycho-
education about normal response to trauma (i.e., 
psychologically based training about trauma); (3) parental 
support, conjoint therapy, or parental training (i.e., 
education and therapy for parents); (4) emotion expression 
and regulation skills (i.e., a how to appropriately express 
and adjust feelings); (5) anxiety management and 
relaxation skills (i.e., strategies for managing worry and 
feeling relaxed); (6) trauma processing and integration 
(i.e., how to understand trauma and manage its effect on 
functioning); (7)  personal safety training; and (8)  resilience  
and closure (i.e., overcoming the effects of trauma).3  

For infants and toddlers, the parent support component 
is a key to the effectiveness of trauma interventions. 
Thus, practitioners must engage parents in supporting 
their infants and toddlers in specific ways that enhance 
the child’s feeling of physical and psychological safety. 
In situations where the parent is the perpetrator of the 
trauma, children may have to be removed from their 
parents in order to preserve their safety. If traumatized 
children remain with their parents, interventions need 
to address parental functioning, as well as improving 
parenting behaviors, especially in relation to maltreatment 
and other aspects of trauma. Because many maltreating 
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ves,l 16,22 parents were victims of child maltreatment themse
it is also critical to address this intergenerational aspect in 
the context of parenting interventions. Practitioners should 
address how parents can avoid repeating familial patterns 
of inappropriate child-rearing strategies. 

Evidence-based interventions for 
infants and toddlers exposed to trauma: 
Overall, parent-child relationships and interactions must  
be at the core of interventions to address the needs 
of infants and toddlers exposed to trauma.10,23–24 This 
approach is at the foundation of two evidence-based 
interventions for trauma-exposed infants and toddlers and 
their families: Attachment and Biobehavioral Catch-up  
and Child-Parent Psychotherapy. 

Attachment and Biobehavioral Catch-up (ABC)  
is an intervention for children ages 0–24 months and 
their parents, which is strongly grounded in theory and 
research on attachment and stress neurobiology (i.e., the 
study of the impact of stress on the body and nervous 
system). ABC is an intervention with standardized 
manuals and methods that was originally designed for  
young children in the child welfare system. Thus, it targets 
infants and toddlers who experience neglect, abuse, 
intimate partner violence, and placement instability. ABC 
is delivered to mothers and infants in their homes over the 
course of 10 sessions. Although brief, the ABC program 
is intensive, addressing four themes: (1) the importance of 
parental nurturance; (2) following the child’s lead; (3) the 
importance of non-threatening, non-frightening caregiving  
behavior; and (4) “overriding” one’s own history and/or 
non-nurturing instincts.25 ABC has been implemented with 
a variety of cultural groups, including African American 
and Latino families. 

ABC’s effectiveness with infants, toddlers, and their 
parents has been documented through randomized 
controlled trials conducted with foster families and birth  
families. The findings regarding foster families include (1)  
ABC infants are more likely to be securely attached to 
their foster mothers,26–27 and (2) ABC infants exhibit more 
normal patterns of cortisol (stress hormone) production,  

a key index of stress regulation that has shown atypical 
patterns in traumatized children.25,28 A study of 6- to 
18-month-old infants living with their birth families who 
were receiving child protective services as a result of 
alleged or substantiated infant neglect27,29 revealed that  
ABC mothers showed more sensitivity toward their 
infants. In addition, ABC infants displayed more secure 
attachment behaviors (e.g., allowing their mothers to 
console them, being able to explore in the presence of 
their mothers) and were less likely to have disorganized 
attachment (i.e., these children displayed fewer 
attachment behaviors that were not typical for young 
children, such as confusion about whether and how to 
approach their mothers). 

Child-Parent Psychotherapy (CPP) is a dyadic  
attachment-based treatment (i.e., an intervention  
centering on the relationship between adult and child)  
that targets young children, ages birth to 6, who are  
exposed to interpersonal violence, in particular, intimate  
partner violence and child maltreatment. Families typically 
participate for one year in weekly sessions that focus on  
restoring safety, promoting emotion regulation, improving  
the child-caregiver relationship, normalizing the trauma-
related response, and creating the joint construction of a 
trauma narrative (i.e., parents and children together devise  
a way of conveying the story of the traumatic event).24,31  
The goal of CPP is to facilitate the child’s return to a normal  
developmental trajectory. This intervention can be delivered  
in the clinician’s office or in the family home. Like ABC,  
CPP has been implemented with diverse populations,  
including African American and Latino families. 

CPP’s effectiveness with young children exposed to 
interpersonal violence and/or child maltreatment has been 
examined through randomized controlled trials, comparing  
children whose families received CPP to those who did 
not. The findings of these studies include (1) preschoolers 
who witnessed interpersonal violence and their mothers 
showed reductions in Post-Traumatic Stress Disorder 
and related symptoms following CPP32,51; (2) maltreated 
preschoolers showed better relationship expectations  
and improved internal representations of themselves  
and their parents following CPP33; (3) maltreated infants 
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showed more secure attachments following CPP34; 
and (4) traumatized toddlers and their mothers showed 
relationship improvement, less anxiety and stress, and 
fewer behavioral problems following CPP.32,35 

Promising interventions for infants 
and toddlers exposed to trauma: 
Although ABC and CPP are the only rigorously tested 
interventions specifically designed for infants and toddlers, 
there are multiple, promising interventions and strategies 
across a larger age group that may be suitable for infants 
and toddlers exposed to trauma. These approaches 
range from child-level, to family-level, to community-
level interventions, all with the ultimate goal of reducing 
children’s exposure to traumatic events and experiences 
or buffering them against the adverse outcomes of 
exposure to trauma. The following are examples of 
promising interventions that may be suitable for infants, 
toddlers, and their families. Each are also listed in Table 2. 

Parent-Child Interaction Therapy (PCIT) is a 
theoretically and evidence-based intervention for families 
with children from age 2 to 12.36–39 Although PCIT was 
designed to address childhood behavioral problems,  
it has been used for families of children who have 
experienced interpersonal complex trauma. Originally  
delivered in an office utilizing a one-way mirror and the 
practioner providing advice through a two way radio 
system, PCIT can be delivered in a standard clinic/ 
agency or in the family home. PCIT targets improved 
quality of the parent-child relationship, reduced child 
behavioral problems, enhanced parenting skills, and  
decreased parental stress. These goals are achieved 
through educational sessions in which parents learn skills 
to enhance their relationships with their children and then 
participate in live coaching sessions focusing on positive 
discipline and responsiveness to children. PCIT has been 
carried out with many different populations, including  
African American, Latino, and Native American groups. 

PCIT has a long history of research, including several 
randomized controlled trials. A particularly relevant study 
was conducted in which physically abusive parents of 

children ages 4 to 12 years were randomly assigned 
to PCIT, PCIT-enhanced, and a standard community-
based parenting group.42 Parents who received PCIT 
were less likely to have a re-report for physical abuse 
when compared to those who did not receive PCIT, and 
demonstrated fewer negative parent-child interactions.  
PCAT is currently undergoing a rigorous evaluation 
conducted by the University of California, Davis.  

Parent-Child Attunement Therapy (PCAT) is a 
modification of PCIT for children ages 12–24 months. 
Based on the goals and strategies of PCIT, this 
intervention is designed to enhance the caregiver-child 
relationship, decrease parent and child psychological  
symptoms, reduce caregiver distress, and increase 
caregiver understanding of child development. PCAT can 
be delivered in the office or home, and has a duration of 
approximately 8 to 12 weeks.40 

Another modification of PCIT is the Child-Adult  
Relationship Enhancement (CARE)  intervention, which  
targets children ages 2 to 12 years. The CARE intervention  
can be implemented by adults who do not have clinical  
backgrounds, such as child care providers, foster parents,  
and child welfare workers.41 It is designed to address  
interpersonal acute and complex trauma, including  
physical, sexual, and emotional abuse and neglect.  
The intervention utilizes the 3 “P” skills, namely praise,  
paraphrase, and point out behavior, to improve parents’  
child management skills. There is a trauma education  
component to this intervention that allows parents to  
address a child’s problem behaviors in the context of their  
awareness of the impact of trauma on children. 
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Table 2. Interventions for Families of Infants/Toddlers Experiencing Trauma* 

NAME DESCRIPTION

Evidence Based Interventions Targeted to Very Young Children and Families 

Attachment and 
Biobehavioral Catch-up
(ABC)25-30 

Theoretically driven and evidence-based brief intervention for children ages 0–2 and their families; 
10 sessions focused on four target behaviors (i.e., providing nurturance, following the lead, avoiding 
frightening behavior, overriding voices from the past); use of video clips throughout and in-the
moment commenting to promote positive parental behavior. 

 
­

Child-Parent 
Psychotherapy 
(CPP)24,31–33,51 

Theoretically driven and evidence-based treatment for children ages 0–6 and their families; one 
year of sessions focused on safety, affect regulation, improving the child-caregiver relationship, 
normalization of trauma-related response, and joint construction of a trauma narrative. 

Promising Interventions: Designed for Broader Age Range 

Parent-Child Interaction 
Therapy (PCIT),36–39,42  
Parent-Child Attunement  
Therapy (PCAT)40 

Theoretically and evidence-based intervention for children ages 2–12 years and their families; didactic 
and live coaching sessions on parental responsivity and positive discipline; randomized control trial 
with physically abusive families – PCIT families are less likely to have re-report of abuse and have 
fewer negative parent-child interactions. An adaptation of PCIT for 12–24 month olds (PCAT) is 
currently being evaluated. 

Child-Adult Relationship 
Enhancement (CARE)41 

Modification of PCIT that can be used by adults who do not have clinical backgrounds to address 
interpersonal acute and complex trauma; utilizes cognitive-behavioral strategies to improve parents’ 
child management skills; includes a trauma education component. 

Head Start Trauma
Start (HSTS)43 

 Multi-pronged intervention for preschool children in Head Start who are affected by trauma; provides
training for staff, parents, and providers using a trauma framework; delivers trauma-focused 
cognitive-behavioral therapy to referred children; offers early childhood mental health consultation 
to classroom staff regarding the promotion of social-emotional competence and the reduction of 
behavior problems. 

 

Trauma Adapted Family 
Connections (TAFC)44 

Adaptation of the evidence-based Family Connections intervention that targets families at risk of 
neglect to incorporate knowledge and strategies relative to trauma; delivered in the home via one 
session per week for 6 months. 

Child Development –
Community Policing  
(CDCP)45 

 Collaborative model between law enforcement and child mental health professionals that is designed
for children who experience community and/or domestic violence; response is available 24 hours a 
day, 7 days a week; children and families may receive one to six mental health sessions focused on 
trauma; training is available for police and providers. 

 

Psychological First Aid 
(PFA)41,46 

Community-level response system for individuals immediately following disasters, terrorism, and 
emergencies; one session is provided to address a variety of post-disaster issues, including 
replacement and connection with social, concrete, and mental health supports. 

* Although each of these interventions is grounded in research on child trauma, they have varying levels of evidence to support their effectiveness. Some have been 
tested through randomized controlled trials (e.g., ABC, CPP, PCIT), whereas others are based in the empirical literature but have not been rigorously evaluated. 
See references for additional information on each intervention’s level of evidence. 
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Promising Interventions for Infants 
and Toddlers (continued) 

Head Start Trauma Start (HSTS) is a multi-pronged,
early childhood mental health approach originally  
designed for intervention with Head Start preschool 
children (ages 3–5) affected by trauma.43 Head Start 
staff, parents, and other providers receive training on 
supporting traumatized children using the Attachment,  
Self-Regulation, and Competency (ARC) framework.  
In addition, trauma-focused cognitive-behavioral  
therapy is provided for children who demonstrate 
adverse psychological and behavioral consequences  
from trauma exposure. Finally, early childhood mental 
health consultation is provided to Head Start programs, 
particularly to classroom teachers, with the goals of 
promoting children’s social-emotional competence and  
reducing their behavioral problems.  

 

Trauma-Adapted Family Connections (TAFC) is 
an adaptation of the evidence-based Family Connections 
intervention.44 This intervention targets families of children 
from birth to 18 years of age who are at risk of neglect 
and typically have histories of complex developmental  
trauma. TAFC is delivered in the home, usually via one 
session per week for 6 months. The intervention uses 
family therapy; cognitive-behavioral strategies; and case 
management to address trauma, family stressors and 
crises, and environmental risk factors. Given that TAFC 
includes children of all ages in the family who experience 
trauma, it would be important to ensure that practitioners 
using this model serve infants and toddlers using 
developmentally appropriate strategies. 

The Child Development – Community Policing  
Program (CDCP) is a collaborative model between 
law enforcement and child mental health professionals, 
which is designed for children of all ages who experience
community and/or domestic violence.45 The intervention  
is available 24 hours a day, 7 days a week to respond 
to children and families immediately in the aftermath of 
a traumatic event. Children and families may receive 
one to six mental health sessions. The model has an 
array of services for families, including a home visit that 

 

addresses domestic violence, a three-session post-event 
model to help parents support traumatized children, and 
crisis intervention and follow-up clinical and collaborative 
interventions for trauma-exposed children. The program 
also conducts training for police officers, training for 
clinicians, program conferences, a trauma treatment 
clinic, and consultation services. As with the previous 
intervention, traumatized infants and toddlers may need a 
different set of services than older children. 

Psychological First Aid (PFA) is a community-level 
response system for individuals immediately following  
disasters, terrorism, and other emergencies.41,46 Thus,  
PFA would be available to parents of children of all ages. 
Typically, one session is provided to trauma-exposed 
individuals, which uses information gathering and case  
management to address a variety of post-disaster 
issues, such as displacement, safety and comfort, 
stabilization, and connection with social and service  
supports. Importantly, PFA workers use supportive and  
therapeutic strategies to support a family’s sense of 
psychological safety and stability, and connect them with 
mental health services if needed. The second version of 
the PFA field manual contains a special section on tips 
for parents of infants and toddlers who have experienced 
a traumatic event. 
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How to Create Trauma-
Informed Service Delivery 
Systems for Infants and 
Toddlers 
Building on the work of the National Child Traumatic 
Stress Network,3 programs such as child care, Early Head 
Start, home visiting, and child welfare can collaborate 
to create a trauma-informed service delivery system for 
infants and toddlers. Text Box 1 provides a definition for 
trauma informed service systems.  

To meet the objectives outlined in Text Box 1, programs 
serving infants and toddlers must prioritize the following 
strategies and activities, which are aimed at reducing child 
trauma exposure and buffering them against the impact of 
trauma. Plans should include details for addressing each 
of these areas and for standard, universal follow-through. 

Screening and Assessment. As part of enrollment 
and ongoing assessment strategies, programs should  
screen families for parent and child experience of trauma. 
Because young children and families experiencing trauma
have unique service needs, it is important to utilize tools 
that address trauma specifically. Clinical and research 
experts on trauma in young children argue for a parent-
child relationship approach for assessing infants and 
toddlers experiencing trauma.56 

 

The screening measures regarding trauma exposure  
should include questions that are appropriate for infants  
and toddlers, such as separations from caregivers, infant 
crying, and physical shaking of the babies. For example, 
Family Partnership Agreements established with Early 
Head Start families could incorporate questions related 
to child and parent trauma exposure. With the recent 
child well-being mandate for child welfare entities,48 it is 
important to gather information about young children’s 
and parents’ traumatic experiences and deliver services 
that address the consequences of these for both 
children’s and parents’ outcomes. Furthermore, given that 
trauma exposure can substantially derail young children’s 
development, the ongoing developmental assessment  

TEXT BOX 1 

Trauma Informed Systems 

Trauma-informed systems instill, into their 
organizational cultures, policies, and practices,  
knowledge about the impact of traumatic stress 
on children, parents, caregivers, and service 
providers.47 A trauma-informed infant and toddler 
service delivery system would aim to achieve the 
following objectives: (1) maximize physical and 
psychological safety for children and families; (2) 
identify the trauma-related needs of children and 
families; (3) enhance the well-being and resilience 
of children, families, and providers; and (4) partner 
with children, families, agencies, and systems that 
interact with children and families.3  

of children that occurs in many child-serving programs 
(e.g., Early Head Start, child care, home visiting) should 
look carefully for the potential consequences of trauma. 
Screening and assessment tools in such programmatic 
contexts should focus on the outcomes of trauma specific 
to infants and toddlers (see Text Box 1) and specific to 
possible inter-generational trauma. 

Trauma history screening. Although there are multiple  
measures that examine trauma exposure in older 
children,49 tools that specifically address infants and 
toddlers are limited. Two parental report measures that 
can be used to obtain information on trauma exposure for 
very young children, which can be used by practitioners 
and paraprofessionals, are the Child Trust Events Survey 
(CTES)50–51 and the Trauma Events Screening Inventory 
(TESI).52–53 CTES is a screening instrument that is used 
with caregivers of children under age 8. It contains 26 
items about traumatic events, including accidents, abuse, 
violence, medical situations, and loss of caregivers. This 
instrument has been used in the Head Start Trauma 
Start program. TESI is a parental report instrument that 
captures the history of exposure to traumatic events for 
children under age 7, including injuries, hospitalization,  
domestic violence, community violence, and  
maltreatment. There are also questions regarding whether  
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the event involved a real or perceived threat to the child’s 
or another person’s physical integrity, as well as the level 
of the child’s stress reaction to the event. This instrument 
contains 24 items and takes approximately 20–30 minutes 
to complete. 

Trauma outcomes screening. There are many tools for 
assessing the emotional, behavioral, and other outcomes  
of trauma exposure for older children.54 In contrast, almost
no tools exist for examining the outcomes of trauma 
exposure for infants and toddlers. The frequently used  
Infant-Toddler Social-Emotional Assessment (ITSEA) and  
its shortened version (i.e., the Brief Infant-Toddler Social-
Emotional Assessment [BITSEA]) tap into a variety of 
social-emotional outcomes for very young children, but 
they do not include items specific to trauma.55  

Assessment Staff. Programs can establish a plan 
for universal screening for trauma exposure and/or 
symptoms. Screenings can be conducted by a variety of 
program staff, but for those children who screen positive 
for a trauma history, a more comprehensive assessment 
should be completed by professional staff with knowledge 
and skill related to child trauma. Thus, children and 
parents could be referred to mental health or trauma 
programs for more comprehensive evaluations of trauma 
exposure and its consequences, and for related service 
planning. For example, child sexual abuse evaluations, 

permanency evaluations (i.e., to inform decisions 
about whether parental rights should be terminated), 
and evaluations for Post-Traumatic Stress Disorder 
symptomatology or trauma-related developmental delays 
should be conducted by professionals who are licensed 
to do so and who have experience with young children. 

Child Interventions. Child interventions typically 
focus directly and individually on the child to address 
the presenting concerns. Although there is a growing 
evidence base on effects of interventions for older 
children who experience trauma (e.g., trauma-focused 
cognitive-behavioral therapy), there is virtually no 
evidence regarding the effectiveness of child-directed 
interventions for infants and toddlers. Child-directed 
interventions (e.g., play or talk therapies) may require a 
level of cognitive and linguistic maturity that infants do not 
have. However, toddlers may naturally engage in play as 
a way of processing their traumatic experiences, so they 
may benefit from such approaches. It is important for 
programs to ascertain what child-directed interventions 
may be developmentally appropriate for toddlers, and 
whether there is evidence of intervention effectiveness 
with this age group. As stated in the previous review of 
evidence-based and promising interventions, targeting 
parent-child interaction may be most appropriate for 
infants and toddlers who have experienced trauma. 

Parent Interventions. There are many intervention 
strategies for adults who experience trauma. Given that 
parental mental health affects parenting, it is critical to 
provide services that facilitate adults’ coping with the 
trauma they have experienced. For example, some 
interventions for parents may address emotion regulation 
and impulse control, whereas other interventions support 
parents in reflecting on their own experiences with early 
trauma. However, it is equally important to improve these 
adults’ parenting behaviors, which serve to buffer their 
infants and toddlers against the impact of trauma and/ 
or reduce their experience of trauma. The few evidence-
based interventions that exist (see the previous section) 
that include evidence specific to parents of infants and 
toddlers, emphasize relationship-based approaches 
that improve parental skill at responding to their infants 
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and toddlers. The newly formed Buffering Toxic Stress 
Consortium may produce some evidence about effective 
parent-child interventions delivered in the context of Early
Head Start.58  

 

Child care, Early Head Start, home visiting, and child 
welfare programs would benefit from integrating the 
available evidence-based programs into their ongoing 
service delivery. These interventions should address 
parents’ own experience of trauma and promote parental 
support of infants/toddlers who have experienced trauma, 
as well as enhance parent-infant relationships and 
interactions. It is critical to consider how to implement 
these interventions in culturally appropriate ways for the 
families who participate. In programs that do not have 
the resources to provide these supplemental services 
to their participants, collaboration with early childhood 
mental health and parenting services in the community 
could potentiallysupport delivery of these services. These 
community-based collaborators should be selected based 
on their experience with the provision of trauma-informed 
treatment and intervention, as well as their awareness and 
provision of evidence-based models to address trauma in 
the families of infants and toddlers. 

Staff Support. Providers and caregivers should  
receive training on strategies, assessments and latest 
evidence regarding trauma’s impact on infant and toddler 
development.. A trauma informed system establishes an 
ongoing professional development plan to establish and  
maintain this information.. Beyond content knowledge, 
however, providers who serve children and families who 
experience trauma may be traumatized themselves from 
the stress of their work, which is often referred to as 
secondary trauma. To prevent secondary trauma, staff 
should receive training, supervision, and consultation  
that improves their capacity to provide trauma-informed 
intervention, which could be integrated into most 
child-serving programs.47 Specifically, staff should be 
encouraged to reflect on their own traumatic experiences 
and feelings about their work with traumatized families. 
Staff self-care strategies, such as meditation and wellness 
activities, can also be helpful in reducing secondary 
trauma.59 Foster and adoptive families, who care for young 

children who have experienced trauma, would also benefit 
from the strategies used for staff, including training, 
consultation, and support regarding the effects of trauma 
exposure on children’s development and behavior. 

Mental Health Collaboration.  The broad range 
of children’s needs requires that child-serving agencies  
collaborate with each other to ensure the development of 
the whole child. For infants and toddlers, pediatric, early 
care and education, early intervention, and mental health 
settings should work with one another to specifically 
address the needs of very young children who have been 
exposed to trauma. Early Head Start, home visiting and 
child care programs can have formal collaborations with  
health and mental health services to assess and intervene 
regarding the health and mental health difficulties found  
in infants and toddlers who have experience trauma. 
Child welfare programs can contract with other service 
systems, which have trauma-informed approaches,  
to provide services to their population of children, the 
overwhelming majority of whom are traumatized. One 
example of a collaboration between child welfare services 
and a trauma-specific intervention exists in San Francisco, 
CA, where clinicians at the University of California, San  
Francisco, and San Francisco General Hospital support 
the local child welfare system through early childhood 
mental health consultation, assessment, and treatment  
regarding infants and toddlers who have been exposed 
to trauma.60 Overall, the complexity of the needs of these 
children and families requires cross-system collaboration,  
across child-serving agencies and trauma-specific  
programs, which could foster case coordination such  
as sharing resources, exchanging family data, and joint  
decision-making about service delivery (e.g., a calendar of 
contacts, the role of each interventionist). 
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Conclusions and 
Recommendations 
Infants and toddlers are disproportionately exposed to  
trauma, and show severe and long-lasting consequences
of this exposure on their development. Unfortunately, 
few interventions targeting infants and toddlers have 
been subjected to rigorous evaluation regarding their 
effectiveness in reducing the impact of trauma exposure  
on these very young children and their parents. Based 
on the extant data, a common element of effective 
interventions for this population is an  approach focused 
on enhancing parent-child relationships and interactions. 
Programs serving infants and toddlers exposed to  
trauma should try to integrate such interventions into their
services available to families with very young children. In 
addition, it is important that they engage in the following 
strategies to reduce child trauma exposure and buffer 
children against the impact of trauma3:* 

 

 

} Routinely screen for trauma exposure and related 

symptoms.
 

} Use culturally appropriate evidence-based screening, 
assessment, and treatment for traumatic stress and 
associated mental health symptoms. 

} Make available resources on trauma exposure, its
 
impact, and treatment.
 

} Engage in efforts to strengthen the resilience and 
protective factors of children and families impacted by 
and vulnerable to trauma. 

} Address parent and caregiver trauma and its impact 
on the family system. 

} Emphasize continuity of care and collaboration across 
child service systems. 

} Maintain an environment of care for staff that 
addresses, minimizes, and treats secondary traumatic 
stress, and that increases staff resilience. 

Early care and education programs, home visit 
interventions, and child welfare services are important 
venues for the identification of infants and toddlers who 
have been exposed to trauma. Moreover, these child-
serving programs could serve as sources of trauma-
informed services, including evidence-based parenting 
interventions that are designed to reduce trauma 
exposure and buffer very young children against the 
effects of trauma. In this way, infants and toddlers at 
risk for trauma exposure increase their opportunity to 
experience contexts that promote their optimal short- and 
long-term development. n

* The National Child Traumatic Stress Network has identified a number of resources that can facilitate the development of a trauma-informed service delivery 
system for programs serving young children. Their website is www.nctsn.org/resources/topics/creating-trauma-informed-systems, and they provide a range of 
additional recommendations for serving children who have seen or experienced traumatic events. 
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