
Compilation of Desired Outcomes in Trauma Informed Care 

Renee Encinias 

• Agency outcomes:   
o Staff retention 
o Caregiver retention 
o Staff and client survey results on feelings of safety, voice, job satisfaction 

 
• Child specific (although these are currently measured at the agency level so maybe these are 

relative to the children, but measured in aggregate agency numbers):   
o Placement stability (in relation to how much a child moves) 
o Positive discharge (when a child leaves, are they going to a more restrictive or less 

restrictive environment?) 
o Safe in care (measures whether agency has had RTB's in a certain time frame) 
o Decrease of restraint/seclusion (agencies already have to report this quarterly) 
o Decrease of medication use 
o Reduction of:  hospitalization stays in frequency and in length of stay 
o Decrease in runaways 
o Increased reunification (increase number of cases that end in reunification as well as the 

decrease in the amount of time it takes to get there) 

Stan Waddell 

• Outcomes: 
o Short term (safety type): Reducing restraints, placement stability, use of Evidenced 

based therapy, reduction hospitalization. 
o Long term (practical): education, employment, income, housing, health, reduction 

substance abuse and reduction criminal involvement. 
o Personalized (are self-awareness, self-regulation and healthy functioning): Identified 

mentor who supports youth, identified mindfulness technique, identified self-regulation 
skills, and healthy functioning (nutrition, exercise, and relationship skills). 

Will Francis 

• Buy-in:  If there is not buy in from all stakeholders, especially those in positions of authority, 
then the program cannot be fully successful.  Schedules that don't allow for training, supervisors 
who don't encourage workers to attend, and the usual high caseloads and hectic work schedules 
can become a legitimate reason for lack of participation.  I think it’s important that we think 
about the time it takes to really train everyone, understanding that we’re asking them to leave 
other work aside in order to get this training, and then sustain the knowledge their receiving 
through policies and a culture shift aimed at addressing trauma. 
 

• Fidelity:  When training occurs, it is usually assumed that participants will then have learned the 
approach and then would go about in implementing what they have learned.  That may be a 
challenge.  I think we can look at outcomes on the systems level by asking participants to:  



o first, for caseworkers and supervisors, explore as a group how specifically they will 
weave this into their practices and work; either through the training, or in single or 
group supervision when they’re back in their unit 

o second, have everyone, from the caseworkers up through the PD’s and above, discuss 
how they will be intentional in their practices and to have fidelity in the approach.  This 
can happen when there is a time to revisit the issue.  Maybe they could get together six 
months down the road to look at how they are successfully doing the work and what 
obstacles they have faced. 
 

• Content must be embedded or integrated into the system:  There’s a risk that trauma-informed 
care may be an after-thought or something that is tagged onto the existing programs.  It works 
best when we can integrate or embed the content throughout so that it is not seen as just an 
added component but rather a part of the whole. 
 

• All staff must be part of this:  I worry about the focus being primarily on the caseworkers and 
not so much the non-direct staff.  In a truly trauma-informed system, everyone is trained and 
everyone works in a committed fashion to promoting fidelity. 

Cathy Gaytan 

• In terms of what outcomes to measure, my thoughts are that outcomes would be centered 
around the areas of organizations in which you implement TIC.  In NCBH’s model, which is what 
we are using, this includes 7 domains – I put 1 or 2 outcomes I thought of: 

o Early screening and comprehensive assessment (potential outcome:  does the entity 
have a screening tool that asks for a trauma history?  Does the child only fill this out 1 
time when they are in care – i.e. they aren’t being retraumatized by telling their story 
over and over as they interact with different providers, etc) 

o Consumer driven care and services 
o Trauma informed, educated and responsive workforce 
o Trauma informed, evidence based and emerging best practices 
o Safe and secure environments 
o Community outreach and partnership building 
o Ongoing performance improvement and evaluation (potential outcome:  is the PROQOL 

administered on a quarterly basis and used in a staff member’s supervision sessions to 
monitory burnout and have self care plans to address burnout?) 
 

• The link to these domains is here:  http://www.tristatetraumanetwork.org/wp-
content/uploads/2017/05/National-Council-Seven-Domains-of-Trauma-Informed-Care.pdf 

o You could create outcomes directly related to the description under each category. I 
think it’s important to note that the NCBH just had a recent meeting with SAMHSA 
regarding the challenges in operationalizing TIC and how to measure outcomes around 
TIC.  For our agency, we are creating our own tool.  Some of the additional outcomes we 
are looking at include staff wellness (vicarious traumatization, compassion fatigue and 
stress). I’m looking forward to our next call. 

http://www.tristatetraumanetwork.org/wp-content/uploads/2017/05/National-Council-Seven-Domains-of-Trauma-Informed-Care.pdf
http://www.tristatetraumanetwork.org/wp-content/uploads/2017/05/National-Council-Seven-Domains-of-Trauma-Informed-Care.pdf


Mike Foster 

• An essential and fundamental message of TIC is hope that leads to healing.  Hope is the 
motivator of change.  Kids need hope. 

o One day let’s hope the conservation shifts our focus to healing, the ultimate outcome. 
o Care is only as good as the caregiver. 
o Who is the caregiver?  The child welfare system has so many moving parts we can make 

that a very complex question.  The definition was simple.  The caregiver was the one 
who spent the most time with the kids: 
 In the institutional model that was the direct care worker 
 In a cottage model the home parents 
 In a family model it is obviously the parents, whether its birth, kinship, fictive, 

foster, adoptive or informal placements 
 In a school it’s the teachers 
 In a detention center it’s the detention officers 
 If you are visiting your grandparents,  it’s your grandpa and grandma 
 In a peer group it’s who is at the top of the social hierarchy.  

• The fastest, most efficient path to implementing change is to make sure caregivers are trained in 
TIC.  Really trained. They go first. They are next. Right away. As quick as we can make it happen.  

• We begin with training,  not 8 hours, not online, but a comprehensive training curriculum in TIC 
that gives them not just knowledge, but a pragmatic understanding and skill set to understand 
their own history and the tools to help traumatized kids heal.  

o Testing needs to be uniform and pragmatic.  Knowledge testing and a skills test. 
o Caregivers are then coached and mentored until there is mastery. 

• We should design one comprehensive testing program for all caregivers.  Organizations can use 
whatever model and curriculum they chose but testing should be universal.  

• Bruce Perry says every kid needs a tribe. 8 healthy people, adults and peers who love him/her, 
care about him/her, keeps them safe, has their back.  Kids trust them.  They keep them safe 
from harm and they will guide them to hope, well being and stable, healthy  nurturing 
relationships that last a lifetime.  

• Every traumatized kid, and every kid in the child welfare system is traumatized, needs a highly 
skilled caregiver. No exceptions.  

• http://www.aliainnovations.org/  
• .  https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_acr

oss_a_lifetime 

Lauren Bledsoe 

• Recognizing that it is widely-known and accepted, the NCTSN definition of a TIC system is a very 
useful starting point ( https://www.nctsn.org/trauma-informed-care/creating-trauma-informed-
systems ): 

o “A trauma-informed child and family service system is one in which all parties involved 
recognize and respond to the impact of traumatic stress on those who have contact 
with the system including children, caregivers, and service providers. Programs and 
agencies within such a system infuse and sustain trauma awareness, knowledge, and 

http://www.aliainnovations.org/
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime
https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime


skills into their organizational cultures, practices, and policies. They act in collaboration 
with all those who are involved with the child, using the best available science, to 
maximize physical and psychological safety, facilitate the recovery of the child and 
family, and support their ability to thrive. 
 

• A service system with a trauma-informed perspective is one in which agencies, programs, and 
service providers: 

o Routinely screen for trauma exposure and related symptoms. 
o Use evidence-based, culturally responsive assessment and treatment for traumatic 

stress and associated mental health symptoms. 
o Make resources available to children, families, and providers on trauma exposure, its 

impact, and treatment. 
o Engage in efforts to strengthen the resilience and protective factors of children and 

families impacted by and vulnerable to trauma. 
o Address parent and caregiver trauma and its impact on the family system. 
o Emphasize continuity of care and collaboration across child-service systems.  
o Maintain an environment of care for staff that addresses, minimizes, and treats 

secondary traumatic stress, and that increases staff wellness. 
 

• These activities are rooted in an understanding that trauma-informed agencies, programs, and 
service providers: 

o Build meaningful partnerships that create mutuality among children, families, 
caregivers, and professionals at an individual and organizational level. 

o Address the intersections of trauma with culture, history, race, gender, location, and 
language, acknowledge the compounding impact of structural inequity, and are 
responsive to the unique needs of diverse communities.”  
 

• We also discussed reviewing established frameworks in Texas, for example Community-based 
Care (https://www.dfps.state.tx.us/Child_Protection/Community_Based_Care/default.asp):  

o The guiding principles of Community Based Care: 
 Above all, children and youth are safe from abuse and neglect. 
 Children and youth are placed in their home communities. 
 Children and youth are appropriately served in the least restrictive 

environment. 
 Children and youth have stability in their placements. 
 Connections to family and others important to the child are maintained. 
 Children and youth are placed with their siblings. 
 Services respect the child's culture. 
 Children and youth are provided opportunities, experiences, and activities 

similar to those enjoyed by their peers who are not in foster care. 
 Youth are fully prepared for successful adulthood. 
 Youth have opportunities to participate in decisions that affect their lives. 
 Children and youth are reunified with their biological parents when possible. 

https://www.dfps.state.tx.us/Child_Protection/Community_Based_Care/default.asp


 Children and youth are placed with relative or kinship caregivers if reunification 
is not possible 

Lara O’Toole 

• When TNOYS has worked on organizational culture change efforts in the past (e.g., around 
seclusion and restraint reduction or youth voice/engagement), our evaluations have had 
significant qualitative research elements.  We surveyed and interviewed youth + staff of 
different levels + leaders (and, if applicable, family members).  I'd say that, in order to really test 
for success here, we need to do the same -- choose a sample of stakeholders who are in 
different roles/points of view and interview them.  
 

• We may want to first measure how many influential organizational leaders (must define 
influential) are championing TIC and then, how does that trickle down in meaningful ways to 
their staff and those they serve.   I agree with Mike that healing (and I'd add resilience for the 
future) is the ultimate goal, those outcomes/impacts may be more than 5 years out.   

 

 

 

 


