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Project Description and Summary  

What did you do? 

Describe your program or project. What did you do? What is the history 

behind the program/project? What did you hope to accomplish? What was 

your timeline? Your budget? How did you identify your objectives? How 

well did you use available resources? 

Our DSS has redesigned our child welfare system to be responsive to the 

needs of our customers by increasing their access to trauma and 

evidence-informed practices and services. Our comprehensive approach 

to building a Trauma-Informed Child Welfare System has allowed us to 

significantly decrease the number of children entering foster care, leading 

to direct cost savings. We developed a simple screening tool for social 

work staff to use with children and families. A positive screening allows us 
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to refer children to our team of in-house clinicians who help customers 

define and treat their mental health condition by providing clinical 

evaluation and assessment, developing recommendations and identifying 

follow up services for those parents and children identified as appropriate 

for services. Our clinicians provide an array of evidence based trauma-

informed interventions including Attachment and Bio-Behavioral Catch-up 

(ABC), Eye Movement Desensitization and Reprocessing (EMDR), Parent-

Child Interaction therapy (PCIT) and Structured Psychotherapy for 

Adolescents Responding to Chronic Stress (SPARCS) and Trauma-Focused 

Cognitive Behavioral Therapy (TFCBT). TFCBT is a therapeutic intervention 

designed to help children, adolescents, and their families overcome the 

impact of traumatic events, and all of our clinicians are certified in this 

model. We have developed a continuum of services for traumatized 

children including all inclusive screening, clinical assessment and trauma 

focused treatment services. Our trauma-informed work is also grounded 

in the implementation of Signs of Safety, a practice model that allows our 

staff to focus on safety and not extraneous risk related factors.  

More than 25% of youth experience a serious traumatic event by the age 

of 16. Childhood exposure to trauma such as being physically abused, 

severely neglected or witnessing repeated instances of domestic violence 

can cause abnormal brain development that can be observed by MRI. 

Children with trauma histories are at risk of developing traumatic stress. 

Traumatic stress can interfere with a child’s ability to concentrate and 

learn and seriously delay development of their brains and bodies. It can 

lead to depression, substance abuse and other mental health problems, 

educational impairment, acting out and future employment problems. 

Evidence based treatments for traumatic stress are available that minimize 

the physical, emotional and social problems these children experience. 

Children who experience terrifying or traumatic experiences often face 

serious psychological and emotional consequences as a result of their 

experiences. Compounding the initial trauma, children are sometimes 

removed from the home or separated from parents and siblings. These 

secondary stressors can exacerbate symptoms, creating additional stress 

on a child who is already contending with a great deal. 

Our DSS is one of a small number of counties that provide clinical services 

in house to child welfare customers. We are able to do this through 

several federal funding streams: Medicaid, TANF, and IV-E. Our in-house 



team started with a psychologist and one clinician. We now have a 

psychologist, a substance abuse treatment professional and two TFCBT 

trained clinicians. We have invested significantly in improving outcomes 

for children and families with our staff positions. Our operating costs 

include staff salary and fringe at $326,434 per year for 4 full-time clinical 

positions and a percentage of one supervisory position. The liability 

insurance we maintain is $6,079 per year.  

 

Our trauma informed child welfare system is unique because we have 

developed the capacity to screen, assess and treat through a trauma-lens 

throughout the child welfare continuum, from prevention to adoption.  

We complete a universal trauma screening with all children who are 

involved in our child welfare system.  

The trauma screening questions are: 

1) Have you ever been hit, punched, and/or kicked very hard at home? 

(Exclude ordinary fights between brothers and sisters) 

2) Have you ever seen a family member being hit, punched, and/or kicked 

very hard at home? 

3) Have you ever had an adult or someone much older than you touch 

your private sexual body parts when you did not want them to? 

4) Are there any other situations that we have not talked about when 

something happened to you that was very scary, dangerous or violent? 

If the screening indicates trauma has occurred, a referral for a trauma-

informed assessment can be made by the DSS social work staff directly to 

our in-house clinical team for consideration. If the assessment or 

psychological evaluation reveals that treatment is needed, our in-house 

clinical team may provide the appropriate evidence-based trauma 

treatment model or refer to a trauma trained provider in the community. 

TF-CBT is the model most often used as it can be applied to several 

different types of trauma including, sexual abuse, physical abuse, 

domestic violence, unexpected/traumatic death of a loved one, or natural 

disasters. TF-CBT is provided to children from 3-18 years of age by a 

therapist that has been certified in TF-CBT. The treatment typically lasts 

between 12 to 16 sessions and involves individual sessions with the child 

or adolescent, individual sessions with the non-offending parent or 

caregiver, and conjoint sessions between the parent/caregiver and the 

child or adolescent. The primary focus of TFCBT is to assist the child in 



developing strategies to better manage traumatic stress reactions and to 

reduce symptoms of depression, anxiety, and acting out behavior, which 

are common in children who have been exposed to trauma. This is 

accomplished by providing the child the opportunity to discuss details 

about their trauma in a supportive and nurturing environment. The 

trauma narrative (the child’s personal account of their trauma) is used to 

help the child tolerate trauma reminders through gradual exposure, 

identify distortions in their thinking that lead to anxiety and depression, 

and help them replace those thoughts with more truthful and helpful 

beliefs. There is emphasis on including parents throughout the process 

coach their children through difficult trauma triggers or reminders. Often 

this helps traumatic reminders begin to lose their impact on the child and 

become less frequent. 

Our foster and adoptive parents are also receiving trauma-informed 

training/education in order to understand the impact of trauma on the 

children in their care. The Resource Parent Curriculum (RPC) is an 8 week 

group in-service training that focuses on educating resource parents 

(foster and adoptive) about the impact of trauma and equipping them with 

the knowledge and skills to parent traumatized children. During the 8 

week course, parents will be exposed to the essential elements of trauma 

informed parenting which include; recognizing the impact of trauma on 

their child, helping their child feel safe, helping their child understand and 

manage overwhelming emotions and difficult behaviors, respecting and 

supporting healthy relationships in their child’s life, helping their child 

develop a healthy life story, becoming an advocate for their child, 

promoting trauma-focused assessment and treatment, and learning to 

take care of themselves. Staff members have been trained to provide the 

RPC curriculum and we offer this to our resource parents on an ongoing 

basis.  

Another integral component to our trauma-informed work is our 

participation in the Attachment and Bio-Behavioral Catch Up (ABC) 

Learning Collaborative. ABC is a brief intervention for caregivers of young 

children (ages 6 – 24 months) who have experienced early adversity. ABC 

is provided in-home and relies heavily on the use of video recording and 

parent homework to provide parents/caregivers opportunities to use their 

own experiences with their child as a means of addressing attachment 

problems. We have staff members who are participating in this Learning 



Collaborative and providing this service to families. ABC is an evidence-

based treatment that complements our Trauma Informed treatment 

services.  

We recognized the need to develop the capacity to provide clinical 

intervention services, and we started small by recruiting a Masters Level 

Psychologist (LPA) from the Mental Health System. The Department then 

added a Licensed Clinical Social worker (LCSW) to focus on therapeutic 

interventions. Today, the team consists of 2 LCSWs, 1 LCSW/LCAS, & 1 

LPA/Psychologist. We contract with a local PhD level Psychologist to meet 

the requirements of formal supervision. Our in-house clinical team helps 

meet direct client need and supports the work of our social work staff.  

Project Success and Impact 

What was the outcome? 

Was your program/project a success? What was the impact? How did you 

measure the impact? How widespread is the impact of your 

program/project? How were you able to overcome obstacles and 

challenges? Did your program/project meet your established objectives? 

Our county has also been concurrently implementing the Signs of Safety 

practice model while developing our trauma-informed system. All staff 

members have received extensive training and are able to apply tools 

from the model with families. Signs of Safety is a family engagement 

model with a structure and tools that support social workers and 

supervisors. The model clarifies Harm (what has already happened to the 

child), creates Danger Statements of future risk if nothing changes, and 

develops Safety Goals that describe the parental behaviors that would 

need to be occurring for the case to close. The model is behaviorally 

specific and focused on real safety. Tools draw out the voice of the child 

and bring the family’s informal supports together to help support the 

family to protect the child. The model affords our staff the opportunity to 

create effective, family driven plans for keeping children safe. Our staff 

focus on safety rather than a myriad of “what ifs” and are clear about the 

distinction between risk and safety. In NC, foster care numbers are up by 

25% over the last five years, creating a foster care crisis.  

During that same time period, our foster care numbers have dropped by 

45%. We attribute this to our safety-organized, trauma-informed child 

welfare approach.  



 

 

Our Signs of Safety practice model offers workers a comprehensive and 

safety-organized structure for discerning both safety and risk as well as a 

suite of tools that support: 

• Focused questions for a comprehensive safety assessment 

• Improved family engagement and motivation for change 

• Family driven planning that addresses both immediate concerns and 

encourages the family’s informal supports to monitor future risk. 

 

Our goal was to meet the needs of families and equip our staff with the 

skills and tools necessary to ensure safety and feel confident about their 

practice as social workers. All staff have been trained and we build on the 

expertise identified by staff members in particular content areas. Our 

trauma-informed Signs of Safety practice model has made a huge impact 

in our ability to meet families where they are and connect them to the 

services they need in the community. We dramatically reduced the number 

of children in foster care and we have created a professional environment 

where social work staff are able to access in-house resources to 

immediately address trauma needs with children and parents.  

 

Cases move through our court system more rapidly; we are able to 

provide court-ordered psychological evaluations to parents whose 

children have entered foster care. When a child enters foster care, their 

parent is no longer eligible for Medicaid; without health coverage it is 

difficult for a parent to pay the cost of the psychological evaluation, 

currently estimated to cost $5,000 - $7,000. Prior to our in-house 

capacity to meet this need, parents could wait months to see a mental 

health provider, causing the child welfare case to linger in the court 

system. These delays impacted case progress in a significant manner; any 

necessary mental health or substance abuse treatment was hindered by 

the lack of a psychological evaluation.  

Five years ago, we had 102 children in foster care; we currently have 24 

children in foster care, when across the nation the number of children 

entering care has risen dramatically. We have experienced significant cost 

savings as a result of the smaller number of children in care. Sources 

report that the annual average cost of administrative and maintenance 



cost for one child per year in foster care is $25,782. Five years ago, the 

total for cost of care would be $2,629,764 for a year, and we are now at 

$618,768.  

 

 

Developing a trauma-informed child welfare system is an achievable goal 

for other counties. We have developed the capacity to meet some of the 

large mental health needs of the families we are serving in child welfare. 

Having clinicians trained in evidence-based trauma-informed therapy 

models within easy access is an invaluable resource to our social workers 

and our families. Clinicians are able to educate and coach Social Workers 

and families in making sure children receive critical help. Clinicians 

participate in family team meetings and observe family meetings, 

providing a holistic approach to treatment. Counties can minimize 

obstacles by taking advantage of the free, trauma-informed training 

opportunities that are available. They can begin using the trauma 

screening questions in a small way – with just one team, or just one social 

worker. Counties can become informed about trauma informed therapy 

models, specifically TF-CBT and seek out therapists that use this 

approach with fidelity to the model. Training all staff in the Signs of Safety 

practice model does require an investment on the county’s part; however 

the return for our county has been remarkable. We continue to see our 

foster care numbers decrease, as numbers across the state rise. There are 

opportunities for regional training if counties wanted to work together to 

implement Signs of Safety.  

 

 

We started slowly by utilizing one in-house clinical position and we grew 

from there, based on client need. We sought out grant opportunities to 

increase our capacity to provide evidence-based interventions, and we 

involve staff at all levels in our planning and implementation.  

We are creating systemic change and there have been challenges as we 

implemented. Key to our success has been: a committed DSS Director to 

budget and reallocate positions, leadership and staff that are supportive 

and invested in meeting each family’s needs, and a recognition that it is 

an investment in practice that takes time.  

 


