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Dedication 

For my wild and beautiful son, Raffi—my greatest teacher and my greatest love. 

Our relationship is the laboratory where all my radical ideas about child liberation are tested 

and practiced. You remind me every day that the revolution starts at home. 

And for all the children who feel alone, bad, crazy, and unlovable—as I once did. 

May you come to see that your so-called madness is often brilliance in disguise, and that your 

intensity is not a flaw but a language of survival. 

May you recognize that your fiercest reactions—your defiance, your resistance, your 

sensitivity—are proof of your aliveness, evidence that you have always been trying to stay true 

to yourself in a world that forgot how to listen. 

Know that you belong here exactly as you are. 

Your strangeness is sacred, your voice is necessary, and your gifts are many.  
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Abstract 

 Trauma-informed care (TIC) has gained prominence across child and youth services in 

response to growing recognition of the high prevalence of trauma among young people, and 

widespread concern that existing service models often fail to respond effectively to trauma-

related distress. Within these systems, TIC is commonly framed as a more compassionate and 

developmentally informed alternative to punitive, pathologizing, or behavioural approaches. 

While TIC emphasizes principles such as safety, trust, collaboration, and empowerment, its 

implementation often unfolds within institutional environments shaped by compliance-oriented 

logics, behaviour management approaches, and adult–child hierarchies. How these tensions are 

navigated in practice, and whether TIC can move beyond surface-level reform to produce 

deeper shifts in power, relationships, and organizational culture, remains underexamined. 

 This dissertation critically examines whether and under what conditions TIC 

implementation can produce transformative change within child and youth services. Drawing on 

critical trauma scholarship, trauma- and violence-informed care (TVIC), and childism, the project 

brings intrapersonal, interpersonal, organizational, and structural levels of analysis into 

dialogue. Childism is introduced as a critical but largely absent analytic lens within TIC and TVIC 

scholarship, offering a framework for theorizing children’s normalized subordination and the 

persistence of compliance-oriented practices within systems ostensibly committed to relational 

care. 

 The dissertation comprises three interrelated papers. Paper 1 presents a scoping review 

of TIC implementation research across child and youth services, revealing a literature 

dominated by short-term, outcome-focused studies that privilege training-based initiatives and 

measurable indicators, while offering limited insight into implementation processes, 

organizational dynamics, or power. The review identifies conditions associated with stronger 

transformative potential, including sustained leadership engagement, alignment across policy 

and practice, and ongoing supports such as supervision and coaching, while also highlighting 

the tendency for TIC to be applied to child-serving contexts without adequate attention to 

children’s developmental needs, legal dependency, or adult–child power asymmetries. 
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 Papers 2 and 3 report findings from a constructivist grounded theory study conducted in 

a large urban child and youth residential care agency in Québec, Canada. Using interviews, 

participant observation, and document analysis, these papers examine how TIC implementation 

unfolded within an organization characterized by diverse mandates, including child protection 

and youth justice. Paper 2 analyzes how TIC and compliance-oriented logics coexisted and 

interacted across units, demonstrating that TIC uptake varied along a continuum shaped by 

prior orientations to authority and care. Paper 3 centers staff members’ lived experiences, 

theorizing resistance not as simple opposition but as an emotional, relational, and ideological 

response to the destabilization of punishment as an intervention tool, uncertainty about 

alternatives, and the difficulty of embodying relational practice under conditions of stress and 

constraint. 

 Across the dissertation, resistance to TIC is understood as a predictable response to the 

magnitude of the paradigm shift it represents, particularly within under-resourced systems 

shaped by risk management, behaviourism, and childist assumptions. The findings suggest that 

without explicit engagement with adult–child power relations, organizational cultures of 

reflection and repair, and conditions that support staff wellbeing and relational practice, TIC 

risks being absorbed into existing compliance-oriented frameworks. By centering childism as a 

core analytic concern, this dissertation advances a power-conscious framework for 

understanding the limits and possibilities of TIC implementation in child services. 
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Résumé 

 Les approches sensibles aux traumas (AST) ont gagné en importance dans les systèmes 

de services à l’enfance et à la jeunesse (SSEJ) en réponse à la reconnaissance croissante de la 

prévalence des traumas chez les jeunes, ainsi qu’aux limites des modèles d’intervention 

existants face à la détresse traumatique. Dans ces contextes, les AST sont généralement 

présentées comme une alternative plus compatissante et ancrée dans le développement aux 

approches punitives, pathologisantes ou comportementales. Toutefois, leur mise en œuvre 

s’inscrit souvent dans des environnements institutionnels façonnés par des logiques de 

conformité, de gestion du comportement et des hiérarchies adultes–enfants persistantes. La 

manière dont ces tensions sont négociées en pratique, et la capacité des AST à dépasser des 

réformes de surface pour produire des transformations plus profondes des rapports de pouvoir, 

des relations et des cultures organisationnelles, demeurent peu étudiées. 

 Cette dissertation examine de façon critique si, et sous quelles conditions, la mise en 

œuvre des AST peut générer des changements véritablement transformateurs au sein des SSEJ. 

S’appuyant sur la littérature critique sur le trauma, les approches sensibles aux traumas et à la 

violence (ASTV) et la théorie de l’adultisme, le projet met en dialogue les niveaux d’analyse 

intrapersonnel, interpersonnel, organisationnel et structurel. L’adultisme est mobilisé comme un 

cadre analytique central mais largement absent des écrits sur les AST, permettant de théoriser 

la subordination normalisée des enfants et la persistance de pratiques axées sur la conformité 

dans des systèmes se réclamant du soin relationnel. 

 La dissertation comprend trois articles interreliés. Le premier présente une revue de 

portée des recherches sur la mise en œuvre des AST dans les SSEJ. Celle-ci met en évidence une 

littérature dominée par des études à court terme, centrées sur les résultats et les initiatives de 

formation, offrant peu d’analyses des processus d’implantation, des dynamiques 

organisationnelles ou des rapports de pouvoir. La revue identifie toutefois certaines conditions 

associées à un potentiel de transformation accru, dont l’engagement du leadership, la 

cohérence entre politiques et pratiques, et la présence de soutiens continus comme la 

supervision et le coaching, tout en soulignant une attention limitée aux réalités 

développementales des enfants et aux asymétries de pouvoir adultes–enfants. 
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 Les deux autres articles s’appuient sur une étude qualitative menée dans un grand 

organisme urbain de soins résidentiels pour enfants et adolescent·e·s au Québec. À partir 

d’entrevues, d’observations participantes et d’une analyse documentaire, ils examinent la mise 

en œuvre des AST dans une organisation aux mandats diversifiés. Le deuxième article analyse la 

coexistence des AST et des logiques de conformité au sein des unités, montrant que leur 

appropriation s’inscrit sur un continuum façonné par des conceptions préexistantes de l’autorité 

et de l’intervention. Le troisième article se centre sur les expériences du personnel et 

conceptualise la résistance comme une réponse émotionnelle, relationnelle et idéologique à la 

remise en question des pratiques punitives, à l’incertitude quant aux alternatives et aux 

contraintes organisationnelles. 

 Dans l’ensemble, la résistance aux AST est comprise comme une réponse prévisible à 

l’ampleur du changement de paradigme qu’elles impliquent. Les résultats suggèrent que, sans 

une prise en compte explicite des rapports de pouvoir adultes–enfants, des cultures 

organisationnelles favorisant la réflexion et la réparation, et des conditions soutenant le bien-

être du personnel, les AST risquent d’être intégrées à des cadres existants axés sur la 

conformité. En plaçant l’adultisme au cœur de l’analyse, cette dissertation propose un cadre 

critique attentif aux rapports de pouvoir pour mieux comprendre les limites et les possibilités 

des AST dans les SSEJ.  
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Preface 

Outline of the Dissertation 

 This dissertation follows an article-based format and includes three paper-based 

chapters, framed by an introductory, theory and a concluding chapter. The introduction traces 

the origins of my interest in TIC implementation within CYSSs and describes how this inquiry 

evolved over time. The theory chapter provides an overview of the theoretical foundations for 

the dissertation, including a review of key concepts in TIC and an introduction to the framework 

of childism. Paper 1 is a scoping review of the empirical, peer-reviewed literature on the 

implementation of TIC within organizations serving children and youth. It was published in the 

International Journal of Child and Adolescent Resilience in 2020. Papers 2 and 3 report findings 

from a constructivist grounded theory (CGT) study examining the implementation of TIC in a 

large youth residential care agency in Québec and will be submitted for publication shortly. The 

discussion and conclusions chapter integrates insights from all the chapters to articulate the 

dissertation’s central contributions, examine its limitations, and consider implications for 

theory, policy, practice, and future research related to TIC in child and youth services. 

Contribution to Original Knowledge 

 This dissertation makes important contributions to the fields of TIC, TVIC, child welfare, 

and critical childhood studies. Paper 1 offers the most comprehensive synthesis to date of 

research on TIC implementation across CYSSs. Since its publication in 2020, this scoping review 

has been cited over 40 times (as of November 2025). It maps the evolution and current 

landscape of TIC implementation research, highlighting key conceptual, methodological, and 

practical gaps that have informed subsequent studies and best practices in social work and 

allied fields. Notably, the review revealed a critical absence of process-oriented, qualitative 

studies examining the lived dynamics of TIC implementation—an insight that provided both the 

rationale and foundation for the qualitative research presented in this dissertation. 

 Building directly on this insight, the research presented across Papers 2 and 3 offers the 

first constructivist grounded theory analysis of TIC implementation in youth residential care. As 
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principal investigator, I designed and conducted this original qualitative study, which takes a 

rare process-oriented approach to understanding how TIC is implemented in practice. To my 

knowledge, it is the first study to explore how power dynamics within adult–child relationships 

shape this process. It provides an innovative account of how TIC collides with compliance-

oriented norms, illuminating the emotional, cultural, organizational and structural tensions that 

surface in efforts to transform entrenched practices and paradigms. 

 Finally, this dissertation advances theoretical development by bridging TIC scholarship 

with the long but fragmented tradition of theorizing childism as a form of structural oppression 

against children. By situating TIC implementation within broader questions of power, adult–

child relations, and structural violence, it contributes to social work theory and pedagogy on 

relational and transformative practice. Collectively, these contributions extend the conceptual 

and empirical foundations of TIC and TVIC, offering new insights for theory, practice, and policy 

in child and youth services and social work more broadly. 

Contribution of Authors 

 I, Ash Lowenthal, am the principal investigator and lead author of all three articles 

included in this dissertation. I am the sole author of Paper 1, which has been published in a 

peer-reviewed journal. I conceptualized the study, conducted the literature search and 

screening process, analyzed and synthesized the findings, and wrote the full Paper. I am the 

first author and principal investigator for the study reported on in Papers 2 and 3. I was 

responsible for designing the research, obtaining ethics approval, recruiting participants, 

collecting data, performing the analysis, and writing the Papers. My doctoral supervisor, Dr. 

Delphine Collin-Vézina, will be listed as second author on both articles once they are submitted 

for publication. She provided supervision and guidance throughout the design, methodology, 

and analysis phases, and offered feedback on all drafts. All chapters represent original work 

conducted by me as part of my doctoral research. 
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Introduction: The Journey Toward a Critical Trauma-Informed Lens 

 “Don’t let them walk all over you,” said the senior staff member I was shadowing as part 

of my training to become a youth support worker in a group home for young people. “These 

teens will try and manipulate you, but you have to stand your ground and enforce the rules. You 

have to let them know who the boss is and consequence them if they are verbally aggressive to 

you.” As I quickly learned, this guidance reflected a deeply held assumption that informed the 

institutional culture of the residence: that what these youth needed most was structure. Most 

of the young people living there had been pushed out of their family homes following profound 

relational breakdown with their parents or guardians, and this history was frequently invoked to 

justify an approach centered on control. Structure, I was taught, was created through rules and 

routines, and maintained through systems of rewards and punishments. Care was equated with 

consistency. Safety was equated with enforcement.  

 I was twenty-one at the time, barely older than the residents themselves, and this was 

the approach I was trained to take as I began my work in a residence for homeless youth. 

However, it didn’t take long for me to see how quickly this approach could escalate an ordinary 

interaction into a full-blown crisis. One minute I was asking a resident to complete their chores; 

the next I was calling the police. 

Me: “Your television privileges are over for the day since you haven’t completed 
your chores.” 

Resident: “No! Please! I’ll do them later!”  

Me: “No, go clean your room and we can discuss reinstating your television 
privileges.” 

Resident: “What the fuck?” 

Me: “You can’t speak to me with that kind of language.”  

Resident: “Fuck you, bitch!”  

Me: “No television privileges until tomorrow.” 

Resident: Throws the television remote across the room. 

Me: “No room access for 2 hours.” 

Resident: Runs upstairs to his bedroom and kicks down the door. 

Me: Calls the police. 
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 In retrospect, what stands out is how seamlessly this escalation followed the logic I had 

been taught. Each step was framed as reasonable, professional, and justified within a system 

that equated structure with punishment and authority with compliance. As a minimally trained 

worker, I was not drawing on sophisticated clinical judgment so much as reproducing familiar 

scripts about power, discipline, and control—scripts that many of us inherit from our own 

childhoods and that the institution legitimized through professional language and policy. I had 

come of age questioning injustice and hierarchies of power, so when “support” came to mean 

escalating consequences that ended with a call to the police, I knew something about our 

approach was profoundly wrong. Looking back, I see that moment as the spark that set me on 

the path toward this dissertation. 

 At the time, I was finishing the last year of my undergraduate degree in International 

Development, a program I had chosen because I wanted to save the world. Sensitive to injustice 

in all its forms, I was drawn to development work as a way to help those most affected by 

poverty, oppression, and environmental degradation. Even then, I recognized how deeply the 

exploitation of people and the planet are intertwined. Through my courses, I was introduced to 

feminist, anti-oppressive, and decolonial theory, and outside the classroom I spent much of my 

time involved in social and environmental justice activism. Those years seeded what would 

become a lifelong preoccupation with the interconnections between the micro and the macro, 

the personal and the political.  

 As I studied global systems of power and inequality, I was also reckoning with the ones I 

had known up close. My family history was marked by trauma—by intergenerational echoes of 

the Holocaust, by abuse, and by the misuse of power in intimate spaces. The dissonance 

between what was said and what was done, between love and control, was something I had 

lived long before I could name it. Immersing myself in activist communities and critical 

scholarship gave me language and tools to make sense of those experiences. It helped me see 

that what had felt private and shameful was in fact political and rooted in larger histories of 

violence and domination. That realization brought both grief and a kind of power: if what had 

happened to me was shaped by systems, then those systems could be challenged, transformed. 

I found meaning and purpose in that work. 
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 At the same time, I began to see how difficult it was to embody the politics I believed in. 

Within activist spaces that preached liberation, we often reproduced the same dynamics of 

control, exclusion, and rigid dogma we claimed to resist. The revolution, I came to realize, really 

does start at home—in our families, friendships, organizations, and within ourselves. As 

adrienne maree brown1 asks, how can we demand that our governments and institutions 

practice democracy when we struggle to embody it in our most intimate relationships (2017)? 

By graduation, I had become disillusioned with the international development field. My studies 

had exposed how much of what was called “international development” was, in fact, a front for 

neocolonial interests. I became uneasy with models of “helping” that operated through charity, 

paternalism, and externally imposed “solutions.” I began to live by Lilla Watson’s words: If you 

have come to help me, you are wasting your time. But if your liberation is bound up with mine, 

then let us work together. I felt called to address the ways injustices of the global order were 

being reproduced locally in our intimate relationships, communities, and institutions. I chose to 

pursue a Master of Social Work.  

 My MSW introduced me to trauma theory and to the emerging framework of TIC. For 

the first time, I had a language that connected human suffering to its social and biological roots 

and offered a more compassionate logic for understanding aggressive or disruptive behaviour. 

The ideas at the heart of TIC—safety, trust, collaboration, and empowerment—made sense of 

so many contradictions I had witnessed in practice, from the youth shelter where I began my 

career to the clinical settings that followed. In the years following my MSW, I found myself 

confronting the same patterns I had encountered early on in my career. Young people’s distress 

was often pathologized or criminalized, their pain interpreted as defiance or mental illness. 

Time and again, I witnessed how families and systems—when faced with behavioural 

challenges—relied on increasingly punitive strategies that fractured relationships and deepened 

harm, while overlooking the underlying causes. Others turned to psychiatry, seeking mental 

health or neurodevelopmental explanations for the difficulties they were facing. Within this 

framework, distress was treated primarily as an individual problem—managed through 

 
1 adrienne maree brown uses lowercase for her name as a deliberate political and aesthetic choice, to reject 
hierarchies, challenge traditional grammar, and shift focus from her identity to her ideas. 
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medication or brief therapy or disciplined through sanctions—while the broader contexts of 

family, community, school, and society were rarely considered. And even when we did look 

beyond the individual, there was so little we could do within the confines of our roles that it 

often felt like putting tiny bandages on massive wounds—wounds continually reopened by 

intergenerational trauma, poverty, and marginalization. These experiences convinced me of the 

transformative potential of TIC to interrupt these dynamics, while also revealing its limits. Much 

of the existing scholarship framed TIC as a clinical approach rather than a political project or 

social movement, overlooking how systemic inequities and colonial legacies shape the very 

conditions of care. 

 This realization brought me to the PhD. I wanted to bridge the two worlds that had 

shaped my trajectory: the trauma lens that illuminated the psychological and relational 

dynamics of suffering, and the critical lens that revealed its structural and historical roots. This 

project became a way of bringing those perspectives into dialogue—of tracing the connections 

between the intrapersonal, interpersonal, organizational and societal, and of exploring how 

trauma-informed approaches might evolve when they take power and context seriously. I 

wanted to better understand the persistent gap between principles and practices, between 

ideals and embodiment, between the ideological and the relational. Why do we say one thing 

and do another? How do we close the gap between TIC as a framework and the practices of 

organizations that claim to embody it? At its core, my motivation for doctoral study was to 

understand how to transform service settings to become authentically trauma-informed—not 

just in rhetoric, but in practice—and to contribute to the evolution of TIC toward an approach 

that integrates critical, decolonial, and structural perspectives.  

 Becoming a parent during the PhD added an entirely new dimension to this work. 

Suddenly, the questions I had been wrestling with for years were no longer as abstract—they 

lived in my body, in my home, in my daily attempts to nurture a small human without 

reproducing the authoritarian dynamics I was critiquing. Parenting revealed how challenging it 

is to practice what we preach about connection, collaboration, and non-punitive/non-coercive 

care, especially under stress or exhaustion. It made tangible the emotional and relational labour 

required to stay regulated, curious, and compassionate in the face of conflict and toddler self-
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affirmation. In many ways, it mirrored my research focus on how adults—whether parents, 

caregivers, or professionals—struggle to embody trauma-informed principles within systems 

that reward control. 

 During this same period, I also experienced a missed miscarriage, an ectopic pregnancy, 

and a traumatic birth within a healthcare system stretched thin by the COVID-19 pandemic and 

decades of austerity reforms. The staff I encountered were often overworked, unsupported, and 

practicing within rigid institutional hierarchies. My pain and concerns were repeatedly 

dismissed, my voice and choices denied, and my ectopic pregnancy misdiagnosed until my 

fallopian tube ruptured—requiring emergency surgery to stop internal bleeding. These 

experiences brought the principles of TIC into sharp relief, revealing how even compassionate 

professionals cannot embody them when working under conditions of scarcity, exhaustion, and 

control. They also exposed the deeper contradiction at the heart of many care systems: that the 

very structures meant to provide safety often reproduce trauma when care is stripped of 

empathy, power is unexamined, and suffering is met with disbelief. 

 The next chapter develops the theoretical framework that guides this dissertation by 

situating TIC within its contested scholarly and political landscape. I first clarify how TIC is 

commonly defined, tracing its evolution while highlighting enduring tensions between 

transformative, structurally oriented visions of TIC and more biomedical, technocratic, and 

depoliticized uptake. I then introduce three frameworks that anchor my orientation to TIC: 

Harris and Fallot’s (2001) paradigm of trauma-informed service systems, Bloom and Farragher’s 

(2013) Sanctuary model and its emphasis on organizational culture, and TVIC, as an equity-

oriented evolution of TIC that foregrounds structural violence (Browne, et al., 2012). The second 

half of the chapter turns to childism as a critical lens for theorizing adult supremacy and the 

normalized subordination of children, tracing its conceptual and legal genealogy and discussing 

how adult–child power dynamics are persistently neglected within both TIC and TVIC. The final 

section of this chapter outlines how the empirical work in this dissertation brings TIC and 

childism scholarship into direct conversation by centering adult–child power relations as a core 

analytic concern. This section provides a theoretically grounded overview of the dissertation as 
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a whole and clarifies how this framework guides the three articles that follow, shaping the 

questions, analyses, and contributions of Papers 1, 2, and 3. 
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Theoretical Framework 

Understanding TIC: Core Principles, Critical Perspectives, and Leading Approaches 

Defining TIC 

 TIC is difficult to define, as it has taken on many different interpretations and continues 

to evolve across contexts (Birnbaum, 2019; Hanson & Lang, 2016). It can be understood 

simultaneously as a social movement, a philosophy of service provision, and a framework for 

organizational and systemic change. For over 25 years, the TIC movement has raised awareness 

about the high prevalence of trauma across the population and the pervasive impacts of early 

childhood adversity (Butler et al., 2011). It has also drawn attention to the ways our service 

systems are often unable to respond effectively, highlighting the need for a radical shift in how 

care is delivered (Harris & Fallot, 2001). There is broad consensus that current systems often fail 

to meet the needs of those they serve and, in many cases, create additional harm (Berring et al., 

2024; Bloom & Farragher, 2011; Huo et al., 2023). This can be seen in environments where 

people’s concerns are dismissed, decisions are made without their involvement, and 

institutional routines take precedence over individual safety and connection. 

 In response, the TIC movement has articulated a set of guiding principles to support a 

paradigm shift toward more relational, safe, and empowering service systems. While the 

concept remains somewhat contested and amorphous, the literature most often defines TIC by 

building on the parameters established by the Substance Abuse and Mental Health Services 

Administration (SAMHSA, 2014), which state that a trauma-informed organization:  

realizes the widespread impact of trauma and understands potential paths for 
recovery; recognizes the signs and symptoms of trauma in clients, families, staff, 
and others involved with the system; and responds by fully integrating knowledge 
about trauma into policies, procedures, and practices, and seeks to actively resist 
re-traumatization (p.9).  

 This definition builds on the work of Harris and Fallot, who coined the term “trauma-

informed care” in their seminal 2001 publication Using Trauma Theory to Design Service 

Systems. Although their work emerged out of their experience working in the adult mental 

health sector, Harris and Fallot (2001) conceptualized TIC as a service delivery paradigm that 
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aims to inform every level of operations across the whole human service system: healthcare, 

social services, schools, criminal justice, etc. Unlike trauma-specific interventions (TSI), which 

include various clinical treatment modalities designed to treat the symptoms associated with 

trauma exposure such as Eye Movement De-sensitization and Repatterning (EMDR), TIC is 

considered much broader in its scope (Berring et al., 2024; Ibid.).  TIC implementation is a 

systems-level intervention that aims to transform the environment in which services are 

provided. The implementation of TSIs can be a part of a broader initiative to adopt TIC within an 

agency or service system. TSI implementation alone is not considered TIC implementation if it is 

not also accompanied by systems-level interventions that aim to shift the culture, structure or 

policy of the organization. 

Critical Perspectives on TIC 

 These mainstream definitions of TIC tell only part of the story. Situating TIC within its 

broader historical and sociopolitical context reveals its roots long predate Harris and Fallot’s 

introduction of the term. TIC has emerged from a lineage far more political than contemporary 

accounts typically acknowledge and TIC continues to be a much more contested concept than 

these simple definitions can capture. Trauma discourse reflects the historical, political, and 

institutional forces through which ideas about trauma have been produced and taken up (Clark, 

2016). Contemporary trauma discourse is marked by a profound tension between 

transformative, structurally oriented understandings and more biomedical, individualizing ones 

(Brown & Tseris, 2025; Quiros & Berger, 2015; Ross et al., 2023; Watt, 2017). When neoliberal, 

biomedical perspectives dominate, as a wide range of critical, feminist, decolonial, scholars 

contend, trauma is framed primarily as an individual pathology and responses become largely 

confined to addressing symptomatology within individuals (Brown, 2025; Linklater, 2014; 

McKenzie-Mohr, 2008). This dominant framing narrows the field of what is thinkable, rendering 

structural or transformative responses less intelligible, less resourced, and less institutionally 

supported. A fuller understanding of TIC’s emergence requires tracing not only the expansion of 

trauma theory beyond its narrow biomedical origins but also the social movements that 

exposed the harms of institutional care and demanded public recognition of interpersonal 

violence that had been historically minimized or ignored. 
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 TIC did not emerge solely from clinical innovation but from a lineage of social 

movements that challenged institutional power, psychiatric authority, and the normalization of 

interpersonal violence (Butler, 2011; Herman, 1992; Tseris, 2013). Psychiatric survivor, feminist 

and anti-psychiatry movements exposed how the mental health and social service system often 

relied on coercive, dehumanizing, and often violent practices. These included involuntary 

hospitalization (often referred to by survivors as psychiatric incarceration), the routine use of 

seclusion and physical or chemical restraints and the gendered pathologization of women’s 

distress (Harris & Fallot, 2001; LeFrançois et al., 2012). By naming and resisting the gendered, 

classed, and racialized harms enacted through mainstream helping institutions, these 

movements transformed public understanding of institutional care itself. Without their efforts 

to expose system-induced trauma, confront abuses of power, and articulate alternatives to 

coercion, there would likely be no TIC. These movements did not merely influence TIC; they 

forged its foundational ethos: centering safety and challenging institutional practices that 

retraumatize (Brown & Tseris, 2025). Yet as TIC has gained popularity, this political genealogy 

has often been forgotten, leaving its foundational critiques of power and institutional violence 

obscured. 

 Feminist movements of the 1970s provided a second, equally essential foundation. At a 

time when trauma theory was largely restricted to men’s wartime injuries, feminist activists 

forced public recognition of the pervasive violence experienced by women and children—harms 

long dismissed as private matters or interpersonal conflicts (Becker-Blease & Freyd, 2005; 

Herman, 1992; Brown & Tseris, 2025). By naming domestic abuse, child maltreatment, and 

sexual violence as systemic forms of domination, they reframed trauma as a political 

phenomenon rather than an individual pathology. Feminist trauma scholarship also exposed 

how psychiatric hegemony and neoliberal logics responsibilize survivors by shifting attention 

away from the social conditions that produce violence and toward individualized treatment 

(Burstow, 2003; Tseris, 2013; Brown & Tseris, 2025). Feminist theorists argued that trauma is 

produced through systems of power such as patriarchy, white supremacy, and class inequality. 

Their work emphasized that the personal is political, and advanced collaborative, power-

conscious approaches to healing and change. Judith Lewis Herman, for example, insisted that 
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trauma cannot be understood or addressed without addressing the patriarchal conditions that 

give rise to violence against women and children (1992). In the second edition of Trauma and 

Recovery, Herman warned that as the field of traumatic stress studies matured, researchers 

would need to resist a narrowing biomedical focus and “rediscover the essential 

interconnection of biological, psychological, social, and political dimensions of trauma.” (1997, 

p.240). Alongside feminist scholars, many other radical, critical, and transformative movements 

have significantly broadened trauma theory. As one example, decolonial and Indigenous 

scholars have exposed the Eurocentric limits of conventional trauma frameworks by naming 

colonialism as central sources of collective harm and by developing concepts such as Historical 

Trauma Theory (Maria Yellow Horse Brave Heart) while emphasizing healing grounded in 

sovereignty, survivance, and Nation-specific ways of knowing (Clark, 2016; Linklater, 2014). 

 Despite the foundational work of feminist and psychiatric survivor movements, and the 

ongoing work of critical scholars and movements to promote structural responses to trauma, 

the political dimensions of TIC are often obscured as it intersects with contemporary service 

systems (Brown & Tseris, 2025; Ross et al., 2023). Under the dominance of neoliberal and 

biomedical paradigms, trauma is routinely reduced to an individual clinical problem, addressed 

through symptom-focused interventions that align with psychiatric diagnostic frameworks such 

as the DSM and its emphasis on PTSD (Bistoen, 2016; Linklater, 2014; Watt, 2017). This 

depoliticization reflects the broader hegemony of biomedical reasoning, which centers 

pathology and personal responsibility while sidelining violence, oppression, and system-induced 

harm (Tseris, 2019). As TIC is taken up across health, education, justice, and social service 

sectors, it encounters institutional cultures shaped by austerity, managerialism, and neoliberal 

responsibilization—conditions that prioritize efficiency, risk management, and measurable 

outcomes over relational or structural change (Brown & Tseris, 2025). In these environments, 

critical perspectives are easily muted, and TIC becomes operationalized through standardized 

trainings, checklists, and toolkits that vary widely in quality (Birnbraum, 2019). Filtered through 

quality-improvement and managerial logics, TIC is often recast as a clinical technique or 

checklist rather than a framework for confronting power. This technocratic translation prioritizes 

what can be standardized and measured, while eclipsing the political commitments to safety, 



26 
 

autonomy, and institutional change at the heart of even mainstream TIC models. As Birnbaum 

(2019) observes, TIC training has become “a mostly unregulated growth industry,” where 

marketable training packages and quick fixes can overshadow its transformative intent.  

 TIC’s depoliticization seems to mirror patterns of co-optation and institutionalization 

seen across other social movements (Coy & Hedeen, 2005). A clear example comes from the 

early feminist, grassroots domestic violence (DV) movement in the United States, which—as 

Mehrotra, Kimball, and Wahab (2016) show—was once grounded in collective organizing, 

feminist analysis, and community-based resistance. As the DV movement became more reliant 

on state funding and increasingly absorbed into mainstream social service systems, it was 

exposed to what the authors call the ‘braid’ of neoliberalism, criminalization, and 

professionalization. These forces redirected the movement away from structural critique and 

community organizing and toward individualized service delivery, measurable outcomes, and 

stringent funder-driven accountability requirements. In the process, its capacity for 

transformative change and for meeting the needs of the most marginalized was significantly 

diminished. A similar dynamic is evident in the institutional uptake of TIC: as it enters systems 

shaped by austerity, managerialism, and risk-management logics, its language becomes easier 

to adopt than its political commitments (Becker-Blease, 2017; Birnbaum, 2019; Sweeney & 

Taggart, 2018). Organizations can readily integrate the vocabulary of TIC—neurobiological 

terms, training modules, protocols, and competencies—while avoiding the deeper cultural and 

structural transformations it demands. It is far simpler to embrace a version of TIC that requires 

little disruption than one that asks organizations to interrogate power, redistribute authority, or 

fundamentally reimagine their practices. Brown and Tseris describe this as “the mainstreaming 

of trauma discourse,” where trauma becomes institutionally palatable only once its structural 

and political roots have been stripped away (p.1, 2025). Burstow’s (2003) warning remains 

prescient: unless we hold trauma’s systemic dimensions in view, TIC will be absorbed back into 

the biomedical frameworks that individualize suffering and foreclose emancipatory possibilities. 

 Taking up this call is central to the theoretical orientation of this dissertation. Within the 

complex landscape of TIC discourse, my interest lies in the interpretations of TIC that hold the 

greatest transformative potential and remain aligned with its radical lineage. In the following 
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pages, I introduce three TIC frameworks and theories that have shaped my thinking and guided 

this research. 

Harris and Fallot’s Vision for a Trauma-Informed Service System 

 Harris and Fallot’s (2001) articulation of TIC echoed and consolidated insights long 

advanced by feminist trauma scholarship and psychiatric survivor movements, including the 

work of Jennings (1994) and Herman (1992). They demonstrate how fundamentally service 

systems like the health care, mental health and social services sectors would have to shift in 

order to meaningfully adopt TIC principles given the many harmful dynamics that are so deeply 

entrenched in these settings. Throughout their groundbreaking text, Harris and Fallot contrast 

their vision of a trauma-informed service system with what they call the “traditional approach” 

embedded in institutional health, mental health, and social service settings. The traditional 

model differs across three core areas: how trauma is understood, how services are structured, 

and how the service relationship is organized. In this model, trauma—if acknowledged at all—is 

narrowly defined as a discrete event leading to PTSD, and recognition of trauma histories is 

often confined to specialized clinics. As a result, many systems serve survivors of chronic or 

childhood trauma without identifying or addressing its effects. Services tend to be crisis-driven, 

time-limited, and oriented toward symptom management or short-term stabilization. 

Presenting problems are rarely situated within a person’s broader social context, and difficulties 

rooted in complex environments are individualized and pathologized as biological or character 

flaws. Echoing earlier feminist, anti-psychiatry, and other critical scholars, Harris and Fallot 

(2001) argue that such deficit-oriented practices obscure the meaning and function of people’s 

responses to trauma. They instead frame many behaviors associated with mental illness as 

adaptive coping strategies and emphasize that “behaviours make sense when they are 

understood as part of a whole picture” (p. 13). A holistic, strengths-based orientation is 

therefore central to TIC, as “[service users] come to see the power in their defenses and coping 

strategies, they also come to believe that they have the strength and the wisdom to make 

changes in their lives” (p. 15). 
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 Reflecting on the relational dynamics within human service systems, Harris and Fallot 

argue that the conventional hierarchical relationship between service providers and service 

users often mirrors broader dynamics of domination. In the traditional approach, providers—

especially in mental health—are positioned as superior experts whose formal education, 

credentials, and institutional authority grant their interpretations greater legitimacy than the 

consumer’s own understanding of their experiences. This dynamic renders the service user a 

passive recipient and allows providers to override the person’s wishes or presume to know 

them better than they know themselves. Indeed, perhaps Harris and Fallot’s most important 

contribution to the critique of the traditional approach within TIC scholarship lies in their 

demonstration of how the normative power dynamics of the human service sector can victimize 

and re-traumatize those in its care.  

Regrettably, a relationship with a powerful authority figure who controls all of 
the resources and whose opinions and wishes take priority over one’s own is 
tragically reminiscent of the abuse dynamic in which the trauma survivor was 
forced to accept an unequal relationship in order to avoid even worse 
treatment. The traditional service relationship replicates some of the most 
damaging dynamics of childhood trauma (2001, p.19). 

Such imbalanced power differentials between professionals and their clients can reinforce the 

very feelings of powerlessness and hopelessness associated with trauma. Harris and Fallot 

(2001) urge us to question intrusive, abusive, and coercive practices that remain common in 

service systems and to ask whether they are ever truly helpful. They also highlight how few 

opportunities service users have to exercise control, autonomy, or self-determination in 

decisions about their care, noting that compliance is often required simply to access essential 

resources. These dynamics are often reinforced by institutional policies that privilege 

organizational risk management at the expense of service users’ protection and well-being. For 

example, an individual may be involuntarily hospitalized despite requesting outpatient care, due 

to fears of liability should they self-harm. Such dynamics perpetuate cycles of victimization and 

re-traumatization. 

 In order to begin to implement TIC, Harris and Fallot recommend adopting “a universal 

assumption of inclusion” which means assuming all service users are trauma survivors (Ibid., 
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p.10). Given the high rates of abuse reported among people accessing mental health and 

addictions services, they note that this assumption is “only slightly off in terms of an actual head 

count” (Ibid.) Operating under this assumption has several implications. First, it encourages the 

universal elimination of hierarchical, intrusive and coercive practices that many service users—

whether trauma survivors or not—experience as frightening or demeaning. It also promotes 

greater honesty, transparency, and respect in all interactions, ensuring that service users are not 

treated as though only some deserve care grounded in dignity and safety. Ultimately, Harris and 

Fallot argue that this shift reduces the risk of retraumatization for trauma survivors while 

improving care for everyone. When providers understand distress or presenting problems in 

context and make decisions collaboratively rather than dictating directives, all service users 

experience greater relational safety, holistic attention, and strengths-based support. However, 

later scholars, like Tseris (2019) raise an important question: why should service providers need 

to assume that all people are trauma survivors in order to offer dignity, respect, and non-

coercive care? That trauma—or increasingly neuroscience—must be invoked to justify humane 

treatment reflects the hegemony of biomedical reasoning, which privileges concepts that fit 

dominant paradigms over longstanding ethical and political critiques of hierarchy, domination 

and abuse. This creates an uncomfortable contradiction: if it takes neuroscience for systems to 

recognize that people do not respond well to coercion or control—and that safety is essential 

for learning, healing, and engagement—it reveals how deeply biomedical and technocratic 

logics shape our institutions. Yet it also underscores TIC’s emancipatory potential: even when 

carried by imperfect rationales, the framework opens space to challenge harmful practices and 

foreground relational safety in systems historically organized around control rather than care. 

Neurobiology, then, does not replace these critical traditions; it belatedly affirms them. 

 These reflections underscore how deeply Harris and Fallot’s model already aligned with 

critical, anti-oppressive approaches to care. Harris and Fallot’s (2001) recipe for transforming 

the harmful power dynamics of the traditional service system and creating more relational 

safety is:   



30 
 

(1) returning “a sense of control and autonomy to the consumer” and 
providing choice about if, where, how, when and in what order they will 
receive services  

(2) facilitating “open and genuine collaboration between provider and 
consumer at all phases of the service delivery"  

(3) understanding that " trust and safety, rather than being assumed from the 
beginning, must be earned and demonstrated over time" (p.13-20).  

Based on this framework, the core TIC principles are often distilled down to safety, trust, choice, 

control and empowerment (Levenson, 2017).  These have offered a foundation for later scholars 

to develop even more sophisticated theoretical frameworks such as the Sanctuary model 

developed by Bloom and Faragher (2013) that includes more attention to organizational culture, 

as well as the trauma- and violence-informed care (TVIC) approach (Browne et al., 2012) that 

emphasizes the need to address broader social context of historical trauma and structural 

violence in our change efforts. These are the next two frameworks I will discuss.   

The Sanctuary Model 

 Bloom & Farragher (2013) build on the work of Harris and Fallot by creating a more 

robust theoretical framework for understanding the types of organizational culture, structure 

and policy needed to create trauma-informed relational dynamics in the human service system 

in their book Restoring Sanctuary: A New Operating System of Trauma-Informed Systems of 

Care. They integrate knowledge from the organizational development scholarship with that of 

trauma theory. They argue that sectors like health care, education, and child welfare are “alive, 

functioning as interconnected living systems and therefore subject to the stresses, strains, and 

trauma of being alive” (p.13). Elaborating on this idea, they state that “as a result of acute and 

chronic organizational stress, destructive processes routinely occur within and between 

organizations that mirror or parallel the trauma related processes for which our clients seek 

help” (p.15). Many human service organizations are considered to be in states of chronic crisis 

due to consistent threats to funding and other socioeconomic and political pressures. Bloom 

and Farragher argue that this chronic state of crisis severely limits an organization or service 

system’s capacity to provide a healing or therapeutic environment for service users. Severely 

stressed or traumatized organizations are thought to have cultures that are more authoritarian, 
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reactive, hypervigilant, punitive, fragmented, and lacking hope. It is very difficult to provide a 

service to clients that operationalizes TIC principles in an organizational environment that does 

not embody these principles as it may be too busy reacting to its own stressors to be sensitive 

to those of its service users. Bloom and Farragher build on Harris and Fallot’s critique of 

hierarchical provider–client relationships by extending the analysis to the hierarchical 

relationships within organizations themselves. They argue that unequal, authoritarian dynamics 

between frontline staff, managers, and senior leaders inevitably shape the relational climate of 

service provision. Drawing on the concept of ‘parallel process,’ they assert that the quality of 

relationships among staff at every level is directly mirrored in the quality of relationships 

between staff and service users: ‘in a system, everything is connected to everything else and 

behaviours, thoughts, and feelings are mirrored at each level’ (p. 15). In their model, relational 

safety must be cultivated not only at the point of service delivery but throughout the 

organizational hierarchy, as oppressive or fear-based internal cultures will reproduce themselves 

in frontline practice. 

 The Sanctuary model of TIC aims to provide guidance to organizations seeking to foster 

environments that are more relationally safe. The Sanctuary model encourages organizations to 

commit to the following 7 principles:  

1. growth and change: all change means loss but human intention can 
change the future;  

2. democracy: complex problems require complex responses;  
3. non-violence: physical, psychological, social and moral safety;  
4. emotional intelligence: human behaviour makes sense if we have 

information;  
5. social learning: mistakes happen and we must learn from them;   
6. open communication: information is the flow of life, so communication 

must be open and direct;   
7. social responsibility: social justice is the key to a peaceful, non-violence 

society (p.51).  

While these principles retain much of the same spirit as Harris and Fallot’s, they are less focused 

on relational dynamics between providers and service users and more so on dynamics within 

the organization that could support more trauma-informed service delivery.  
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 Building on her earlier work with the Sanctuary Model, in 2023 Dr. Sandra Bloom 

introduced Creating Presence™, a new organizational framework aimed at supporting the 

transition toward TIC. It is designed as a long-term developmental process through which 

trauma-informed values, knowledge, and practices are gradually embedded in everyday work. 

Implementation occurs remotely through online training and consultation, with distinct learning 

pathways for organizational leaders, clinical staff, direct care workers, and indirect service staff 

such as administrative or support personnel. These pathways are designed to align training 

content with each group’s specific roles and responsibilities in fostering trauma-informed 

change. The model is currently being piloted at Marymound, a Winnipeg-based agency 

providing residential, clinical, and educational services to young people. However, as of 

November 2025, no empirical studies of the Creating Presence™ model have yet been 

published.  

 Amid their efforts to articulate a new vision for trauma-informed and trauma-responsive 

organizations, Bloom and Farragher (2011) build on Harris and Fallot’s (2001) critique traditional 

model of service delivery. In their book Destroying Sanctuary: The Crisis in Human Delivery 

Systems (2011), they discuss the ways that the traditional model has been influenced, not only 

by neoliberalism, and biomedicalism but also by behaviourism, especially in services for children 

and youth. Speaking about the rising popularity of behaviourist approaches in child- and youth-

serving sectors (CYSS) in the late 1970s, they state “under this regime, it was no longer 

necessary to understand what had happened to children in care or to understand what they 

were trying to say with their symptoms. It was simply necessary to change their behaviour 

through a rigid set of consequences and if that didn’t work, then it was because the 

consequences were not severe or punitive enough” (p.24).  

 Behaviourist practices which rely on rewards and punishments to secure compliance are 

still widespread in residential care for children and youth (Edwards et al., 2023; Gharabaghi, 

2019; Hernandez et al., 2023). These strategies are often ineffective and sometimes harmful 

especially when working with trauma-impacted youth (Collin-Vézina & Carnevale, 2023; Mohr 

et al., 2009). The use of coercive measures such as seclusion and restraint for disciplinary 

purposes also persists despite being intended only as interventions of last resort (Matte-Landry 
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& Collin-Vézina, 2020). The behaviourism embedded in the traditional service system thus 

continues to legitimize punitive, coercive and even violent control measures toward children, 

often under the guise of treatment or rehabilitation (Gharabaghi & Phelan, 2011). 

Trauma- and Violence-Informed Care 

The TVIC framework was developed by the EQUIP Health Care research team, led by 

Annette Browne, Colleen Varcoe, Marilyn Ford-Gilboe, and Nadine Wathen. Their work emerged 

in the early 2010s through equity-oriented primary health care research in two urban 

Indigenous clinics in Canada, where providers were grappling daily with the effects of ongoing 

interpersonal, structural, and colonial violence. From this context, TVIC was formally identified 

as a core dimension of Equity-Oriented Health Care (EOHC) in Closing the Health Equity Gap 

(Browne et al., 2012). TVIC was designed to build on—and address gaps within—earlier trauma-

informed models. In particular, it responds to TIC’s tendency to focus on individual trauma 

histories while leaving broader structural causes of harm unexamined. By explicitly linking 

trauma to structural violence—the ways institutions, policies, and social arrangements are 

organized to systematically disadvantage and harm certain groups (Levine et al., 2020)—TVIC 

foregrounds how inequities tied to race, gender, class, ability, and sexuality are rooted in larger 

systems of power, including colonialism, racism, patriarchy, heteronormativity, classism, and 

ableism. TVIC emphasizes that for many marginalized groups, violence and its traumatic effects 

are continuous and cumulative rather than discrete past events and calls on service systems to 

critically examine how their own practices may contribute to ongoing harm (Browne et al., 

2016). 

Today, TVIC seems to have become the dominant framework for TIC in Canada, 

especially within public health, equity-oriented research, and social work. It is now the model 

endorsed by the Public Health Agency of Canada, which positions TVIC as the national standard 

for policy and practice across health and social service systems (Public Health Agency of Canada, 

2025). This shift reflects a growing consensus that trauma-informed work must address not only 

individual experiences of harm but also the structural and institutional violence that shapes 
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people’s lives. Within the research and professional communities I am part of, TVIC is now 

widely regarded as the most comprehensive and equity-oriented interpretation of TIC. 

However, after reviewing Wathen and Varcoe’s (2023) recent TVIC Implementation 

handbook, it is striking that, although it thoroughly addresses structural violence related to 

racism, colonialism, sexism, and other inequities, it never mentions childism or interrogates the 

power dynamics embedded in service delivery across schools, child welfare, pediatrics, youth 

mental health, or youth justice. This omission reflects a broader pattern: despite its attention to 

structural inequities, the TVIC framework has yet to address childism as a form of structural 

violence shaping children’s experiences within care systems. Critical analyses of adult–child 

power dynamics seem remarkably scarce within both the TIC and TVIC literatures, aside from 

one recent article by Collin-Vézina & Carnevale (2022), which problematizes behaviourist, 

compliance-oriented approaches in services for traumatized children and youth. This gap is 

particularly striking given TIC’s foundational emphasis on creating conditions of psychological 

and relational safety. Many routine practices in child-serving settings, such as schools and 

residential care, rely on punitive control and engender fear, shame, and threat rather than 

connection or trust. Childism provides a crucial explanation for why these practices are so 

readily normalized in child-serving systems and beyond. 

 The following section introduces childism theory as the missing framework required to 

extend TIC and TVIC into the terrain of adult–child power dynamics. Although childism is not 

addressed in my scoping review of TIC implementation initiatives (Paper 1), it emerged as a 

central theoretical lens through the qualitative analysis presented in Paper 2 and 3. Across 

interviews and observations, I repeatedly encountered practices that TIC identifies as harmful 

when used between adults—coercion, forced compliance, punitive control, and authoritarian 

decision-making—yet are routinely normalized in child- and youth-serving systems. Interpreting 

these recurring patterns pushed my thinking beyond existing TIC and TVIC frameworks and led 

me to recognize them as manifestations of childism, a pervasive form of structural violence that 

has not yet been fully theorized within trauma-informed approaches. Positioning adult 

supremacy as a core barrier to trauma-informed practice, this work aims to illuminate how adult 

power is embedded in service delivery and how it shapes the conditions of children’s lives. At 
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the same time, it offers the critical analytic tools needed to begin unlearning these entrenched 

hierarchies and to reimagine adult–child relationships in ways that align with principles of 

safety, dignity, and shared power. Below, I trace the history of the term childism, highlighting the 

frameworks that have been most influential in my thinking. I also discuss debates in the field 

and conclude with an overview of key dimensions of this form of oppression. 

Childism: The Missing Dimension in TVIC 

A History of the Childism Scholarship and Related Concepts 

 The term childism seems to have first appeared in the 1975, when psychiatrists Chester 

Pierce and Gail Allen identified and named a distinct form of prejudice directed toward children. 

Chester Pierce, a Harvard clinician and researcher, grounded his conception of childism in his 

understanding of racism, shaped in part by his own experiences as a Black man (Myles, 2015; 

Young-Bruehl, 2012). Pierce and Allen described childism as the “automatic presumption of 

superiority of any adult over any child, [which] results in the adult’s needs, desires, hopes and 

fears taking unquestioned precedence over those of the child’ (p.15). Pierce and Allen observed 

that children were routinely portrayed in media as unpleasant, incompetent, disruptive and 

deceitful, which could lead children to internalize the belief that they are troublesome and 

deserving of criticism or control. Drawing from Pierce’s earlier articulation of microaggressions, 

originally developed to explain everyday racism experienced by Black Americans, they argued 

that children similarly experience a steady accumulation of subtle, injurious interactions that 

erode self-esteem and dignity (Myles, 2015). Crucially, Pierce and Allen (1975) proposed that 

childism is not simply one form of oppression, but perhaps the most fundamental, noting that 

“children are the most oppressed group” and that childism “teaches everyone how to become 

an oppressor” (p. 18). In their view, adult supremacy provides the earliest template through 

which people learn to naturalize dominance and submission, thereby shaping the conditions for 

later forms of sexism, racism, classism, and other structural violences to take hold. As they 

wrote, “modification of childist practices would alter other oppressive systems that retard the 

development of humankind to its full potential” (p. 18). Their insight that “parents have 
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themselves been victims of childism…and so they in turn inflict the same process on their 

children” (p. 19) underscores the intergenerational, self-reproducing nature of this oppression. 

 Jack Flasher seems to have reached strikingly similar conclusions about the systemic 

subordination of children when he introduced the concept of adultism in 1978, only a few years 

after Pierce and Allen’s (1975) publication on childism in Psychiatric Annals. He used the term to 

describe the systemic prejudice that privileges adults and the broader patterns of domination 

through which adults exercise power and authority over children (Flasher, 1978; Lefrançois, 

2014; Myles, 2015). The concepts of childism and adultism—as articulated respectively by 

Pierce and Allen (1975), and by Flasher (1978)—are closely aligned in their attention to 

structural bias, prejudice, and unequal power relations between adults and children. Their 

distinctions lie primarily in emphasis: whereas Pierce and Allen frame childism as a fundamental 

form of oppression underlying broader systems of alienation and violence, adultism focuses 

more specifically on the mechanisms and expressions of adult power. Flasher’s analysis details 

the behaviors, actions, and interpersonal dynamics through which adults enact prejudice 

against children, delineating both the sources of adult authority and the ways that authority is 

misused in everyday interactions. For example, Flasher illustrates a pervasive double standard: 

behaviours considered ordinary for adults, such as forgetfulness, mistakes and the expression of 

frustration are framed as incompetence or misconduct in children. At the same time, children 

are routinely overruled, interrupted, corrected, or dismissed in ways that adults would never 

tolerate from their peers. 

 Flasher also underscored the profound psychological and developmental consequences 

of adultism long before the landmark Adverse Childhood Experiences (ACE) study offered 

biomedical evidence linking childhood adversity to mental health outcomes (Felitti et al., 1998). 

He observed that “One of the roots of distress of adolescents who exhibit unconstructive 

dyssocial behavior, including the misuse of alcohol, drugs, and other substances, appears to be 

the abuse by adults in general of the greater power they have over any and all children” (p.517). 

For Flasher, this was not merely a matter of harmful interpersonal interactions but a structural 

problem: adult–child relationships are too often organized around a fixed hierarchy that 

positions the adult as permanently superior and the child as inherently subordinate. This rigid 
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power arrangement, he suggested, prevents adults from responding to children as autonomous, 

evolving persons and instead fuels constant surveillance, policing, and control. Such dynamics 

inhibit children’s freedom to express disagreement or develop independent judgment, 

generating unwarranted shame, guilt, and feelings of incompetence. Ultimately, Flasher framed 

adultism as a pervasive system of structural violence that distorts children’s identity 

development and allows adults to displace their own fears and shortcomings onto the young. 

While his work foreshadows contemporary evidence on the harms of child maltreatment, it also 

offers a structural analysis that later public health models largely miss. Youth distress is rooted 

not only in discrete acts of abuse but in the everyday, normalized misuse of adult authority. 

Furthermore, Flasher recognized the compounding effects of multiple forms of oppression, 

observing that “female children are in double jeopardy” because adults may relate to them not 

only in adultist but also in sexist ways (p.523). Flasher’s recognition that childism intersects with 

other forms of oppression remains central in contemporary scholarship. For example, Rebecca 

Adami’s (2025) recent work extends this insight, showing how age-based discrimination 

intertwines with racism, sexism, ableism, and other systems of domination. As childism 

operates intersectionally, children who are multiply marginalized are disproportionally silenced, 

criminalized, and subjected to coercive practices. 

 Following Flasher’s work, Alice Miller advanced a closely related critique in For Your Own 

Good: Hidden Cruelty in Child-Rearing and the Roots of Violence (1983). Although she does not 

use the terms childism or adultism, her analysis illuminates their psychological foundations by 

showing how adult dominance is reproduced through culturally sanctioned parenting practices. 

Drawing from her analysis of child-rearing manuals, Miller describes what she calls “poisonous 

pedagogy”: a system that suppresses children’s vitality and autonomy in order to preserve the 

“autocratic,” “godlike” position of the parent (p. 59). Built on the belief that “adults are the 

masters,” that a child’s will must be broken, and that “severity and coldness are a good 

preparation for life,” this pedagogy disguises cruelty as love and discipline as care (pp. 59–60). 

Through manipulation, withdrawal of affection, humiliation, and coercion, adults teach children 

to equate obedience with worthiness and affection with submission. Crucially, Miller argues 

that these practices serve adult psychological needs far more than children’s developmental 
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ones. Adults often respond punitively not because a child’s behaviour warrants it, but because 

the child mirrors aspects of their own disavowed vulnerability— “the weak, helpless, dependent 

creature” they once learned to suppress (p.58). The child becomes a repository for the adult’s 

repressed anger, humiliation, and longing for respect, generating a need to control, correct, or 

possess a compliant child. In this framework, obedience is valued less for the child’s well-being 

than for its capacity to stabilize the adult’s sense of competence, authority, and emotional 

safety. Rigid rules, Miller notes, frequently reflect adult insecurity, fear of freedom, idealization 

of one’s own parents, or the unconscious compulsion to reenact the mistreatment one endured. 

These dynamics are self-perpetuating. Children trained through coercion learn to replicate it: 

lecturing, admonishing, ridiculing, or harming others—or themselves—because they have 

learned that relational control is the price of belonging. This conditioning fosters tolerance for 

mistreatment and idealization of authority, reproducing domination across generations. By 

exposing how emotional control and parental idealization naturalize hierarchy, Miller offers 

childism theory a psychoanalytic lens on how structural prejudice is forged in intimate 

relationships. Miller states that what children require instead are caregivers who can tolerate 

their feelings, recognize their needs, and set limits grounded in authenticity rather than fear or 

self-protection. Without this, discipline becomes a stage upon which adults defend against their 

unresolved histories, while children bear the cost. 

 In the early 1990s, yet another closely related term emerged. In his article, Juvenile 

Ageism: Unrecognized Prejudice and Discrimination Against the Young, psychiatrist Jack C. 

Westman (1991) extended the concept of ageism beyond its conventional focus on the elderly 

to reveal how children and youth are also systematically devalued based on their age (Young-

Bruehl, 2012). He argues that this form of prejudice is often obscured by children’s inherent 

vulnerability and limited social voice. Building on Pierce and Allen’s (1975) foundational work, 

he framed childism as form of ageism, while situating it within a longer lineage of thinkers, 

including Maria Montessori, who had drawn attention to the “universal prejudices” against 

children. Westman’s concept of juvenile ageism expands the theoretical discussion by shedding 

light on the pervasive systemic, legal, and institutional failures that ignore the interests and 

developmental needs of children based on their age. For example, he highlights that U.S. federal 
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spending per child is only a small fraction of the per-capita expenditures directed toward older 

adults. Even as ageism toward older adults rightly commands policy attention, Westman argues 

that the near silence around this dramatic imbalance exposes how deeply juvenile ageism is 

entrenched. That such a disparity can exist without provoking widespread concern illustrates 

the degree to which children’s interests are rendered politically invisible. He challenges the 

dominant view that children must adapt to harmful social conditions rather than questioning 

those conditions themselves, describing this as “an ageist emphasis on the responsibility of 

children to cope with adult failings (p.254).”  

 One of the next major contributions to understanding childism came two decades later 

with Elisabeth Young-Bruehl’s Childism: Confronting Prejudice Against Children (2012), a text 

that has been deeply influential in my thinking. Like Alice Miller, she approaches the question 

from a psychoanalytic standpoint but extends the analysis far beyond family dynamics to the 

cultural, political, and institutional structures that reproduce prejudice against children. Drawing 

on her background in prejudice studies, she expands on Pierce and Allen’s (1975) original work 

on childism by taking a historical and genealogical approach. She traces how the child abuse and 

neglect (CAN) field emerged out of Henry Kempe’s “battered child syndrome” in 1962, how 

early feminist anti-violence movements named and politicized sexual abuse, and how trauma 

studies broadened attention to children’s psychological suffering. Across these histories, she 

examines where these traditions reinforce one another, where their limitations and internal 

tensions lie, and how each became entangled with broader political currents and the social 

backlash that followed increased public awareness of violence against women and children. 

 Young-Bruehl argues that Kempe’s biomedical framing—treating abuse as a “syndrome” 

located in the child’s body—made it difficult for CAN researchers to ask the core prejudice 

questions central to racism and sexism scholarship: What beliefs about children justify these 

acts? How do adults’ projections, fears, and unmet needs shape their treatment of children? In 

focusing on documenting injuries, identifying risk types, and classifying subcategories of abuse, 

CAN often treated the child as the site of the problem rather than analyzing the motivations and 

belief systems of the adults who harmed them. Crucially, Young-Bruehl rejects the dominant 

tendency to frame child abuse as the product of individual pathology or moral failure; abuse is 
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not an anomaly but a predictable outcome of culturally sanctioned childism. She argues that 

reform is impossible as long as the focus remains on categorizing types of abuse, measuring 

prevalence, or cataloguing effects. What must be confronted instead are the motives, belief 

systems, and social structures that give rise to all forms of violence against children—including 

neglect, emotional coercion, developmental deprivation, and other harms that never reach legal 

thresholds. Young-Bruehl also critiques trauma studies for broadening CAN’s focus while 

remaining largely act- and symptom-focused, offering little insight into the childist motives that 

drive adults to harm children or the ways children internalize these prejudices.  

 Equally important is her discussion of much of early feminist scholarship and activism on 

child abuse. Feminist advocates were indispensable in naming incest, exposing patriarchal 

domination, and building survivor-centred services such as shelters and advocacy models. Their 

interventions also challenged Kempe’s psychodynamic claim that mothers “colluded” in child 

abuse, foregrounding instead the structural conditions under which women were expected to 

absorb responsibility for family violence. Yet, as Young-Bruehl notes, the broader political 

category of “violence against women and children”—strategically vital in its time—also had the 

unintended effect of obscuring the deeper ideological and institutional structures that construct 

adult–child relationships as a normalized site of domination. Without a concept of childism 

separate from sexism, most contemporary feminist frameworks have limited tools for 

understanding how adults of all genders—including women, who are themselves shaped by 

patriarchal expectations of caregiving—can internalize, rationalize and reproduce childist forms 

of domination. This gap constrains feminist analyses from recognizing children as a structurally 

oppressed social group in their own right. Despite meaningful contemporary feminist 

interventions that have foregrounded children as a socially subordinated group and critically 

examined intergenerational relations, several critical childhood scholars argue that childism 

remains largely unexamined within dominant feminist praxis. (Délage, 2020; Jackson, 2010; 

Oakley, 1994). Analyses of children’s oppression are often subsumed within broader discussions 

of gender, family, or care, rather than taken up as a distinct axis of domination.  

  Young-Bruehl echoes earlier childism scholarship in insisting that childism is a distinct, 

foundational prejudice—entangled with but not reducible to sexism, racism, or other systems of 
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domination. She argues that adults and social systems mistreat children as a way of managing 

their own internal conflicts, anxieties about dependency, and unresolved self-hatred. Violence 

against children is not simply a series of “incidents” but the expression of a deeply rooted 

prejudice that allows adults to project disavowed parts of themselves onto children and 

rationalize harmful behaviors as care, discipline, or moral instruction. In reframing childism in 

this way, she shows how individual psychology and collective ideology intertwine to sustain the 

oppression of children. 

 More recent developments in the scholarship—particularly the work of Toby Rollo 

(2018a, 2018b) and Keri DeJong and Barbara J. Love (2015)—have been especially influential in 

my thinking for the ways they link the oppression of children to the logics of colonialism and 

racism. Extending the earlier insights of the childism scholarship, both bodies of work argue that 

the subordination of children is not merely one form of prejudice among others but a 

foundational structure that underpins and legitimizes other systems of domination. DeJong and 

Love (2015) describe the oppression of young people as a “technology of colonialism” that 

installs roles of dominance and subordination in all people, socializing individuals into the 

hierarchies required to maintain settler colonial power. Rollo similarly contends that colonial 

and racial hierarchies rely on the conceptual framing of certain peoples as children—deficient in 

reason, maturity, or speech—and therefore unfit for political agency. He demonstrates how 

Indigenous and Black peoples were repeatedly represented as “child races” whose supposed 

immaturity justified dispossession, forced education, tutelage, and enslavement (2018b). Both 

perspectives highlight how discourses of civilization and progress depend on the figure of the 

dependent child, and how this child/ adult binary becomes a template for racial and colonial 

ordering. Together, these scholars show that the logic used to naturalize adult domination over 

children has also been used to construct white supremacy and settler colonial governance, 

making the oppression of children a fundamental structure that shapes broader systems of 

violence. 

 Taken together, the works reviewed here consolidate the theoretical foundations for 

understanding the systemic oppression of children. In tracing the development of this 

scholarship across decades, I was struck by how much of this work—often rigorous, insightful, 
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and conceptually ahead of its time—was published thirty, forty, even fifty years ago, and yet 

childism seem to have received remarkably little public or academic recognition. Childism 

remains one of the least visible forms of oppression in contemporary critical scholarship. I am 

consistently struck by how rarely it appears in anti-oppressive or structural violence analyses, 

even those explicitly concerned with intersectional forms of domination and marginalization. 

My hypothesis is that childism represents something like the final frontier of critical theory: 

because adult domination of children is so deeply normalized, woven into everyday practices, 

and perhaps embedded in the foundational logic of hierarchy itself, it becomes extraordinarily 

difficult to perceive, let alone problematize.  

 This invisibility is compounded by the fragmented development of the scholarship itself. 

Rather than emerging within a coherent field, key contributions have arisen under disparate 

terms—childism, adultism, poisonous pedagogy, juvenile ageism, misopedy, youth oppression—

each evolving largely in isolation. Such inconsistent terminology may have also hindered the 

accumulation of shared knowledge and impeded the consolidation of childism as a distinct area 

of theoretical inquiry. Although many foundational insights originated in psychiatry and 

psychoanalysis, they never seemed to gain sustained traction within those disciplines or became 

integrated into their mainstream theoretical frameworks. Critical childhood studies seems to 

provide a more consistent home for this work, yet this field seems to have not yet forged 

meaningful connections to TIC scholarship. This absence is striking given TIC’s stated 

commitments to analyzing power, fostering relational safety, and pursuing structural change—

commitments that childism directly deepens and clarifies. 

 One major turning point in the scholarship—and arguably a key reason the term 

childism has struggled to gain coherence—was John Wall’s intervention in the mid-2000s, which 

fundamentally reshaped the meaning of the term. Whereas earlier scholars used childism to 

describe the structural and interpersonal oppression of children, Wall reframed it as a positive, 

emancipatory lens akin to feminism, positioning childism as a movement to transform adult–

child relations and advance children’s rights (Wall, 2007; 2022). His redefinition, though 

generative, created lasting terminological confusion by assigning the same term two opposing 

meanings: oppression and liberation. As a result, many scholars now avoid using the term 
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childism altogether. Toby Rollo (2018a), for example, states “the term has been used confusingly 

to denote both the affirmation of childhood dignity as well as its denial. To avoid this confusion, 

I use the term misopedy to denote a non-clinical sense of antipathy towards children and 

childhood (p.75).” Most now seem to be favoring the term adultism which avoids confusion 

between the opposing definitions of childism. I have, for now, chosen to continue using childism 

despite its dual meanings, largely because of the influence of Young-Bruehl and other scholars 

whose work has shaped my own thinking. Still, I remain attentive to the possibility of shifting 

toward adultism in future work to avoid confusion as the field evolves. Taken together, these 

dynamics have produced a fractured conceptual terrain in which the core problem— the 

systemic oppression of children—remains clear, but the language for naming and theorizing it is 

anything but settled. 

 After decades of near invisibility, attention to childism appears to be slowly but steadily 

rising—perhaps signalling the beginnings of the critical mass needed for these ideas to enter 

mainstream academic and public discourse. Google Trends data, illustrated in the Figure 1 

below, shows almost no search activity for childism until 2012, followed by brief spikes and 

then, from 2019 onward, a more consistent upward pattern. My ongoing monitoring of new 

publications reflects a similar shift: interest in naming and theorizing the oppression of children 

seems to be growing across scholarly, activist, and mainstream contexts. Situated within a child-

rights framework, Anne McGillivray’s 2022 On Childism offered a robust legal and historical 

account of the term and argued for its relevance in understanding the systemic devaluation of 

children in law and society. That same year, the anthology Trust Kids!: Stories on Youth 

Autonomy and Confronting Adult Supremacy expanded these conversations into activist and 

community spaces. As lead editor carla joy bergman2 recalls, her nine-year-old son pushed back 

on her own youth empowerment efforts, stating the insight that grounds the entire volume: “I 

don’t need to be empowered by adults; I need them to stop having power over me” (p. 148). In 

2025, Sarah Ockwell-Smith’s Because I Said So: Why Society Is Childist and How Breaking the 

Cycle of Discrimination Towards Children Can Change the World introduced the concept of 

 
2 As with adrienne maree brown, carla joy bergman intentionally uses lowercase letters in their name as a 
political and aesthetic choice. 
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childism directly to a mainstream parenting audience. In 2024, Rebecca Adami’s Childism, 

Intersectionality and the Rights of the Child provided a rigorous theoretical and legal academic 

analysis of childism, while Eloise Rickman’s It’s Not Fair: Why It’s Time for a Grown-Up 

Conversation About How Adults Treat Children used the term adultism to extend these critiques 

to public debates on children’s rights, education, and political agency. Taken together, these 

works may suggest that interest in childism is no longer sporadic: it is growing, diversifying, and 

gradually entering broader cultural conversations. 

Figure 1: Google Trends Data on Childism 

 

 

The Legal Genealogy of Childism 

 The contemporary subordination of children—and the endurance of childism in law, 

policy, and everyday practice—cannot be understood without tracing the legal history that 

institutionalized adult supremacy. Scholars such as Toby Rollo (2018a, 2018b), Joan Durrant, and 

Ashley Stewart-Tufescu (2017) and Anne McGillivray (2022) trace these dynamics to ancient 

Roman law, where the doctrine of patria potestas (“the father’s power”) granted the pater 

familias, the male head of household, absolute potestas (“legal authority”) over everyone under 

his roof. Under this regime, children possessed no independent legal standing and could be 

controlled, sold, or even killed without consequence. A fourth-century Roman decree 

prohibiting only “extremely severe” punishment marked the first faint recognition that children 

might warrant protection. Yet, when Roman principles were later absorbed into English 

common law, its meaning shifted substantially: by specifying only the upper limit of 
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impermissible violence, jurists interpreted all lesser force as presumptively lawful. What began 

as a minimal prohibition on extreme paternal violence became a broad justification for 

“moderate” corporal punishment. Within English common law, corporal punishment was 

normalized across many subordinate relationships—not only children, but also wives, servants, 

apprentices, and labourers. This diffusion of household hierarchies into broader legal norms 

demonstrates how childist logics have historically underpinned other forms of domination: to 

infantilize is to justify control (Durrant & Stewart-Tufescu, 2017; McGillivray, 2022; Rollo, 2018a, 

2018b). These principles entered Canadian law through colonization. English common law 

became the foundation of Canada’s legal system, embedding the acceptability of “reasonable” 

force against children early in Canadian jurisprudence. 

 Although these systems were structured through patriarchy and clearly subordinated 

women to men, they also made explicit that children were subordinate to all adults, regardless 

of gender. For instance, Article 245 of Québec’s 1866 Civil Code granted “the father, and in his 

default, the mother” the right to impose “reasonable and moderate correction,” a right that 

could be delegated to other adult caretakers (Bernard, 1998). As Young-Bruehl (2012) argues, 

this distinction is crucial: sexism justified male dominance over women, while childism justified 

adult dominance over children, enabling women—despite their own subordination under 

patriarchy—to participate in and reproduce children’s subordination. Although women 

exercised disciplinary authority over children, this authority was delegated within a patriarchal 

framework that continued to subordinate women to male heads of household. While rooted in 

the same patriarchal household structure, childism nevertheless operates through a distinct 

justificatory logic that cannot be reduced to sexism, even as the two intersect and reinforce one 

another.  

 While European patriarchal legal traditions entrenched adult supremacy as a normative 

principle, these hierarchies were not universal across the territories that became Canada. 

Indigenous nations across Turtle Island maintained diverse relational philosophies in which 

children were regarded as full persons, embedded within webs of kinship, reciprocity, and 

responsibility (Blackstock et al., 2020; Michaelson & Durrant, 2020; TRCC, 2015a). Although 

child-rearing practices varied widely among nations, Indigenous scholars consistently describe 
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traditions that emphasized children’s autonomy, inherent worth, and unique gifts, and that 

rejected coercive or punitive forms of discipline. Colonization violently disrupted these systems 

by imposing British, French, and Christian models of family governance that normalized 

hierarchy, obedience, and corporal punishment. Institutions such as residential schools and the 

Sixties Scoop sought not only to separate children from their families, but also to replace 

Indigenous caregiving systems with adult-supremacist, punitive regimes. The fact that many 

Indigenous communities continue to revitalize and reclaim their relational child-rearing 

teachings highlights that childism is not a natural or inevitable feature of human societies. 

Rather, it is a historically specific system of domination that was imposed through colonial law 

and persists in Canadian legal and policy structures today. 

 This persistence is evident in contemporary Canadian law. Section 43 of the Criminal 

Code continues to provide a legal defence for using “reasonable force” to correct a child 

(Barnett & Mason, 2023). Section 43 inherits the logic of British common law, which viewed 

corporal punishment as necessary “to correct what is evil in the child” (Durrant & Stewart-

Tufescu, 2017, p.361). The Truth and Reconciliation Commission of Canada (TRCC) identifies the 

persistence of Section 43 as part of the same legal architecture that sanctioned force within the 

residential school system (2015a). Call to Action #6 of the TRCC urges the federal government to 

repeal Section 43 entirely, recognizing that the continued legal permission to use force against 

children is incompatible with reconciliation and with a contemporary understanding of 

children’s rights and dignity (2015b). Yet nearly fifteen years after the Calls to Action were 

issued—and despite the fact that over 60 countries worldwide have legally prohibited the 

physical punishment of children—Canada has still not repealed Section 43 or enacted an explicit 

ban on corporal punishment (Stewart-Tufescu, 2023). Children are therefore granted fewer 

protections from violence than adults which reinforces the notion that children’s bodily 

autonomy is subordinate to adult authority and that acts of physical force against them can be 

rationalized as discipline. Durrant and Stewart-Tufescu observe that “for centuries discipline was 

confounded with violence” (2017, p. 361). This entanglement rested on the belief that children 

learn through physical pain and that adults are entitled—and even expected—to inflict it. 

Although such beliefs diminished considerably over the twentieth century, particularly with 
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respect to striking other adults, the transition away from hitting children has been far slower 

and more contested. Physical punishment of adults in subordinate positions—whether in the 

household or workplace—became socially unacceptable much earlier, while the repudiation of 

corporal punishment of children is both more recent and still unevenly embraced today 

(Durrant & Stewart-Tufescu, 2017). 

 

Contemporary Expressions of Childism 

 Even within this broader pattern of slow and uneven change, significant progress has 

nonetheless been made in recognizing and protecting children’s rights. Across parenting, 

education, and child development, there has been a gradual but meaningful move away from 

explicitly authoritarian models toward approaches emphasizing empathy, attunement, 

collaboration, and relational understanding. Research shows that corporal punishment is in 

steady decline: fewer parents endorse or use physical discipline than in previous generations, 

and societal attitudes increasingly reject it as an acceptable practice (Finkelhor et al., 2019; 

Morin et al., 2024). TIC has likewise gained traction in professional caregiving, perhaps pointing 

to a broader shift toward interpreting children’s distress and challenging behaviors through 

developmental, neurobiological, and adversity-informed lenses rather than through moral or 

behaviourist frames (Purtle, 2018). Although these shifts are rarely articulated as explicit 

responses to childism, they may nonetheless contribute towards destabilizing long-standing 

assumptions that have justified children’s subordination. By centering children’s needs, 

emotions, and contexts, they implicitly challenge the systemic power arrangements that have 

historically normalized adult control and minimized children’s rights and agency within both 

families and institutions. Rather than treating children’s challenging behaviours as signs of 

defiance requiring correction, these approaches frame them as meaningful communications 

shaped by relationships, stress, and developmental capacity, thereby questioning the legitimacy 

of adult authority exercised simply because an adult demands obedience (Blaustein & 

Kinniburgh, 2018; Durrant& Stewart-Tufescu, 2017). 
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Despite important progress in reducing the cultural acceptance of corporal punishment 

and promoting children’s rights, the fundamental power structures that underlie childist adult–

child relations seem to remain largely intact (Adami, 2024; Rickman, 2024). Even as trauma-

informed and other relationally attuned approaches gain traction, everyday expectations 

continue to position children as subordinate. Children are still routinely expected to obey adult 

directives without question, and when they resist, adults often rely on coercive strategies that 

prioritize adult convenience and control over children’s developmental needs (bergman & Hern, 

2022; McGillivray, 2022). Behaviourist principles remain widely accepted, despite extensive 

critique, sustaining the idea that compliance achieved through punishment and reward 

constitutes effective “behaviour management” (Bloom & Farragher, 2011; Durrant & Stewart-

Tufescu, 2017). These strategies—from timeouts and the removal of valued possessions to 

shaming, verbal reprimands, bribes, or the withdrawal of affection—may secure short-term 

compliance, but they often erode trust, autonomy, and emotional safety (Collin-Vézina & 

Carnevale, 2022; Kohn, 2006). They also deflect attention from adults’ responsibility to examine 

how their expectations and reactions shape conflict, reinforcing the belief that children are the 

ones who need fixing. 

Consequently, although physical punishment is increasingly condemned, many of its 

psychological equivalents remain normalized. Alice Miller identified this trend as early as 1983, 

noting that “the former practice of physically maiming, exploiting and abusing children seems to 

have been gradually replaced in modern times by a form of mental cruelty that is masked by the 

honorific term child-rearing” (p. 4). Emotional pain has, in many ways, supplanted physical pain 

as a tool of control and domination, even though the loss, exclusion, shame, and humiliation 

produced by psychological punishment can be just as harmful (Collin-Vézina & Carnevale, 2022; 

Durrant & Stewart-Tufescu, 2017). Research in affective neuroscience demonstrates that 

emotional pain activates many of the same neural regions as physical pain, producing 

comparable distress and lasting psychological impact (Durrant & Stewart-Tufescu, 2017). As a 

result, shifts away from corporal punishment have not automatically translated into shifts away 

from coercive authority; instead, that authority may have migrated into more psychological 

modes of control (Kohn, 2006). 
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Importantly, most adults in caregiving or professional roles genuinely care for children 

and strive to meet their needs. Yet care does not occur in a vacuum. Caregivers and 

professionals operate within institutional and cultural contexts that often pressure them to 

manage behaviour rather than nurture autonomy (Kohn, 2006). In many service systems, these 

pressures translate into high levels of everyday coercion, particularly for adolescents in 

institutional contexts such as psychiatric care, child welfare, and juvenile justice (Henriksen & 

Øye, 2023). These same dynamics also appear in more familiar environments: teachers facing 

large class sizes or strict curriculum demands may feel obligated to impose rigid rules simply to 

maintain order, while parents juggling multiple stressors may default to control-based strategies 

because they seem efficient or familiar. Within these contexts, adults are often evaluated and 

judged by their capacity to secure children’s compliance, such that enforcing control is treated 

as a marker of skilled caregiving rather than a reflection of structural pressures (Kohn, 2006). 

These dynamics are reinforced by dominant beliefs about discipline and development that 

position adult authority as essential to producing “well-behaved,” “resilient,” or “successful” 

children. These beliefs are reproduced through familiar social scripts—“because I said so,” 

“don’t talk back,” “respect your elders”—that naturalize adult dominance in daily interactions. 

Such scripts continue to position adult authority as natural and unquestionable and normalize 

the assumption that adults’ needs, desires, and perspectives automatically take precedence 

over those of children (McGillivray, 2022). These pressures do not negate love, compassion, or 

good intentions, but they create conditions in which adult authority routinely overrides 

children’s agency. It is this structural imbalance—rather than individual intent—that renders 

childism both pervasive and largely invisible. 

Moreover, adults often believe they are acting in a child’s best interests when they rely 

on punishment, strict rule enforcement, or other coercive strategies, viewing these practices as 

necessary preparation for a harsh and unequal world (bergman & Hern, 2022; Kohn, 2006; 

Ockwell-Smith, 2025). The work of Stacey Patton—a journalist, professor, child advocate, and 

child maltreatment survivor—has been especially influential in shaping my thinking on this 

point. In her book Spare the Kids: Why Whupping Children Won’t Save Black America and in her 

chapter in the Trust Kids! anthology (bergman & Hern, 2022), Patton examines how these 
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beliefs operate within Black families navigating a long history of systemic racism. She discusses 

how parents from Black communities turn to corporal or psychological punishment out of a 

deeply felt desire to keep their children safe from racial profiling, school discipline disparities, or 

police violence. Patton shows, however, that these strategies can unintentionally reenact the 

very systems of domination they aim to resist. She describes this dynamic as “an 

intergenerational re-enactment of the violence of slavery” (bergman & Hern, p. 168) and argues 

that coercive parenting practices can produce “the very docility, trauma and negative public 

health outcomes required to sustain the racial order” (Ibid, p. 167). She further contends that 

“white supremacy fundamentally depends on Black parental coercion and violence against 

children in order to reproduce itself”, ensuring that children’s rage and grief are redirected 

inward or toward their own communities rather than toward oppressive structures (p. 174). 

Drawing on Toby Rollo’s work, Patton argues that colonial domination was modeled directly on 

adultist domination: “white people modeled their treatment of Black people on their barbaric 

treatment of their own children. Through colonization and enslavement, Black people became 

white people's new children” (p. 171). The designation of enslaved people as permanent, 

dependent “children,” she notes, facilitated their dehumanization and justified brutal control (p. 

168). Echoing earlier childism theory, Patton situates childism as a foundational structure of 

white supremacy, showing how the subordination of children provides the template for the 

subordination of racialized groups. Her work reveals how well-intentioned efforts to “prepare” 

children for a hostile world can inadvertently reinforce—and even help reproduce—the very 

forms of domination they seek to protect children from.  

In doing so, adults may not only mirror oppressive structures but also participate in 

shaping children’s earliest understandings of power. Echoing earlier childism scholarship, 

McGillivray (2022) argues that children’s everyday experiences of humiliation, alienation, and 

silencing normalize coercion and domination, teaching them that unequal power relations are 

natural and unavoidable. Milburn’s (1995, 2014) work similarly shows how early exposure to 

punitive authority socializes individuals into accepting hierarchy, shaping broader societal 

attitudes toward power, authority, and discipline. Over time, the internalization of childism can 

make coercive authority appear both necessary and desirable, enabling cycles of domination to 
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reproduce themselves across generations. Raised in environments where adult authority is 

maintained through punishment and reward, individuals may come to see coercion as a 

reasonable way to manage relationships—in parenting, schooling, workplaces, and leadership. 

Even those committed to change struggle to unlearn these assumptions, as they are continually 

reinforced by social institutions, cultural norms, and everyday interactions. 

Just as punitive strategies are often justified as preparation for a harsh world, 

demanding expectations and achievement pressures are similarly framed as essential to 

children’s future survival and success. Children today are not only expected to “behave” but to 

excel, meeting ever-rising performance standards in school, extracurriculars, and social life—

often at the expense of their well-being (Kohn, 2006). Curran & Hill (2022) note that as 

economic precarity intensifies, so too does parental “anxious control,” expressed through 

excessive criticism, heightened expectations, and tightly structured schedules that contribute to 

stress, perfectionism, and growing mental health concerns among children and youth. This 

pressure to perform—whether through academic achievement, highly scheduled activities, or 

early career preparation—positions children less as developing individuals with intrinsic needs 

and more as projects to be optimized for future success. Viewed with compassion, these 

dynamics can be understood as rooted in genuine parental fears about their children’s 

prospects in an increasingly unequal world. Many caregivers are using the strategies that feel 

most available or socially reinforced to secure stability for their children. Yet it is crucial to ask 

whether these efforts—however well-intentioned—are truly protective, or whether they 

inadvertently reproduce the very stress, pressure, and vulnerability they aim to guard against. 

These increasing pressures and evolving forms of control coincide with two major public 

health crises affecting young people: the early childhood adversity epidemic and the worsening 

youth mental health crisis. However, neither of these crises is commonly examined through the 

lens of childism. The dominant narrative attributes rising youth distress almost entirely to social 

media and screen time, overlooking the ways in which children’s lack of autonomy, 

overwhelming adult-imposed expectations, and institutionalized control may also be key 

contributors (McGorry et al., 2025). Similarly, discussions about adverse childhood experiences 

(ACEs) tend to focus on individual and family-level risk factors, such as household instability, 
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parental mental health, and exposure to violence (Young-Bruehl, 2012). Even when broader 

socioeconomic and political conditions such as poverty, racism, and neighborhood violence, are 

considered, no aspect of structural violence directed specifically at children is acknowledged. 

The normalization of adult dominance in children’s lives is rarely recognized as a core driver of 

these crises, leaving systemic childism unexamined as a force shaping childhood adversity and 

youth distress. 

From Theory to Inquiry: An Overview of the Dissertation Papers 

Taken together, these arguments clarify the central objective of this dissertation and give 

substance to its guiding question concerning the transformative potential of TIC implementation 

in child and youth services. While TIC and TVIC have played an important role in shifting 

professional attention toward the impacts of childhood adversity, institutional harm, and the 

need for more compassionate models of practice, this dissertation asks whether, and under 

what conditions, such approaches can move beyond reformist adjustments to produce deeper 

transformations in power, relationships, and organizational life. Without an explicit analysis of 

adult supremacy, TIC risks softening the harshest edges of institutional practice while leaving its 

underlying power hierarchies intact. Bringing the lenses of childism and TIC into deeper 

conversation provides a framework for critically examining TIC’s limits and for assessing when 

TIC implementation holds genuine transformative potential.   

The first step in developing this integrative lens is to understand how TIC and TVIC have 

been taken up across child- and youth-serving sectors (CYSSs). To this end, the next chapter 

(Paper 1) presents a scoping review of TIC implementation initiatives within CYSSs that I 

published in the Journal of Child and Adolescent Resilience in 2020. At the time it was 

conducted, this review was distinctive in its scope: rather than focusing on a single sector (such 

as child protection, pediatrics, or education), or combining adult- and child-serving contexts, it 

examined TIC implementation across the full range of systems serving children and youth. This 

broad approach was not guided by a narrow analytic focus on power, but by a desire to 

understand how TIC was being taken up, interpreted, and implemented across child- and youth-

serving contexts as a whole. It was motivated by the recognition that CYSSs share common 
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structural features—including legally sanctioned adult authority and developmentally 

asymmetrical relationships. While power dynamics were not foregrounded as a primary analytic 

lens in the review itself, its comprehensive examination of TIC implementation research enabled 

the identification of recurring patterns, gaps, and tensions that later proved central to questions 

about the transformative potential of TIC in child and youth services. 

The findings of the scoping review show that the scholarship is dominated by 

quantitative, outcome-focused studies aimed at demonstrating that TIC “works,” rather than 

examining how organizations actually undertake the complex, relational, and often contested 

work of implementation. While outcome-focused research can document important indicators 

such as the use of restraints or seclusion, it offers limited insight into how such changes are 

produced, sustained, or resisted within real organizational contexts. This emphasis on 

outcomes over processes obscures the relational and political dimensions of implementation, 

including how hierarchy, professional identity, and institutional culture shape what TIC comes 

to mean in practice. Consequently, the everyday realities of implementing TIC within historically 

compliance-oriented systems remain underexamined.  

  Across the sectors represented in the scoping review, TIC implementation was most 

often framed as a short-term training or knowledge-transfer activity, despite widespread 

consensus that TIC requires sustained, system-level transformation. To better classify and 

interpret this pattern across studies, I developed the TIC Implementation Scope Continuum to 

distinguish limited, moderate, and comprehensive approaches. While outcome findings were 

highly variable, comprehensive initiatives showed the most promising results, including 

reductions in harmful or coercive practices and improvements in child and youth well-being. By 

contrast, training-based initiatives produced more modest, short-term gains in staff self-

reported knowledge and attitudes, which were not consistently sustained or translated into 

changes in practice or organizational climate. Common barriers included limited leadership 

commitment, insufficient resources, and lack of ongoing support, leading the review to caution 

that one-time trainings are frequently oversold and insufficient for producing trauma-informed 

organizations. 



54 
 

Critically, the review also reveals that TIC frameworks do not consistently engage with 

the particularities of working with young people whose developmental needs, legal 

dependencies, and relational vulnerabilities make them uniquely affected by compliance-

oriented systems. Adult-oriented or ostensibly universal TIC frameworks are often applied to 

CYSSs without adaptation, leaving major questions unanswered about how to implement TIC 

care in ways that address children’s specific developmental, relational, legal and political 

contexts.  

These conceptual gaps are mirrored in how power is taken up in the empirical TIC 

implementation literature. The scoping review showed that while many TIC implementation 

initiatives in CYSSs reported reductions in overtly coercive practices and framed these shifts as 

evidence of cultural change, questions of power were addressed unevenly. Changes to power 

dynamics between adults and the young people in their care as a result of TIC implementation 

were framed shifts in clinical approach, articulated through professional vocabularies of 

support, safety, and therapeutic responsiveness. For example, Goetz and Taylor-Trujillo (2012) 

described a shift away from “quickly subduing a patient who is aggressive” toward “allowing 

whatever time was necessary to work with a patient to reduce his or her anxiety and fear, or 

anger,” with staff explicitly taught to use a “show of support” rather than a “show of force”  

(p.99). In this framing, the move away from force was presented as the adoption of a more 

appropriate clinical approach to distress, rather than as a challenge to the underlying 

assumptions that had made force and rapid control appear necessary or legitimate. As a result, 

the role of power in shaping these practices, and its implications for TIC implementation, 

remained largely unexamined.  

 In contrast, when power struggles emerged among staff, they were explicitly named and 

problematized as barriers to change. Regan (2010), for example, documented tensions between 

nurses and physicians when nurses began resisting the use of chemical restraints, disrupting 

established professional hierarchies. This differential naming suggests that while unequal 

power relations among adults are treated as obstacles to implementation, the normalization of 

adult dominance over children and youth remains largely invisible within TIC implementation 

discourse. From a childism lens, this asymmetry is analytically significant. It reveals how adult–
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child hierarchies are rendered invisible precisely because they are culturally sanctioned, making 

adult authority over children appear as care, protection, or professionalism rather than as a 

form of power that warrants critical examination. 

 This uneven treatment of power has concrete consequences for organizational change. 

Many studies reported difficulty achieving meaningful transformation at the organizational or 

systemic level, even when trauma-informed principles were being incorporated into daily 

practice. Organizations also frequently failed to develop structural supports for staff, especially 

in relation to secondary traumatic stress, leaving responsibility for managing distress at the 

individual level. One qualitative research study revealed how TIC can clash with dominant 

institutional frameworks. Watt (2017) found that when TIC came into conflict with DSM-based 

systems, trauma-informed understandings of children’s distress were routinely subordinated to 

diagnostic requirements, as institutional eligibility, funding, and insurance reimbursement 

hinged on DSM classifications, effectively constraining how care could be conceptualized and 

delivered. 

 Taken together, the findings of the scoping review suggest that while TIC initiatives may 

reduce certain coercive practices, they may often leave intact the deeper power structures that 

organize adult-child relationships. Read through a childism framework, this pattern suggests 

that TIC implementation efforts may disrupt some overt practices of coercion while leaving 

intact the deeper ideological foundations of adult supremacy that structure organizational life 

in CYSSs. Power seems to be treated as a contextual challenge to be managed rather than as a 

constitutive feature of organizational life that shapes how TIC is interpreted, resisted, or 

absorbed. This persistent under-theorization of power points to the need for qualitative, 

process-oriented research that centers adult–child power relations in analyses of TIC 

implementation, particularly within institutional environments where compliance-oriented 

practices remain deeply embedded. 

 Youth residential care offers a particularly revealing site for examining power in TIC 

implementation. Across the literature and in practice, many residential settings remain shaped 

by compliance-oriented assumptions about discipline and authority (Edwards et al., 2023; 
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Gharabaghi, 2019; Hernandez et al., 2023). Central among these is the belief that what young 

people need most is structure, commonly interpreted as the consistent enforcement of rules 

and routines through systems of rewards and consequences (Gharabaghi, 2019). Drawing on 

childism theory, such assumptions can be understood not simply as organizational preferences, 

but as expressions of a broader social logic that positions children as inherently in need of 

governance and adults as legitimate arbiters of their behavior. In residential care, front-line 

workers assume a generalized caregiving role, managing all aspects of daily life, including 

meals, hygiene, chores, school attendance, leisure time, and access to space. Control over 

young residents’ everyday lives is governed by institutional policies and procedures, while often 

sidelining attention to relational dynamics or the meaning of young people’s actions (Ibid.). 

These practices are legitimized through professional and clinical language such as structure, 

consistency, boundaries, and safety, yet they often reproduce familiar control-based caregiving 

scripts, now reinforced by institutional authority (Sallée, 2021). In this way, residential care can 

cloak deeply ingrained childist power relations in the language of professionalized care, making 

it a critical context for examining how TIC principles are interpreted and operationalized in 

practice. 

 I chose this site not only for its analytic significance, but also because I encountered 

these dynamics directly in my work as a youth support worker in a residential program for 

homeless youth. As discussed in the introduction, most residents had been pushed out of their 

family homes following significant relational breakdown. Yet this context was rarely met with 

relational curiosity. Instead, staff were taught that structure was the primary intervention, and 

that structure was achieved through control.  

 In response to the gaps in the literature identified in the scoping review, I designed and 

conducted an in-depth qualitative study within an urban child and youth residential care agency 

in Quebec. As a very large government-run residential care organization, with 66 units serving 

children and youth under child protection and youth justice mandates, the agency provided a 

rich institutional context for examining TIC implementation across diverse mandates. Although 

the agency first introduced TIC in 2014, implementation unfolded slowly and unevenly across 

select units and was fully halted during the COVID-19 pandemic before being re-initiated in 
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2023. Using a constructivist grounded theory methodology, I employed three methods of data 

collection: in-depth interviews, participant observation, and document analysis. Over a year-

long period from January 2023 to January 2024, I followed the TIC implementation team, 

observing how plans were developed, trainings were developed and delivered, trainers were 

trained and supported, and clinical supervision and communities of practice were used to 

sustain change over time. All interviews, observations, and document analysis were conducted 

in French, as all participants were francophone and French was the primary language used 

within the residential care agency, including in all official documentation, in accordance with 

provincial language legislation. Data analysis was also conducted in French, using the original 

French transcripts and field materials. All participant quotations presented in this dissertation 

were translated into English, and I retain full responsibility for all interpretive and linguistic 

choices. Translation tools (ChatGPT and DeepL) were used to support the rapid translation of a 

large volume of material. However, I carefully reviewed and amended all outputs based on my 

bilingual expertise and contextual understanding, and, where necessary, sought input from 

colleagues regarding particularly nuanced terms or expressions.  

 Because existing TIC research in child- and youth-serving systems has been largely 

outcome-focused, with limited attention to how implementation unfolds in practice, the study 

was designed to take a broad, process-oriented view of TIC implementation within a residential 

care setting. The initial research questions were therefore intentionally expansive, aimed at 

mapping the everyday dynamics, decisions, and conditions shaping implementation. As data 

collection and analysis progressed, however, issues of adult–child power, authority, and control 

repeatedly surfaced across data sources, drawing analytic attention toward the central role 

these dynamics played in shaping both the possibilities and limits of TIC implementation.  

 Drawing on data generated through this study, Paper 2 examines how adult-child power 

dynamics and enduring compliance-oriented logics shape the implementation of TIC. This paper 

is currently under review at the Child and Youth Services Review journal. Rather than locating 

implementation challenges at the level of individual skill or knowledge deficits, the analysis 

situates them within broader institutional history, culture, and policy. Paper 2 shows that TIC 

was taken up within an agency already undergoing a slow and uneven cultural shift away from 
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deeply entrenched compliance-oriented practices toward more relational approaches, with TIC 

representing the next step in an ongoing evolution rather than a clear break from the past. 

Uptake varied across units along a continuum shaped by their prior orientation to power, with 

relationally oriented units providing more fertile ground for TIC, behaviorally focused units 

integrating TIC more superficially, and youth justice units exposing deeper ideological tensions 

around authority, control, and the goals of care. 

 Paper 3 shifts the analytic focus to staff members’ lived experiences, examining 

resistance as an emotional, relational, and ideological response to efforts to reconfigure power 

within TIC implementation. This paper is currently under review at the Journal of Child Abuse 

and Neglect. In contrast to Paper 2’s organizational focus, it centers how staff experience, 

interpret, and navigate these changes in practice. Paper 3 shows that resistance most often 

emerged from staff fears that TIC was overly permissive and incompatible with discipline, 

safety, or accountability, particularly in high-pressure contexts shaped by resource constraints 

and enduring behaviorist logics. The analysis highlights how the emotional and relational work 

required to share power and sustain reflective practice was both central to TIC and 

insufficiently supported, leaving power and control largely unexamined and contributing to 

staff reverting to compliance-oriented practices under stress. Taken together, this dissertation 

advances a critical analysis of TIC implementation that centers power as a core analytic concern 

and draws explicitly on childism theory to interrogate adult–child relations within care systems.
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Lowenthal, A. (2020). Trauma-informed care implementation in the child-and youth-serving 
sectors: A scoping review. International Journal of Child and Adolescent Resilience, 7(1), 178-194. 

 

Abstract 

Objectives: Enthusiasm for trauma-informed care (TIC) in the child-and youth-serving sectors 

(CYSSs) has been growing dramatically over the last decade. However, TIC implementation 

activity on the ground has far outpaced research and the landscape of TIC implementation 

scholarship is not well known. This scoping review aims to explore (1) the nature of TIC 

implementation research in CYSSs, (2) the characteristics of the change initiatives being studied, 

(3) the types of evidence these studies have generated and (4) the gaps in the literature. 

Methods: On August 28, 2019, the EBSCO, Scopus, Web of Science and PsycINFO databases 

were searched for English-language, peer-reviewed articles that mentioned “trauma-informed” 

and (“child” or “children” or “adolescent” or “youth”) in the title, abstract or key words. Articles 

selected for this review reported on TIC implementation processes in CYSSs. Fifty-four articles 

published between 2004 and 2019 met the inclusion criteria and were reviewed in-depth for 

this scoping review. Results: High variability was found in the characteristics of TIC 

implementation research and practice. However, promising preliminary evidence is beginning to 

show that TIC implementation can lead to a reduction in violent practices and incidents and can 

improve service provider knowledge, attitudes, behaviour and practice (KABP). However, 

research shows that improvements to self-reports of KABP are often modest, not always 

maintained over time and not easily translated into actual changes in behaviour, practice and 

organizational climate due to a variety of barriers. Conclusion:  In order to address these 

barriers, the preliminary evidence suggests that TIC implementation requires a comprehensive 

approach that includes commitment from senior leadership, ongoing support, and collaboration 

within and between service providing organizations and systems 

 
3 The published version can be found here: https://ijcar-rirea.ca/index.php/ijcar-rirea/article/view/47  

https://ijcar-rirea.ca/index.php/ijcar-rirea/article/view/47
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Introduction 

 Violence against children and youth has many different forms. Whether it is in the form 

of abuse, neglect or exposure to structural violence, it can leave a lasting impact on their health 

and well-being. The trauma-informed care (TIC) movement has been mobilizing knowledge 

about the pervasive and potentially lifelong impacts these forms of adversity can have on 

children and youth since the early 2000s. Since then, complex trauma has emerged as a 

framework for understanding these types of interpersonal, chronic, and cumulative adversities, 

as well as the associated constellation of sequalae that can derail all domains of child 

development (Cloitre et al., 2019; Courtois, 2008; Van der Kolk et al., 2005). In addition to 

promoting a greater understanding of children and youth who have faced adversity and may be 

experiencing complex trauma, the TIC movement has been advocating for service providers to 

better equip themselves to understand and respond to their needs. As a result, there is a 

growing recognition that conventional service systems often fail to respond appropriately to the 

needs of complex trauma-impacted children and youth and may also cause further harm (Bloom 

& Farragher, 2010, 2013; Elliot et al., 2005; Harris & Fallot, 2001; Oudshoorn, 2015). In order to 

meaningfully implement the principles of TIC in the various sectors that serve children, youth 

and their families, there is a general consensus that a major shift in organizational culture, 

structure, and policy is required. 

 Unlike trauma-specific interventions (TSIs), which include various treatment modalities 

such as Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), TIC is much broader in its 

scope. It is a service delivery paradigm that aims to inform every level of operations. TIC 

implementation is a systems-level intervention that aims to transform the environment in which 

services are provided. The implementation of TSIs can be a part of a broader initiative to adopt 

TIC within an agency or service system. However, TSI implementation alone is not considered 

TIC implementation if it is not also accompanied by systems-level interventions that aim to shift 

the culture, structure or policy of the provider of the TSI.  

 While the concept of TIC is rather contested and amorphous, TIC is often defined using 

the parameters set out by SAMSHA, which state that a trauma-informed organization:  



68 
 

realizes the widespread impact of trauma and understands potential paths for 
recovery; recognizes the signs and symptoms of trauma in clients, families, staff, 
and others involved with the system; and responds by fully integrating 
knowledge about trauma into policies, procedures, and practices, and seeks to 
actively resist re-traumatization (2014, p.9).  

However, the TIC framework has many different interpretations and is continuously evolving. 

For example, researchers have developed the trauma- and violence-informed care (TVIC) 

framework to strengthen the understanding and response to structural violence, which refers to 

the harm caused by colonialism, racism, heteronormativity, poverty, ableism, etc.,  which is 

lacking in many TIC approaches (Levine, et al., 2020). The TVIC framework will also support a 

more robust interrogation into the ways that service providers are complicit in the perpetuation 

of structural violence. 

 The core principles of TIC in child- and youth-serving sectors (CYSSs) promote a shift 

away from a focus on compliance and pathology towards a focus on connection, empathy and 

deeper understanding (Bloom & Farragher, 2010, 2013; Oudshoorn, 2015; Ford & Blaustein, 

2013). For example, in residential or inpatient contexts, supporting a young person to de-

escalate aggressive behaviour through empathic listening and emotion regulation practices is 

now considered to be safer and more therapeutic than using punitive, coercive and 

pharmacological approaches such as time-outs and physical and/or chemical restraints. The 

science is clear that strong relationships with adult caregivers are a key factor of resilience in the 

face of adversity and complex trauma, and the adoption of TIC is crucial for service providers to 

be able to foster these types of relationships with the children and youth in their care (Blaustein 

& Kinniburgh, 2010; Bryson et al., 2017; Ford & Blaustein 2013). In light of this, TIC is 

increasingly becoming associated with best practice in a variety of service contexts, especially in 

CYSSs where early intervention is considered key to preventing the complex and long-term 

sequelae associated with early adversity. Various levels of governments in Canada, the U.S. and 

Australia have enacted policy that commits to trauma-informed service delivery across a variety 

of sectors in the human service system.  

 However, with all these commitments to provide trauma-informed services, some have 

commented on the resulting emergence of a booming TIC consultation and training industry. As 
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Birnbaum (2019) states “it would not be an exaggeration to suggest that TIC training has 

become a mostly unregulated growth industry, as there is little systematic research on the 

content or quality of these proliferating offerings" (p. 477). Many have commented that all the 

work happening on the ground to operationalize TIC has far outpaced research (Hanson & Lang, 

2016; Thomas, et al., 2019). Indeed, the study of TIC implementation is an area of scholarship 

that is new but growing rapidly and the landscape of the associated research literature is not 

well known.  

Objectives 

 As of yet, there exist no other comprehensive reviews of TIC implementation research 

across CYSSs. A 2018 systematic review from Purtle looked TIC implementation across all sectors 

of the human service system and focused on quantitative, outcome-based research. Two 

systematic reviews with a focus on the youth residential treatment sector exist, one with a focus 

on outcomes (Bailey et al., 2019), the other with a focus on process (Bryson et al., 2017). 

Furthermore, all existing reviews found a high level of heterogeneity in the literature, pointing 

to the complexity of grasping the nature of research being conducted in this field and the need 

for a scoping review to map out this scholarship. This scoping review bridges the silos in the 

CYSSs as well as in research by examining TIC implementation research of all types across all 

CYSSs. Importantly, it also maintains the boundary with the adult-serving sector to retain the 

important developmental considerations to trauma-informed service delivery with young 

people. The objective of this scoping review is to provide a comprehensive overview of the 

research about TIC implementation in the CYSSs by (1) describing the key characteristics of TIC 

implementation research studies, (2) describing the key characteristics of TIC implementation 

initiatives in the CYSSs being studied, (3) mapping the types of evidence available about 

implementation outcomes and processes, and (4) identifying important gaps in the literature.  

Method 

 A scoping review is indicated for mapping evidence in a body of literature that is 

heterogenous and has yet to be comprehensively reviewed (Arksey & O'Malley, 2005; Levac et 

al., 2010; Munn et al., 2018; Peters et al., 2015). Scoping reviews are designed to explore the 

extent, range, and nature of research activity, summarize key findings, and identify gaps. 
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Methodological guidelines for scoping reviews recommend iterative study designs to allow for 

the refinement of inclusion and exclusion criteria as the researcher becomes more familiar with 

the literature and develops a better sense of the volume, breadth and nature of the scholarship 

(Arksey & O'Malley, 2005; Levac et al., 2010; Peters et al., 2015). This study followed the 

iterative six-stage scoping review framework developed by Arksey and O'Malley (2005): 1) 

identifying the research question, 2) identifying relevant studies, 3) selecting studies, 4) charting 

the data, 5) collating summarizing and reporting the results and 6) engaging in consultation. 

While the study was limited by only having one reviewer complete stages 1 through 5, it was 

strengthened by consulting with a committee of other TIC researchers throughout the process 

to validate the methods and findings.  

 During stage 1, the following research question was identified: What is the nature of the 

TIC implementation research literature in the CYSSs? In addition, parameters of what TIC 

implementation research in the CYSSs consists of were developed, with the expectation they 

would be refined as the selection process progressed. Initiating stage 2, a search was conducted 

on August 28, 2019, of the Academic Search Complete (EBSCO), Scopus, Web of Science and 

PsycINFO (OVID) databases for English-language journal articles that mentioned “trauma-

informed” and “child*” or “adolescent” or “youth” in the title, abstract or key words. The search 

was not filtered for publication date. A total of 2306 records were obtained from this database 

search and imported into Endnote. Following the removal of duplicates, 1152 unique articles 

were then screened by title, abstract and full-text review in an iterative process that ultimately 

generated the final inclusion/exclusion criteria.  

 After becoming more familiar with the results of the search, the original parameters of 

TIC implementation research in the CYSSs were narrowed to include only the studies that 

reported on the results of a TIC implementation initiative. Studies that were simply evaluating 

to what degree organizations and systems were already operating in a trauma-informed way 

and studies that took baseline measures of TIC uptake or readiness for implementation were 

excluded. Studies focused on evaluating only the implementation of a TSI were also excluded. In 

regard to parameters of the CYSSs, articles were excluded if they did not explicitly mention the 

inclusion of child- and youth-serving professionals, organizations, or systems in their sample. 
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Articles selected for this literature review studied at least one aspect of the change process 

associated with TIC implementation at all scales, including those that targeted only one 

department or unit of an institution, and those that aimed to make changes to entire 

organizations or service systems. Studies were included regardless of quality, as is indicated for 

scoping reviews, although some conclusions were drawn about how to improve the quality of 

research in this area moving forward. Fifty-four articles met these inclusion criteria and were 

reviewed in-depth for this paper.  

 In stage 4, data were systematically abstracted and charted into an excel sheet using 

Garrard’s Matrix Method (2017) with the following headings: author, title, year of publication, 

journal title, sector (e.g. Child welfare, youth residential treatment, schools, etc.), geographic 

location (country and region) where research took place, aims of the study, methodology, 

measures/data collection method, data analysis method, sample, implementation model(s) 

utilized, TIC model(s)/framework(s)/guide(s) utilized, types of systems-level interventions used 

(e.g. training, policy change, leadership development etc.), key results, and implications for 

research and practice. However, as discussed later on in the paper, articles were not always 

forthcoming with all these details about their research and it was not always possible to extract 

data for all these categories of analysis. In stage 5, data was collated and summarized 

numerically and thematically in order to provide a comprehensive overview of all the material 

reviewed in a way that best responded to the research question and objectives. 

Results 

Characteristics of the Research Studies 

Overarching Methodological Approach 
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Table 1 
Articles reviewed by Research Design 

Research Design 
Articles 

Reviewed 

n % 

Descriptive 5 9 

Qualitative 5 9 

Mixed Methods 12 22 

Quantitative 32 60 

Total 54 100 
 

 Table 1 classifies the types of articles that were included in this review by overarching 

methodological design. Quantitative research clearly dominated the scholarship. Moreover, the 

overwhelming majority of quantitative studies represented outcome-based, pre-post test 

research designs. The mixed methods studies were also largely outcome-based, pre-post test 

designs that complemented this type of data with focus groups and/or interviews with staff. 

Descriptive, commentary and theoretical articles that either advocated for the adoption of TIC, 

provided a theoretical framework for TIC or described TIC implementation initiatives made up a 

large part of the TIC literature reviewed during the screening process. Five quasi-empirical, 

descriptive articles were included because they blurred the distinctions between empirical and 

descriptive by providing valuable and seemingly trustworthy information about various aspects 

of TIC implementation processes from the perspective of researchers who participated in them 

(Akin et al., 2017; Collin-Vezina et al., 2019; Fraser et al., 2015; McCorkle et al., 2005; Regan, 

2010). These papers often provided insights into the implementation process that the rest of 

the outcome-focused literature had difficulty capturing. 

 The over-representation of quantitative, outcome-focused studies may reflect a 

willingness to prove that TIC “works” and generate evidence to back up the movement’s calls 

for its widespread adoption. It may also reflect the hegemony of evidence-based practice’s 

(EBP) hierarchy of evidence, which seemed to pervade this scholarship. When studies discussed 

how and why they chose their methodology and recommendations for future research, they 

often referenced how experimental research, especially the randomized control trial (RCT), was 

the gold-standard for rigorous evidence and that more RCTs were needed to validate the 
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effectiveness of TIC. Only one study in the review actually used the RCT method, (Hoysted et al., 

2019) and perhaps not coincidentally, it evaluated the shortest, most limited implementation 

initiative of all the studies: a 15-minute online TIC training program for pediatric emergency 

department staff. Several other studies used other experimental or quasi-experimental designs, 

but tensions and contradictions emerged between the pressure to produce what EBP considers 

gold-standard evidence and the suitability of experimental methods for studying TIC 

implementation. In discussing their rationale for not choosing an experimental method, Murphy 

et al. (2017) state that “it became clear that training all staff in TST [trauma systems therapy] 

and facilitating their fidelity to the TST model is not an event; rather it is an iterative process 

that takes place over time and requires substantial investment, coordination and effort” (p.25). 

TIC implementation researchers may need to grapple with whether RCTs or other types of 

experimental research are appropriate for studying such complex, emergent and iterative 

phenomena. If there continues to be pressure to conduct experimental, outcome-based 

research, research that could generate more nuanced, rich data about implementation 

processes will continue to be de-prioritized. It may also be important to consider forms of 

research that better address the complex sociopolitical context of TIC implementation and/or 

meaningfully address equity issues and power dynamics at play. 

Publication date 
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 Data regarding the publication dates of the articles selected revealed important 

information about the history of publication trends in this scholarship. “Using Trauma Theory to 

design service systems”, the seminal theoretical anthology that first coined the term “trauma-

informed care”, was published in 2001 by Harris and Fallot. After this, empirical literature on TIC 

implementation slowly began to appear in the mid-2000s. Two other highly influential 

theoretical texts were published in the early 2010’s, the Attachment, Regulation and 

Competency (ARC) framework manual in 2010 by Blaustein and Kinniburgh and the Sanctuary 

Model manual in 2013 by Bloom and Farragher and were followed by an exponential growth in 

the empirical literature on TIC in the CYSSs from 2014 to the present. Figure 1 graphs the 

number of articles that were selected for this in-depth review by the year they were published. 

Likely due to the much higher volume of TIC studies that are being published as of late, the 

majority of the articles reviewed for this paper were published in the last three years. 

Geographic Location 

  

Table 2 
Articles Reviewed by Location of Study 

Country Articles Reviewed 

 n % 

Canada 2 4 

Australia 2 4 

International 3 5 

United States 47 87 

Total 54 100 

 
 
 Table 2 illustrates how TIC scholarship is overwhelmingly concentrated in the United 

States, with 87% of articles meeting inclusion criteria reporting on US studies. This should not 

come as a surprise given that the concept of TIC was developed in the United States, but it 

remains clear that there are gaps in knowledge around its applicability and relevance in other 

contexts. Studies categorized as “international” conducted research in multiple geographic 

locations that crossed the state borders of Canada, Australia and the United States as well as 

Scotland and New Zealand. 
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Service Sector 

 Table 3 lays out the various CYSSs represented in the articles selected for an in-depth 

review. Studies from the child welfare and adolescent residential treatment sectors made up 

over half of the literature reviewed for this paper and seem to be the sectors with the most 

robust TIC implementation evidence base. The studies categorized as “other” had less than 

three published studies meeting inclusion criteria within their sector. These studies represented 

the diversity of sectors engaging in TIC implementation and included family drug treatment 

court, gang intervention, home visiting, and youth justice. This hints at the widespread interest 

in TIC but also suggests there may be limited penetration of TIC within these diverse service 

sectors to date. Studies categorized as “multisectoral” collected data from professionals and 

organizations across different sectors.  

Table 3 
Articles Reviewed by Sector 

Sector 
Articles 

Reviewed 
n % 

School  3 6 
Community Mental 
Health 

4 7.5 

Inpatient Psychiatric 4 7.5 
Health 5 9 
Other 5 9 
Multisectoral 5 9 
Residential Treatment  13 24 
Child Welfare 15 28 
Total         54          100 

 

 There were many multisectoral TIC studies in the search results that were screened and 

excluded because they did not specify explicitly whether they included child- and youth-serving 

professionals or organizations. This may reflect how there has yet to be a strong emphasis in the 

TIC literature about the important developmental considerations of trauma-informed service 

delivery with young people, as well as the unique methodological considerations for studying 

TIC with children and youth. Even in the literature that was selected and reviewed for this 
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paper, TIC frameworks that were developed either for the adult-serving sector or ones that 

were developed to be universal were often applied to the CYSSs without adaptation. This fails to 

address the ways that trauma, especially complex trauma, can derail healthy development and 

ignores the need for TIC to address gaps in core developmental competencies in complex 

trauma-impacted children and youth (Blaustein & Kinniburgh, 2010; Perry, 2009). 

Developmental science has found that development occurs sequentially, with each competency 

laying the foundation for increasingly complex competencies. A trauma-informed approach with 

children should include these developmental considerations. The ARC model (Blaustein & 

Kinniburgh, 2010) seems to be among the few TIC frameworks that meaningfully integrates the 

findings of developmental science in their approach.  

 However, ARC targets the therapeutic relationship between staff and the children and 

youth in their care. While systemic in certain aspects, the framework is not comprehensive 

enough to provide guidance for creating and sustaining organizational culture, structure and 

policy that could support ARC implementation. The theoretical literature is clear that TSIs must 

be implemented within an organizational context that is trauma-informed in order for service 

users to safely access them. As ARC straddles the divide between a TSI and a systems-level 

intervention, initiatives implementing ARC have had to borrow from other frameworks with 

more of a focus on organizational development to support implementation initiatives. Yet, none 

of these organizational development frameworks are geared towards CYSSs, which may suggest 

that one does not yet exist. This remains an important gap in the TIC literature and 

demonstrates how TIC may not yet be fully adapted for the CYSSs in ways that sufficiently 

incorporate child development science as well as organizational development theory. It points 

to the lack of comprehensive TIC models that incorporate guidance on all aspects of operations 

of trauma-informed service provision with young people, from the more micro aspects like 

intervention approaches to the more macro aspects such as organizational policy, an issue that 

will be further explored throughout the paper. 
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Characteristics of the implementation initiatives  

Scale and Scope of the Implementation Initiatives 

  Consistent with the findings of other reviews, there was a high degree of variability in 

the scale and scope of TIC implementation initiatives studied by the articles included in this 

review, between and within sectors. However, child welfare tended to have the largest 

initiatives in scale and scope, while pediatric health care generally had the smallest. In order of 

the smallest scope to the largest scope, the initiatives ranged from  

1. one-off, staff training-only initiatives with durations ranging from 15 minutes to 

several days 

2. initiatives only implementing a new trauma screening protocol 

3. initiatives providing ongoing TIC training, coaching, supervision, and leadership 

development 

4. initiatives that combined TIC training with ongoing support, coaching, and/or 

supervision, and changes to organizational culture, structure, policy and physical 

environment.  

Some initiatives were very small in scale, studying a small agency or a single department within 

a larger organizational context, while others encompassed entire citywide or statewide child-

and youth-serving systems of care.  A post hoc analytical frame, entitled the TIC Implementation 

Scope Continuum, was developed to classify the wide range of TIC implementation initiatives. It 

is informed by the theoretical TIC implementation literature that recommends taking a 

comprehensive, multi-stage, whole-system approach (Bloom & Farragher, 2013; Elliott et al., 

2005; Harris & Fallot, 2001; Hopper et al., 2010). 
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  As pictured in Figure 2, the left end of the continuum represents limited change 

initiatives (LCIs) which make up about one third of the studies, where the TIC implementation 

activities (TIAs) were brief, narrow in scope and targeted only one or two levels of organizational 

operations. These generally consisted of one-off trainings with little to no follow up and few, if 

any, interventions to address the physical environment and/or organizational culture, structure 

and/or policy. The right end represents comprehensive change initiatives (CCIs) which make up 

about another third of the studies that used numerous different strategies over longer periods 

of time to create changes in the organizational culture, structure and policy as well as the 

broader service system in order to support whole-system TIC. In the middle were the other 

initiatives that made moderate efforts to address organizational culture, structure and policy 

using a few different types of interventions, over a moderate period of time. These were termed 

moderate change initiatives (MCIs). There was a relatively even breakdown of studies classified 

as LCIs, MCIs and CCIs in the sample of articles reviewed, with about one third within each of 

the three categories along the TIC Implementation Scope Continuum. 

 

Limitations of LCIs 

  The relatively even spread of initiatives across the continuum points to the high diversity 

of TIC implementation initiatives. It also suggests that most initiatives either do not have the 
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resources or the theoretical grounding to take a comprehensive, whole-system approach to 

implementation. There is a growing recognition that training alone, especially training that is 

short, one-off and didactic, has a limited impact (Baker et al., 2018; Beidas & Kendall, 2010; 

Denison et al., 2018; Williams & Smith, 2017). Also, Lang et al. (2016) state, “as interest in 

trauma-informed care grows, there is a risk that ‘‘receiving some trauma-related training’’ 

becomes equivalent to ‘‘being trauma-informed’’; […] we believe that trauma training is an 

essential but not nearly sufficient element of a trauma-informed system” (p.122). There is 

growing evidence that training-only interventions have limited impacts on observable changes 

in practice, beyond those that are self-reported (Beidas & Kendall, 2010; Damian et al., 2019; 

Williams & Smith, 2017). In one study, Goetz and Taylor-Trujillo (2012) found that shifting 

practice to become more trauma-informed was challenging, with staff often “reverting to 

previous and familiar interventions” post-training and that “consistency, reinforcement, and 

support for the new interventions were a continuous process” (p.102). Damian et al. (2019) 

found that while workers knowledge of TIC increased after training, they felt that their capacity 

to provide TIC to their clients did not. These workers reported feeling disempowered to make 

change within their organizational culture, policy and structure due to a lack of buy-in from 

upper management. Meaningful change requires ongoing work and the participation of all 

levels of the organizational hierarchy to be sustained, especially in complex service systems 

where change is difficult and where the dominant service delivery paradigm may be 

incompatible with TIC principles (Bryson et al., 2017; Jankowski et al., 2018; McCorkle et al., 

2005; Regan, 2010).  

 TIC implementation may need to be more clearly and emphatically defined as an 

organizational transformation process and an emphasis made on how training alone does not 

accomplish this. Moreover, it may be advisable for LCIs like short, one-off TIC trainings, to not 

use the term “TIC implementation” at all to refer to their initiatives and studies. It may be more 

accurate for LCI studies to use terms likes “training evaluation” or “screening evaluation” and 

this may help address the issue of heterogeneity in the literature. As it could be argued that LCIs 

do not encompass the crucial facets of TIC implementation as defined by the theoretical 

literature, the term “implementation” was not used to define the various scales (LCIs, MCIs and 
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CCIs) of the TIC implementation Scope Continuum. It may be advisable for this field to come to a 

consensus that TIC implementation is necessarily an endeavour that requires more than just 

training or just screening and that LCIs using only these interventions should not be considered 

“TIC implementation”. 

 

Characteristics of CCIs 

 To contrast the articles studying LCIs, there were over a dozen articles in the review that 

studied large US TIC implementation projects, and several articles reporting on different aspects 

of the same massive change initiatives (Conners-Burrow et al., 2013; Damian et al., 2017; 

Damian et al., 2018; Damian et al., 2019; Murphy et al., 2017; Redd et al., 2017). For example, 

two articles (Barto et al., 2018; Fraser et al., 2015) studied the Massachusetts Child Trauma 

Project (MCTP), a large five-year statewide, multi-sectoral systems-improvement initiative. The 

Massachusetts’s child welfare system collaborated with two mental health agencies and two 

large, urban medical centers to positively influence complex trauma-impacted young people’s 

safety, permanency, and well-being, objectives that were common to most child welfare-based 

initiatives. In this sample of studies, multisectoral collaboration in the context of a CCI often 

took place between the child welfare and pediatric mental health-care systems.  

 The MCTP was guided by Trauma Informed Leadership Teams (TILTs), a leadership model 

that developed by the National Child Traumatic Stress Network’s (NCTSN). TILTs, made up of 

major stakeholders from the child- and youth-serving system of care, including families who 

access services, were tasked with “installing and supporting a structure for TIC systems 

integration at the community level” by enhancing coordination, collaboration and adopting a 

shared language for understanding complex trauma-impacted children and youth (Bartlett et al., 

2016, p.102). Several other TIC projects (Azeem et al., 2011; Collin-Vezina et al., 2019; Drabble 

et al., 2013; Esaki et al., 2018; Jankowski et al., 2018; Middleton et al., 2015) used similar 

models of leadership development and collaboration but, used a diverse set of terms to refer to 

these strategies. The development of a consensus on TIC terminology for leadership 

development strategies may be helpful. In the MCTP, the TILTs efforts to create organizational 

and systemic change were guided by SAMHSA’s concept of trauma and guidance for a trauma-
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informed approach, a guide that was used among a large number of the initiatives in this review 

(Substance Abuse and Mental Health Services Administration, 2014). 

 

Proportion of the Workforce Reached 

 Demonstrating the wide reach of the MCTP, Barto et al. (2018) report that the MCTP had 

trained 71% of the state’s child welfare workers, with a quarter of those receiving advanced 

training, and had launched TILTs in 27 out of 29 regional child welfare agencies. Reporting on 

the proportion of the workforce reached by trainings or other implementation activities was not 

common, as articles would often state the number of staff members trained but not what 

percentage of the total workforce. This data would provide valuable information regarding the 

reach of TIA’s in a department, organization or service system. 

TIC Models, Guides, Frameworks and Measures Used 

  The MCTP represents one of the most robust of organizational and systemic change 

initiatives in this sample of articles, with different types of interventions at various levels of the 

entire state’s CYSSs. It also seemed to be one of the most theoretically grounded, referencing 

pre-established models of leadership, workforce development, training curriculum, TSIs and 

trauma-informed organizational culture, structure, and policy. While dozens of other studies 

also employed some of the same frameworks used by the MCTP, there were a dozen other TIC 

guides, models or frameworks cited and the combinations of models used in the initiatives was 

almost never identical to others. Moreover, few used a pre-established, and/or theoretically 

grounded approach for each of these aspects of implementation. Many initiatives created their 

own content for their trainings, their own workforce development strategy, their own TIC 

implementation strategies and their own measures to evaluate the initiative, while some failed 

to cite any guides, models or approaches they were informed by. There are likely barriers to 

accessing TIC models and measures, such as financial constraints, but open source TIC guides do 

exist. However, as mentioned previously, none of the existing guides seemed comprehensive 

enough to provide recommendations for each aspect, component and level of TIC 

implementation, from the micro, to the mezzo, to the macro. Because the guides all target 



82 
 

different aspects of practice, training, and implementation as well as organizational policy, 

culture, structure and systemic change, they needed to be combined in order to provide 

guidance for each component of a TIC implementation process. It may be helpful for the field of 

TIC scholarship to consider developing resources for implementation in the CYSSs that are more 

comprehensive. 

 

Transparency 

 Further complicating reviews of this literature, authors often only provided scant details 

about the initiatives being studied. They often omitted crucial information about if and how pre-

existing TIC guides, models and frameworks informed implementation, the content and 

approach of the training(s) provided, the specifics about other implementation activities, and 

the reach within the organization.  The lack of information and clarity about the initiatives being 

studied represents an important limitation of this literature, a critique shared by Purtle (2018) in 

their systematic review. Further TIC implementation research should strive to be as transparent 

as possible about each aspect of the change initiative they are studying. 

Types of Evidence Available 

Satisfaction and Self-Reported Knowledge, Attitudes, Behaviour and Practice Change 

 Cross-sectional studies. Satisfaction with TIC implementation activities as well as self-

reports of TIC-related knowledge, attitudes, behaviour and practice (KABP) change following 

TIAs were the most common types of evidence gathered by the studies in this review. Overall, 

the studies that measured satisfaction found that staff reported the TIC implementation 

activities to be beneficial and rated them positively (Bartlett & Rushovich, 2018; Conners-

Burrow et al., 2013; Hanson et al., 2019; Kramer et al., 2013; Kuhn et al., 2019; Parker et al., 

2019). In studies measuring KABP change, researchers generally found statistically significant 

increases and improvements in KASBP following TIAs (Baker et al., 2018; Barnett et al., 2018; 

Bartlett & Rushovich, 2018; Brown et al., 2012; Conners-Burrow et al., 2013; Denison et al., 

2018; Dierkhising & Kerig, 2018; Dueweke et al., 2019; Hanson et al., 2019; Kenny et al., 2017; 

Kramer et al., 2013; Kuhn et al., 2019; McIntyre et al., 2019; Parker et al., 2019; Schiff et al., 
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2017; Shamblin et al., 2016; Weiss et al., 2017). However, one study (Beidas et al., 2016) found 

no difference in knowledge following training and several studies found that despite being 

significant, the increases in KASBP variables were still quite modest (Conners-Burrow et al., 

2013; Dueweke et al., 2019; T. L. Kramer et al., 2013).  

 Longitudinal studies. Studies that followed up to explore whether improvements or 

increases in KABP were maintained over time generated mixed results. For example, Kenny  et 

al. (2017); Kramer et al. (2013) and Redd et al. (2017) found that they were maintained while 

Beidas et al. (2016) Jankowski et al. (2018) found that they decreased at follow-up. These mixed 

results may be influenced by the degree to which the interventions included active and 

experiential learning opportunities, provided ongoing coaching and supervision and addressed 

organizational culture, structure and policy (Beidas & Kendall, 2010). The dose of exposure to 

TIAs also seems important. Barnett et al. (2018) found a correlation between the dose of 

participation in training and reflective practice groups with self-reported trauma knowledge, 

suggesting that more engagement with TIAs may increase the level of uptake.  

 Staff-related variables and KABP change. Some of the studies assessing KABP change 

looked at how staff-related variables may be impacting the level of uptake. However, this is an 

undeveloped area of research and the findings that were generated were mixed. Research into 

the ways that demographic variables like gender and age affect TIC uptake in this scholarship 

seems to remain undeveloped and inconclusive, as does research into the impact of vocational 

variables like level and type of education, years of experience, or role in the organization. There 

were also mixed findings when it came to understanding how staff members who scored the 

lowest on pre-tests fared post-TIAs. For example, Denison et al. (2018) found that those who 

changed their attitudes the most were those who had the least favorable attitudes towards TIC 

pre-TIAs while Kramer et al. (2013) found that supervisors who gained the most knowledge 

from training were more likely to change their behavior. However, McIntyre et al. (2019) found 

that among teachers who reported low “system fit” between TIC and their schools, gains in 

knowledge were associated with decreased acceptability of TIC. They stated that “increased 

knowledge may have highlighted system barriers rather than supports and ultimately led to 

lower acceptability scores, contradicting the intended effect of the training” (p.100).  
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 Studying the ways that psychological variables, like how staff member’s trauma histories 

impact uptake of TIC represents an emerging area of TIC implementation inquiry. While none of 

the articles in this review set out to better understand how this factor affects TIC uptake, several 

articles discussed anecdotally how staff’s trauma histories impacted TIAs, and a few found that 

this theme emerged in their qualitative data. For example, Barnett et al. (2018) stated: 

Although high rates of personal trauma among residential and other human 
service staff is well documented in the literature, we were still alarmed by 
the number of staff who revealed their own traumatic histories and 
traumatic stress symptoms, either during the trainings, supervision groups, 
or written assignments […] No staff were debilitated by these memories 
and insights; rather, they felt empowered and more effective in their job 
when allowed to process these experiences in a safe environment. Still, 
devoting more resources, such as outreach and assistance from an 
Employee Assistance Program, to help staff manage their own traumatic 
and secondary traumatic stress may have further strengthened the 
program (p.110). 

Ignoring these psychological factors at play in TIC uptake as well as staff’s needs for more 

support during TIAs represents a major gap in TIC implementation research and practice. 

Further research and implementation practice should be more sensitive to staff’s needs and 

more intentional about including a focus on how factors like these impact TIC uptake as well as 

other facets of TIC implementation.   

Staff Outcomes 

 While a trauma lens was largely missing in the research that looked at KABP change, 

there were two studies that looked at levels of secondary traumatic stress among staff post-TIAs 

(Baker et al., 2018; Damian et al., 2017). Both of these studies found an increase in secondary 

trauma levels among staff post-TIAs but interpreted this as an increase in awareness rather than 

an increase in actual distress. In the qualitative data collected by Baker et al. (2018), they found 

that participants reported that the training not only helped them identify and understand 

secondary trauma but validated the experience of secondary trauma as systemic rather than the 

result of individual deficiencies. Jacobowitz et al., (2015) found that post-traumatic stress 

symptoms among staff increased as the length of time between attending TIC meetings 
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increased, suggesting that either attendance at meetings is a protective factor or that staff 

struggling with these symptoms tended to attend meetings less frequently.  

 With respect to other types of staff-related outcomes of TIAs, there were again mixed 

results as well as heterogenous variables being studied. For example, Barnett et al., (2018) 

found no change in staff retention rates, felt sense of safety at work or job satisfaction following 

a fairly robust TIC implementation initiative. However, Forrest et al. (2018) found “maintained 

decreases in both staff restraint-related injuries and number of, and average payout of worker’s 

compensation claims, which are likely correlated” (p.278). Given the wide range of the types of 

staff outcomes being studied, which range from secondary stress, turnover, job satisfaction to 

staff injuries, it may take time for enough evidence to be generated about each of them for a 

clearer picture to emerge about how each is impacted by different types of TIAs in different 

contexts.  

Child and Youth Outcomes  

 Some of the TIC research studied the ways that the children and youth being served 

were impacted following TIAs. Again, they reported on a highly diverse set of variables but 

generated promising results, which hinted at the ways that TIC could bolster child and youth 

resilience. The Ashby et al. (2019) study of TIC implementation at an obstetric and pediatric 

medical home for pregnant and parenting adolescent girls and their children, found significant 

improvements in attendance at prenatal appointments and in the birthweight of babies born to 

girls in the program. Forrest et al. (2018) found decreases in restraint-related injuries in their 

clients and Murphy et al. (2017) found greater placement stability. Several studies observed 

improvements in many aspects of children and youth’s overall health, functioning and well-

being (Hodgdon et al., 2013; Murphy et al., 2017; Pollastri et al., 2016; Rivard et al., 2005; 

Shamblin et al., 2016). These studies looked at variables such as emotional regulation, 

externalizing and internalizing behaviors, PTSD symptoms, somatic complaints, rates of self-

harm, and school functioning with limited overlap between the outcomes being measured 

between studies, even between those from the same sectors. Sadly, none of the studies in this 

review sought direct feedback about the changes being made from the children and youth that 



86 
 

the departments, organizations or systems were serving. The studies generally chose a more 

indirect route by exploring child and youth outcomes through administrative data or chart 

review. Consulting directly with the children and youth being served about the changes being 

made may be an important direction for future research.  

Organizational/Systemic Outcomes  

 Overall, there was again little consistency in terms of the variables being measured and 

results being generated, except when it came to scholarship about the impact of TIAs on 

seclusion and restraint practices in inpatient and residential facilities. TIC implementation 

initiatives that targeted reductions in seclusion and chemical/physical restraint practices 

seemed quite successful. All studies that collected data on these practices found a reduction 

post-implementation that was generally maintained at follow-up (Azeem et al., 2011; Forrest et 

al., 2018; Goetz & Taylor-Trujillo, 2012; Hambrick et al., 2018; Hodgdon et al., 2013; Pollastri et 

al., 2016; Regan, 2010). Moreover, some of these reductions were linked to organizational 

culture change following TIAs (Drabble et al., 2013; Goetz and Taylor-Trujillo, 2012; Regan, 2010; 

Rivard et al., 2004; Rivard et al., 2005). For example, Goetz and Taylor-Trujillo (2012) found that  

the culture of the units moved from one of quickly subduing a patient who is 
aggressive to allowing whatever time was necessary to work with a patient to 
reduce his or her anxiety and fear, or anger. The staff members were taught to 
use a “show of support” instead of a “show of force” with patients (p.99). 

These changes were also linked to significant cost savings. Hambrick et al. (2018) state that over 

one million dollars may have been saved over six-years while Pollastri et al. (2016) estimate 

$339,703 in savings over four years. Both of these studies used estimation guides developed by 

Lebel and Goldstein in 2005 that suggested that the average restraint in an inpatient facility 

costs approximately $350 due to requiring approximately 12 person hours. Studies that looked 

at critical and violent incidents also reported overall decreases following TIAs (Baetz et al., 2019; 

Barnett et al., 2018; Goetz and Taylor-Trujillo, 2012).  

 Of the studies that found mostly improvements in organizational and systematic TIC 

outcomes, Beidas et al. (2016) found an increase in the number of providers of TSIs in the area 

and an increase in youth identified and treated; Redd et al. (2017) reported that fidelity 
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measures of the TIC model used increased over time and Shamblin et al. (2016) found a 

decrease in negative attributes of the preschool learning environment. However, many studies 

reported having more difficulty creating a meaningful impact on the organizational or systemic 

contexts (Damian et al., 2-19; Hummer et al., 2010; Jankowski et al., 2018; Lang et al., 2016; 

Williams et al., 2017). For example, Hummer et al. (2010) found that while many of the TIC 

principles were beginning to be operationalized among the agencies being studied, most 

agencies had not yet acted on creating supports or resources for staff experiencing secondary 

trauma as a result of their work with complex trauma-impacted children and youth. Qualitative 

evidence from the Watt (2017) study revealed how the TIC approach can sometimes clash with 

the conventional approach to youth mental health in the US, which is based on the Diagnostic 

and Statistical Manual of Mental Disorders (DSM). Watt reports that their findings reveal that 

“when the two frameworks clash, the DSM system ultimately ignores, defeats, or co-opts the 

trauma perspective in order to maintain dominance” (p.401). This study highlights the structural 

barriers to TIC implementation and the challenges associated with fostering a paradigm shift in 

service delivery philosophy.  

 Reporting on organizational and systemic outcomes of TIC implementation helped to 

triangulate the self-reports of KABP change with data that reflected observable changes to 

behaviour and practice, such as administrative data. When present, this triangulation provided 

insight into how much the self-reported changes to KABP translated into observable change to 

behaviour, practice and organizational climate. Outside of the seclusion- and restraint-based 

scholarship, it revealed that observable changes to KABP were more limited than those that 

staff self-reported. For example, Dueweke et al. (2019) found that despite a statistically 

significant increase in KABP among pediatric residents following TIAs, there was minimal change 

to resident’s screening and referral practices as measured by administrative data. Future 

research should consider including at least one type of organizational or systemic indicator that 

could triangulate self-reports of KABP change.  
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Characteristics of the TIC implementation process 

Complexity of the Process 

  Most articles, especially those studying MCIs and CCIs, described TIC implementation 

and the process of studying TIC implementation as resource intensive, iterative and highly 

complex. For example, an article from the youth justice sector states: "the move towards 

trauma-informed care (TIC) is neither simple nor straightforward” (Collin-Vezina et al., 2019, 

p.634). Moving forward, it may be helpful to conceptualize TIC implementation through the lens 

of complexity science which understands organizational change as an unpredictable and messy 

process (Day, 2020). As Bryson et al. (2017) state in their systemic review of TIC in youth 

inpatient and residential settings, “we are dealing with complex social interventions which act 

on complex social systems. These are not magic bullets which will always hit their target, but 

programmes whose effects are crucially dependent on context and implementation” (p.9). In 

light of this, a comprehensive, whole-system approach to the implementation process that is 

theoretically grounded, developmentally informed and is flexible enough to be adapted to each 

organization’s unique context was recommended throughout this literature. 

Facilitators of the Process 

 The most salient facilitators of TIC implementation in the CYSSs that emerged from this 

review are (1) commitment from senior leadership, (2) ongoing staff support, and (3) intra-

organizational and inter-organizational collaboration. Implementation initiatives that only 

engaged front-line staff generally had a limited impact as buy-in from senior leadership was 

required to make meaningful changes to organizational culture, structure and policy (Damian et 

al., 2019). When all levels of the organization or system were engaged and on board, 

meaningful changes were more easily achieved (Barnett et al., 2018; Lang et al., 2016; Williams 

et al., 2017). Moreover, the Middleton et al. (2015) qualitative study of leadership styles found 

that successful leaders of Sanctuary Model implementation used a transformational leadership 

style which promoted open dialogue, the empowerment of staff and the interrogation of 

commonly held assumptions. One-off training interventions generated limited impacts, as staff 

members generally needed ongoing coaching, mentoring, supervision and/or training to 

support the process of integrating new knowledge and applying it in challenging practice 
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contexts (Ashby et al., 2019; Azeem et al., 2011; Bartlett & Rushovich, 2018; Collin-Vezina et al., 

2019; Lang et al., 2016; Hambrick et al., 2018; Price et al., 2019). The development of a shared 

TIC language and perspective was often discussed as an outcome of TIAs and also as an 

important step towards improved communication and collaboration within and between service 

providing organizations (Beidas et al., 2016; Jankowski et al., 2018; Redd et al., 2017; Bartlett & 

Rushovich, 2018; Barto et al., 2018; Redd et al., 2017). Effective communication and 

collaboration was necessary for facing the complexity of the challenges associated with 

implementing TIC throughout a service system and with tailoring the TIC frameworks to local 

needs.  

Barriers to the Process 

 The most common barriers to TIC implementation included scarce resources, time 

constraints and competing demands (Damian et al., 2018; Dueweke et al., 2019; Fraser et al., 

2015; Jankowski et al., 2018; T. L. Kramer et al., 2013). Taking time away from heavy caseloads 

to engage in TIAs was difficult to navigate when organizational funding often depended on the 

volume of clients being served. Some of the studies also illuminated barriers that were 

structural and emerged from inequitable power relations. Regan (2010) reported on the power 

struggles that emerged between the nurses and physicians on an inpatient unit when nurses 

started resisting the use of chemical restraints following TIAs. The physicians on the unit were 

not accustomed to their orders for intramuscular injection not being met with unquestioning 

obedience. McCorkle et al. (2005) discussed the racial power dynamics between TIC 

consultants, trainees and the children and youth being served, reporting that a participant 

made the following comment during a training session: "This project sounds like several white 

people telling a whole lot of black people how to care for a whole lot of black children" (p.130). 

Exploring the ways that TIC disrupts or reinforces existing power relations within organizations is 

an important direction for future research. 

Conclusion 

 The variability in the types of TIC implementation initiatives being studied, the types of 

evidence being collected and in the findings being generated points to the complexity and 

infancy of this research area. The variability in the quality, scope, scale and transparency of TIC 
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implementation research and practice may reflect the rapid expansion of the TIC consultation 

and training industry and the need for more reflexivity and thoughtfulness as the TIC field 

grows. Systemic change across a wide range of sectors is nothing short of complex and it is clear 

that for the scholarship to progress, researchers will need to be more creative in developing 

methodologies that are more suitable for capturing the complexity of organizational and 

systemic change. In order to do so, thinking outside the box of the EBP hierarchy of evidence 

will be important, especially as the TIC framework evolves to include a better response to 

structural violence. Working towards a consensus about the core components of TIC 

implementation should also be a priority given the limited impacts of LCIs. However, it is 

important to balance the need for clearer guidelines with the need for these guidelines to be 

tailored to the unique needs of each different service provision context. Furthermore, as this 

field matures, it would be advisable to increase the transparency regarding the characteristics of 

the change initiatives being studied. In order to generate a nuanced knowledge base about how 

to best create change in a variety of different contexts, more details about each aspect of the 

change initiatives will be needed.  

  While certain process-related factors that contribute to successful implementation are 

becoming clearer, the outcome-oriented TIC scholarship was highly variable and had yet to 

produce conclusive evidence about many aspects of TIC implementation. However, the 

preliminary outcome-based evidence suggests that when comprehensive approaches to 

implementation are taken, harmful, coercive and violent practices and incidents are reduced, 

and child and youth resilience and well-being is bolstered. Other preliminary evidence points to 

the relatively consistent increase in self-reports of TIC-favorable knowledge, competency, 

attitudes and beliefs following TIAs. However, research shows that these increases are often 

modest, not always maintained over time and not easily translated into changes in behaviour, 

practice and organizational climate due to a wide variety of barriers. In order to address these 

barriers, the evidence suggests that TIC implementation requires a comprehensive approach 

that includes commitment from senior leadership, ongoing support, and collaboration within 

and between service providing organizations and systems. Before investing in TIC training, 

organizational leaders should consider the readiness of the organization to change and the 
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capacity and resources available to support TIAs over time. The booming TIC training industry 

may be overselling the benefits of one-time training initiatives and a little training does not a 

trauma-informed organization make.   
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Bridging Statement - Beyond Outcomes: Making Power Visible in TIC Implementation 

 The scoping review presented in Paper 1 highlighted important limitations in the 

existing literature of TIC implementation in child- and youth-serving systems. While many 

studies sought to determine whether TIC “worked” by documenting outcomes such as 

reductions in restraint or improvements in staff attitudes, far less attention was paid to how TIC 

implementation unfolded in practice. The dominance of quantitative, outcome-oriented 

research left key questions unanswered about the relational, organizational, and political 

processes through which TIC is interpreted, negotiated, resisted, or absorbed within historically 

compliance-oriented systems.  

 In response to these gaps, I designed a qualitative, process-oriented study to examine 

TIC implementation as a lived, contested organizational practice rather than a discrete 

intervention with measurable endpoints. The study was conducted within a large, urban child 

and youth residential care agency in Quebec that was re-initiating a cross-departmental TIC 

implementation initiative after a pause caused by the COVID-19 pandemic. This setting 

provided a rich institutional context for examining how TIC was taken up across diverse 

mandates, professional roles, and unit cultures, and for exploring how long-standing 

compliance-oriented logics interacted with emerging relational approaches. 

 Papers 2 and 3 draw on data generated through this qualitative study and report on 

complementary but distinct aspects of the findings. Paper 2 focuses on organizational-level 

dynamics, examining how institutional history, policy frameworks, and cultural norms shaped 

the persistence of compliance-oriented approaches and structured the possibilities and limits of 

TIC implementation. Paper 3 shifts the analytic lens to staff members’ lived experiences, 

foregrounding the emotional, relational, and ideological challenges involved in letting go of 

compliance-oriented practices and reconfiguring adult–child power relations in daily work. 

Together, these papers move beyond outcome-based evaluations to offer a process-focused 

analysis of TIC implementation, illuminating how change is experienced, negotiated, and 

constrained within real organizational contexts. By tracing the interplay between organizational 

conditions, relational dynamics, and emotional processes, the chapters that follow contribute 



101 
 

to a deeper understanding of what it takes to move from compliance-oriented systems toward 

forms of care that are genuinely relational, attuned, and responsive to the lived realities of 

children, youth, and staff within the CYSSs.   
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Paper 2 - At the Crossroads of Compliance and Care: The Question of Power in Trauma-

Informed Care Implementation in Child and Youth Residential Care. 

 

Abstract 

 Trauma-informed care (TIC) emerged in response to recognition that service systems can 

reproduce harm through coercion and unexamined power imbalances. Yet empirical research 

suggests that TIC implementation often fails to meaningfully interrogate power, particularly 

within child- and youth-serving sectors (CYSSs), where compliance-oriented practices are widely 

normalized. This study examines how adult–child power dynamics shape TIC implementation in 

child and youth residential care, a setting where therapeutic intervention, discipline, and daily 

life intersect under conditions of heightened institutional control. 

 Using a constructivist grounded theory approach, an in-depth qualitative study was 

conducted within a large urban residential care agency implementing TIC in Québec, Canada. 

Data included 17 in-depth interviews with staff across roles and organizational levels, 45 hours 

of participant observation of trainings, clinical support activities, and leadership meetings, and 

analysis of implementation and institutional documents. Analysis generated four theoretical 

categories tracing how trauma-informed and compliance-oriented logics coexist and interact: 

(1) a legacy of harsh and rigid compliance-oriented approaches, (2) earlier relational shifts that 

created openings for TIC, (3) the continued presence of compliance-oriented practices, and (4) a 

continuum of TIC uptake ranging from relational alignment to carceral resistance. 

 TIC supported more relational shifts where prior cultural change had already unsettled 

compliance-based assumptions. Where behaviourist or carceral mandates remained 

entrenched, TIC was taken up selectively or framed as an add-on, preserving dominant logics of 

authority, risk, and behaviour management. Findings suggest that TIC implementation in CYSSs 

cannot be understood apart from the broader normalization of adult dominance over children. 

Without explicitly addressing childism and the organizational conditions required to shift power, 

TIC risks being absorbed into compliance-oriented frameworks rather than producing 

transformative change. 
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Introduction 

 The trauma-informed care (TIC) movement emerged as an effort to raise awareness 

about the impacts of trauma and to transform service systems that were failing to meet the 

needs of trauma survivors (Butler et al., 2011). Central to this effort was a recognition that 

power imbalances between service providers and service users can contribute to victimization 

and retraumatization (Harris & Fallot, 2001; Bloom & Farragher, 2011, 2013). For example, when 

clients are denied choice or subjected to coercive practices in the name of care, the dynamics of 

helplessness that characterize trauma can be inadvertently recreated within the service 

relationship. Foundational TIC texts emphasized that hierarchical and coercive service 

relationships can mirror the dynamics of abuse, undermining safety and trust rather than 

promoting healing (Harris & Fallot, 2001).  

 Despite these origins, efforts to examine and transform power relations during TIC 

implementation have often been limited or inconsistently applied (McKenzie-Mohr et al., 2011, 

Sweeney & Taggart, 2018; Quiros & Berger, 2015; Wathen & Varcoe, 2023). Many TIC 

implementation initiatives focus on surface-level changes, such as one-off staff trainings, the 

adoption of trauma-related language, or the implementation of trauma screening tools without 

deeper organizational shifts in policy and practice. In doing so, they often fail to interrogate the 

structural and cultural dynamics—such as coercive practices, harmful assumptions, and 

institutional hierarchies—that reproduce disempowerment and undermine the very goals of 

TIC. In some cases, interpretations of TIC frameworks themselves dilute or overlook power as a 

central concern, offering limited analysis of existing power imbalances. At the same time, 

resource constraints such as chronic underfunding, high staff turnover, and overwhelming 

caseloads restrict organizations’ capacities for deeper change. Finally, the empirical literature 

provides little guidance on how power dynamics concretely shape implementation, leaving a 

significant gap in the field. 

 The lack of attention to how power operates is particularly evident in child- and youth-

serving sectors (CYSSs), where asymmetries of power between adults and children are largely 

taken for granted. In service systems such as schools, pediatrics, youth justice, and child 

protection, adult authority is widely normalized as necessary, protective, or developmentally 
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appropriate, rendering power relations less visible and less likely to be named as a site of 

potential harm (Henrikson & Øye, 2023; McGillivray, 2022). This authority is rooted not only in 

professional roles and organizational hierarchies, but in children’s legally and socially 

subordinated status (Durrant & Stewart-Tufescu, 2017). Children’s designation as “developing” 

or “immature” is routinely mobilized to justify restrictions on autonomy, heightened 

surveillance, and compliance-oriented practices (Young-Bruehl, 2012). While children and youth 

do have distinct needs for care, protection, and support, these needs are frequently conflated 

with assumptions of immaturity or incapacity in ways that legitimize limits on participation and 

self-determination beyond what care alone requires. Framed as “human becomings” rather 

than full social actors, children’s dependence is used to normalize adult convenience, 

institutional efficiency, and compliance as indicators of safety or maturity (Adami; 2024). As a 

result, power asymmetries in everyday helping relationships are often framed as natural, 

necessary, or benevolent, rather than as social and institutional arrangements open to critique. 

Compliance is treated as a marker of progress or safety, while resistance or distress is 

interpreted as risk, pathology, or non-cooperation. These taken-for-granted assumptions shape 

whose perspective counts, whose distress is considered legitimate, and which forms of 

resistance are tolerated. 

 Against this backdrop, TIC implementation in child- and youth-serving systems (CYSSs) 

presents distinct challenges. Although TIC frameworks emphasize safety, choice, and 

collaboration, they were largely developed in adult-serving contexts and are often applied to 

youth services without sufficient attention to the structural conditions and power relations that 

shape children’s everyday lives (Lowenthal, 2020). In these settings, practices that cause harm 

are frequently rationalized as discipline, protection, or care, making power relations difficult to 

identify and disrupt (Durrant & Stewart-Tufescu, 2017). The ways that young people’s trauma 

can impact the service relationship and the implications this has for power, authority, and 

autonomy in youth settings are often overlooked. Early experiences of maltreatment and 

violence can disrupt children’s emotional, cognitive, behavioural, and physiological regulation in 

ways that make everyday interactions especially complex. Children with trauma histories may 

appear withdrawn, highly dependent, reactive, they may struggle with sleep, eating, or 
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attention, have difficulty following expectations, and be prone to emotional outbursts or 

aggression. These trauma-related responses place significant strain on staff–youth relationships, 

particularly in institutional settings organized around predictability, structure, and behavioural 

compliance. Because relational safety is widely recognized as central to trauma recovery, these 

dynamics have profound implications for how care is enacted in practice. Research suggests that 

when staff are supported to respond to distress through relational and regulatory strategies 

rather than control, interactions can shift in meaningful ways. For example, Goetz and Taylor-

Trujillo (2012) describe how institutional cultures moved away from rapidly subduing aggressive 

behaviour toward allowing time to address fear, anxiety, or anger, emphasizing a “show of 

support” rather than a “show of force.” However, without organizational structures that 

explicitly support such relational responses, trauma-related behaviours are easily reframed as 

noncompliance or risk, reinforcing control-oriented practices and undermining the very 

relational conditions necessary for healing. Despite the relational emphasis of many trauma-

specific interventions (TSIs), like the Attachment, Regulation and Competency (ARC) framework 

(Blaustein & Kinniburgh, 2018) few TIC frameworks offer concrete guidance for how to address 

these structural and developmental power differentials in the CYSSs at the level of 

organizational culture, structure and policy.  As a result, TIC offers limited direction for how 

relational principles are to be enacted within institutional environments structured by adult 

authority, risk management, and compliance. 

 This study addresses these questions by examining how existing adult-child power 

dynamics shape TIC implementation in child and youth residential care. This setting presents a 

particularly important site for such inquiry, given the longstanding entrenchment of compliance-

oriented practices and adult authority in its institutional culture. As a living environment where 

therapeutic interventions, discipline, protection, care and daily life intersect under the same 

roof, youth residential care renders power dynamics especially visible and especially 

consequential for young people and the adults who support them. Compliance-oriented models 

such as point and level systems, behavior modification programs, and token economies 

continue to influence the culture of residential care and shape staff expectations around the 

appropriate use of power in their interactions with youth (Edwards et al., 2023; Gharabaghi, 
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2019; Hernandez et al., 2023). These models rely on behavioral control strategies that 

emphasize obedience and rule adherence, often at the expense of youth autonomy, relational 

safety, and individualized care (Collin-Vézina & Carnevale, 2022). Research has shown that 

compliance-oriented approaches can have a range of negative impacts on young people, 

particularly those with trauma histories. These approaches have been linked to increased 

psychological distress, diminished emotional safety, and the erosion of intrinsic motivation—

ultimately undermining the potential for meaningful connection and developmentally 

responsive care (Collin-Vézina & Carnevale, 2022; Gharabaghi & Phelan, 2011). 

 In settings where compliance-oriented approaches are well entrenched, noncompliance 

is frequently met with escalating consequences, including the use of seclusion or restraint 

(Sallée, 2021). While these measures are intended for emergency situations involving imminent 

harm, studies have shown that they are often used for coercion, discipline, convenience, or 

retaliation, rather than ensure safety (Geoffrion et al., 2021; LeBel et al., 2010). Their misuse 

carries serious risks, including physical injury, emotional trauma, and in some cases, death 

(Kennedy & Mohr, 2001; Nunno et al., 2022). Rather than de-escalating conflict, such practices 

may intensify fear, retraumatize vulnerable youth, and erode the trust necessary for therapeutic 

relationships (Mohr et la., 2003; Steckley, 2010). Scholars and human rights advocates have 

identified the overuse and misuse of these interventions as violations of children’s rights, 

compromising dignity, bodily autonomy, and protection from harm (LeBel et al., 2012; Höfte et 

al., 2021). 

 Despite the substantial body of evidence that demonstrates the negative impact of 

compliance-oriented approaches, such practices persist, reflecting enduring cultural 

assumptions about discipline, authority, and the adult role in residential care. This raises 

important questions about how TIC is taken up in environments where compliance remains 

culturally and structurally embedded— questions that have received little empirical attention to 

date. Drawing on data from an in-depth qualitative study conducted within a large urban child 

and youth residential care agency in Québec, this paper explores how TIC implementation 

interacts with institutional cultures shaped by compliance-oriented approaches. Findings 

indicate that TIC implementation was taken up in the context of a broader, uneven process of 
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institutional change shaped by historical legacies of compliance and control. Where prior efforts 

had already begun to unsettle assumptions underpinning compliance-oriented practice, TIC was 

able to support more relational shifts; where these assumptions remained entrenched, TIC was 

incorporated selectively, preserving elements that did not disrupt existing logics of authority. 

Methods 

Methodology 

 This study draws on a constructivist grounded theory (CGT) approach. CGT is well-suited 

to capturing the complexities and tensions of transformative organizational change, 

emphasizing iterative, co-constructed analysis grounded in the experiences of participants. 

Rooted in a relational and reflexive epistemology, this approach foregrounds power, context, 

and the role of the researcher in shaping knowledge production (Charmaz, 2014; Clarke et al., 

2017). The first author’s approach to research is shaped by both lived experience of 

intergenerational trauma and professional experience as a youth residential care worker, 

grounding their work in deep compassion for trauma-affected children and a critical stance 

toward institutional power. Informed by critical trauma theory (Bloom & Farragher, 2013; Brown 

& Tseris, 2025), intersectional feminism (Adami, 2024; brown, 2017; Crenshaw, 1991), 

decolonial frameworks (Fortier & Hon-Sing Wong, 2019; Linklater, 2014; Tuhiwai Smith, 2012) 

and social justice activism, they engaged in ongoing reflexivity and employed validation 

strategies such as triangulation, member checking, and peer review throughout the study. 

Research Setting 

 This study builds upon a large-scale TIC implementation and research initiative led by Dr. 

Collin-Vézina in the Quebec child protection and youth justice systems that began in 2013 (Black 

et al., 2021; Collin-Vézina et al., 2020; Matte-Landry & Collin-Vézina, 2020, 2021, 2024). 

Researchers, in collaboration with the practice milieus, provided staff training and clinical 

support informed by the Substance Abuse and Mental Health Services Administration (SAMHSA) 

principles for a trauma-informed approach (SAMHSA, 2014), as well as the Attachment, Self- 

Regulation and Competency framework (ARC; Blaustein & Kinniburgh, 2018). The ARC 

framework is a flexible, systemic, and relationship-focused approach that supports resilience 
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and healing for trauma-impacted young people by actively strengthening their caregiving 

environments and promoting organizational practices centered on safety, attachment, self-

regulation, and developmental competence. 

 This study focuses on residential care facilities within one large urban health and social 

service agency in Quebec which began implementing TIC in 2014 in collaboration with Dr. Collin-

Vézina. There are 66 residential care units in total, each housing between 6 and 15 young 

people. Of these, 59 operate under child protection mandates, while the remaining 7 are youth 

justice units that provide residential care for young people under judicial supervision. The units 

are divided into distinct departments, each serving a specific population: children under 12, 

adolescent girls, adolescent boys, individuals with complex mental health needs and youth 

under judicial supervision. The units are located across several campuses, which have a more 

structured, institutional setting, as well as in group homes dispersed throughout the city, 

offering a more home-like environment.  

 From 2014 to 2023, the agency provided 12-hour TIC training and monthly clinical 

support over 6-9 months to nearly two dozen of its 66 residential care units (36%) and their 

management teams, with 19 units completing both components and 5 others completing the 

training but having their clinical support sessions interrupted by COVID-19. In addition to 

training and clinical support, participating units implemented new clinical tools, including a 

trauma history and an assessment of the impacts of trauma, as well as an opportunity for team 

representatives to attend quarterly community of practice meetings and a yearly conference. 

Almost all training and ongoing TIC implementation support was paused during the pandemic, 

and I began data collection as a new wave of implementation activities was to begin in January 

2023.  

Data Collection 

 Approval for the study was obtained from the ethics review committee of the agency 

overseeing the residential care units and the McGill University Research Ethics Board (23-01-

019), the authors’ academic institution, prior to commencing the research. Three main methods 

were employed during the year-long data collection period: in-depth interviews, participant 
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observation (including site tours) and document collection. Data collection followed a 

theoretical sampling strategy, “which means seeking and collecting pertinent data to elaborate 

and refine categories in your emerging theory” (Charmaz, 2014, p.193). The first author aimed 

to be present for as many of the implementation activities as possible which took place in the 

data collection period as well as to interview staff with a variety of different roles and 

representing as many different departments and echelons of the organizational hierarchy as 

possible. All staff members who were considered implementation leads or trainers were 

interviewed.  

 In addition to 17 in-depth interviews, 45 hours of participant observation were 

conducted: 25 hours of staff training and clinical support, 5 hours of leadership meetings, 15 

hours of meetings amongst the team of trainers and implementation leads. All interviews and 

participant observations sessions were conducted in French. Quotes included in the results 

section have been translated. Documents pertaining to the implementation and to the 

organizational context were also collected, such as emails, implementation planning documents, 

training materials, institutional documents, news articles as well as research articles pertaining 

to youth residential care facilities in Quebec.  

Participants  

 A total of 17 staff members participated in an in-depth interview. They represented all 3 

sites and all departments as well as 12 different units. They also represented a variety of 

different roles and different echelons of the organizational hierarchy: 2 front-line workers, 6 

clinical support staff, 2 implementation leads, 3 clinical specialists, 4 managers and 2 directors. 

Of these staff members, 2 of the clinical specialists were implementation leads, 5 of the clinical 

support staff and 1 of the front-line workers were trainers. Participants had an average of 21 

years and a median of 20 years of experience at this residential care agency, and most had 

gained experience in several different units and departments over their tenure at the 

organization. Approximately 50 additional participants were present during the meetings and 

training sessions I observed. 
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Data Analysis  

 CGT data analysis is designed to advance theory development through an iterative 

coding process whereby each successive coding phase leads to progressively more abstract 

conceptual understandings of the data. Because data collection and analysis happened 

simultaneously, the interview guide as well as the focus of the participant observation was 

modified several times to enrich the emergent analytical categories and fill the gaps that 

existed. Participants were engaged in a theory co-development process, during which the first 

author shared emergent analytical insights, and participants collaboratively built on this 

foundation to further develop the analysis. 

Results 

 Through the analytic process outlined above, data from interviews, observations, and 

documents were synthesized into four overarching theoretical categories that trace how 

compliance-oriented and trauma-informed logics coexist and interact within this child and 

youth residential care agency. The first theoretical category, Legacy of Harsh and Rigid 

Compliance-Oriented Approaches, examines the historical roots and enduring influence of 

punitive and rule-bound practices. Transition Towards More Relational Approaches Paving the 

Way for TIC considers earlier cultural shifts that created openings for TIC. Continued Presence of 

Compliance-Oriented Approaches highlights the persistence and adaptation of control-based 

practices, even alongside TIC implementation. Finally, The Continuum of Compliance: From 

Relational Foundations to Carceral Resistance maps the spectrum of implementation observed 

across units, illustrating how TIC was taken up in markedly different ways depending on the 

extent to which existing institutional cultures supported relational work, selectively 

accommodated trauma-informed principles, or actively resisted them through compliance-

oriented mandates. Together, these categories offer a grounded theoretical framework for 

understanding how organizational histories, cultures, and structures shape the varied ways TIC 

is interpreted and enacted in practice. 
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Legacy of Harsh and Rigid Compliance-Oriented Approaches 

 With a median of 20 years working at the agency, participants were well positioned 

to reflect on how institutional approaches to working with young people had evolved over 

time. They described a past culture marked by strict rule enforcement, automatic 

punishments, and limited space for empathy or discretion. Practices such as extended 

seclusion in barren isolation rooms were routinely applied, even for behaviors now 

recognized as developmentally typical or trauma related. Many participants emphasized 

how deeply normalized these practices had once been and how they have yet to be 

completely left behind. As two long-time staff members recalled: 

I’ve been working at the youth residential care facility for 20 years, and I 
remember a time when we would give time-outs of 3, 4, 5 hours, even 24 
hours. We handed them out like Halloween candy and there was no problem 
with that. Now, we’re in a different culture; we are much more restrained in 
the disciplinary measures we use. So, we’re heading in the right direction, but 
we’re not there yet. (P27) 

Fifteen years ago, I think, when I first arrived, you know, if a young person 
slammed the door or even just grumbled, they would be sent straight to the 
isolation unit. It was really intense. But then things started to change, and it 
became, ‘No, no, no, we need authorization from managers’, there’s some 
questioning. (P8) 

These accounts illustrate how disciplinary practices were once both harsh and automatic, 

applied with little regard for the emotional context or developmental needs of the young 

people involved.  

 Participants also described the older approach as rigid, emotionally cold, and 

rooted in a behaviourist mindset. Staff often followed strict guidelines that dictated a 

predetermined consequence for each undesirable behaviour, leaving little room for critical 

reflection, flexibility, or care. One staff member reflected: 

When I joined that unit, they were seasoned staff members with a lot of 
experience, but their approach was very, ugh, they were very focused on 
control and consequences—it was a very behaviorist approach. It was carrot 
and stick; we offer affection if you behave the way we want you to. But if you 
don’t behave the way we want you to, they would turn to rejection. (P30) 
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The phrase “breaking the child’s will” was frequently used by participants to describe this 

older approach, underscoring not only the insistence on adult authority and obedience 

but also the broader devaluation of young people’s autonomy and voice. 

Transition Towards More Relational Approaches Paving the Way for TIC 

 The shift away from punitive, compliance-oriented practices appeared to have begun 

well before TIC was formally introduced into their settings. Participants emphasized that the 

harsh, rigid compliance-oriented culture had already started to shift—albeit unevenly—through 

years of policy reform and the introduction of alternative frameworks that promoted more 

collaborative and relational ways of practicing, subtly pushing back against coercive norms. 

It’s a bit of a stereotype to put it this way, but in practice, it was basically 
‘one behavior equals one consequence,’ you know? Our role was largely to 
crack down on bad behavior. The idea was that by giving a consequence, the 
youth wouldn’t repeat the behavior. But you know, when I say that we work 
a little differently now, some things had already started to change. And 
actually, I found that at the girls' facility, things had shifted a bit in the years 
before I even heard about ARC.(P5) 

Participants linked this gradual cultural shift to longstanding efforts to reduce the use of 

restrictive measures, such as seclusion and restraint. Document analysis corroborated these 

accounts, showing that since the 1990s, inquiries into Quebec’s youth residential care facilities 

have exposed the excessive use of coercive measures and prompted systemic reforms (Noel & 

Papillon, 2017). For example, 1997 legislation restricted the use of seclusion and restraint to 

emergency situations involving imminent harm, and reforms in 2007 further prohibited the use 

of isolation and intensive supervision units as disciplinary tools. 

 Some participants also reflected on how the shift away from punitive, compliance-

oriented practices in residential care mirrored broader societal changes. They drew 

connections between evolving approaches to authority in residential settings and 

transformations in parenting norms, child-rearing practices, and the declining social 

acceptability of corporal punishment. 

You know, socially, in my generation, we were afraid when we were told, 
‘wait until your father comes home’, you know? Authority had a much 
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bigger place than in my children's generation, you know? So, socially, that 
is how it was, but in residential care as well, so it means that have lost 
some of our tools because, basically, authority is also a tool for 
maintaining order—you know, proper order. In residential care, this tool 
has been used a lot, and now we're using it less and less in favor of other 
approaches.(P12) 

I think that fundamentally, our first model of authority is our parents, and I 
really see it—staff tend to replicate how their parents intervened with 
them, you know? So, the change isn't just needed in youth residential care; 
it's a shift in society as a whole. And in that sense, we're moving in the 
right direction, you know? I mean, there's less corporal punishment, there's 
less… we're more attentive to our children, we are all... But it's a slow 
process—it’s going to take a long time before we truly get there. (P27) 

These reflections position the changes observed within the agency as part of a larger cultural 

shift in how the roles, expectations, and power dynamics of adult-child relationships are 

defined, navigated, and negotiated across settings. Participants recognized that shifts in 

residential care were not happening in isolation but were shaped by, and contributing to, a 

broader societal rethinking of authority, discipline, and care. 

 Another factor that appeared to support this shift was the earlier adoption of other 

frameworks that encouraged more compassionate and individualized care. Many participants 

identified attachment-based approaches as a foundational influence in the children’s units, with 

certain ideas and language gradually spilling over into other areas of the organization through 

staff mobility and the informal diffusion of practice across units. These earlier frameworks 

seemed to build a degree of openness and familiarity with relational models of care, making TIC 

principles more intuitive and easier to integrate. 

 At the same time, the transition was not without tension. Some participants described 

initial pushback when longstanding disciplinary practices were questioned or modified. As one 

staff member explained: 

The boys would automatically go [to the isolation room] for three hours 
automatically, whether they had thrown a chair or slammed a door, it was 
three hours. Then, when [management] said, ‘Well no, now after one hour, 
you have to go check on them,’ we all reacted like, ‘Come on, that makes no 
sense!’ But looking back, you realize that it also makes no sense to lock a kid 
in a room for three hours just because they told you to ‘f off,’ you know? (P4) 
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This quote illustrates how policy changes were initially met with disbelief and resistance, but 

over time, a combination of managerial pressure, peer influence, and exposure to new ideas 

gradually opened space for critical reflection and reassessment of entrenched practices. 

 In this context of evolving practice, participants described the implementation of TIC as a 

natural extension of ongoing efforts to create more relational, collaborative and individualized 

ways of working with youth. In some units and departments, rather than introducing a 

completely new approach, TIC was seen as giving form and legitimacy to changes that were 

already taking shape on the ground. For many staff, it provided a shared language, a clearer 

rationale, and a sense of coherence that helped validate and strengthen emerging practices. 

There were things and initiatives related to disciplinary measures that were 
aimed at reducing them—obviously, that’s always the goal, that’s what we 
want. But if we can’t reduce them, can we at least make them less punitive 
and more soothing? I think ARC continues in this vein and gives further 
justification for these practices, you know, which are becoming more and 
more common. It's the scientific backing that really, really supports the new 
ways of doing things, that makes it easier to, you know, well, these new 
practices, they're less contested than before. Before, there was always a 
certain amount of resistance to this cultural change. (P2) 

This sense of alignment between TIC and existing shifts in practice helped build momentum 

and buy-in across the agency.  

 For some staff, TIC provided validation for approaches they had long believed in, but 

which had previously been viewed as overly permissive. Given the legacy of harsh and rigid 

compliance-oriented approaches at the agency, staff who emphasized empathy, flexibility, or 

emotional connection had often been dismissed as too “soft”. The arrival of TIC offered 

institutional recognition and a theoretical foundation for relational ways of working, reframing 

them as clinically sound and evidence-based rather than naïve or ineffective. For some, TIC 

affirmed what they had long believed but had struggled to justify within the existing system.  

 As the organizational culture shifted and the concepts introduced through TIC became 

more embedded, participants reported that resistance toward relational and collaborative 

approaches declined. Participants described an atmosphere of growing openness, with many 
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units not only welcoming the training but actively requesting to participate—sometimes even 

competing to be next in line.  

We had that openness, and people genuinely wanted to receive ARC training. I 
experienced it firsthand. People came to my office one after another for a year 
asking, "When are we going to get the ARC training?" Obviously, a cake rises 
more easily in the oven when all the ingredients are happy to be part of it. And 
that’s a bit like the current context. (P27) 

In many units and departments, there was a palpable enthusiasm to participate in TIC 

implementation activities.  

 An important factor contributing to this enthusiasm was the reality of difficult working 

conditions—alarmingly high staff turnover, chronic staff shortages, and a widespread lack of 

access to training, professional development, and clinical supervision. In this context, TIC 

implementation was often experienced, promoted, and embraced as a potential remedy to 

long-standing issues within the agency. It offered not only a new clinical framework, but also 

much-needed training, resources and support. As one TIC trainer described it, “We need to feed 

them, or they’ll starve”—underscoring how urgent and unmet the need for clinical nourishment 

had become (Observation Note 9). Yet, trainers themselves often felt undervalued and treated 

as disposable, often expected to deliver training on top of already full frontline workloads, with 

little formal recognition or compensation. This sense of being unappreciated, unseen, and 

exploited seemed to extend beyond trainers, reflecting what appeared to be a broader 

atmosphere within the agency. From the perspective of frontline and middle management, the 

general morale was marked by a perception that leadership neither fully grasped the intensity 

and demands of the work, nor conveyed appreciation through tangible gestures such as fair 

compensation, recognition, or meaningful support. Participants expressed concern that the staff 

responsible for caring for some of the province’s most vulnerable children were not being 

adequately supported. These concerns pointed not only to internal organizational challenges 

but also to broader systemic issues, as many reflected on how the agency’s capacity to care for 

its workforce was constrained by limited funding and directives controlled by the provincial 

Ministry of Health and Social Services.  



116 
 

Continued Presence of Compliance-Oriented Approaches 

 While participants described a growing openness to TIC, most accounts suggested that 

the shift toward more collaborative and relational ways of working remained uneven, unfinished 

and contested across the agency. Compliance-oriented approaches rooted in control, 

punishment, and the enforcement of rules at any cost continued to shape everyday practice in 

many settings. Despite two decades of ongoing efforts to reduce coercion and punitiveness in 

the agency, including the recent introduction of TIC, compliance-oriented practices remained 

deeply embedded in the day-to-day realities of residential life. Participants frequently described 

these approaches as being “in the walls,” evoking the sense that they were not only codified in 

procedures, but woven into the cultural fabric, traditions, and routines of the institution. One 

participant reflected: 

It’s clear that, and beyond the [clinical] approaches, there are like traditions. 
You know, I mean, there are traditions, and we use, well, seclusion, 
consequences, punishment. Well, it’s fine that we use them, they should be 
used sometimes. But if you look at studies, they’ll say, well yeah, you know, the 
punishment/reward ratio should be around 7 to 1—seven rewards for one 
punishment. But that’s not what we do, I mean, we’re more like seven 
punishments for one reward. There’s something that doesn’t make sense. But 
at the same time, it’s cultural. It’s so cultural that I’ve even heard before, when 
I was a practitioner, someone say, ‘Well, you didn’t seclude a kid today, so are 
you sure you did your job right?’ And I was like, My God, you know, I actually 
think maybe they did an even better job because… but that’s just part of the 
culture. (P27) 

This account captures the normalization of punishment within institutional life, where punitive 

measures were not just routine but expected—defining what it means to do one’s job “right”. 

Importantly, these dynamics were noted even in units considered most aligned with TIC 

principles. One staff member, who worked in a specialized mental health unit for adolescent 

girls with smaller staff–youth ratios and a more individualized approach, explained:  

But there’s still a culture in the centres where, you know, we punish the youth—
we isolate them, we punish them, we remove them—and that’s still how it is in 
a lot of places. Even here [a specialized mental health unit], we can still punish, 
remove, and isolate. (P5) 
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She illustrated this dynamic by describing an incident in which a girl was placed in isolation after 

refusing to go to the cafeteria for mealtime. With only two staff assigned to the group, keeping 

one staff member with the young person would have left a single staff to supervise the rest, so 

she was sent to the isolation unit where additional staff were available. The participant noted 

that such uses of isolation occur routinely despite being formally prohibited. In this instance, 

isolation functioned as a response to staffing constraints and institutional convenience rather 

than to any imminent risk of harm.  

 Together, these accounts illustrate how compliance-based logics continue to shape 

practice—not just through formal policies, but through unspoken expectations, peer dynamics, 

and habitual routines. Institutional procedures often overrode young people’s developmental 

and relational needs, with arbitrary rules treated as inherently beneficial. Participants noted 

that many routines prioritized staff convenience or maintaining order over responsive, child-

centered care. Flexibility was frequently perceived as risky, stirring fears of chaos and loss of 

control. While concern for staff well-being and safety is legitimate, some staff observed how 

rigid routines, framed as protective, often increased youth distress and made staff work harder, 

not easier. Although participants named these dynamics in interviews, many described how 

difficult it was to address issues of power, control, and punishment with colleagues, often 

avoiding such conversations altogether due to fear of conflict and perceived differences in 

values around adult authority and the legitimacy of punitive practices. 

 The intensity of debate sparked by even small acts of flexibility—particularly those 

grounded in empathy and a willingness to prioritize a young person’s needs over rigid rules—

illustrated why staff so often avoided conversations about power, control, and compliance. One 

staff member (P26) recounted advocating for a youth to briefly speak to his mother at 

bedtime—a comforting routine that might ease his transition into care. The request conflicted 

with strict phone access rules and provoked significant tension among team members, who 

feared that making an exception would set a precedent, erode boundaries, or lead to escalating 

demands. Although the exception was ultimately granted, it required multiple tense and 

uncomfortable team discussions marked by resistance and conflict. Ultimately, rather than 
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prompting broader reflection, it was treated as a one-off, leaving the underlying compliance-

based paradigm intact. 

The Continuum of Compliance: From Relational Foundations to Carceral Resistance 

 While compliance-oriented practices remained embedded in daily routines, participants 

also emphasized that these dynamics did not manifest uniformly across the agency. Instead, 

they described a continuum of practice shaped by differing starting points and institutional 

conditions. Units that had already adopted a more individualized and relational approach 

offered more fertile ground for TIC and the approach had a greater chance of taking root. In 

contrast, units more strongly shaped by behaviourist or correctional frameworks tended to 

present harsher conditions for implementation, with deeper resistance and more entrenched 

barriers to change. This variation was shaped by a complex interplay of departmental histories, 

organizational mandates and leadership styles.  

Relational Foundations: Units with Greater Alignment to Trauma-Informed Practice  

 At one end of this continuum were departments such as children’s services, adolescent 

girls’ units, and specialized mental health units that had begun adopting more individualized, 

relational approaches well before the agency’s formal commitment to TIC. These departments 

often had longer histories with attachment-based models, more relationally oriented 

leadership, and clinical approaches more compatible with TIC principles. As one staff member 

noted, “in the children’s units, since there had already been a prior emphasis on attachment, 

trauma-informed approaches made more sense” (P6).  

 Yet even within these departments, participants noted significant variation across 

individual units. Factors such as unit-level leadership, staff stability, team dynamics, and local 

interpretations of clinical models all influenced how TIC was taken up. One staff member 

emphasized that her unit’s current practices reflected the values of a long-standing supervisor 

committed to reflective, non-punitive responses. However, she also highlighted the persistence 

of compliance-oriented practices in other units within the same department: 

Even in the girls’ units, it really varies from one place to another—you might have 
something like time to serve. So if you did something wrong, well, for an hour, you 
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sit at a desk, or for half an hour, or in your room—it depends on the location—but 
you’re serving time. But serving time is a sterile consequence; you don’t learn 
anything. We don’t work on what led to the behaviour or why you didn’t do the 
appropriate thing. And it’s humiliating, because it’s humiliating to sit and do 
nothing for an hour, or even to write lines... You know, [in our unit] we rarely even 
do written reflection. We don’t hand out sheets. We might ask a youth to reflect, 
but we’ll do it together, verbally. That’s something my supervisor already believed 
in, even before we became a mental health unit. It’s part of her values. But it’s not 
like that everywhere. I’ve been [working on this unit] for six, seven years, but I’ve 
worked in lots of other [units in the adolescent girls department] before, and in a 
lot of them it’s still like that: making kids serve time, withdrawing them, sending 
them away when they haven’t done something right. (P5) 

This account reinforces the idea that departmental alignment with TIC principles creates fertile 

conditions for relational practice but does not guarantee it. Even in the most relationally 

oriented settings, punitive routines are difficult to uproot. 

An Additional Lens, Not a Transformative Shift: Trauma-Informed Care within Behaviourist 

Culture 

 Participants described a more layered and ambivalent picture in the adolescent boys’ 

units, which represent the middle position on the continuum. On one hand, there were signs of 

increasing openness to relational and developmentally responsive ways of working with youth. 

One frequently cited example at this site was the transformation of their isolation rooms into 

calming rooms. These rooms had been reconfigured before or around the time of TIC 

implementation—shifting from punitive, barren spaces to more nurturing environments 

equipped with sensory tools, relaxation materials, and art supplies. These changes reflected an 

emerging concern for emotional regulation and youth dignity, even before TIC was formally 

adopted. 

 Despite these important shifts, the adolescent boys’ units remained strongly anchored in 

a cognitive-behavioural therapy (CBT) model that had shaped practice across the agency for 

over two decades. Although CBT is commonly associated with helping individuals connect their 

thoughts, emotions, and behaviours, the version implemented in this setting had been adapted 

for youth residential care in Quebec in the late 1990s and placed a strong emphasis on 

behavioural control (Le Blanc, et al., 1998). In practice, this meant detailed behavioural 
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contracts and structured systems of rewards, privileges, and punishments. Over time, the 

approach became highly prescriptive, guiding not only daily routines but also shaping how staff 

understood their role and how youth behaviour should be addressed. 

 The model was introduced in both the adolescent boys’ and girls’ facilities around the 

same time in the early 2000s. While staff in the boys’ units seem to have embraced the model 

and invested heavily in maintaining it, the response at the adolescent girls’ facility was notably 

different. There, the prescriptive nature of the model was quickly questioned, as many 

practitioners found it misaligned with their more relational and reflective orientation. As one 

staff member recalled, “The approach was seen as somewhat reductive for the clinicians on the 

girls' side. They felt it restricted their clinical reflection” (P12). Without sufficient uptake or buy-

in, the model was ultimately abandoned at the girls’ facility within a few years after its 

introduction. 

 Participants frequently attributed the persistence of the CBT-based model in the 

adolescent boys’ units to significant institutional investments in training and staff time, and to a 

reluctance to abandon those investments. Letting go of the model, some suggested, would feel 

like discarding years of work, knowledge, and structure. A few participants also pointed to a 

broader culture in the boys’ units that seemed to place a higher value on control, predictability, 

and compliance than the girls’ units, qualities closely aligned with the behaviourist logic of the 

model. This contrast may also reflect underlying gendered assumptions about how care should 

be structured: the boys’ units seem to have faced greater pressure to enforce order, while the 

girls’ units seem to have been granted more latitude to prioritize relationships and emotional 

development. 

 In contrast to the adolescent girls’ units—as well as many children’s and mental health 

units—where TIC was adopted as the sole clinical framework, its introduction in the adolescent 

boys’ units took a different form. There, TIC was implemented not as a replacement but as an 

additional lens layered onto the existing CBT-based model. Implementation leads and trainers 

were careful to frame TIC as fully compatible with current practices, often reassuring staff that 

they would not have to abandon what they felt was already working. While this strategy helped 
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foster buy-in, it also limited the extent to which TIC could disrupt or transform existing 

assumptions. By framing it as an add-on rather than a paradigm shift, the implementation 

reinforced continuity with established routines and curtailed deeper reflection on core beliefs 

about behaviour, power, and authority. As a result, TIC was largely absorbed into pre-existing 

structures, rather than serving as a catalyst for meaningful cultural or practice change. 

 This approach to implementation also created tension among the TIC training team. 

Trainers based in the adolescent girls’ units where the CBT-based model had been abandoned 

tended to present TIC as an alternative to punishment and control. In contrast, those from the 

boys’ units emphasized the continued importance of rewards and consequences:  

With the girls, it’s just ARC, no cognitive-behavioural approach. For us, we’re 
keeping the cognitive-behavioural model. We’re keeping it and adding ARC, 
because we’d like to have both. […] For example, when P3, [a trainer from the 
girls’ department], gives the training, she says, ‘Punishments and consequences 
don’t work, like in cognitive-behavioural approaches,’ and I told her, you have to 
be careful if you’re presenting that to the boys’ teams. You can’t say that, 
because we’re required to use the cognitive-behavioural model. We have 
reinforcement systems. We have a points system where the boys earn rewards 
and all that. That’s what’s required by management. So we have to be careful not 
to say, ‘It’s proven that punishments and consequences don’t work.’ And I don’t 
fully agree with that either, in the sense that consequences… you know, like with 
any child who hits, you’re going to ask them to sit down for five minutes, take a 
little break. […] So we really have two completely different approaches. 

This trainer identified strongly with the CBT-based model and believed consequences remained 

necessary, though they could be softened from the harsher practices once more common at the 

agency.  

 Her perspective reflected a broader pattern in the boys’ units, where staff enthusiasm 

for TIC was filtered through a behaviourist lens. Rather than prompting a departure from 

existing approaches, TIC was often used to support making consequences more flexible or 

compassionate—especially for youth with clearly identifiable trauma histories. Participants 

described how TIC helped them better understand youth behaviour and respond with greater 

patience to actions they might previously have tried to stop or control using consequences or 

restrictive measures. Still, the underlying focus on managing behaviour remained largely intact, 
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and staff saw no contradiction between TIC and their CBT-based model. Only the trainer quoted 

above acknowledged a different interpretation of TIC, hinting at rarely voiced tensions between 

the two approaches. These dynamics point to a broader structural reality: the boys’ units were 

starting from a different place than the children’s, specialized mental health and adolescent 

girls’ units. Behaviourist logics were more firmly entrenched and exposure to alternative models 

was more limited. 

The Clash Between TIC and Carcerality: When Compliance Is the Mandate 

 The youth justice–mandated units sat at the far end of the continuum, shaped by 

correctional mandates emphasizing control, order, and surveillance. Unlike other units in the 

agency that operated under child protection mandates emphasizing youth well-being, the youth 

justice units were tasked with “protecting the public”. Several participants noted that this 

difference in mandate shaped both culture and practice. TIC was often met with skepticism by 

both senior leaders and staff, who questioned whether an approach centered on empathy, 

relationship-building, and flexibility could truly align with their mandate to reduce recidivism. In 

one meeting, a department head stated outright that addressing youth trauma was not part of 

their mandate (Observation Note 2). 

 On the ground, this translated into rigid systems of privileges and sanctions, where 

success was defined narrowly as visible compliance. Enforcing compliance was treated not just 

as a tool, but as proof of fulfilling the unit’s public safety mandate. One TIC trainer based in the 

youth justice units asked, “What do we consider success? Is it when my youth, like, is 

submissive, and, you know, obedient? It’s like we associate the fact that they comply while 

they’re with us, so that means recidivism is going down… But I’m not sure we’re really 

impacting them that much.” Two participants echoed concern that “good behaviour” was often 

mistaken for progress, even when it masked distress or disengagement. Youth who quickly 

adapted to institutional expectations were often granted full privileges within days or weeks, 

despite little evidence of internal change. Once home, participants questioned whether these 

youth would revert to earlier patterns. In contrast, they argued, real transformation depends on 
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consistent, supportive relationships—yet such opportunities were often constrained by rigid 

rules and carceral expectations. 

 The youth justice units were described as punitive and reactive. Although the language 

of the CBT-based model circulated in staff discourse and documentation, the practices 

themselves were more grounded in correctional logic than in the more clinical, CBT-based 

reasoning present at the adolescent boy’s facility. As one participant from the adolescent boys’ 

facility explained, at the youth justice facility, “they don’t really use the cognitive tools; they are 

more reactive than us.” Behaviour was frequently interpreted through a narrow lens of 

opposition or defiance, prompting control-based responses. As one staff member reflected, 

“especially with young offenders, I get the impression we see behaviours that are just 

considered opposition—because, well, they’re young offenders, that’s what they’re here for. But 

maybe the opposition is just a symptom... What’s underneath that? And how else could we 

understand it?” Sallée (2021) observed a similar pattern in his ethnographic study of the same 

youth justice facility, which I included in this study’s document analysis. He shows how the 

coercive use of restrictive measures was routinely reframed after the fact in institutional 

documentation through CBT language, not to advance therapeutic goals but to legitimate 

control. In this context, the CBT-based model functioned less as a clinical framework than as a 

discursive mechanism through which carceral practices were normalized under the appearance 

of rehabilitation. 

 In the youth justice department of this residential care agency, carceral logics were more 

explicit and institutionally sanctioned, but participants noted that carceral logic was present 

throughout the agency, surfacing in more subtle or contested ways. One participant reflected: 

We used to work a lot like, uh, if you're working with delinquents, you know, trauma 
symptoms are seen as behavioural problems, so it's the kids' fault, so we punish 
them. So, that is kind of how we operate. I’ve been working [at this residential care 
agency] for 18 years, and I haven’t only worked with girls, it was a bit more like that 
with the boys, I think. And the more you go towards closed custody, [in the youth 
justice units], the more it’s like that. I’ve never worked in a prison, but it feels like the 
youth are treated like criminals, like people who have done bad things and now 
needed to be punished, a bit, you know. (P5) 
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This reflection not only illustrates how deeply carceral logics have shaped institutional culture 

but also reinforces the idea that their presence exists along a spectrum. While some 

environments, like the youth justice settings, embody these logics more overtly, their traces can 

be found across many units, re-emerging in subtle ways, especially under stress or in the 

absence of support. Participants noted that this diffusion was reinforced by staff mobility, as 

individuals trained in more punitive environments transferred to other parts of the agency, 

bringing carceral ways of thinking and working with them. Moreover, the persistence of 

retributive justice values in the broader social context made it easier for these logics to take 

root and remain widely accepted across diverse settings within the organization. 

Discussion 

 This study found that TIC was implemented within a youth residential care agency 

undergoing a slow and uneven cultural shift—from deeply entrenched compliance-oriented 

practices toward more relational and collaborative approaches. This shift did not begin with the 

arrival of TIC, but TIC represented the next step in an ongoing evolution shaped by earlier 

reforms. The agency was grappling with a legacy of harsh, punitive practices and TIC was taken 

up along a continuum. Units with prior experience using individualized or relational approaches, 

tended to provide more fertile ground for TIC.  In contrast, units anchored in a longstanding 

CBT-based model emphasizing behavioural control occupied a middle position on the 

continuum. There, TIC was layered onto existing practice and, while it prompted important 

changes, it struggled to disrupt the foundational emphasis on behaviour control and adult 

authority. At the far end of the continuum, the youth justice units questioned whether TIC 

aligned with their public safety mandate, exposing a deeper ideological divide over whether 

lasting reductions in recidivism are achieved through building trust and understanding or 

through enforcing compliance. 

 Variation in TIC uptake across the agency largely reflected the degree of comfort 

practitioners had with sharing power with the young people in their care. This highlights the 

urgent need to confront the legacy of authoritarian adult–child relationships that continue to 

shape how power is enacted across child- and youth-serving systems and in society at large. 
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Across generations, approaches grounded in fear, obedience, and coercion have been widely 

accepted in families, schools, healthcare, and social service systems (Durrant & Stewart-Tufescu, 

2017; McGillivray, 2022; Young-Bruehl, 2012). This legacy was directly acknowledged by several 

participants, who reflected on how residential care had long mirrored these broader societal 

norms: corporal punishment, rigid hierarchies, and adult authority enforced through coercion. 

While many of these practices have been formally disavowed, their underlying logics and focus 

on behavioural control persist in contemporary institutions and cultural expectations.  

 Staff spoke candidly in interviews about the traces of this history that remain—traces 

that continue to shape daily practice—yet noted that these dynamics were rarely directly 

addressed in training, clinical supervision, or organizational dialogue. On the rare occasions 

when they were raised, conversations were often marked by tension, defensiveness, or outright 

avoidance. This silence points to a broader cultural discomfort with confronting how authority 

over children has historically been—and continues to be—exercised (McGillivray, 2022; Young-

Bruehl, 2012). For meaningful change to occur, this organization and the wider systems and 

communities in which it operates must actively revisit and critically re-examine these inherited 

norms. The continued use of punishment and rewards in services for young people—especially 

those who have experienced trauma, but not only them—requires urgent scrutiny. These 

practices risk undermining therapeutic goals, eroding trust, and infringing on the rights and 

dignity of all children and youth (Collin-Vézina & Carnevale, 2022; Durrant & Stewart-Tufescu, 

2017). 

 Building on the foundations laid by TIC, trauma- and violence-informed care (TVIC) 

represents a more recent evolution in the field, developed by Wathen and Varcoe (2023) to 

explicitly center power and situate trauma within the broader contexts of structural violence. 

TVIC expands the lens beyond individual experiences to examine how institutions and service 

providers may perpetuate oppression through entrenched policies, practices, and cultural 

norms. Yet, despite its emphasis on systemic inequities such as racism, sexism, classism, and 

ableism, TVIC scholarship has yet to meaningfully grapple with childism—the systemic 

oppression of children and youth. Childism frames adult dominance as necessary and beneficial, 

positioning children as incomplete beings whose perspectives can be dismissed, whose needs 
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are secondary, and whose autonomy is conditional on adult approval (Adami, 2024; McGillivray, 

2022, Young-Bruehl, 2012). It legitimizes the presumption that adults have an unquestionable 

right to control children, casting their rights as discretionary and their resistance as defiance 

rather than self-advocacy (Ibid.). These assumptions create fertile ground for compliance-

oriented practices to persist, not only in residential care but across child- and youth-serving 

systems and in society more broadly. Without naming and interrogating childism, even the most 

progressive frameworks risk leaving intact the authoritarian power dynamics that underpin 

punitive responses to young people. Integrating an understanding of childism into TVIC could 

deepen critical reflection on the continued use of coercive and compliance-oriented 

approaches, challenging practitioners and organizations to reimagine relationships with children 

and youth in ways that prioritize equity, autonomy, and shared power. 

 Moreover, the findings invite consideration of how TIC may be taken up differently 

across unit types. Across the organization, approaches to TIC appeared to vary along a 

continuum, with some units oriented toward relational and individualized care and others 

anchored more firmly in behaviourist or carceral mandates. These observations echo findings 

from large quantitative research conducted across youth residential care units in Québec 

examining the same ARC-inspired TIC implementation initiative. Using the ARTIC scale, these 

studies have consistently found that units serving boys, adolescents, and especially those 

operating under youth justice mandates report less favourable attitudes toward TIC than units 

serving younger children, girls, or youth in mental health and child protection contexts (Black et 

al., 2021; Collin-Vézina et al., 2020; Brend et al., 2020). Notably, several of the units included in 

the present qualitative study were also part of that broader quantitative sample, lending further 

context to these converging findings. 

 Like other structural forms of oppression, childism does not operate in isolation. It 

intersects with racism, sexism, ableism, and other forms of oppression, shaping how children 

and adolescents are interpreted, responded to, and governed within institutional settings 

(Adami, 2024). In this study, age, gender, race, and ability appeared to influence which young 

people were more readily met with empathy, flexibility, and relational care, and whose 

behaviour was more likely to be interpreted as warranting control, punishment, or carceral 
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response. Within the organization, children’s units, adolescent girls’ units, and specialized 

mental health settings were generally more aligned with relational and individualized 

approaches, particularly when distress was legible through developmental or mental health 

frameworks. At the same time, this heightened empathy may rest on paternalistic assumptions 

that position these groups of young people as more fragile, less agentic, and in need of 

protection, thereby constraining autonomy even as care is extended. 

 In contrast, adolescent boys’ units and youth justice units were more strongly shaped by 

behaviourist or carceral mandates, where similar expressions of distress were more often 

framed through lenses of risk, responsibility, and intentional defiance. These differences reflect 

a broader divide between the pathologization of some young people, whose behaviour is 

constructed as “sick” and treatable, and the criminalization of others, whose behaviour is 

constructed as “bad” and punishable (Bloom & Farragher, 2011; 2013). Research has further 

shown that racialized youth are disciplined earlier and more harshly than their white peers 

(Cook & Halberstadt, 2021; Goff et al., 2014), underscoring how childism intersects with racism 

to shape institutional responses. The persistent overrepresentation of racialized youth in child 

welfare and youth justice systems in Canada (Boatswain-Kyte et al., 2020; Bonnie et al., 2022) 

heightens the urgency of examining how intersecting systems of power structure differential 

access to compassion, autonomy, and relational response within the CYSSs. 

 Lastly, findings of this study also point to a subtler but equally damaging form of 

childism: the systemic devaluing of the labour required to care for children and youth in ways 

that are relational, attuned, and trauma-informed (Kent, 2006). Relational work demands far 

more patience, time, and skill than the rote application of rules or automatic consequences, yet 

it is rarely resourced accordingly. It requires sustained investment in training, regular clinical 

supervision, and adequate staff–youth ratios—all of which were in short supply. Chronic staff 

turnover not only undermines team cohesion but also destabilizes young people’s daily lives, 

forcing them to repeatedly adapt to strangers occupying their living spaces and performing 

intimate care tasks. This is antithetical to trauma-informed practice, which depends on safety, 

predictability, and trust (Blaustein & Kinniburgh, 2018). In a clear example of parallel process, 

staff who are themselves unsupported, undervalued, and exposed to chronic instability are less 
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able to provide the stability, care, and responsiveness that young people need (Bloom & 

Farragher, 2013). From this perspective, high turnover is not just an organizational challenge but 

a form of structural harm that perpetuates instability for those already most vulnerable. 

Addressing these conditions demands more than internal reform; it requires a fundamental 

revaluation of residential care work within the broader health and social services system, 

accompanied by policies and funding structures that recognize the centrality of stable, well-

supported relationships to healing and development. It also calls for a societal commitment to 

take children’s needs seriously across the CYSSs, recognizing that investing in the people and 

conditions that enable their care is an investment in our collective future. 

Conclusion 

 This study reveals the deep tensions that arise when TIC is taken up within systems still 

shaped by control, compliance, and unexamined power. These dynamics are not unique to child 

and youth residential care; they echo across all sectors that serve children and youth, and 

throughout service systems built on colonial, carceral, and social control logics. Taken together, 

the findings of this study highlight the need to re-center power dynamics as a core concern in 

TIC implementation. This work demands organizational willingness to interrogate foundational 

beliefs about authority, safety, and control—and to invest in the relational infrastructures that 

make shared power possible. TIC cannot fulfill its promise through surface-level reforms; it calls 

for a deeper, more uncomfortable reckoning with how power is held, distributed, and enacted. 

Without a commitment to transformative change, TIC care risks becoming another well-

intentioned initiative constrained by the very systems it seeks to transform. 
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Bridging Statement – From Organizational Change to Lived Experiences 

 Paper 2 examined the process of TIC implementation within a child and youth residential 

care agency shaped by a long-standing legacy of authoritarian adult–child relationships, in 

which order, compliance, and control had historically been treated as necessary tools of care. 

Rather than approaching TIC as a discrete intervention, the analysis situated it within a broader 

and uneven arc of change that participants themselves linked to wider societal shifts in how 

authority, discipline, and childhood are understood. Staff drew connections between 

institutional practices and the parenting norms of their own upbringing, describing how fear-

based authority had once been normalized both in families and in residential care, and how 

contemporary efforts to move away from these models have left organizations grappling with 

the loss of familiar tools. 

 As the analysis progressed, it became clear that organizational history, policy, and 

culture alone could not fully account for the tensions observed during my data collection. 

Residential care emerged not only as a site of formal institutional reform, but as a concentrated 

microcosm of adult–child relationships in society more broadly, where efforts to reconfigure 

authority and care exposed the discomfort, loss, and emotional labour involved in letting go of 

familiar forms of control. Paper 3 builds on the insights of Paper 2 by shifting the analytic focus 

from organizational conditions to the lived experiences of staff members, responding directly to 

gaps identified in the scoping review presented in Paper 1. That review showed that while staff 

distress, emotional labour, and secondary traumatic stress are frequently identified as emerging 

in relation to TIC implementation, these experiences have rarely been examined in depth or 

theorized in relation to staff responses to change. In particular, little attention has been paid to 

how distress generated during and after implementation may be related to resistance, 

ambivalence, or selective uptake of TIC principles. Paper 3 examines staff resistance not as a 

failure of implementation or a deficit of knowledge or goodwill, but as an emotional, relational, 

and ideological response to shifts in authority and responsibility demanded by TIC 

implementation. By attending closely to how staff experience, interpret, and make sense of 

these changes in their day-to-day work, the analysis illuminates why resistance persists and how 

it is shaped by unresolved tensions between care and control, relational ideals and institutional 
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expectations. In doing so, Paper 3 complements the organizational analysis of Paper 2 while 

extending the contribution of this dissertation toward a more nuanced and compassionate 

understanding of the emotional and relational labour involved in reconfiguring adult–child 

power relations within institutional care settings.  
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Paper 3 - Understanding the resistance to trauma-informed care: The emotional, relational 

and ideological challenges of shifting power dynamics in child and youth residential care. 

 

Abstract 

 Trauma-informed care (TIC) is often described as a relational philosophy of practice 

grounded in safety and collaboration. In child and youth residential care, this orientation invites 

adults to interpret distress and challenging behaviour as communication and to prioritize co-

regulation, trust, and relational repair. Yet residential care remains strongly shaped by 

compliance-oriented models that equate safety and progress with behavioural control, rule 

adherence, and deterrence. How staff experience the shift from compliance-oriented 

approaches toward relational, trauma-informed practice remains underexamined in an 

implementation literature that is frequently outcome-focused and predominantly quantitative. 

 This study uses a constructivist grounded theory design to examine the emotional, 

relational, and ideological challenges staff encountered during TIC implementation in a large 

urban residential care agency in Québec, Canada. Data were generated through 17 in-depth 

interviews with staff across roles and organizational levels, 45 hours of participant observation 

of trainings, clinical support sessions, and leadership meetings, and analysis of implementation 

and institutional documents. Analysis produced five interrelated theoretical categories 

characterizing resistance as it emerged within the change process: (1) perceptions of TIC as “too 

permissive,” (2) the destabilization of relinquishing punishment without a concrete alternative, 

(3) the centrality and difficulty of “looking inward” through self-regulation and relational 

accountability, (4) an unspoken taboo around naming power, control, and compliance, and (5) 

the gap between intellectual buy-in and embodied practice under pressure. 

 Findings suggest that resistance reflects not simple opposition but predictable responses 

to fear, uncertainty, and threats to professional identity within under-resourced, high-risk 

contexts. Sustaining TIC requires explicit engagement with power, concrete modeling and 

experiential learning, and organizational conditions that support staff wellbeing, supervision, 

and relational practice. 
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Introduction 

 Trauma-informed care (TIC) represents more than a set of interventions—it is a 

philosophy of practice or a way of being, grounded in the belief that healing occurs through 

safe, attuned and collaborative relationships (Bloom & Farragher, 2013). In child and youth 

service settings, this relational orientation shifts the focus from correcting behaviours deemed 

problematic to understanding its roots, while nurturing the conditions that foster strong 

relationships, empathy, trust, and a sense of belonging (Blaustein & Kinniburgh, 2018). This 

orientation is especially critical in child and youth residential care, where most young people 

have experienced multiple and compounding adversities, including abuse, neglect, disrupted 

attachments, systemic racism, poverty, and placement instability (Collin-Vézina et al., 2011; 

Pane Seifert et al., 2015). In these settings, trauma often manifests through challenging 

behaviours such as aggression, withdrawal, or emotional dysregulation, that are frequently 

interpreted as rule-breaking or non-compliance, thereby colliding with traditional models of 

discipline focused on control and correction (Blaustein & Kinniburgh, 2018; Durrant & Stewart-

Tufescu, 2017). 

 Translating TIC’s philosophy into practice in child and youth residential care means co-

creating a milieu that helps young people feel safe and gradually reclaim trust in themselves and 

others. As Greene reminds us, “kids do well if they can”—and when they cannot, it is the adult’s 

responsibility is to create the conditions that make doing well possible (2014, p. 9). This 

orientation begins with viewing disruptive behaviour not as defiance to be stamped out, but as 

communication to be understood. What appears disruptive is often a survival strategy that once 

helped the child cope with overwhelming or unsafe circumstances (Blaustein & Kinniburgh, 

2018). From this perspective, encounters with challenging behaviour call for responses 

grounded in empathy and patience. Such responses prioritize helping the body’s alarm system 

settle before expecting the mind to engage and involve showing up as a predictable and 

trustworthy presence that a child can rely on, again and again, until safety becomes the norm 

(Ibid.; Ludy-Dobson & Perry, 2010). 

 In residential care, predictability and routine play a critical role in helping young people 

recover from histories of chaos, neglect, and inconsistency (Blaustein & Kinniburgh, 2018). 
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When daily life follows a reliable rhythm, young people are able to lower their guard and 

anticipate care rather than threat. Knowing that meals will come regularly, that needs will be 

met consistently, and that there is no adult mood or temper to vigilantly track creates the 

conditions for a felt sense of safety (Ibid.). Within this predictable rhythm, everyday moments 

become especially powerful. Ordinary interactions, such as chatting in the hallway, laughing 

over a board game, or folding clothes side by side, may appear incidental but, when approached 

with attunement and curiosity, become key sites for connection, co-regulation, and relational 

repair. Healing, in this view, does not hinge on a single breakthrough, but emerges through 

thousands of small, reliable, and attuned interactions that, over time, foster trust, growth, and 

lasting change (Ibid., Ludy-Dobson & Perry, 2010). 

 While this vision of predictability, relational safety, and everyday connection is central to 

TIC, translating it into practice within contemporary child and youth residential care settings is 

far from straightforward. Compliance-oriented approaches have long been woven into the fabric 

of residential care, shaping both the daily routines and the underlying culture of these settings 

(Edwards et al., 2023; Gharabaghi, 2019). Models such as point and level systems, token 

economies, and other behaviour modification programs have historically guided practice, and 

influenced how staff understand and enact their authority with young people (Collin-Vézina & 

Carnevale, 2022; Hernandez, et al., 2023; Mohr et al., 2009). Rooted in behaviourist principles, 

compliance-oriented approaches organize care around systems of behavioural control, in which 

desired actions are reinforced through rewards, unwanted behaviours are discouraged through 

consequences, and compliance itself becomes the primary indicator of success. Within these 

models, safety and progress are often inferred from outward order, rule adherence, and the 

absence of visible disruption, rather than from young people’s felt sense of security, relational 

trust, or emotional wellbeing. In this way, behavioural conformity is not merely one goal among 

others, but a central metric through which care is evaluated and authority is exercised. 

 In practice, the rules and expectations of compliance-oriented residential care settings 

are frequently applied uniformly, with limited attention to the individual strengths, needs, 

developmental capacities, and lived experiences of each resident (Gharabaghi, 2019). Such 

standardization runs counter to trauma-informed and rights-respecting principles of care, which 
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emphasize the importance of recognizing young people as active participants in decisions that 

affect their daily lives (Durrant & Stewart-Tufescu, 2017). When expectations, routines, and 

limits are co-constructed with the residents in ways that support individualization, and when 

young people’s perspectives are meaningfully incorporated, care environments are better 

positioned to support engagement, trust and agency. Conversely, approaches that assume the 

same rules, routines, and responses will be effective for all young people overlook the reality 

that what provides stability and safety for one child may be experienced as overwhelming, 

destabilizing, or even harmful for another. 

 Within rigid rule-based residential care systems, deviations from prescribed expectations 

are often met with escalating consequences, creating environments in which fear of 

punishment overshadows opportunities for learning, growth, and relational repair (Hernandez 

et al., 2023; Sallée, 2021). Although such interventions may produce an appearance of safety or 

order, this structure is often more illusion than reality. Research has shown that compliance-

oriented approaches are associated with increased psychological distress, diminished emotional 

safety, and the erosion of intrinsic motivation, particularly among young people with trauma 

histories (Collin-Vézina & Carnevale, 2022; Gharabaghi & Phelan, 2011). For young people who 

have experienced maltreatment or victimization, and who comprise the majority of those in 

residential care, these dynamics risk reproducing certain aspects of the coercive conditions and 

unsupportive environments that contributed to their placement in the first place (Harris & 

Fallot, 2001). 

 While many child and youth residential care settings have made concerted efforts to 

adopt more relational and supportive practices, these efforts often unfold within institutional 

contexts historically organized around efficiency, risk management, and behavioural compliance 

(Gharabaghi, 2019). Moving away from compliance-oriented approaches toward TIC 

fundamentally reorients how safety, authority, and responsibility are understood, and is widely 

recognized as a complex, resource-intensive process requiring sustained organizational 

commitment (Berring et al., 2024: Bloom & Farragher, 2013; Wathen & Varcoe, 2023). At the 

heart of this reorientation lies a renegotiation of power (Harris & Fallot, 2001). In residential 

care, as in the broader social world, adult authority has long been normalized through practices 
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of control, including the use of rewards, consequences, and, at times, coercive interventions 

(Durrant & Stewart-Tufescu, 2017; McGillivray, 2022; Young-Bruehl, 2012). Because these 

practices are deeply embedded not only in institutional routines but also in taken-for-granted 

social scripts about adult–child relationships, efforts to shift away from compliance-oriented 

approaches are particularly challenging, requiring organizations and practitioners to confront 

assumptions about authority, responsibility, and care that are rarely made explicit. 

 Given that moving away from compliance-oriented approaches toward TIC entails a 

profound renegotiation of power in adult–child relationships, understanding how this shift is 

experienced in practice is essential. Yet, much of the existing TIC scholarship remains outcome-

focused and predominantly quantitative, offering limited insight into how staff navigate the 

ideological, emotional, and relational demands of implementation (Lowenthal, 2020). This lack 

of process-oriented and lived-experience research constrains our ability to support TIC 

implementation in meaningful ways, as it leaves unclear how deeply normalized assumptions 

about authority, control, and care are challenged, defended, or reworked in everyday practice. 

Without attention to these dynamics, critical aspects of the implementation process remain 

underexamined. The current study addresses this gap by offering an in-depth qualitative 

examination of staff experiences within a child and youth residential care agency undergoing TIC 

implementation. By examining the emotional, relational, and ideological challenges associated 

with shifting power dynamics, this study illuminates how resistance emerges within the process 

of change itself and identifies the supports needed to enable meaningful shifts in care. The 

findings of the study demonstrate how the shift away from compliance-oriented practices 

generated uncertainty, emotional strain, and a sense of destabilization for staff, particularly in 

the absence of clear alternatives and consistent support. These challenges were most acute 

where TIC required staff to relinquish familiar forms of control, engage in sustained self-

reflection, and navigate unspoken tensions around power within organizational cultures that 

were often ill-equipped to hold such work, especially under conditions of stress and constraint. 
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Methods 

Methodology 

 This study was conducted using a constructivist grounded theory (CGT) design. CGT 

supports the study of complex and evolving phenomena by allowing analytic focus and data 

collection strategies to be refined iteratively as understanding of the research context and 

participants deepens. Guided by a relational, reflexive stance, this methodology attends closely 

to issues of power, the influence of context, and the researcher’s active role in the process of 

meaning-making (Charmaz, 2014; Clarke et al., 2017). This methodological stance reflects a 

deliberate effort to maintain congruence between the study’s theoretical commitments to 

relationality and power-consciousness and its research practices. The process of developing a 

theoretical understanding is viewed as a co-construction between the researchers and the 

participants where the researcher’s subjectivity is viewed as an “analytic resource rather than 

contamination” (Clarke et al., 2017, p. 105). The first author’s perspective was shaped by 

personal experiences of intergenerational trauma and professional practice in youth residential 

care. These experiences fostered both a deep empathy for young people affected by trauma and 

a critical lens on institutional authority. The first author’s analytic approach was informed by 

critical trauma theory (Bloom & Farragher, 2013; Brown & Tseris, 2025) alongside intersectional 

feminist (Adami, 2024; brown, 2017; Crenshaw, 1991), decolonial perspectives (Fortier & Hon-

Sing Wong, 2019; Linklater, 2014; Tuhiwai Smith, 2012), as well as a broader commitment to 

social justice. Throughout the research process, the authors engaged in continuous reflexive 

practice and drew on strategies such as triangulation, participant validation, and peer debriefing 

to enhance the trustworthiness of the findings. 

 

Research setting 

 This study was conducted within the context of a long-running TIC implementation and 

research program in Quebec’s child protection and youth justice systems, initiated in 2013 

under the leadership of Dr. Collin-Vézina (Black et al., 2021; Collin-Vézina et al., 2020; Matte-

Landry & Collin-Vézina, 2020, 2021, 2024). In collaboration with agency partners, the research 

team offered staff training and clinical consultation grounded in both the Substance Abuse and 
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Mental Health Services Administration’s (SAMHSA, 2014) key principles for a trauma-informed 

approach and the Attachment, Self-Regulation, and Competency (ARC) framework (Blaustein & 

Kinniburgh, 2018). ARC is a relationally focused, system-level intervention model designed to 

promote resilience and recovery in trauma-affected children and youth by strengthening the 

caregiving system and embedding organizational practices that prioritize safety, attachment, 

self-regulation, and developmental competence. 

 The present study centers on residential care services within a large urban health and 

social service agency in Quebec, which began its TIC implementation process in 2014 through a 

partnership with Dr. Collin-Vézina. The agency operates 66 residential units, each 

accommodating between 6 and 15 youth. Of these, 59 serve young people under child 

protection mandates and 7 serve those under youth justice mandates. Units are organized into 

specialized departments according to population: children under 12, adolescent girls, 

adolescent boys, youth with complex mental health needs, and youth under judicial 

supervision. Care is delivered in a mix of settings, including campus-based units with more 

structured, institutional environments, and smaller group homes integrated into community 

neighborhoods that provide a more home-like atmosphere. 

 Between 2014 and 2023, nearly one-third of the agency’s units (n = 24; 36%) and their 

management teams participated in a structured TIC implementation process, which included 12 

hours of training followed by monthly clinical support sessions over a 6–9-month period. Of 

these, 19 units completed both training and clinical support, while 5 began the process but saw 

clinical support interrupted by the COVID-19 pandemic. Implementation efforts also introduced 

new clinical tools, such as a trauma history and trauma impact assessment, and created 

opportunities for team representatives to participate in quarterly communities of practice and 

an annual conference. Almost all training and ongoing implementation activities were 

suspended during the pandemic. Data collection for this study began as the agency prepared to 

launch a renewed phase of TIC implementation in January 2023. 
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Data collection 

 Ethics approval for this study was granted by both the agency’s internal research ethics 

committee and the McGill University Research Ethics Board (23-01-019) prior to the start of the 

project. Data were gathered over a 12-month period using three complementary methods: in-

depth interviews, participant observation (including site visits), and the collection of relevant 

documents. Consistent with a theoretical sampling approach—defined by Charmaz (2014, p. 

193) as “seeking and collecting pertinent data to elaborate and refine categories in your 

emerging theory”—participants and settings were selected to deepen and extend the 

developing analysis. 

 The first author sought to attend as many implementation-related activities as possible 

during the study period, while also interviewing staff representing a wide range of roles, 

departments, and organizational levels. All individuals serving as TIC implementation leads or 

trainers were included in the interview sample. In total, 17 in-depth interviews were conducted 

alongside 45 hours of participant observation: 25 hours in staff training and clinical support 

sessions, 5 hours in leadership meetings, and 15 hours in meetings among trainers and 

implementation leads. 

 All interviews and observation sessions were conducted in French. Selected quotations 

were translated into English by the bilingual authors. Machine-assisted translation tools, 

including DeepL and ChatGPT, were used to support the translation process, with final wording 

determined by the authors to preserve meaning and nuance. Documentary materials were also 

gathered to contextualize the implementation process and the broader organizational setting. 

These included internal communications, planning documents, training resources, institutional 

policies, media coverage, and scholarly publications related to youth residential care in Quebec. 

Participants  

 Seventeen staff members took part in individual in-depth interviews. Participants were 

drawn from across the organization, representing all three service sites, every department, and 

12 distinct residential units. They occupied a range of roles and organizational levels, including 2 

front-line workers, 6 clinical support staff, 2 implementation leads, 3 clinical specialists, 4 
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managers, and 2 directors. Some roles overlapped: 2 clinical specialists also served as 

implementation leads, and among the trainers were 5 clinical support staff and 1 front-line 

worker. 

 Participants were highly experienced, with an average of 21 years (median 20) working 

at the agency, and most had served in multiple units and departments during their careers. 

Beyond the formal interview sample, roughly 50 additional staff members were present during 

meetings and training sessions that were observed as part of the study. Formal demographic 

data were not collected, and demographic characteristics were not a primary focus of the 

interviews. However, based on researcher observation and limited self-disclosure during 

interviews, the sample appeared to consist primarily of staff who presented as white, included 

substantially more women than men, and skewed toward mid- to late-career professionals, with 

few very early-career or younger staff represented. 

Data Analysis  

 In CGT, analysis is an iterative process aimed at developing theory through successive 

cycles of coding, each moving toward increasingly abstract interpretations of the data. In this 

study, data collection and analysis occurred concurrently, allowing the interview guide and the 

focus of observations to be adapted multiple times to deepen emerging categories and address 

gaps. The analytic process was collaborative: the first author regularly shared preliminary 

interpretations with participants, inviting their perspectives to refine and expand the developing 

analysis. This co-construction of meaning ensured that theoretical insights were grounded in 

both the data and the experiential knowledge of those working within the system. 

Results 

 Through the iterative coding and constant comparison process described above, data 

from interviews, observations, and documents converged into five interrelated theoretical 

categories. These categories illuminate both the forms that resistance to TIC took, and the 

emotional, relational, and ideological challenges staff encountered when asked to shift 

entrenched power dynamics in youth residential care.  
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Too Permissive: The Primary Objection to TIC 

 The first theoretical category captures a primary ideological challenge in the 

implementation of TIC, centered on beliefs about what children require to learn, develop, 

change, and be shaped into prosocial members of society, capable of functioning within 

prevailing social norms and expectations. TIC implementation was experienced as a threat to 

established assumptions about discipline, authority, and the adult role in managing and 

correcting children’s behavior. Within the agency, compliance-oriented approaches grounded in 

behaviorist theories of change continued to circulate widely and to structure everyday 

understandings of effective intervention. Within this framework, care is largely defined by the 

identification of problematic behavior and its modification through rewards and consequences. 

As one participant explained, “If you have a positive behavior, you get a positive consequence. If 

you have a negative behavior, you get a negative consequence” (P28). When TIC problematizes 

punishment and reframes behavior as an expression of unmet needs, it destabilizes this theory 

of change and, with it, staff members’ sense of professional responsibility and efficacy. Against 

this backdrop, it is unsurprising that the most frequently voiced objection among staff who 

openly resisted TIC was that it is too permissive. TIC was thus described as excusing or even 

encouraging problematic behavior and as abandoning core expectations around order, respect, 

and accountability. 

 For many, the shift away from punitive practices raised fears that limits were no longer 

being enforced and that adults were relinquishing their responsibility to intervene. One trainer 

summarized the common pushback she hears during TIC training sessions: “It’s all well and good 

to understand them [the youth], but we also have to stop them [from misbehaving]” (P4). In this 

framing, empathy and understanding are seen as inadequate for producing behavior change, as 

reward and punishment are understood to be the primary mechanisms through which 

disruptive or aggressive behavior can be stopped. Without a relational framework for 

understanding how connection, co-regulation, and de-escalation function as interventions, such 

approaches are easily dismissed as permissive or ineffective.  



145 
 

 When shifts towards more relational, trauma-informed responses were proposed in 

practice, these ideological tensions surfaced most clearly through concerns about the erosion of 

deterrence. One trainer recalled a colleague expressing unease about proposed changes to the 

use of seclusion rooms, which had historically been intentionally austere spaces, consisting of 

bare walls and bare floors, with no furniture or comfort items. Youth were expected to sit or lie 

directly on the floor, as the experience of being sent to the room was designed to be 

uncomfortable and unenjoyable. Within a compliance-oriented framework, this discomfort 

functioned as a deterrent, with the expectation that youth would modify their behavior in order 

to avoid being sent back. As part of a shift away from punitive practices, some units had begun 

transforming these rooms into soothing environments intended to support de-escalation and 

regulation, with softer lighting, colorful paint, comfortable seating or mats, music, and sensory 

tools. For some staff, this transformation raised concerns that the rooms would no longer serve 

their intended function, leaving youth with little incentive to change their behaviour. In another 

instance, a team lead recounted a situation in which a teenage resident was experiencing 

significant distress following an incident at school early in the morning. Rather than insisting she 

return to the on-site classroom after settling, staff allowed her to remain on the unit for the day 

to unwind, after she repeatedly expressed a strong desire to go home. While this decision was 

framed by some staff as a supportive and de-escalating response, others raised concerns that 

the accommodation rewarded emotional meltdowns and refusal to attend school. Several team 

members worried that the resident would now never want to return to school, or that allowing 

her to stay back meant “she won” (P28). The language of “winning” may reflect an underlying 

assumption that adult–youth interactions are governed by contests of control, in which meeting 

a young person’s needs is interpreted as a loss of authority rather than as supportive 

intervention. The implication remained that without punishment, behavior would go 

unchecked. 

 This perspective reflects deep cultural beliefs about how learning happens and how to 

prepare youth for the “real world.” As one TIC trainer noted, “people are convinced that if 

there’s no consequence, there won’t be any learning” (P6). Many staff believed that behaviour 

change requires clear, immediate punishments for actions deemed problematic. One participant 
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explained, “You do something, something happens. That’s how life works—if I run a red light, 

the police give me a ticket.” (P4). Within this logic, intervention is focused on correction, 

grounded in the assumption that punishment leads to insight and external control builds 

internal discipline. From this view, permissiveness is seen as a disservice: caregivers must instill 

compliance early so youth will not challenge the rules and norms they will encounter later in 

life—in school, at work, or under the law. In this framing, strictness is recast as protection, with 

enforced compliance positioned as a way to shield youth from harsher consequences in the 

future.  

 Alongside the belief that children learn through the negative consequences imposed by 

adults and that enforcing rules through punishment is essential to preparing them for future 

success, participants also described a pervasive assumption that respect for authority must be 

actively taught and maintained, often through obedience to adults. This expectation positions 

adult workers as representatives of broader social authority and frames intervention as ensuring 

that youth comply with expectations, even in moments of distress or overwhelm. One 

participant described an example that emerged during a supervision session in which she and a 

supervisee were debriefing an incident involving a young person in a state of acute emotional 

distress, during which the young person was swearing at staff. The supervisee sought guidance 

on how to get the young person to stop swearing, framing the language as disrespectful and as 

something that required immediate correction. The supervisor explained that she had to 

redirect the staff member’s focus, emphasizing that when a young person is overwhelmed or 

flooded, the primary objective is not to correct disrespectful language, but to understand the 

trigger and support regulation. Demanding compliance in moments of fight-or-flight, she noted, 

is unlikely to succeed and can intensify distress. Only once the young person has settled is there 

space to revisit expectations around respectful communication. Examples such as this illustrate 

how moments of youth distress can quickly become sites where broader struggles over 

authority and control are activated. As one manager explained, “They have a lot of difficulty 

letting go of authority, out of fear of losing control or of losing the sense of respect for the adult. 

But that’s where we’re touching on values, too” (P12). The expectation that young people 

should demonstrate deference to adults at all times reflects deeply held cultural and personal 
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beliefs about respect, authority, and social order that often sit in tension with the relational, 

child-centered orientation of this ARC-based TIC framework. 

 Taken together, these concerns about consequences and respect for authority 

culminated in a more fundamental anxiety: that TIC stripped staff of their ability to intervene 

altogether. Several participants described how colleagues equated the discouragement of 

punitive measures with an inability to act, interpreting the move away from punishment as a 

loss of professional efficacy rather than a shift in intervention strategy. This reaction points to an 

often unspoken realization: when punishment is removed, what feels lost is not merely a 

technique, but the primary means by which staff have learned to intervene. As one participant 

put it bluntly, “If all you have is a screwdriver, everything looks like a screw” (P27). This reveals 

how deeply the concept of intervention had become entangled with consequencing and how 

compliance-oriented thinking structured not only everyday practice, but the very meaning of 

care within this setting. 

 This reliance on punishment as the primary means of intervention was further 

articulated by one participant, who reflected on why punitive responses feel both necessary and 

effective within a compliance-oriented framework. As he explained, punishment is experienced 

as a visible and legible form of action, one that affirms adult authority and demonstrates that 

intervention has occurred: 

The advantage of punishment is that it’s easy to use, it leaves a trace, it shows 
others that you took action, and it reinforces your role of authority. Because it’s not 
easy—we’re in a position of authority with the youth. And for many people, that role 
of authority means having, well, it means having power. But how do you express 
that power? Giving a consequence, a punishment, shows everyone that I exercised 
my power—I did something. (P27) 

In this context, punishment functioned as more than an intervention tool. It operated as a 

performative act that made authority visible, signaled action to others, and affirmed one’s role 

as the adult in control. What TIC appeared to challenge, then, was not only a method of 

intervention, but a deeper, taken-for-granted understanding of what it means to act, to hold 

authority, and to be the adult in the room. 
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Letting Go Without a Net: Emotional Strain in the Move Away from Punishment 

 The second theoretical category captures the emotional strain staff experienced when 

asked to relinquish compliance-oriented practices without yet having a fully intelligible or 

embodied alternative. When familiar tools were questioned, many participants described not 

only ideological disagreement but a profound sense of helplessness. Compliance-oriented 

approaches had long structured not only intervention strategies, but also staff members’ sense 

of competence, predictability, and safety. Letting go of these familiar methods left some workers 

feeling unmoored, uncertain of how to intervene and anxious about losing their footing in 

moments of crisis. As one department head explained, “There are some who feel powerless 

when authority can’t be used—they have to develop other ways. Otherwise, [they are] in a 

state of helplessness, and that doesn’t feel good” (P12). In this context, the move away from 

punishment was experienced not simply as a change in practice, but as a destabilization of the 

very resources staff relied on to feel effective, legitimate, and secure in their roles. This sense of 

disorientation was closely tied to feelings of powerlessness. During an observed training 

session, one staff member reacted with visible frustration, asking, “So basically, this means the 

youth are the ones who get all the power?” (Observation Note 3). Rather than reflecting simple 

confusion, the comment expressed anxiety about losing the capacity to act when familiar forms 

of authority were called into question. Within this binary framing, power is understood as 

something one either holds or loses entirely, leaving little room to imagine shared or relational 

forms of influence. In the absence of concrete alternatives for intervening, the move away from 

control was experienced not as collaboration, but as helplessness and exposure. 

 In the early 2000s, several departments within the agency implemented a CBT-based 

model that had been adapted for youth residential care in Québec in the late 1990s. While CBT 

is generally known for linking thoughts, feelings, and behaviours, this adapted model 

emphasized behaviour management (Hofmann et al., 2012). It relies on detailed behaviour 

contracts and structured systems of rewards, privileges, and punishments. Although not all units 

within the agency continue to use this as its primary clinical approach, the model’s influence has 

endured. Its practices and assumptions have spread across the organization, shaping shared 

language, routines, and staff culture—even in departments that never formally adopted it. This 
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system of automatic consequences has long offered staff a sense of structure, predictability and 

order. Behaviour contracts and rigid unit rules with predetermined, escalating consequences 

tied to specific behaviours functioned as a manualized form of intervention. Automatic 

consequence systems provided clear guidance about what action to take in response to 

particular situations, reducing the need for on-the-spot judgment or interpretation. Within this 

logic, escalation was built into the system itself, with seclusion or restraint positioned as the 

final step when lower-level consequences failed to produce compliance. Several participants 

described this approach as a kind of intervention “recipe,” a step-by-step guide that could be 

followed to manage challenges with minimal ambiguity. For many staff, especially those who 

were newer, less confident, or working under conditions of high stress and limited supervision, 

this predictability reduced uncertainty and supported a sense of professional competence. 

 In contrast, TIC calls for more situational responsiveness, requiring staff to attune to 

emotional states, regulate themselves in moments of crisis, and make judgment calls without 

the reassurance of a prescribed response. Unlike the structured logic of the CBT-based model, 

TIC offers no ready-made recipe. Many participants described the ambiguity of a shift to a more 

relational approach as uncomfortable and destabilizing. “A clear structure and automatic 

responses are reassuring for staff,” one team lead explained. She added “If you have less 

personal security, ARC can feel a bit fuzzy” (P28). Another noted, “I really like the approach, but 

I also anticipate that it feels more unsettling for some who prefer a technical manual, so to 

speak. It creates insecurity when we don’t always have the right tool for the problem” (P24). 

Without a clear guide to prescribe the “right” response in each situation, it seemed common for 

staff to feel lost and worried about not choosing the “right” way to intervene or interact. By 

contrast, when all the steps are laid out in advance and can simply be memorized and applied, 

the uncertainty of working with people is reduced. 

 Trusting that relational approaches could offer an equally clear and actionable 

alternative was not easy, particularly given what many participants described as gaps in the 

implementation process itself. A common piece of critical feedback about this TIC initiative was 

its failure to adequately bridge theory and practice, emphasizing abstract principles without 

providing sufficient concrete guidance, modeling, or coaching for real-time application, 
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especially in situations involving aggression. Several participants noted that while training 

helped shift how they understood behaviour, it offered fewer opportunities to see what 

relational intervention looks like in practice, or to rehearse how to respond when situations 

escalate. These challenges were compounded by working conditions that placed significant 

constraints on staff’s capacity to respond relationally. Participants described high staff-to-youth 

ratios, the complex and acute needs of the youth in their care, and limited opportunities for 

regular supervision or reflective support. Under such conditions, the emotional and cognitive 

capacities required for attunement, self-regulation, and in-the-moment judgment were often 

difficult to access, particularly during periods of crisis or escalation. 

 Concerns about staff safety emerged as a central rationale for maintaining compliance-

oriented approaches, particularly in contexts characterized by frequent aggression and limited 

support. For many participants, the prospect of relinquishing familiar tools of control was 

inseparable from fears about physical, psychological, and emotional harm to staff. As one 

participant explained: 

We work in a culture of insecurity. It’s a profession where we deal with youth who 
are aggressive, who are disorganized… and most workers, at some point, get 
assaulted—psychologically, verbally, physically. So how do we protect ourselves? 
Often, punishment or seclusion is a form of protection—it puts the youth aside, and 
we’re no longer in contact with them. That protects us, and it protects the 
environment. But when you’re not in contact with someone, you’re not doing any 
rehabilitation. You’re just putting the person aside. […] The intervention is what 
comes after—how we make meaning of it, how we pick it back up. (P27).  

While several participants acknowledged that seclusion or restraint may be necessary in 

situations of imminent risk to the young person or to others, they also emphasized that such 

measures are not, in themselves, therapeutic interventions and can be distressing or 

traumatizing. As the participant above explained, containment may temporarily stabilize a 

situation and protect immediate safety, but it does not constitute intervention. Within 

compliance-oriented frameworks, practices such as isolation are often treated as interventions 

in their own right, under the assumption that the experience of punishment will produce 

learning or deterrence. From this perspective, what follows containment becomes secondary, as 

the removal of the young person and the restoration of order are understood as sufficient 
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outcomes. The participant’s distinction above disrupts this logic, reframing containment as a 

temporary safety measure rather than a mechanism of change. From this perspective, it is the 

debriefing, relational repair, and skill-building that follow which constitute intervention and 

create the possibility for learning or change. 

 Read in this light, concerns about staff safety did not simply justify compliance-oriented 

approaches, but actively shaped how risk was interpreted in the moment, reinforcing reliance 

on familiar tools of control. The data suggests that judgments about when containment is 

necessary are shaped by how risk is perceived and interpreted in the moment. Compliance-

oriented, behaviorist assumptions influence how staff understand distress, resistance, and non-

compliance, often collapsing these experiences into signals of danger or loss of control. In the 

absence of well-developed relational and de-escalation skills, early moments of dysregulation 

can escalate quickly, increasing the likelihood that situations are experienced as unsafe and 

managed through seclusion or restraint. In this way, safety concerns sit at the intersection of 

ideology and affect, where deeply embedded beliefs about control meet fear, vulnerability, and 

the emotional costs of uncertainty. 

 Beneath all this ran an even deeper emotional current. Letting go of compliance-

oriented tools was not merely a shift in professional practice—it could feel profoundly personal. 

For some, TIC brought them into contact with ways they were treated as children, or with 

approaches they themselves were using at home with their children. A TIC trainer (P6) 

recounted how in a training session, a staff member pushed back, saying, “I was punished [as a 

kid], and I didn’t die… being punished isn’t a big deal, it’s just a way to learn.” For another 

participant, compliance-oriented approaches made sense because they had worked with her 

own child—a perspective that revealed how deeply professional practices can be entwined with 

family dynamics. In these instances, the invitation to adopt new approaches risked being 

perceived not only as a critique of one’s work, but also of one’s role as a parent and, implicitly, 

of the parenting they themselves received. These moments required exceptional sensitivity. Yet 

without adequate structures for reflection and support, the emotional strain often went 

unacknowledged, resurfacing as resistance rather than resolution. 
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Looking Inward: The Hardest Part of TIC Implementation  

 The third theoretical category captures what participants consistently identified as the 

most difficult aspect of TIC implementation: the demand that adults turn their attention inward. 

Across interviews, and echoed in training sessions, supervision meetings, and informal 

discussions observed in the field, participants emphasized that the greatest challenge of TIC was 

not learning to understand young people differently, but confronting their own emotional 

responses, relational patterns, and ingrained ways of practicing. Participants described how the 

implementation of TIC, and ARC in particular, required adults to regulate their own reactivity, 

reflect critically on how their histories and assumptions shaped their responses, and consider 

how their actions, even when well-intentioned, might contribute to escalation or harm. This 

shift, from correcting children’s behavior to examining adult behavior, fundamentally 

repositioned the adult not as the unquestioned authority, but as the party holding greater 

power and, therefore, greater responsibility to cultivate relational safety and support young 

people’s regulation and development.  

 This shift required a reorientation of focus: from understanding the child and managing 

their behaviour to staff better understanding themselves and managing their responses. As one 

participant put it, “It’s a very practitioner-focused approach—and there are a lot of practitioners 

who don’t want to look at themselves. That has a big impact on whether you buy into [TIC] and 

it affects your ability to integrate it” (P7). ARC places strong emphasis on the adult’s capacity to 

attune to the child by first regulating their own internal state. Unlike approaches that rely on the 

consistent application of procedures, ARC requires adults to develop internal capacities such as 

emotional regulation, self-awareness, attunement, and presence. These capacities are 

cultivated through reflection and ongoing self-adjustment rather than through rote learning or 

fixed benchmarks. For many practitioners, this shift was deeply unsettling, as it reframed 

professional competence as something rooted in sustained self-examination and relational 

accountability …rather than the execution of prescribed interventions. 

 ARC’s emphasis on adult self-reflection was particularly challenging in a context where 

established approaches positioned the adult as the evaluator and corrector of children’s 
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behavior. Within these frameworks, difficult moments were more readily understood as 

problems located in the child, rather than as relational situations shaped by stress, missed cues, 

or environmental factors. By contrast, TIC asked adults to pause and approach moments of 

conflict with curiosity, considering what might be driving the young person’s behavior and how 

their own responses, expectations, or the surrounding context might be contributing to 

escalation. For many staff, this shift was deeply unsettling, as it required acknowledging that 

even well-intentioned actions could miss the mark, and that meaningful change sometimes 

depended on the adult’s willingness to adapt, repair, or reconsider their own role in the 

interaction. As one staff member explained, “I think what’s most difficult—and that people 

don’t always name—is that at its core, the work is really on ourselves. And for people with 

sensitive egos... for someone who already doesn’t have much self-esteem, it’s hard to look at 

yourself and say, ‘Well, maybe it’s not the youth’s fault—it’s my fault’” (P28). This kind of 

reflection could feel threatening, not just to professional identity, but to adult authority. The 

idea that staff might need to apologize to a youth, be questioned by a colleague, or recognize 

that their own tone escalated a situation clashed with ingrained norms.  

 This discomfort wasn’t limited to youth-staff interactions; it also surfaced between 

colleagues, especially when feedback from a peer forced practitioners to face themselves — 

their own activation, mistakes, or gaps in awareness. Several participants described how even 

well-intentioned feedback could feel threatening, because it functioned like a mirror — forcing 

them to see parts of themselves they might not have recognized or wanted to acknowledge. 

One staff member recounted how, as their unit worked to put TIC principles into practice, they 

developed a system of proposing ‘switches,’ where a colleague would step in when someone 

appeared overwhelmed. A fresh staff member taking over while the activated colleague takes a 

break is meant to protect both youth and staff. However, the offer could often be perceived as 

confrontational. “Even if you don’t think you’re overwhelmed, if your colleague suggests 

switching in, it means they’re seeing something. But that’s really confronting for people. I think 

there’s ego involved,” she explained (P7). For many, the difficulty lay in accepting that at times 

they became too overwhelmed, too triggered, or too reactive to make good choices, and that 
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their own activation could actually contribute to escalating a conflict. Acknowledging this was 

not easy and could feel like a blow to one’s competence or authority. As one trainer recounted,  

I don’t think people are used to questioning themselves. They’re not used to 
asking, what part of this is mine? How could I shift or change here? It doesn’t 
come naturally—and when you arrive and ask those questions, it can feel 
threatening (P8).  

 Trust emerged as the first condition for feedback to be accepted. When staff had strong, 

supportive relationships with their colleagues, a proposal to “switch in” during a difficult 

moment could be received as an act of care rather than a judgment. As one participant 

explained, if a trusted peer tapped you on the shoulder in the middle of a heated situation and 

suggested taking over, it was easier to accept. In those moments, trust signaled that the 

colleague was not questioning one’s competence but stepping in to be supportive. Even when a 

colleague was pointing out signs of activation that a practitioner may not have noticed in 

themselves, trust allowed the gesture to be received as care, rooted in belief in the 

practitioner’s goodness and capacity, rather than as criticism. Without this foundation, however, 

the same offer could trigger defensiveness and feel like an attack. 

 Building these kinds of relationships required more than goodwill between individuals; it 

required a culture that normalized vulnerability and reflection. Teams that were able to cultivate 

a culture of trust and openness created space for staff to be human — to make mistakes, to be 

triggered, and to accept support when they were in over their heads. In these environments, 

feedback was less likely to be experienced as criticism and more likely to be received as care. 

Colleagues could act as mirrors for one another, and the team as a whole could look inward 

together, naming what was working and what was not. As one trainer reflected, “You can’t 

implement ARC if you haven’t put in place feedback, peer reflection, and the ability to say 

difficult things to each other” (P14). Participants frequently emphasized that this kind of 

reflection not only depended on interpersonal dynamics and unit culture but individual 

intrapersonal conditions such as self-acceptance and a sense of personal security — the 

confidence to acknowledge mistakes, recognize areas for growth, and still maintain a stable 

sense of competence and worth. Where these inner resources were less developed, a 

supportive team environment and ample training and clinical supervision was even more 
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critical. Participants emphasized that when such supports were present, they made the difficult 

work of looking inward feel safer, more constructive, and ultimately possible. 

 Yet these conditions were described as the exception rather than the norm. Most 

participants pointed to a broader deterioration in working conditions: new staff received only 

minimal preparation, opportunities for continued learning were rare, and access to clinical 

supervision was inconsistent or absent. These gaps were felt acutely, as participants repeatedly 

identified such supports as essential for navigating the most challenging aspect of TIC—

confronting one’s own reactions and patterns while working relationally under pressure. 

Without reliable access to them, the work of looking inward was more likely to feel threatening 

than developmental, leaving staff vulnerable to conflict, burnout, and mobility. Moreover, the 

formal structures meant to support staff wellbeing were often described as inadequate. 

Employee assistance programs were criticized as offering only short-term, generic services, 

insufficient to meet the needs of staff engaged in such demanding work. Insurance processes 

and organizational cultures surrounding stress leaves were also experienced as shaming and 

mistrustful.  

An Unspoken Taboo: Power, Control and Compliance 

 The fourth theoretical category captures an unspoken but pervasive taboo surrounding 

the explicit examination of power, control, and compliance in everyday practice. While 

confronting one’s own reactions, histories, or missteps was already challenging, participants 

consistently described an even greater discomfort when reflection turned toward how authority 

itself was being exercised. Naming power directly, or engaging in open discussion about control, 

compliance, or punishment, was often treated as too sensitive or confrontational to address 

explicitly. Across interviews and observations, participants described a shared unease with 

these conversations, which were frequently avoided or deferred. As one trainer put it, “some 

teams just don’t want to go there” (P5), underscoring the degree of resistance such discussions 

could evoke. The same trainer noted that even when these topics could eventually be raised, 

doing so required careful timing and restraint: “It takes time before we can really bring that up 

with people […] because, you know, it’s touchy, talking about that with people” (P5).   
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 This reluctance was not necessarily rooted in malice or indifference, but in fear — fear 

that such conversations would lead to interpersonal conflict, expose deep value differences 

among team members, or provoke judgment. Several TIC trainers admitted they felt unprepared 

to handle the resistance that surfaced during trainings and clinical support sessions. Addressing 

staff concerns, hesitations, and disagreements often required advanced facilitation skills they 

did not feel they possessed. Trainers emphasized that managing the tense, emotionally charged 

discussions that arose between staff members demanded more guidance than they had 

received, leaving them wishing for stronger tools to navigate these sensitive dynamics. Their 

sense of unpreparedness reflected the same dynamic observed among staff more broadly: 

while permissiveness could be openly questioned, raising concerns about the exercise of 

authority remained far more fraught. 

 As one participant observed, “When you give a consequence, you rarely get criticized. 

But when you do the opposite, people start asking questions” (P23). In other words, staff 

appeared to feel little hesitation in giving feedback about what was perceived as 

permissiveness, but questioning a colleague’s authority — particularly when expressed through 

punitive measures — was far more fraught. In cases that bordered on, or even crossed into, 

abuses of power, participants suggested that silence might be the more common response. As a 

TIC trainer (P6) noted, it was not easy to challenge a colleague in the moment, even when 

witnessing something troubling: 

 I’d ask [in training]: You see a colleague holding a youth a bit too roughly, their 
veins popping out, and you say, ‘Can I help?’ And they say, ‘No, I’ll finish my 
intervention.’ I’d ask: ‘Would you feel comfortable saying, I really think you need 
to step out?’ Most people said no. Some teams would say yes, others no. And 
then there’s the question: Would the supervisor intervene? 

These accounts suggested that while punitive practices were normalized, attempts to question 

them — or to interrupt a colleague’s handling of a youth as it was happening — were 

experienced as risky, uncertain, or even unspeakable. This discomfort seemed to be reinforced 

by a cultural expectation within this agency that staff members should not undermine one 

another’s authority in front of youth. Maintaining a united front may have been seen as 

necessary to preserve adult authority, making peer feedback—especially when witnessed by 
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young people—feel not just uncomfortable but like a breach of trust or solidarity between 

colleagues. 

 Moreover, this reluctance to disrupt adult solidarity was compounded by a lack of 

shared understanding about what practices TIC actually ruled out. There was considerable 

disagreement amongst staff, even among the TIC trainers, about where those boundaries lay. 

Some staff and trainers understood TIC as ruling out all forms of rewards and punishments, 

while others interpreted it as prohibiting only certain kinds. The training materials themselves, 

including the training slides and ARC manual, left ample room for ambiguity by condoning some 

forms of punishment, with caveats for how to use them in more trauma-informed ways. This 

ambiguity paved the way for differing interpretations: a few trainers insisted that punishment 

was never acceptable, while others maintained that it was both necessary and unavoidable. The 

absence of this shared understanding meant there were few clear boundaries between what 

counted as an appropriate consequence, what tipped into punishment, what could be identified 

as harmful and coercive. 

 This lack of shared understanding was compounded by the absence of a shared 

framework for naming coercive or harmful uses of authority, making such practices difficult to 

question or challenge. Several participants struggled to find words for what they were 

observing, hesitating over terms like coercive, seemingly unsure whether such labels were 

appropriate. When asked whether discussions of compliance, power, or punishment, came up in 

the trainings she facilitated, one trainer (P8) immediately responded with surprise and 

recognition, remarking that it was “so interesting” to raise the question because, on reflection, 

these issues were often exactly what she was trying to address in trainings, even if she had not 

explicitly named them as such. As she explained, “You’re right in the middle of it without even 

being able to name it. But it comes up a lot—this whole side of things about who holds the 

power” (P8), realizing in the course of the interview that much of the resistance and 

ambivalence toward TIC was rooted in struggles over power and authority. For her, these 

dynamics highlighted that power lay at the heart of TIC implementation yet required far more 

deliberate reflection and focused attention than it was currently given. Another participant 

similarly observed that naming practices as coercive or harmful would also mean naming what 
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is tolerated and where silence signals complicity. Doing so would require clearer boundaries, 

greater accountability, and a willingness to engage in uncomfortable peer feedback. In the 

absence of shared language and reflective spaces, traditional uses of authority were less 

consistently questioned, while relational or reparative approaches were more likely to be 

scrutinized. 

Between Intentions and Realities on the Ground 

 This final theoretical category focuses on the gap between intellectual buy-in to trauma-

informed care and its embodied enactment under pressure. Most staff members who agreed to 

participate in interviews for this study were critical of compliance-oriented practices, at least to 

some degree. Many were deeply committed to engaging with youth in more relational, 

collaborative, and compassionate ways. They believed in TIC principles not just intellectually, 

but ethically. Yet even for these staff, translating belief into practice was far from 

straightforward. The realities on the ground often made these ideals difficult to uphold. 

 In high-pressure moments—especially during crises—old habits resurfaced. Participants 

described how relational approaches quickly gave way to control and rigidity. As one trainer 

explained, “The concepts are beautiful on paper, you're open to them, but when we are in the 

heat of the moment—boom—it all comes back. The automatic reactions return. Adults revert to 

control, just to feel secure again” (P8). In threatening or chaotic environments, exerting control 

drew on deeply ingrained habits through which staff had learned to access a sense of safety, 

even when those habits no longer served the situation. Even those who knew the TIC principles 

well still struggled to apply it under stress. “It’s not that the concepts are misunderstood,” said 

one participant. “But they can fall apart quickly in a difficult situation” (P2). Another added, 

“People get it. But doing it—that’s the next step” (P5). This gap pointed to the deeper challenge 

of embodiment. 

 The pressures of chronic resource constraints, staffing shortages, high turnover and 

limited support left many teams in survival mode. “How can we ask people to reflect on their 

practice when they’re already exhausted and overwhelmed?” asked one trainer (P8). Relational 

work requires time, safety, and supervision—conditions often lacking in under-resourced units. 
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In this context, reverting to the recipe-like CBT-based approach felt safer. Predictable, 

consequence-based responses required less emotional labour, training, and reflection. “It’s 

more secure to know: if a youth does this, then we do that,” explained one participant. “With 

ARC, it’s more relational, more creative, and that’s harder when staff aren’t emotionally 

available” (P29). When stretched thin, staff defaulted to control and quick action. As one person 

put it, “When I’m pushed to my limits, the first instinct of most people is to control. That’s when 

I need to be most aware of myself and my instincts, in order to act differently” (P12). Another 

participant asked, “How can you be sensitive to someone else’s difficulties when you’re 

struggling yourself?” (P28). TIC calls on staff to show up with empathy and regulation, but this 

presence is difficult to sustain without structures that care for staff themselves. As one manager 

emphasized, “If you want people to change how they act and how they are with clients and 

colleagues, they need to feel good at work. You need to take care of their well-being. Otherwise, 

they’re not available for that kind of shift” (P30). 

 Participants also pointed to the compounding effects of inadequate or absent 

supervision and limited space for reflection. Some went months without a supervisor. Even 

when reflective spaces existed, the pace of work made it hard to go deep: “We’re always 

rushing. We don’t have time to explore what’s really going on inside ourselves” (P5). Under 

these conditions, even ethically questionable practices could persist—not from ill intent, but 

from lack of alternatives: “People do what they can. But if it were my kid, there are things I’d 

question” (P5). Transformation, it became clear, cannot rest on individual motivation alone. 

Without adequate resources, training, supervision, and support, staff are left to manage risk 

and distress in survival mode. Under these conditions, reverting to control-based practices 

becomes less a matter of resistance than a predictable response to environments that do not 

support sustained relational work. 

Discussion  

 Consistent with findings from other TIC implementation studies, staff resistance to TIC 

was most often framed as concern that it was “too permissive” (Brend et al., 2020; Cimmarusti 

& Gamero, 2009). Staff feared that without punishment, youth would lack discipline, respect, 
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and accountability. Many equated control with protection, viewing consequences as essential to 

learning and to preparing youth for the “real world”. Letting go of compliance-oriented practices 

left some staff feeling helpless, unsafe, or destabilized, especially in high-pressure contexts 

where chronic resource constraints intersected with the enduring influence of behaviorist, CBT-

based models. While implementation included training and reflective spaces, it did not 

adequately support the transition from prescriptive, CBT-based approaches to the situationally 

responsive, relational practices emphasized in TIC. This gap left many staff feeling unprepared to 

act with confidence in real-time, particularly under pressure. 

 Participants in this study described “looking inward”—regulating themselves, accepting 

feedback, and confronting their own role in conflict—not only as the most difficult aspect of TIC, 

but also as foundational to putting its principles into practice. This aligns with findings from a 

Norwegian study (Steinkopf et al., 2022), where self-awareness was identified as a prerequisite 

for operationalizing TIC principles. In both contexts, the work of self-reflection required a level 

of personal openness and team trust that was often absent, making this shift particularly 

challenging to sustain. 

 Power and control remained largely taboo topics, with traditional authority going 

unchallenged while relational, collaborative approaches drew scrutiny. Conversations about 

power, control, punishment and authority were often perceived as too sensitive or 

uncomfortable to engage in openly, requiring skills that many TIC trainers had not been 

equipped with, and were therefore largely avoided. Adequately addressing these issues 

required courage, sensitivity, and skilled facilitation—conditions that were not always present.  

Even committed staff struggled to embody TIC under stress—reverting to control when 

resources, safety, and support were lacking. This pattern is consistent with other studies that 

underscore the necessity of adequate staff support, including supervision, training, and 

manageable workloads, to sustain TIC over time (Brend et al., 2025; Bryson et al., 2017; 

Lowenthal, 2020).  
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Implications for Practice and Policy 

 To better understand, prevent and respond to resistance to TIC, leaders must grapple 

with the complex layers of vulnerability and discomfort that implementation places on staff. 

Seen in this light, resistance is not a sign of unwillingness but of the weight of what is being 

asked—reminding us that staff deserve the same compassion, unconditional positive regard, 

and empathy that they are expected to extend to the youth in their care. As one TIC trainer 

reflected, when she found herself impatient with staff ambivalence, she had to pause and 

remind herself, “it’s not that staff don’t want to, it’s that they can’t, come on!”—echoing the 

very principle she teaches in relation to work with children.  

 Asking staff to abandon their behaviourist practices and beliefs is a tall order without a 

clear, unequivocal condemnation of compliance-oriented approaches, and a clear 

demonstration of how they are fundamentally incompatible with TIC’s principles of safety, 

choice, trust, collaboration, and empowerment (Collin-Vézina & Carnevale, 2022; Levenson, 

2017). Reckoning with the institutional history of authoritarianism in residential care, and in 

child and youth-serving systems more broadly, requires a decisive rejection of punitive methods 

and a commitment to relational, non-coercive practices that align with TIC values and protect 

children’s rights and well-being (Bloom & Farragher, 2013; Durrant & Stewart-Tufescu, 2017). If 

TIC is to live up to its transformative promise, it must cross this final frontier: the painful 

reckoning with authoritarian power dynamics that have long shaped child- and youth-serving 

sectors, and the ways these dynamics are woven into everyday adult–child relationships. 

 Operationalizing TIC principles will require confronting and unlearning the many 

oppressive beliefs about children that have long been baked into the social scripts of adult–child 

relationships (McGillivray, 2022; Young-Bruehl, 2012). Among the most entrenched in the 

residential care agency studied are ideas that children must be punished in order to learn, or 

that they need punishment in order to be prepared for “the real world.” The findings of this 

paper suggest that future TIC implementation efforts must devote significant time and 

resources to helping staff question and unlearn these beliefs by presenting evidence that they 

are both unfounded and harmful. Research on attitudes toward physical punishment supports 

this need. Durrant and colleagues (2018) found that approval of physical punishment was tied 
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to whether it was perceived as deserved. They argue that shifting perceptions of legitimacy is 

essential for prevention. These insights underscore the importance of challenging the deeply 

embedded cultural assumption that children “need” or “deserve” punishment. Several 

participants in this study described how exposure to TIC theory, particularly the brain science of 

stress and trauma helped them shift from a primarily behaviourist approach to a more empathic 

one. Learning why reasoning with someone in distress is ineffective gave them both the 

rationale and the permission to respond with greater empathy, even when distress manifested 

as aggression or perceived disrespect—suggesting that learning about human nervous systems 

can be a powerful tool for unlearning punitive assumptions.  

 At the same time, the persistence of oppressive beliefs about children underscores how 

deeply they are embedded in social scripts about adult–child relationships and how difficult 

they are to shake. Questioning such assumptions requires staff to confront not only professional 

practices but often personal histories, including how they were parented and how they parent 

their own children. As findings suggest, this kind of reflection demands a climate of compassion, 

sensitivity, and trust, so that staff feel safe enough to be unsettled. Without such conditions, 

appeals to reason can backfire, just as they do with the young people in their care are 

dysregulated. 

 With that in mind, when the conditions of safety and compassion are in place, teaching 

the science becomes a powerful lever for change. TIC implementation should therefore draw 

directly on the evidence that shows why these entrenched assumptions are misguided—

provided it is paired with sensitivity to what it asks of staff to confront. Developmental science 

shows that punishment undermines the development of self-regulation and problem-solving 

skills, teaching fear and avoidance rather than reflection or repair, while impairing executive 

functioning and modeling coercion as a legitimate response to conflict (Blaustein & Kinniburgh, 

2018, Bloom & Bradshaw, 2022). Trauma theory underscores that such practices mirror 

dynamics of abuse, triggering re-traumatization, activating stress responses, and deepening 

shame—conditions fundamentally at odds with healing (Durrant & Stewart-Tufescu, 2017; 

Harris & Fallot, 2001). From a relational perspective, punishment communicates conditionality 

in relationships, erodes trust, and, whereas growth depends on safe caregiving and the 
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possibility of rupture-and-repair rather than rupture-and-punishment (Kohn, 2006; Siegel & 

Bryson, 2016). Not to mention rights-based perspectives, which emphasize that such practices 

violate children’s rights to dignity and participation (Durrant & Stewart-Tufescu, 2017). Taken 

together, these bodies of evidence should be explicitly incorporated into TIC training materials 

and revisited regularly through ongoing clinical support and reflective practice, so that staff are 

consistently supported in questioning and moving beyond punitive beliefs. 

 Another way to prevent and respond to staff resistance is by recognizing how foreign 

and unsettling relational approaches can feel, especially when contrasted with the recipe-like 

behaviourist models common in youth residential care, such as the influential CBT-based 

program that heavily shaped the agency examined in this study. For staff who have rarely 

experienced attuned, collaborative relationships themselves—whether in childhood, adulthood, 

or even in media portrayals of adult–child dynamics—TIC’s emphasis on relational ways of being 

can seem alien, abstract, or unintelligible. The scarcity of models of truly collaborative adult–

youth relationships in everyday life and popular culture makes this absence even more 

pronounced: without clear examples of what TIC looks like in action, it is difficult to internalize. 

In these contexts, resistance is not simply opposition but a reflection of how difficult it is to 

embody practices that lack familiar scripts and demand deep self-reflection. Implementation 

must therefore begin with concrete demonstrations that make relational care visible and 

tangible. Yet in the implementation initiative examined here, while training included a video 

illustrating the impact of a youth’s trauma history, there were no videos shown during training 

demonstrating staff de-escalating an aggressive, dysregulated young person through attuned, 

relational, and collaborative approaches. Nor did the training include live modeling or guided 

role-plays, leaving these core practices discussed largely in hypothetical or abstract terms rather 

than demonstrated in action.  

 Once staff are shown what TIC looks like in practice, the next step is to provide 

structured opportunities to rehearse it. Findings from this study highlight that intellectual 

understanding rarely translates into practice change without opportunities for experiential 

learning—spaces where staff can be exposed to, try on, rehearse, and internalize relational 

approaches in the context of real-world pressure. The results echo a well-documented principle 
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in the pedagogical literature: that transformative learning emerges through experience, 

reflection, and repetition rather than through knowledge acquisition alone (Dewey 1938; Kolb, 

1984; Mezirow & Taylor, 2009). Participants described TIC as a stance or posture—a way of 

being rather than a technique—but were given few opportunities to practice embodying this in 

the messiness of daily life with youth. Experiential learning methods, such as role plays, 

simulations, and live coaching, can help bridge this gap by giving staff the chance to practice 

having difficult conversations, navigating escalation with presence, and repairing ruptures 

without resorting to control (Horwath & Thurlow, 2004; Robinson et al., 2022; Trotter & 

Dunnivan-Mitchell, 2019). Internalizing a relational posture likely requires repeated practice and 

guided modeling of the micro-skills and interactional patterns that form the building blocks of 

TIC. Crucially, this stance depends not only on attunement to others but also on the capacity for 

self-regulation in moments of stress. Without opportunities to expand their window of 

tolerance and rehearse regulation under pressure, staff frequently reverted to survival 

responses rooted in control, limiting their ability to reflect and engage relationally.  

 Finally, the emotional and relational labour that TIC demands cannot be sustained 

without deeper investment in the conditions that make it possible. It requires working 

conditions that recognize that relational approaches likely take more time, patience, resources, 

and supports than compliance-oriented ones—necessitating lower staff–youth ratios, 

manageable caseloads, and adequate staffing (SAMHSA, 2014, Dunkerley et al., 2021; Huo et al, 

2023). Just as importantly, sustaining this work depends on access to robust training, regular 

clinical supervision, and meaningful mental health supports that go beyond the current 

limitations of many EAP programs or the stigmatizing scrutiny attached to stress leaves 

(Lowenthal, 2020; Strand & Sprang, 2018). Moreover, the internal hierarchies through which 

authority and decision-making are organized among staff in this residential agency, and in many 

social and health service organizations, do not lend themselves easily to TIC; they reproduce the 

very power dynamics the model seeks to transform (Bloom & Farragher, 2013; Harris & Fallot, 

2001). Many participants described feeling like cogs in a vast machine that neither cared for 

their wellbeing nor valued their voices. They described being treated as though they were 

disposable and replaceable by those at the top. Attention must be given to how these outdated 



165 
 

organizational forms create obstacles to leaving authoritarian practices behind, and how a 

genuine commitment to collaborative and democratic decision-making can open possibilities for 

transformative change (Bloom & Farragher, 2013). 

 

Conclusion 

 This study examined resistance to TIC in youth residential care, addressing the fact that 

the literature has often overlooked the ideological, emotional, and relational dimensions of 

implementation processes. Using a constructivist grounded theory approach, drawing on 

interviews, observations, and document analysis, the study generated five interconnected 

theoretical categories that provide a deeper understanding of how staff experienced the 

challenges of shifting from compliance-oriented approaches to more relational ones: 

perceptions of TIC as “too permissive,” the destabilization of letting go of punishment without 

clear alternatives, the difficulty yet centrality of looking inward, the avoidance of conversations 

about power and control, and the gap between intentions and practice under pressure. 

Together, these findings highlight that implementing TIC is a profound ask of staff—demanding 

deep self-reflection, vulnerability, and ideological shifts that cannot be sustained without robust 

supports, compassion, and psychological safety. Meaningful change requires a decisive rejection 

of compliance-oriented approaches that are fundamentally incompatible with TIC, and 

recognition of how relational practice can feel alien in the absence of cultural scripts or lived 

experience. To bridge this gap, implementation must provide concrete demonstrations and 

modeling of what TIC looks like in practice, followed by opportunities for experiential learning 

where staff can rehearse and internalize new relational patterns. Finally, lasting transformation 

will depend on sustained investment in supportive working conditions and a broader 

organizational reckoning with the hierarchical and authoritarian structures that continue to 

impede care. 
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Discussion and Conclusion 

Coming Full Circle 

 As this dissertation draws to a close, I return to the scene that opened it. In the 

introduction, I invited the reader into a moment early in my career, when an ordinary 

interaction with a young person in residential care setting escalated rapidly into punishment, 

crisis and police involvement. That moment planted a seed of doubt, not only about the 

outcome, but about whether this way of working with young people could ever be considered 

ethical or effective. It was not only professionally troubling, but deeply familiar. The logic that 

governed that interaction echoed experiences of control, punishment, and abuse from my own 

family of origin, shaped by intergenerational and historical legacies of trauma. What I witnessed 

in that setting was not an anomaly, but a repetition, one that linked intimate histories of harm 

with institutional practices that normalized compliance-oriented approaches and coercion. 

 At the same time, that moment activated my developing critical consciousness. My 

academic training and political commitments had already attuned me to questions of power, 

inequality, and structural violence. Seeing those dynamics reproduced so clearly in a space 

meant to support young people sharpened my awareness that harm is rarely the result of 

individual intent alone. It is sustained through systems, cultures, and logics that render coercion 

reasonable and resistance suspect. That realization set me on a quest to seek better ways of 

relating to young people and to reimagine how organizations tasked with their care and 

education might operate differently. It was also tied to a deeper commitment to understanding 

how cycles of harm take shape within families and are reproduced collectively, and how they 

might be interrupted. 

 That search for alternatives led me to trauma theory and TIC during my Master of Social 

Work. As discussed in the introduction, TIC initially offered me a compassionate framework that 

connected distress to social, relational, and biological contexts, and its emphasis on safety, trust, 

collaboration, and empowerment resonated strongly with my experiences and values. At the 

time, it provided a meaningful response to the concerns that had first emerged in residential 

care. Yet, even as TIC represented an important departure from dominant punitive and 

pathologizing approaches, what I encountered in my social work practice, informed by an 
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increasingly radical critical consciousness, revealed its limits as a transformative project. While 

TIC offered a more relational framework, it often remained constrained by individualizing logics 

that left underlying structural conditions largely intact. This limitation has been echoed by 

critical trauma scholars (e.g. Brown & Tseris, 2025; Burstow, 2003), as discussed in the Critical 

Perspectives on TIC section, who note that distress continues to be framed primarily as an 

individual problem, managed through psychiatric, psychotherapeutic or behavioural 

interventions, while broader structural conditions remain largely unaddressed. Together, these 

insights underscored both the promise of TIC as an alternative to punitive models and its limits 

when taken up as a clinical framework rather than as a political or structural project. 

 Grappling with these tensions ultimately led me to pursue doctoral study. The 

unresolved question was not whether TIC represented an improvement over dominant punitive 

and pathologizing approaches, but which interpretations and forms of implementation might 

reclaim and advance its transformative potential and remain aligned with its more radical 

lineage. As discussed in the Critical Perspectives on TIC section, this lineage connects the 

emergence of TIC to grassroots feminist and psychiatric survivor movements, situating it as a 

project concerned with power, justice, and structural change rather than clinical approach 

alone. It was from this starting point that the central questions of this dissertation emerged. 

 This dissertation critically examined whether and under what conditions TIC 

implementation can produce transformative change within child- and youth-serving systems. 

TIC is understood here not as a single, unified framework, but as a diverse and evolving set of 

ideas, practices, and institutional projects. I examine how different interpretations of TIC are 

taken up in practice, whether they meaningfully transform how young people are cared for, and 

under what conditions they move beyond reformist adjustments to produce deeper shifts in 

power, relationships, and organizational culture. The project became a way of bringing multiple 

perspectives into dialogue, tracing connections across intrapersonal, interpersonal, 

organizational, and societal levels, and exploring how trauma-informed approaches might 

evolve when power and context are taken seriously through critical, decolonial, and structural 

lenses. Central to this inquiry is the observation that, while critical TIC and TVIC scholarship has 

offered important insights into institutional harm and structural violence, it has devoted limited 
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attention to the implications of adult–child power dynamics for trauma-informed practice and 

trauma-informed organizations. This absence became a central analytic concern, shaping both 

the direction of the research and the theoretical lenses chosen to ground the analysis. 

The Scoping Review 

 Paper 1 demonstrated that empirical scholarship on TIC implementation scholarship has 

been dominated by quantitative, outcome-focused studies aimed at demonstrating that TIC 

“works”, with far less attention paid to how organizations actually undertake the relational, 

cultural, and structural work of change. Methodologically, this body of scholarship seemed 

constrained by a narrow hierarchy of evidence that privileged short-term, measurable outcomes 

over process-oriented, contextual and relational inquiry. Notably, this trend seems to have 

persisted in the literature since I conducted my scoping review. More recent studies continue to 

frame TIC as a paradigm shift requiring profound system transformation, while simultaneously 

calling for more experimental research to evaluate its “effectiveness”. For example, a 2021 

paper titled Trauma-informed care as a rights-based “standard of care”: A critical review states 

that:  

Emerging evidence encourages systematic inquiry into the operationalization 
of TIC to better assess whether it is an established model with consistent 
measurement. Empirical studies need to embrace established intervention 
methodology (e.g., improvement from baseline, control groups). From this 
expanded rigor, the issue as to whether TIC can evolve to a rights-based 
standard of care can be addressed (Bargeman et al., p.1). 

Such calls continue to position TIC’s legitimacy within experimental paradigms that are poorly 

equipped to capture the complexities of cultural and structural change. 

 At the same time, more recent contributions suggest that this tide may be 

beginning to shift. A 2024 review by Berring and colleagues, which cites my scoping 

review, argues that “the research must go beyond whether it works in the sense of 

achieving an intended outcome (for example, lowering the use of coercive measures) and 

ask broader questions, such as how it contributes to systemic change” (p.16). While it is 

not possible to determine the extent to which earlier critiques directly shaped this 

position, the presence of these arguments is encouraging and suggests growing openness 
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within the field to methodological approaches that foreground process, context, and 

power. Taken together, this emerging shift underscores the limits of relying primarily on 

experimental and quasi-experimental designs to evaluate TIC implementation. Given the 

complexity of organizational and systemic change, particularly within institutions 

characterized by entrenched hierarchies and relational asymmetries, more creative 

qualitative and mixed-methods approaches are needed to examine implementation as a 

dynamic, negotiated process rather than a discrete intervention. 

 Returning to the core objective of the dissertation, the scoping review also identified 

several conditions associated with stronger transformative potential in TIC implementation. 

Initiatives that were more comprehensive in scope, as conceptualized along the TIC 

Implementation Scope Continuum, were characterized by sustained leadership commitment, 

the allocation of sufficient resources, and implementation strategies that extended beyond 

training to include ongoing coaching and supervision, leadership development, policy and 

practice alignment, and intentional efforts to shift organizational culture and physical 

environments. These conditions were closely associated with more promising outcomes, 

including reductions in coercive practices and improvements in child and youth well-being. In 

contrast, initiatives situated at the limited end of the continuum, most often defined by one-off, 

training-only efforts, were associated with short-lived changes in knowledge and attitudes and 

showed little evidence of durable change in practice or organizational climate. 

 At the same time, the limited uptake of the TIC Implementation Scope Continuum since 

its publication has prompted further reflection. A recent review by Stokes et al. (2024), for 

example, notes that while my scoping review classified initiatives by scope, the criteria and basis 

for those classifications were not fully elaborated. This critique raises important questions about 

how best to conceptualize levels and stages of TIC implementation. It suggests the need either 

to further develop a more robust implementation framework or to more explicitly draw on 

existing models such as the Missouri Model of TIC. This framework, developed by the Missouri 

Department of Mental Health (2019) offers useful guidance in this regard, particularly in their 

explicit rejection of TIC as a program that can be monitored through fidelity checklists. Instead, 

TIC is framed as a profound and ongoing paradigm shift in knowledge, perspective, attitudes, 
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and skills, unfolding over time as organizations move along a continuum from trauma aware to 

trauma-sensitive, trauma-responsive, and ultimately trauma-informed. While this perspective 

more accurately captures the depth of change required, it also makes it difficult to situate one-

off trainings within such models, as each stage seems to presume comprehensive engagement 

across leadership, policy, practice, supervision, and organizational culture. This tension invites 

further reflection on whether brief trainings should be treated as TIC implementation efforts at 

all, or whether they are better understood as preliminary or preparatory activities whose effects 

are necessarily limited unless embedded within broader, sustained change processes. 

 At the same time, I am hesitant to dismiss limited-scope initiatives outright, particularly 

given the significant austerity and resource constraints shaping many contemporary health and 

social service systems. Rather than treating small-scale efforts as failures, I see value in situating 

them along a continuum that makes visible both their potential and their limitations. Discrete 

training initiatives may contribute to increased awareness or shifts in attitudes, even if they are 

unlikely, on their own, to produce durable changes in practice or organizational culture. Their 

influence may be incremental and non-linear, planting seeds and shaping future possibilities for 

change in ways that resist straightforward measurement or attribution. From this perspective, 

limited initiatives are not endpoints but early interventions that introduce the TIC paradigm and 

begin to expand what becomes thinkable within organizations over time. 

 Taken together, these reflections point to the need for a clearer, more robust, and more 

user-friendly framework for conceptualizing TIC implementation. In my view, the field would 

benefit from a revised and more accessible implementation continuum model that explicitly 

articulates different levels and stages of TIC engagement, clarifies what each scope of effort can 

reasonably achieve, and makes visible both the promise and the limitations associated with 

each. Such a framework would ideally be visually oriented and designed for knowledge 

mobilization, allowing practitioners, leaders, and policymakers to locate their efforts, 

understand how impact can be maximized at different levels of investment, and avoid conflating 

awareness-raising activities with organizational transformation. Rather than functioning as a 

gatekeeping or evaluative tool, a more clearly articulated TIC implementation continuum could 
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serve as a pragmatic guide that supports progress while remaining explicit about the conditions 

required for sustained, systemic change. 

 Importantly, the review also highlighted that TIC frameworks are often applied to child- 

and youth-serving contexts without sufficient attention to children’s developmental needs, legal 

dependency, and normalized subordination. Adult-oriented models are often transferred 

wholesale, leaving critical questions unanswered about how to implement TIC in systems where 

power asymmetries are both unavoidable and institutionally embedded. Together, these gaps 

underscored the need for qualitative, process-oriented research that explicitly examines adult–

child power dynamics, an aim taken up in Papers 2 and 3. Encouragingly, there are signs that 

these concerns are beginning to gain traction in the literature. In the same review that critiques 

the TIC Implementation Scope Continuum, nonetheless acknowledge the importance of this 

dimension, noting, and citing my work, that “there may be unique factors to consider in 

addressing trauma in children and youth within pediatric-specific contexts, such as 

developmental considerations and relationships between youth and adult caregivers” (Stokes et 

al., 2024, p.2). This recognition suggests growing awareness that TIC implementation in child- 

and youth-serving systems requires frameworks that take power, dependency, and relational 

vulnerability seriously, reinforcing the relevance of the questions this dissertation seeks to 

advance.   

The In-between Times: COVID-19, Parenting and Childism 

 Between the publication of Paper 1 in 2020 and the launch of data collection for Papers 

2 and 3 in 2023, the conditions required to conduct in-agency qualitative research changed 

dramatically. The COVID-19 pandemic disrupted and, for a significant period, effectively halted 

research activity within the regional health and social service system in which the residential 

care agency is situated, delaying both feasibility discussions and ethics review processes. When 

research activity gradually resumed, approval pathways within the overseeing health and social 

service agency remained strained by accumulated backlogs and competing priorities. The study 

ultimately proceeded because of the sustained support of a key agency partner who 

championed its relevance and helped secure feasibility sign-off from departmental leadership. 

During this same period, my personal circumstances also shifted substantially, including 
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pregnancy losses with complications and the birth of my son in 2022. Together, these 

intersecting institutional and personal realities shaped the timeline of the dissertation and help 

explain why Papers 2 and 3 emerged several years after Paper 1, despite being directly 

prompted by its findings. 

 These same institutional constraints also shaped the scope of participant recruitment. 

Given the length, complexity, and uncertainty of the agency ethics approval process, it was clear 

right from the start that including children and youth residents was not logistically feasible. 

Securing approval to interview staff alone required sustained negotiation and advocacy; 

pursuing authorization to interview youth appeared insurmountable within the temporal and 

institutional limits of the dissertation. The absence of young people’s voices therefore 

constitutes the most significant limitation of this research, particularly in light of Paper 1’s 

explicit recommendation that direct consultation with young people is a critical direction for 

future inquiry. This gap is especially consequential given the dissertation’s focus on power, 

autonomy, and authority in residential care. Understanding how youth experience shifts in 

practice, interpret TIC, and make sense of care, control, and conflict is essential to 

understanding how TIC is co-constructed in everyday interactions within residential care. Future 

research and implementation must prioritize youth-centred and participatory approaches, 

ensuring that young people’s perspectives shape both the study and the implementation of TIC 

in residential care and beyond. 

 While the “in-between” years were marked by disruption and constraint, they also 

proved generative for the dissertation’s theoretical development. Between Papers 1 and 2–3, 

my engagement with childism scholarship deepened and became increasingly central to how I 

understood the limits of TIC and TVIC frameworks. I was first introduced to childism during my 

doctoral comprehensive examination in 2019, where I first identified adult–child power 

dynamics as a persistent omission in TIC and TVIC theory. This engagement intensified during 

the intervening years, including sustained engagement with key texts such as Childism (Young-

Bruehl, 2012) and For Your Own Good (Miller, 1983). 
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 While critical trauma theory, TIC, and TVIC remained foundational for understanding 

adversity, institutional harm, and relational safety within child- and youth-serving systems, 

childism scholarship proved essential for extending these frameworks. By foregrounding adult–

child power as a historically entrenched, legally sanctioned, and culturally normalized form of 

structural violence, childism provided analytic tools for examining why and how compliance-

oriented logics persist and constrain TIC implementation within the CYSSs (McGillivray, 2022; 

Rickman, 2024; Adami, 2024). Across psychoanalytic, sociological, legal, and decolonial 

traditions, this body of work illuminates how adult supremacy is reproduced through everyday 

practices framed as care, protection, discipline, or treatment, and how children’s distress is 

often generated through routine misuses of adult authority rather than individual pathology 

(Young-Bruehl, 2012).  

 Engagement with anti-childism also brought me into sustained contact with the radical 

parenting literature and praxis, including books, podcasts, blogs, newsletters, and social media–

based communities. As far as I can tell, this body of work is notably more advanced than much 

of the professional and academic thinking about adult–child power relations found in child 

protection, mental health, youth justice, and education, especially within the TIC literature 

emerging from these fields. Radical (Rickman, 2024),  gentle (Ockwell-Smith, 2025), conscious 

(Tsabary 2014), unconditional (Kohn, 2006), liberatory (Richards, 2020), evolved (Narvaez & 

Bradshaw, 2023) and peaceful (Chen, 2021) parenting frameworks (to name a few) seem to 

have devoted far greater analytic and practical attention to power, consent, connection, 

coercion, and relational accountability in adult–child relationships. They also offer a more 

developed and tangible set of tools for translating these principles into everyday practice.  

 Among these, Unconditional Parenting: Moving from Rewards and Punishment to Love 

and Reason (Kohn, 2006) was particularly influential. Kohn offers a rigorous deconstruction of 

dominant parenting paradigms, linking broad cultural beliefs, institutional logics, and social 

norms to their everyday enactment in adult–child relationships. He traces how ideologies of 

control, performance, and obedience are reproduced in the interactions with young people, and 

contrasts these with an alternative grounded in parental self-reflection, developmentally 

appropriate expectations, and long-term relational goals. This macro-to-micro analysis clarified 
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what often felt absent from TIC training and implementation activities: sustained attention to 

how collaborative, power-sharing relationships are actually enacted in practice. By articulating 

what respect, repair, shared problem-solving, and autonomy look like in concrete, moment-to-

moment terms, Kohn’s work helped bridge the gap between abstract commitments to relational 

care and the lived realities of adult–child interaction under pressure. 

 These insights point to the need to more deliberately strengthen the bridge between 

anti-childist scholarship, radical parenting praxis, and TIC/TVIC within CYSSs. While these bodies 

of work are often treated as separate or unevenly legitimate sources of knowledge, the 

parenting literature seems to have developed a more explicit and practice-oriented analysis of 

adult–child power, consent, and coercion that could substantially inform TIC implementation in 

professionalized systems of care. Importantly, much of this work has emerged outside formal 

bureaucratic institutions, where it has been less constrained by managerial, risk-management, 

and clinical logics, enabling forms of analysis and practice that likely struggle to take root within 

professionalized care systems. Bringing these bodies of knowledge into closer conversation may 

therefore expand both the analytic and practical horizons of TIC, supporting approaches to care 

that are not only less harmful, but more genuinely relational and transformative. 

 In late 2024, while in the data analysis phase of my residential care study, I sought to 

bridge this gap through public-facing knowledge mobilization, including my participation as a 

guest on the podcast Your Kids Don’t Suck: Cultivating Closeness with your Kids through Non-

Coercive, Conscious Parenting. I reflected on the challenges of parenting a toddler anti-

coercively and discussed my scoping review and preliminary findings from my qualitative study. I 

reflected on how collaborative, relational approaches require more time, patience, emotional 

regulation, and support. When these are in short supply, whether in family homes or 

institutional settings, adults (including me) predictably revert to compliance-oriented practices. 

This echoes the findings of Paper 3, where staff expressed intellectual commitment to TIC but 

struggled to embody its principles under conditions of stress, scarcity, and organizational 

constraint. Parenting made tangible what the qualitative findings revealed: that knowing or 

valuing relational approaches is not sufficient. Efforts to practice non-coercively do not occur in 

a vacuum. Just as parents encounter pressure to prioritize compliance, staff operate within 
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institutional contexts that actively constrain relational practice. Without adequate support, 

opportunities for reflection, and structural conditions that reduce adult survival mode, both 

parents and professionals predictably fall back on deeply embedded scripts of control.  

 Importantly, this work does not assume or aspire to perfection. In my own parenting, 

moments of reactivity are inevitable, and what matters most is the possibility of repair through 

reflection, apology, and reconnection. However, the findings suggest that such repair is far less 

accessible within residential care contexts, where adults may be constrained by concerns about 

authority, credibility, and saving face, as discussed in Paper 3. Apologizing to a young person 

represents a meaningful cultural shift in systems historically organized around adult control. This 

tension echoes findings from a Norwegian study (Steinkopf et al., 2022) in which staff identified 

apology and repair as central to trauma-informed practice, while simultaneously describing 

these acts as unfamiliar, uncomfortable, and misaligned with prevailing norms. 

 These reflections also raise questions about the limits of adults’ capacity to enact 

relational, collaborative, and attuned approaches in the first place. For many adults, including 

those working in caregiving and professional roles, such approaches were rarely modeled or 

experienced in their own childhoods or adult lives, as discussed in Paper 3.  As a result, trauma-

informed and non-coercive practices often require not only new skills but the cultivation of 

entirely unfamiliar relational orientations and worldviews. This suggests that training focused 

narrowly on techniques is unlikely to be sufficient. Instead, deeper psychoeducational and 

reflective processes are needed to support adults in imagining, rehearsing, and embodying 

forms of care that may feel intangible precisely because they have been historically scarce and 

often run counter to deeply ingrained beliefs shaped by their own upbringing and professional 

socialization 

 As Middleton and colleagues (2019) observe, “no one really knows what a fully 

functioning, trauma-informed child welfare system looks like – it’s never happened before,” and 

there is therefore no instruction manual for assembling such a system as if it were a machine (p. 

239). TIC implementation, they argue, must begin not with prescriptive checklists but with 

shared intention, collective imagination, and a vision of what an organization seeks to become. 
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This emphasis on imagination resonates with broader social justice scholarship that frames the 

work of building more just futures as an imaginative practice. adrienne maree brown (2017) 

argues that social transformation requires a kind of speculative labor, one that helps us envision 

forms of care, justice, and relationship that many of us have never experienced and therefore 

struggle to name or enact. Read alongside the findings of this dissertation, it suggests that TIC 

implementation is not simply a matter of technical expertise, or fidelity to prescribed models. 

Rather, it is an adaptive, relational, and imaginative project that asks adults to practice ways of 

being that may feel unfamiliar, countercultural, or even implausible, particularly under 

conditions of stress, scarcity, and institutional constraint. From this perspective, the challenge of 

TIC implementation lies not only in changing policies or practices, but in cultivating the 

relational and imaginative capacities required to envision and sustain alternatives to deeply 

entrenched, compliance-oriented systems of care. 

The Residential Care Study 

 Paper 2 and 3 reported on findings from the constructivist grounded theory study I 

designed and conducted in a large urban child and youth residential care agency. At the outset, 

my research questions were intentionally broad and focused on understanding the overall 

process of TIC implementation. Although my theoretical orientation and professional experience 

had already sensitized me to issues of power, I initially sought a comprehensive account of 

implementation. This reflected both the limited process-oriented empirical literature on TIC and 

my professional aim of being able to support organizations across the full arc of 

implementation. 

 Accordingly, data collection over the year-long study encompassed many facets of 

implementation, for example, educational and training backgrounds of participants, how 

training content was developed, how trainings were facilitated and experienced, how exposure 

to trauma theory impacted participants, how the implementation team was trained and 

supported, how supervision and complementary structures such as communities of practice 

were used, and how organizational conditions shaped staff experiences of TIC implementation 

in everyday practice. Issues of power emerged early and repeatedly, revealing themselves as a 

critical hinge point for transformation. This was evident within the first month of the study, 
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during the very first training session I observed, when a staff member raised her hand and 

asked, with visible indignation, “So it’s the youth who are going to have all the power now?” 

This prompted the addition of targeted questions related to authority, control, and compliance-

oriented approaches, while broader data collection continued in order to situate these 

dynamics within their organizational context. This exchange, which is discussed in Paper 3, 

foreshadowed the central analytic focus of the findings.  

 The richness of the dataset presented both analytic opportunities and challenges. The 

volume and depth of material could easily have supported many more manuscripts addressing 

other aspects of implementation. My initial plan was to produce one paper focused on 

implementation challenges, particularly those related to power and control, and a second paper 

highlighting promising strategies, creative adaptations, and the significant relational work 

undertaken by staff and the implementation team within a highly constrained organizational 

environment. However, as analysis progressed, the paper focused on power, compliance, and 

resistance grew substantially, eventually requiring division into two separate manuscripts, now 

presented as Papers 2 and 3.  

 Throughout this process, I remained attentive to the ethical and relational implications 

of narrowing the analytic focus. Centering the dissertation on challenges and tensions raised 

ongoing questions about how to honor participants’ efforts, commitments, and 

accomplishments, particularly given the care, creativity, and perseverance demonstrated by 

many staff members working under difficult conditions. While I was wary of adopting an overly 

deficit-oriented lens, I ultimately chose to pursue a more critical analytic stance, as the 

persistence of compliance-oriented logics and the difficulty of naming power and control 

appeared to be underexamined yet deeply consequential aspects of TIC implementation. This 

decision was guided by an effort to pair critique with compassion, situating staff experiences 

within the broader organizational, structural, and emotional demands that shape practice.  

 These ethical considerations were further informed by my early dissemination 

experiences, which unfolded alongside the later stages of analysis and writing. Believing the 

findings spoke to something urgent, I moved quickly to share them through a range of practice-
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facing venues, including conference posters, and invited presentations to regional and provincial 

communities of practice, training organizations, and professional associations. The poster 

presentations in particular generated sustained engagement, frequent dialogue, and repeated 

invitations to present the work in new settings, including back to the residential care agency 

where the data were collected. Across these contexts, many practitioners and leaders 

approached me to say that the analysis had “put words to something” they had long sensed but 

struggled to articulate or felt unable to name openly. While some responses reflected 

discomfort or resistance, these moments often gave rise to rich, generative conversations rather 

than outright dismissal. Several study participants sought me out during these events to 

validate the findings, even as high staff turnover meant that others had already left the 

organization, underscoring the very conditions described in the analysis. Taken together, these 

dissemination encounters functioned as an informal but meaningful form of analytic validation, 

suggesting that the tensions foregrounded in this dissertation resonate with lived experience 

and meet a clear need for shared language to engage questions of power, compliance, and care 

within TIC implementation.  

 The one very long paper about challenges related to shifting power dynamics and the 

persistence of compliance-oriented approaches was ultimately re-organized to divide findings 

between organizational history, culture, and structural conditions shaping the persistence of 

compliance-oriented approaches (Paper 2) and staff members’ lived experiences of attempting 

to move away from these practices (Paper 3). Throughout this analytic process, I was attentive 

to framing the discussion in ways that, while grounded in a single organizational context, speak 

to dynamics that are widely recognizable across child and youth-serving systems, with the 

intention of rendering these analyses relevant to broader conversations about TIC 

implementation beyond this particular setting. 

 Paper 2 found that TIC uptake varied across units along a continuum shaped by prior 

orientations to power, with relationally oriented units providing more fertile ground for TIC, 

behaviorally focused units integrating it more superficially, and youth justice units revealing 

deeper ideological tensions around authority, control, and the goals of care. These findings 

underscore that TIC implementation cannot be treated as a uniform intervention but should be 
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understood as an ideological change process that must be tailored to the unique starting points 

of each unit. Implementation efforts therefore need to begin with explicit assessment of unit-

level orientations to authority and care, including how staff understand children’s needs, adult 

responsibility. TIC implementation activities must then explicitly name where TIC principles may 

align with or challenge prevailing belief systems and approaches. As discussed later in Paper 3, 

this work must occur within an environment that fosters psychological safety, strengthening 

staff capacity to engage with discomfort and receive critical feedback. Together, these 

implications speak directly to the dissertation’s central aim of identifying not only whether TIC is 

taken up in practice, but the conditions under which it can move beyond surface-level adoption 

toward more transformative shifts in power, relationships, and care. 

 Moreover, rather than approaching TIC as a discrete intervention, the findings of Paper 2 

situated it within a broader and uneven arc of change within the organization. TIC was taken up 

within an organization already undergoing a slow and uneven cultural shift away from deeply 

entrenched compliance-oriented practices, with TIC representing the next step in an ongoing 

evolution rather than a clear rupture with the past. Participants themselves linked the waves of 

reform at the residential care agency to wider societal shifts in how authority, discipline, and 

childhood are understood. Staff repeatedly drew connections between institutional practices 

and the parenting norms of their own upbringing, describing how fear-based authority had once 

been normalized both in families and in residential care, and how contemporary efforts to move 

away from these models have left organizations grappling with the loss of familiar tools. 

Reflecting on these findings, it becomes evident that even within a paper explicitly focused on 

organizational conditions, the interconnections between intrapersonal histories, interpersonal 

dynamics, organizational practices, and broader cultural and societal structures are clearly 

visible, underscoring the dissertation’s core concern with how change at one level inevitably 

reshapes and is constrained by others.  

 Paper 3 illuminated why TIC implementation so often stalls at the level of “buy-in” and 

revealed resistance as a layered mix of ideology, affect, and organizational constraint. Staff 

objections that TIC is “too permissive” were rooted in deep beliefs about how children learn 

and what care is for: that consequences produce learning, that respect for authority must be 
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enforced, and that adults must maintain control to keep everyone safe and prepare youth for 

the “real world.” In this context, punishment functioned not only as a behaviour management 

tool but as a visible performance of adult authority and professional action. When TIC 

problematized punitive practices, it threatened some staff members’ sense of efficacy and 

legitimacy, leaving some feeling exposed, helpless, or unsafe. Among staff members who 

expressed stronger alignment with TIC principles and endorsed more relational aims, the 

challenge lay not in belief but in the embodied enactment of TIC in moments of stress. Under 

pressure, many described how they predictably reverted back to control-oriented reflexes, 

particularly in contexts shaped by chronic understaffing, high acuity, limited supervision, and 

the lingering influence of recipe-like behaviourist models.  

 When situated within a broader theoretical frame, resistance to TIC can be understood 

as a response to the scale of the paradigm shift it demands, rather than as simple opposition to 

change. TIC challenges deeply entrenched assumptions about authority, responsibility, and what 

it means to care for children. From anti-childist perspective, this shift can be understood as part 

of a broader and still-unfolding transformation in how adult–child relationships are 

conceptualized across the CYSSs and in society more broadly.  TIC’s challenge to compliance-

oriented logics intersects with wider efforts to move toward relational, participatory, and rights-

respecting approaches to care, while the project of undoing childism represents a more 

profound and but far less widely embraced paradigm shift. While TIC’s challenge to compliance-

oriented logics aligns with wider moves toward relational, participatory, and rights-respecting 

care, the deeper project of undoing childism remains more radical, less institutionally legible, 

and far less integrated into dominant professional and organizational frameworks. 

 TIC implementation scholarship informed by organizational development theory helps 

explain how institutions tend to and ought to respond when confronted with changes of this 

magnitude. Bloom & Farragher (2013) emphasize that the magnitude of the changes required 

for meaningful implementation are almost always underestimated by leadership, with 

insufficient attention given to the emotional and relational labour required to sustain it over 

time. They emphasize that transformations of this depth inevitably involve experiences of loss, 

grief, and fear of the unknown. Without deliberate structures to acknowledge and work through 
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these dynamics, individuals and organizations tend to slide back into familiar patterns of 

practice, often without conscious intent. From this perspective, resistance, ambivalence, and 

regression under pressure should not be read as failures of implementation, but as expected 

features of transformative change. This framing shifts the responsibility upstream, underscoring 

the role of leadership in anticipating resistance, assessing varying levels of readiness, and 

putting supports in place that help staff navigate uncertainty and loss. It also requires 

recognizing that not all practitioners will be willing or able to make this shift, and that 

compassionate, transparent pathways for role adjustment or exit may be necessary to sustain 

organizational change. 

 In addition to the absence of young people’s voices, it is important to name several 

other limitations of this study. Although the residential care agency examined is large and 

internally diverse, encompassing multiple departments and unit types, the findings remain 

situated within a single organizational context shaped by a shared leadership structure, 

institutional history, and regional policy environment. These conditions likely differ, at least in 

part, from those of other residential care agencies across Québec and beyond, shaping how TIC 

is interpreted, prioritized, and enacted in practice. 

 Consistent with a CGT approach, the aim of this study was not breadth or 

representational completeness but analytic depth. As such, the transferability of findings lies at 

the level of underlying processes, relational dynamics, and organizational patterns, rather than 

institutional replication. In keeping with this epistemological orientation, I approached the 

research with prior theoretical sensitivity to questions of power in adult–child relationships, 

shaped by my academic training, professional experience, and personal history. Rather than 

seeking to bracket these orientations, CGT recognizes the researcher as an active interpretive 

agent whose prior knowledge informs what is noticed, pursued, and theorized (Charmaz, 2014). 

This positioning likely heightened my attentiveness to dynamics of authority, compliance, and 

control in participants’ accounts, while also requiring ongoing reflexive engagement to ensure 

that analytic categories remained grounded in the data rather than imposed upon it. 

Throughout analysis, this reflexivity was supported through constant comparison, memo-
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writing, member-checking and iterative engagement with participants’ narratives, which served 

to test, refine, and at times unsettle my initial assumptions. 

 Participation in the study was voluntary, meaning that many interviewees were highly 

reflective and already aligned with relational or trauma-informed approaches, and thus more 

willing to critically examine their practice and organizational context. Resistance, ambivalence, 

and discomfort nonetheless surfaced across the data, including through observations, 

participants’ accounts of everyday interactions with colleagues, and descriptions of institutional 

constraints, as well as in interviews with some staff who held more behaviorally oriented 

perspectives. This pattern suggests that the dynamics analyzed were not confined to a narrow 

or self-selected subgroup but reflected broader organizational tensions shaping practice.  

 The sample further lacked racial and cultural diversity, and the influence of race and 

cultural background was not explicitly examined. These dynamics did not emerge strongly in the 

data, and I did not directly probe them in interviews, leaving their potential impact 

underexplored. However, in subsequent dissemination efforts, conversations with practitioners 

in residential care settings suggested that differences in practice and tensions within teams are 

at times shaped by cultural background. These exchanges underscored the complexity of 

navigating cultural responsiveness while maintaining a critical stance toward coercive practices, 

pointing to an important area for further research. 

 Finally, as noted earlier in this chapter, this dissertation places greater emphasis on the 

challenges and tensions of TIC implementation than on its successes. While this focus was 

intentional and analytically generative, it provides a more limited account of the promising 

practices, strengths, and innovations that were also present, which also remain important areas 

for future research. 

Conclusion 

 There will always be an asymmetry of power between adults and children, particularly 

within caregiving relationships. The question, then, is not whether adults hold power, but how 

that power is understood, justified, and exercised. As this dissertation has argued, the stakes of 

how adult authority is wielded are profound, shaping not only children’s immediate experiences 
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of safety, dignity, and agency, but the kinds of relationships, social norms, and societies that are 

reproduced over time. While physical punishment has increasingly been discredited, its 

emotional and relational counterparts remain deeply normalized. Compliance-oriented 

practices that rely on shame, withdrawal of care, coercion, or emotional threat often persist 

precisely because they are less visible, less named, and more easily framed as necessary 

discipline rather than harm. Developmental and trauma-informed scholarship demonstrates 

that emotional punishment can undermine trust, self-regulation, and relational safety, with 

implications for children’s emotional development and mental health that parallel those 

associated with physical forms of punishment (Collin-Vézina & Carnevale, 2022; Durrant & 

Tufescu, 2017). While compliance-oriented approaches are widespread across CYSSs and society 

at large, its persistence within child and youth residential care—where the state assumes 

responsibility for Québec’s most vulnerable children—makes this normalization of harm 

especially difficult to justify. The persistence of these practices raises a critical question: how, 

despite growing awareness of trauma, attachment, and relational development, do systems 

continue to reproduce forms of authority that contradict what is known about children’s needs?  

 This dissertation has argued that the answer lies not only in gaps in training or 

implementation, but in the endurance of childism and the compliance-oriented logics it 

sustains. Taken together, the findings across all three papers suggest that TIC and TVIC cannot 

fulfill its transformative promise in CYSSs without directly confronting childist assumptions 

about authority, childhood, and control. TIC must be approached not as a neutral clinical 

framework, but as a political project that demands ongoing attention to power, accountability, 

and the conditions required for relational practice to be possible. This includes leadership 

willing to name loss, resistance, and grief as part of change; organizations structured to support 

reflection, supervision, and emotional safety; and implementation strategies that recognize 

both the limits and the possibilities of transformation. Ultimately, how adults learn to hold 

power with children, rather than over them, may be among the most consequential 

determinants of whether care systems move toward greater equity, justice, and collective well-

being, or continue to reproduce the very harms they seek to address. 
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Appendix 2 – Information and Consent Form (French)4 

L'implantation des soins axés sur le trauma (SAT) au ……….... 5      
 

FORMULAIRE D’INFORMATION ET DE CONSENTEMENT POUR ENTRETIEN INDIVIDUEL 

 

Chercheur principal: Delphine Collin-Vézina, PhD, professeure, Université McGill  

Chercheur étudiant: Ash Lowenthal, MTS, doctorante, Université McGill 

Organisme subventionnaire: Fonds de Recherche du Québec – Société et Culture 

 

 

Bonjour, 

 

Vous êtes invité(e) à participer à un projet de recherche. Veuillez prendre le temps de considérer les 

renseignements contenus dans le présent formulaire d’information et de consentement avant de vous décider. 

Votre participation à ce projet est volontaire. Vous êtes donc libre de refuser d’y prendre part. 

 

1) Objectif de l’étude : 

Les jeunes placés présentent souvent des difficultés d’adaptation liées aux événements de vie adverses qu’ils ont 

vécus avant leur placement. Les soins axés sur le trauma (SAT), comme le modèle ARC, vise à outiller les milieux 

pour les aider à mieux composer avec les difficultés d’adaptation des jeunes dont ils prennent soin. Vous êtes 

invité(e) à prendre part à une étude qui vise à à documenter le processus d’implantation des SAT dans 

les unités d’hébergement pour les jeunes au ………………… . Nous évaluons quelles stratégies de 

mise en œuvre ont été les plus efficaces, quels obstacles persistent et quelles solutions peuvent 

être envisagées pour les surmonter. Une approche qualitative sera employée afin d'explorer la 

complexité du changement organisationnel.  

 

2) Nature de la participation :  

Vous êtes invité(e) à participer à un entretien pour discuter de vos expériences avec l’implantation des 

SAT dans votre milieu. Les entretiens dureront environ une heure. Vous pouvez être invité(e)s à des entretiens 

 
4 Study materials were developed solely in French, as the study was conducted entirely with francophone 
participants.  
5 Certain identifying information has been redacted from the study materials to protect institutional 
confidentiality. 
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ultérieurs si nécessaire, si vous êtes intéressé(e)s et disponible. Les entretiens peuvent être réalisés en présence 

ou à distance. L’équipe de recherche a pour objectif d'interviewer environ 15 personnes afin de comprendre 

plus en profondeur le processus d’implantation du point de vue des membres du personnel ayant des rôles 

différents, comme les APPR chargés de l’implantation, les chefs de service, les spécialistes en activités cliniques, 

les responsables de la programmation et les éducateurs, sur une base volontaire. Cette étude ne nécessite de 

remplir AUCUN questionnaire et vise à prendre le moins possible le temps précieux au personnel dans ces 

circonstances difficiles.     

 

3) Risques & Inconvénients 

Les inconvénients prévus associés à cette étude comprennent le temps nécessaire pour réaliser l'entretien ou les 

entretiens avec le chercheur. Nous n’anticipons pas que cette étude vous causera de la détresse ou d’autre 

désagrément. Si, toutefois, vous ressentez un malaise ou de l’inconfort, les chercheurs impliqués dans la mise en 

place de ce projet seront disponibles pour en discuter avec vous.  

 

4) Avantages 

Les résultats de cette étude contribueront à orienter les activités d’implantation futures pour 

qu'elles soient aussi efficaces que possible et à soutenir la pérennité des approches sensibles aux 

traumas dans les milieux. Ces informations nous aideront à continuer à améliorer la qualité des 

services offerts dans les centres de réadaptation pour les jeunes. 

 

5) Participation volontaire et droit de retrait: 

Votre participation à ce projet de recherche est volontaire. Vous pouvez vous retirer de ce projet 

à n’importe quel moment pendant la période de collecte de données qui se terminera en janvier 

2024 sans avoir à donner de raisons, en informant l’équipe de recherche. Votre décision de ne 

pas participer à ce projet de recherche n’aura aucune conséquence sur vos relations avec votre 

employeur ou les autres membres du personnel du centre jeunesse. Si vous vous retirez de la 

recherche, les données préalablement obtenues seront détruites et ne seront pas utilisées dans 

le cadre de la recherche.  

 

6) Confidentialité : 

Tous les renseignements recueillis seront traités de manière confidentielle dans les limites 

prévue par la loi. Les membres de l’équipe de recherche doivent signer un formulaire 

d’engagement à la confidentialité, c’est-à-dire qu’ils s’engagent à ne divulguer vos réponses à 

personne, incluant les autres membres du personnel de votre établissement. Aucune information 
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permettant de vous identifier d’une façon ou d’une autre ne sera publiée, c'est-à-dire qu’il ne 

sera pas possible de savoir qui a dit quoi.  

Chaque participant recevra un code d'identification et leurs renseignements personnelles, s'ils 

sont collectés, ne seront conservées que dans le but de recontacter le participant pour une 

clarification ou un suivi si nécessaire. Tous les renseignements identificatoires seront retirés des 

transcriptions et les données seront conservées dans un format codé. À la fin de l'étude, nous 

détruirons toute trace de vos informations personnelles (par exemple, nom, adresse 

électronique, numéro de téléphone) ainsi que tout lien entre votre code d'identification et vos 

données personnelles (liste de correspondance).  

Les fichiers électroniques qui contiennent des renseignement personnels (ex. fichiers audios pour 

entrevues, listes de correspondances) seront conservés uniquement sur le serveur institutionnel 

du Centre de recherche sur l’enfance et la famille de l’université McGill, un serveur sécurisé 

auquel on ne peut accéder qu'en utilisant l'authentification à deux facteurs. En outre, ces fichiers 

seront conservés dans des dossiers sur ce serveur auxquels seuls les chercheures (Ash & 

Delphine) auront accès et seront protégés par un mot de passe. 

Si des documents comportant des renseignements personnels (ex. notes de terrain, FIC papier 

signé) sont créés, ils seront scannés et transférés dans nos dossiers électroniques sécurisés, puis 

immédiatement détruits. 

Pendant la phase de collecte et d'analyse des données, les données codées et les données qui ne 

contiennent pas de renseignements identificatoires seront conservé sur OneDrive McGill, un 

service infonuagique approuvé par l'institution pour la conservation de données de recherche 

identificatoires. Seuls les chercheurs auront accès à ces dossiers, auquel on ne peut accéder qu'en 

utilisant l'authentification à deux facteurs. Une fois les phases de collecte et d'analyse des 

données terminées, les données seront transférées sur le serveur institutionnel pour un 

archivage à long terme (7 ans). 

Il est possible que nous devions permettre l’accès aux dossiers de recherche au comité d’éthique 

de la recherche évaluateur et aux organismes subventionnaires de la recherche à des fins de 

vérification ou de gestion de la recherche. Tous adhèrent à une politique de stricte 

confidentialité. 

 

7) Diffusion des résultats : 

Les résultats de recherche seront diffusés aux membres du personnel ayant participé à ce projet. 

Par la suite, les résultats seront présentés dans le cadre de conférences scientifiques ou de 

congrès professionnels, et publiés sur différents supports (articles scientifiques, chapitre d’un 

ouvrage collectif, fascicules). Les résultats du projet seront diffusés en tant que données de 
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groupe. Si vous souhaitez obtenir un résumé écrit des résultats généraux de la recherche, veuillez 

indiquer une adresse courriel où nous pourrons vous le faire parvenir. 

Adresse courriel : __________________________________ 

 

8) Compensation 

Aucune compensation ne sera directement offerte pour votre participation à l’étude, par contre, 

les entrevues auront lieu pendant vos heures de travail. 

 

9) Personnes ressources : 

Si vous avez des questions à propos de cette étude, veuillez contacter :  

1. Ash Lowenthal  // Ashley.lowenthal@mail.mcgill.ca  // (514) 475-3141 

2. Delphine Collin-Vézina // delphine.collin-vezina@mcgill.ca  // ( 514) 398-7058. 

 

Vous pouvez également contactez votre commissaire aux plaintes du ………………………………... 
Téléphone : ……………………….. 

Address courriel: ……………………………………….. 

 

 

10) Approbation par le comité d’éthique de la recherche  

Le comité d’éthique de la recherche …………………………………. a approuvé le projet et en assure le 

suivi pour les établissements du réseau de la santé et des services sociaux du Québec 

participants.  

mailto:Ashley.lowenthal@mail.mcgill.ca
mailto:delphine.collin-vezina@mcgill.ca


200 
 

11) Consentement du participant:  
 
Je comprends le contenu de ce formulaire de consentement et je consens à participer à cette 
recherche sans contrainte ni pression. Je certifie qu’on me l’a expliqué verbalement. J’ai pu 
poser toutes mes questions et j’ai obtenu des réponses satisfaisantes. J’ai eu tout le temps 
nécessaire pour prendre ma décision.  
 
Je comprends aussi qu’en signant ce formulaire, je ne renonce à aucun de mes droits et ne libère 
ni les chercheurs, ni les établissements et l’organisme subventionnaire de la recherche de leur 
responsabilité civile et professionnelle. 

 
Je recevrai une copie signée et datée de ce formulaire de consentement. 
 
  

Nom du participant Signature Date 
 

 
 
 

 
12) Déclaration du chercheur responsable: 
  
Je certifie qu’on a expliqué au participant la nature de la recherche ainsi que le contenu de ce 
formulaire et qu’on lui a indiqué qu'il reste à tout moment libre de mettre un terme à sa 
participation au projet. Une copie signée du présent formulaire lui a été remis. 
 
 
     

Nom du chercheur principal Signature Date 
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Appendix 3 – Recruitment Document 

INVITATION À PARTICIPER À UN PROJET DE RECHERCHE 

 

Titre : L'implantation des soins axés sur le trauma (SAT) dans les centres jeunesse du Québec 

 

Chercheur principal: Delphine Collin-Vézina, Ph.D., professeure, Université McGill 

Chercheur étudiant: Ashley Lowenthal, MTS, doctorante, Université McGill 

Organismes subventionnaires : Fonds de Recherche du Québec – Société et Culture 

 

 
Les jeunes placés présentent souvent des difficultés d’adaptation liées aux événements de vie adverses 

qu’ils ou elles ont vécus avant leur placement. Les soins axés sur le trauma (SAT), comme le modèle ARC, 

vise à outiller les milieux pour les aider à mieux composer avec les difficultés d’adaptation des jeunes dont 

ils prennent soin. Les recherches menées au cours des vingt dernières années sur l’implantation des SAT 

dans les systèmes de santé et services sociaux ont montré que c’est un processus très complexe, et qui 

peut être très exigeant en termes de ressources et coûteux en temps. Il faut généralement plusieurs 

années avant que les pratiques, les directives et la culture organisationnelle d'une équipe ne s'alignent 

sur les principes des SAT.  

La pérennité des SAT dans les équipes du réseau de la santé et des services sociaux du Québec (RSSSQ) se 

heurte à des obstacles très communs, notamment la mobilité du personnel et le manque de ressources 

nécessaires pour soutenir un changement significatif des pratiques, comme la supervision et la formation 

continue. Des stratégies prometteuses pour faire face à ces obstacles courants à la mise en œuvre efficace 

des SAT ont émergé des deux dernières décennies de recherche. Cependant, des recherches 

supplémentaires sont nécessaires pour déterminer comment utiliser au mieux ces stratégies dans le 

RSSSQ, surtout en période de crise comme celle que nous avons connue avec la pandémie et les graves 

pénuries de main-d'œuvre actuelles. 

Mon projet de thèse, dirigé par Dre Delphine Collin-Vézina, vise à documenter le processus d’implantation 

des SAT dans les unités qui fournissent des services d’hébergement aux enfants et adolescents au 

………………. Nous évaluons quelles stratégies de mise en oeuvre ont été les plus efficaces, quels obstacles 

persistent et quelles solutions peuvent être envisagées pour les surmonter. Cette étude tiendra compte 

de la manière dont le contexte de la pandémie et les pénuries de main-d'œuvre ont influencé les efforts 

de mise en œuvre. 

Une méthodologie qualitative très flexible sera utilisée afin d'explorer la complexité du changement 

organisationnel dans un contexte très difficile. La collecte de données comprend l’observation des 

activités d’implantation et des entretiens avec des membres du personnel qui sont impliqués dans la mise 

en œuvre des SAT. Je prévois assister à des réunions liées à la planification de la mise en œuvre des SAT, 

ainsi qu'à des séances de formation sur les SAT, ce qui ne prendra pas de temps supplémentaire au 

personnel. J'ai également pour objectif d'interviewer environ 15 membres du personnel afin de 
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comprendre plus en profondeur le processus d’implantation du point de vue des membres du personnel 

ayant des rôles différents, comme les  APPR chargés de l’implantation, les chefs de service, les spécialistes 

en activités cliniques, les responsables de la programmation et les éducateurs, sur une base volontaire. 

Cette étude ne nécessite de remplir AUCUN questionnaire et vise à prendre le moins possible le temps 

précieux au personnel dans ces circonstances difficiles.  

Les résultats de cette étude contribueront à protéger l'important investissement que le …………. a déjà fait 

en adoptant les SAT en orientant les activités de mise en œuvre futures pour qu'elles soient aussi efficaces 

que possible. Ces informations nous aideront à améliorer la qualité des services offerts dans les centres jeunesses. 

Si vous souhaitez participater ou si vous avez des questions à propos de cette étude, veuillez contacter 

3. Ash Lowenthal  // Ashley.lowenthal@mail.mcgill.ca  // (514) 475-3141 
4. Delphine Collin-Vézina // delphine.collin-vezina@mcgill.ca  // ( 514) 398-7058. 
 

 

  

mailto:Ashley.lowenthal@mail.mcgill.ca
mailto:delphine.collin-vezina@mcgill.ca
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Appendix 4 – Initial Interview Guide6 (French) 

Introduction 

Merci de m’avoir parlé aujourd’hui. Au cours de notre entretien, je vais vous poser une 
série de questions à propos de vos expériences liés à la mise en œuvre des soins axés 
sur le trauma (SAT). Ces sujets peuvent être difficiles à aborder, alors n’hésitez pas à 
m’indiquer si vous préférez sauter une question, si vous avez besoin d’une pause ou si 
vous souhaitez mettre fin à l’entretien.  

Parfois les participants disent leur nom ou le nom de leurs collègues durant l’entretien. 
Cette information sera retirée pendant la transcription.   

Avez-vous des questions avant qu’on commence? OK, si une question vous vient à 
l’esprit, n’hésitez pas à la poser à n’importe quel moment, et je peux toujours arrêter le 
magnétophone. Êtes-vous prêt(e) à commencer? 

Avant de commencer l’entrevue, je vais commencer l’enregistrement et puis dire la 
date, l’heure, et votre numéro de participant. On est le [jour, mois, année] à [heure, 
heure avancée de l’Est], et le numéro du participant est [#]. 

Partie 1 : Contexte du participant 
 

1. Quel est votre rôle actuel au sein du CIUSS/CISSS et pouvez-vous me parler 
brièvement de votre travail, par exemple vos responsabilités et vos tâches? 

2. Pouvez-vous me parler de votre parcours scolaire et de la formation que vous avez 
reçue sur les SAT avant de commencer à occuper ce poste ? 

Partie 2 : Expériences et points de vue sur la mise en œuvre des SAT 

 

1. Du meilleur de vos connaissances, pouvez-vous me parler des efforts de mise en 
œuvre du SAT dans votre unité ? 

 
6 This interview guide reflects the initial version submitted for ethics approval prior to the commencement of 
data collection. Consistent with a constructivist grounded theory methodology, the guide functioned as a 
flexible starting point rather than a fixed instrument. As data collection and analysis progressed, interview 
questions were iteratively refined to reflect emerging analytic insights and were adapted to participants’ 
specific roles and experiences within the organization. This approach allowed interviews to remain 
responsive to the evolving focus of the study while maintaining coherence with the approved research 
design. 



204 
 

2. Quels changements, le cas échéant, avez-vous pu identifier comme résultat des 
efforts de mise en œuvre ? 

3. Quels aspects des SAT sont les plus faciles à intégrer, quels aspects sont les plus 
difficiles et pourquoi ? 

4. Est-ce que vous trouvez que la mise en œuvre des SAT a-t-elle changé la perception 
qu'ont les membres du personnel de leur rôle avec les jeunes et l'utilisation des 
mesures restrictives comme l’isolation, la contention et les temps morts (time-
outs) ? Si oui, comment? 

5. De votre point de vue, quelles stratégies de déploiement ont été les plus efficaces 
pour vous aider, vous et vos collègues à intégrer les principes des SAT dans vos 
pratiques?  

6. Quelles stratégies de mise en œuvre ont été moins utiles pour vous aider à intégrer 
les principes des SAT dans leur approche? 

7. À votre avis, quels sont les obstacles qui empêchent une mise en œuvre plus 
réussie des SAT.  

8. Que pensez-vous qu'il faut changer pour surmonter ces obstacles ?? 

9. Comment la pandémie et les récentes pénuries de main-d'œuvre ont-elles affecté 
les processus de mise en œuvre et la capacité des membres du personnel à 
pratiquer selon les principes des SAT? 

Conclusion 
 

Je n’ai pas d’autres questions formelles. Y a-t-il des éléments importants que je n’ai 
pas abordés et qui m’aideraient à mieux comprendre vos expériences et points de vue 
sur la mise en œuvre des SAT dans votre milieux de travail? 

Je vous remercie beaucoup de votre participation aujourd’hui.  

Pour vous rappeler, le formulaire d’information et de consentement que vous avez 
signé vous informe sur la manière dont je vais préserver la confidentialité de vos 
données, et sur ce que vous pouvez faire si vous souhaitez vous retirer de l’étude. 

Je pense que c’est tout. Avez-vous d’autres questions ou commentaires? OK, merci 
beaucoup. 

 


