Transportation Department
Orientation Training

TRAUMA-INFORMED TRANSPORTATION

Trauma-Informed Transportation examines the
influence of trauma on behavior and offers
strategies and approaches to promote a
culture of care that is trauma-informed and
person centered for all stakeholders, including
family members who support those in care.
With a better understanding of the function of
the behavior, you can better serve those who
have experienced trauma.
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Since 1992, we have been entrusted
with the responsibility of providing care
for children and youth no longer living with their parents or a family member due to conditions that are
often out of their control… neglect, physical abuse, sexual abuse, human trafficking, alcohol and drug
abuse, to name but a few.
In most cases, the only meaningful contact that a foster child will have with their parents or siblings is
the visitations that are arranged and often supervised at a county facility. Your role as a House of New
Hope Transporter is to ensure that the child or youth is able to attend the required visitations or
meetings at the time scheduled; having arrived without any further physical or emotional injury caused
by the transportation experience.
In carrying out your role of Transporter, you may find yourself in a vehicle with as few as one child or as
many as eight or more. Trips may be as short as three hours in one direction or, on occasion, exceed five
hours one way… or ten hours of round trip driving with children in your vehicle.
The ideas contained in this presentation are designed to equip you with tools and knowledge that will
assist you to effectively intervene with children in crisis or distress. It is NOT designed for you to practice
psychotherapy with children in crisis or distress, a separate approach that requires specialized
training/education.
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What is Treatment Foster Care?
Treatment foster care, also called therapeutic foster care, involves placement of children with foster
families who have been specially trained to care for children with certain medical, psychological or
behavioral needs when parents or relatives are unable to care for the child. Examples include medically
fragile children, children with emotional or behavioral disorders, and HIV+ children.
Treatment foster care programs generally require more training for foster parents, provide more
support for children and caregivers than regular family foster care, and have lower limits on the number
of children that can be cared for in the home. Treatment foster care is preferred over residential or
group care because it maintains children in a family setting.
Treatment Foster Care involves placement of children in the homes of state licensed Treatment Foster
caregivers who have received 36 hours of specialized pre-service training and continue to receive 30
hours of continuing education yearly. Treatment Foster caregivers have the responsibility of:
•
•
•

Ensuring the safety and well-being of every child/youth placed in their home.
Providing a therapeutic home environment where specific treatment goals can be accomplished
and healing from trauma can begin.
Assisting in the reunification of children with their parents or family as specified in their case
plan.

Treatment Foster Care allows children with severe emotional and behavior problems to live in a
relatively regular family environment, participate in community functions, and receive a variety of
services to assist in reducing their social, academic, behavioral, medical, cognitive and spiritual
challenges with the ultimate goal of reducing their “visibility” in the community and assist them to
reunify with their family, become adopted by a new loving family, or approach independence with the
skills necessary for their success as an adult.
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Who are Treatment Foster Kids?
They’re like any kids. They’ve just experienced more challenging circumstances, sometimes unthinkable.
They need a shot to regain the ground they’ve lost. We support children from infancy through late teens
who are unable to live at home because of a variety of circumstances. These youth may need assistance
for very short periods or, in some cases, permanently.
Treatment foster children are often dependent, neglected, and abused and have been exposed to
unhealthy family situations.
The children we support may also have special needs, and they often have physical, emotional, or
mental challenges that mean that they develop at a different rate. It’s not uncommon for them to fall
behind their peers in school, have trouble making friends, or have problematic behavior. Despite their
challenges, they share the same needs as all children. They enjoy play and recreation, respond to love,
and yearn to understand and succeed in their environment.

The Connection between Childhood Trauma and Foster Care
Early childhood trauma generally refers to the traumatic experiences that occur to children aged 0-6.
Because infants' and young children's reactions may be different from older children's, and because they
may not be able to verbalize their reactions to threatening or dangerous events, many people assume
that young age protects children from the impact of traumatic experiences. When young children
experience or witness a traumatic event, sometimes adults say, "They're too young to understand, so
it's probably better if we don't talk to them about it." However, young children are affected by traumatic
events, even though they may not understand what happened.
A growing body of research has established that young children-even infants—may be affected by
events that threaten their safety or the safety of their parents/caregivers, and their symptoms have
been well documented. These traumas can be the result of intentional violence—such as child physical
or sexual abuse, or domestic violence—or the result of natural disaster, accidents, or war. Young
children also may experience traumatic stress in response to painful medical procedures or the sudden
loss of a parent/caregiver.
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How is Childhood Trauma Unique?
Traumatic events have a profound sensory impact on young children. Their sense of safety may be
shattered by frightening visual stimuli, loud noises, violent movements, and other sensations associated
with an unpredictable frightening event. The frightening images tend to recur in the form of nightmares,
new fears, and actions or play that reenacts the event. Lacking an accurate understanding of the
relationship between cause and effect, young children believe that their thoughts, wishes, and fears
have the power to become real and can make things happen. Young children are less able to anticipate
danger or to know how to keep themselves safe, and so are particularly vulnerable to the effects of
exposure to trauma. A 2-year-old who witnesses a traumatic event like his mother being battered may
interpret it quite differently from the way a 5-year-old or an 11-year-old would. Children may blame
themselves or their parents for not preventing a frightening event or for not being able to change its
outcome. These misconceptions of reality compound the negative impact of traumatic effects on
children's development.
As with older children, young children also experience both behavioral and physiological symptoms
associated with trauma. Unlike older children, young children cannot express in words whether they feel
afraid, overwhelmed, or helpless. However, their behaviors provide us with important clues about how
they are affected.
Young children who experience trauma are at particular risk because their rapidly developing brains are
very vulnerable. Early childhood trauma has been associated with reduced size of the brain’s frontal
cortex. This area is responsible for many complex functions including memory, attention, perceptual
awareness, thinking, language, and consciousness. These changes may affect IQ and the ability to
regulate emotions, and the child may become more fearful and may not feel as safe or as protected.
Young children depend exclusively on parents/caregivers for survival and protection—both physical and
emotional. When trauma also impacts the parent/caregiver, the relationship between that person and
the child may be strongly affected. Without the support of a trusted parent/caregiver to help them
regulate their strong emotions, children may experience overwhelming stress, with little ability to
effectively communicate what they feel or need. They often develop symptoms that parents/caregivers
don't understand and may display uncharacteristic behaviors that adults may not know how to
appropriately respond to.
In 2002 the NCTSN Complex Trauma Task Force conducted a clinician survey on trauma exposure for
children who were receiving assessment and/or intervention services. Among the findings was that 78
percent of children had experienced more than one trauma type and that the initial exposure on
average occurred at age 5. Additional data from more than 10,000 cases of children receiving traumafocused services reveal that one-fifth of children are aged 0-6. The traumas these children most often
received services for were exposure to domestic violence, sexual abuse, neglect, and traumatic
loss/bereavement.
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Experiences That Can Cause Trauma
Trauma is a perception of life-threatening danger. Two siblings in the same car and living through the
same automobile may experience the event very differently; with one fearing for their life and the other
oblivious to the near-death event.
Events that can be experienced by people as traumatic include:
•
•
•
•
•
•
•
•
•
•
•
•

Physical and Sexual abuse
Domestic violence
Living with substance abusing parents
Witnessing parental homicide
Homelessness
Burns or other serious accidents
Car fatalities
Divorce
Natural disasters
War
Neglect
Involuntary removal from your family and home

Trauma means being “stuck” in the experience, unable to successfully face the emotional pain,
cope with it and go on with normal life.
You can’t be a foster child and not know trauma and grief!
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Trauma’s Effects on Behavior
Children and youth that have experienced both single and multiple traumas are often recognizable by
their very “visible” behaviors which often include one or more of the following:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Hypervigilance
Difficulty sleeping
Easily startled
Clingy
Nightmares
Disobedience
Impaired social skills
Anger/rage
Can’t self-soothe or regulate emotions
Lying
Stealing
Depression or mood swings
Attention problems
Impulsivity
Aggression
Fear
Risk taking
Panic attacks
Hypersensitive to touch, movement, some sounds and some smells
Substance abuse
Self-injury

Unfortunately, well-meaning professionals that lack sufficient trauma-informed knowledge, make the
mistake of labeling these kids with diagnoses like:
•
•
•
•
•
•
•
•

Depression
Anxiety Disorder
ADHD
Bi-polar Disorder
Reactive Attachment Disorder (RAD)
Mood Disorder
Pervasive Developmental Disorder
Oppositional Defiant Disorder

In addition to missing the mark and asking the question, “WHAT’S WRONG WITH YOU?” rather than
“WHAT’S HAPPENED TO YOU?”, medical professionals will misdiagnose the condition and over-prescribe
medication to control behavior.
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The Difference Between Trauma-based Behavior and “Bad” Behavior
•

Trauma-based behaviors tend to be:
– Extreme,
– Rapid
– Unpredictable
– Often in response to an insignificant event; an over-reaction to a small event.

•

“Bad” behavior tends to be:
– Predictable
– Slow to build (“boiling over”)
– Convenient to them, inconvenient to caregiver

Trauma Aside, Shouldn’t They be Able to Control Themselves?
In short, the answer is “NO!”
In April 1912, when the passengers aboard the SS Titanic began sinking after the ship struck an iceberg,
many found themselves afloat in the frigid and icy water of the north Atlantic. The primary purpose of
the human brain is to stay alive. Once in the water, each passenger began to experience hypothermia (a
condition in which core temperature drops below the required temperature for normal metabolism and
body functions). Recognizing an imminent threat to its survival, the brain directs blood flow away from
the limbs in an attempt to maintain the viability of the brain and essential organs. Fingers, toes, arms
and legs begin to freeze while the brain, heart, lungs, kidneys, and liver stay warm longer.
Not surprisingly, the brain has other “Hail Mary” plays in its playbook designed to keep itself alive in the
event of other life-threatening trauma. When a child is lucky enough to survive a life threatening
traumatic event (neglect, abuse, traumatic separation, domestic violence, etc.), their brain alters normal
functioning and development in order to maximize the possibility of living longer.
In non-traumatized children, brains develop (1) from deep inside toward the surface and (2) from the
back (brain stem) to the front (prefrontal cortex).
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What this means is that over the course of the persons first 25-30 years, the brain develops and grows
from the part that controls basic vital life functions like breathing and heart beat (brain stem) to the part
of the brain (prefrontal cortex) that is associated with reasoning, planning, parts of speech, movement,
emotions, and problem solving; in other words the adult functions. It also develops from the very
primitive part of the brain that utilizes reflex-like flight, fight or freezing behavior to survive (Amygdala)
to the cortex that is associated with the adult functions involving thinking, reasoning and processing of
events in the environment.
For the kid that has experienced childhood trauma, the brain makes a quick decision to alter normal
development in order to maintain life. Rather than spending much of its energy assisting the growth and
development of the “adult-like” parts of the brain (prefrontal cortex), a decision is made to put all of its
energy in the survival part of the brain (Amygdala) that will reflexively respond to PERCEIVED danger
with fight, flight or freeze behavior.
When viewed under an MRI or x-ray, the brains of traumatized children and youth have much larger
Amygdalae and much smaller prefrontal cortexes than their non-traumatized counterparts. In other
words, they are prone to reflexive protective survival behavior and very poorly developed reasoning
abilities. Their brains are designed to survive at all costs rather than process the problem and design a
socially appropriate response.
As you can see, anatomically, the brains of traumatized children and youth are physically abnormal and
their resultant behaviors under circumstances of perceived threat will be abnormal.
In addition to neuroanatomical abnormalities, the traumatized child usually is affected by
neurochemical abnormalities. When non-traumatized people experience undue stress, aside from their
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ability to think through and reason out their situation, their brain causes their body to excrete hormones
that are designed to soothe the stress. With the assistance of their parents who have modeled
strategies for calming one’s stress and are available to provide a hug and reassurance, the nontraumatized child learns stress management skills.
In the case of traumatized children, the hormone, cortisol, is insufficient to calm down the stress;
leaving the child severely dis-stressed and literally overdosing on a chemical that is known to damage
the heart among other things. Having had no reliable parent to go to for reassurance or a hug, and in
view of the fact that most of their parents have also been the victims of trauma and unable to
adequately soothe themselves, the traumatized child is left to the effects of overwhelming traumatic
stress.
At the end of the day, children and youth who have experienced events that were perceived as lifethreatening, have abnormal brain development and brain chemistry. They are “brain damaged” and
cannot effectively regulate their emotions and behaviors without compassionate support and
guidance.

TRAUMA
In the traumatized child you can expect:
1.
2.
3.
4.

Smaller than normal overall brain volume
Smaller than normal cortex development
Smaller than normal hippocampus volume
Larger than normal Amygdalae
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The Long-term Effects of Traumatic Stress
The Adverse Childhood Experiences (ACE) Study is one of the largest investigations ever conducted to
assess associations between childhood maltreatment and later-life health and well-being.
Childhood abuse, neglect, and exposure to other traumatic stressors which we term adverse childhood
experiences (ACE) are common. Almost two-thirds of our study participants reported at least one ACE,
and more than one of five reported three or more ACE. The short- and long-term outcomes of these
childhood exposures include a multitude of health and social problems.
The ACE Study has demonstrated that as the number of Adverse Childhood Experiences (traumas)
increase, the risk for the following health problems increases in a strong and graded fashion:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alcoholism and alcohol abuse
Chronic obstructive pulmonary disease (COPD)
Depression
Fetal death
Health-related quality of life
Illicit drug use
Ischemic heart disease (IHD)
Liver disease
Risk for intimate partner violence
Multiple sexual partners
Sexually transmitted diseases (STDs)
Smoking
Suicide attempts
Unintended pregnancies
Early initiation of smoking
Early initiation of sexual activity
Adolescent pregnancy

Bottom line: The children that you are transporting will have a lower quality of life as they grow up
and inevitably die prematurely unless we help them heal from the horrible effects of traumatic stress.
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Reactions and Needs
Just like every single person living on this planet, traumatized children and youth have the same needs
as non-traumatized people. According to Abraham Maslow, all people, young and old, share the same
needs as demonstrated below.

While all of our foster children are now able to consistently meet their physiological needs of air, water,
food, and shelter (something that was not the case prior to coming into foster care for many of the kids
we serve), almost every child is struggling with their needs for safety and security as well as love and
belongingness.
When you combine the negative impact of abnormal brain development and brain chemistry, the effects
of multiple life-threatening traumas, and undying loyalty to their parent(s) despite having been
victimized by them, you end up with a kid that is, unfortunately, designed to anticipate harm around
every corner. They are like the soldier on sentry duty in a war zone… hyper-alert and hyper-vigilant,
stressed and anxious, and, most significantly, terrorized and fearful. Every sound is a potential attacker,
every smell is dangerous, and every person is to be mistrusted.
Since any person in their right mind would find this to be dreadfully uncomfortable and remembering
that the traumatized brain has been delayed in developing adequate communication skills, the only way
for a traumatized child to express their terror, fears, sadness and stress is to communicate through
behavior… often primitive and sometimes sophisticated… but rarely without much actual processing or
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self-discussion. In other words, their behaviors are more unconscious and reflexive than planned,
manipulative and malicious. They tend to repeat the behaviors that seemed to keep them safer in the
past. Can you really blame them?

Exercise
Imagine that you were dropped off on the streets of New York with only a trash bag filled with some
clothing. No money, no map, nothing familiar.
1. How long would it take before you could have a good night’s sleep on the street?
2. Why would it take so long?
3. Even though you don’t see dead people lying on the curbs, do you feel any safer about having
to live on the street?
Every child coming into the foster care system has experienced a variety of life traumas including being
removed from the familiar. They may have a bag of their clothes, but little else. They have no map, no
money and may have left behind their pet, their bed, their food, their toys, their siblings, their stuffed
animal or blanket. They feel lost on top of feeling terror, fear and overwhelming anxiety.
When they are told to get into your vehicle and they refuse, or they get in but resist using the safety
belt, or they cuss you out when you ask them to scoot over, or they lie when answering a question, or
they push the kid next to them… they are trying to do the best they can with what they got! Most
importantly, they are trying to survive.
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The Healing Process
What we have come to learn about treatment for trauma-involved kids is that the techniques need to be
different than those for non-traumatized kids in order to end up with acceptable outcomes. Let’s take a
look at the differences.
When a parent takes their non-traumatized kid to a therapist for treatment, the chief complaint is
usually inappropriate or challenging behavior. The kid has been “bad”, defiant, caught stealing, lying,
smoking pot, drinking or underachieving in school. Following an assessment of the kid’s behavior, their
mental health and their family/parental functioning, 9 out of 10 times the problem is a family one. The
parents do a poor job setting a standard, walking the walk, structuring the home, being inconsistent, or
are too afraid of being disliked to be an effective parent.
The treatment strategies with the most effective outcomes usually involve increased parental
consistency, appropriate behavior modification, the application of meaningful consequences, and
marriage counseling in order to further enhance the marital team’s functioning.
If, however, you were to use these same, and often effective, strategies with a non-traumatized kid,
what do you think would be the result?
If you said that behavior would worsen, you are correct. Let’s look at an example…
Tony
Tony is an 11 year-old boy from urban inner city Cleveland. Tony’s mother is a meth addict who
prostitutes in order to maintain her addiction. Her health has been gradually declining since the
beginning of her addiction. Tony does not know who his father is. He has 3 brothers and 2 sisters…
presumed to be from different fathers. As the oldest, Tony took it upon himself to ensure that his sibs
were feed, despite the fact that there was rarely enough food in the fridge. His mother rarely assisted
as she was either high or asleep. Nonetheless, Tony cared for her, as well.
As his mother had many sexual partners who paid for her services, Tony was often introduced to
another “uncle.” By the age of 8, he had already been sexual and physically abused by strangers. The
children were removed from the home and separated from his mother following a neighbor’s report
to children services that the children had been without adult supervision for at least 3 days.
After placement in a treatment foster home with only a few of his brothers, it became clear that Tony
had inconsistently attended school and was very behind in his grade level in most subjects. He quickly
became withdrawn, defiant, and verbally aggressive. He often lied and was suspected of stealing
around the house… especially food and snacks.
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Treating Tony as if he was a non-traumatized kid

Even though you have been made aware of Tony’s past and you feel sorry for his childhood experiences,
you know that there is nothing similar about you and your home as compared to his mother and his
home. Since your intentions are honorable and you feel that you have much to offer Tony, you strongly
believe that Tony just needs to learn better self-control, was behaving badly for attention, has never had
good strong parenting, just needs to experience consequences for his behavior, or some such idea.
You start by asking Tony “What’s wrong with you?” giving Tony a time out and then attempting to
discuss his inappropriate behavior upon his release. As he was probably very defiant and unwilling to
just march into his room on your command, you begin to consequent him by removing privileges or
personal items. His response is to escalate his behavior and your response is to add punishments. While
you secretly believe that what he really needs is a good old-fashioned spanking, you are painfully aware
that it is against the law in foster care. Following poor behavior, you lecture Tony in an attempt to
educate or instill a different set of values. He appears to ignore or taunt you. While he has really good
days, he also has really bad days… and there appears to be no rhyme or reason to it. Although you
believe that underneath all of this he’s probably a good kid, over time, you tire of his persistent and
chronic misbehavior and start posturing to have the child removed from your home.
Why do you think all of your lectures, discipline and consistency didn’t make things better?
If you said fear, terror and anxiety caused by your “attacks” against him… then you were right.
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Treating Tony as if he was a traumatized kid

Let’s pretend, on the other hand, that you are trauma-informed. Prior to accepting Tony into your
home, you were made aware of his childhood neglect, sexual abuse and other adverse childhood
experiences. You presume that he is scared to death deep inside, that his reasoning skills are very poorly
developed, and that he will probably demonstrate challenging behaviors as a means of survival.
You notice that Tony’s inappropriate behavior is unpredictable, often volatile, and in great proportions
that the situation required. You are convinced that your assumptions about the reasons for Tony’s
behavior are childhood trauma. Since you are knowledgeable about the brain-based abnormalities that
Tony is living with, you approach Tony from the position of “What’s happened to you?”
You steadfastly maintain a calm and quiet household where “inside voices” are the mainstream. When
you chat with Tony you sit at eye level, you keep a respectful distance, your voice is very calm and your
vocal cadence is soothing. Everything you do with Tony is designed to keep his fear and anxiety levels
low.
You also know that Tony is desperate to have a relationship and at the same time is deathly afraid of
being hurt. Earning his respect will not come from a punishment or discipline place, but rather from
consistent and frequently recurring communications of soothing, reassurance of his safety, and
recommitments to him that he is valued and can stay for as long as he wishes.
Lastly, you also know that brains heal slowly. You have absolutely no expectation that Tony will begin to
demonstrate obvious changes in his behavior, fear or anxiety for months or years since brains are very
slowly to heal and re-develop.
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Having realistic expectations, not taking his behavior personally, and dedicated to helping Tony heal his
“brain damage,” you respond to his behaviors by:
1. Assuring him, each and every time, that everything will be alright and that he is safe with you.
2. Always speaking to him in a verbally and non-verbally calm and soothing manner in order to
communicate safety and caring.
3. Letting him know that you are here for the long haul and care too much about him to quit on
him.
So, here’s what you noticed over time. Tony’s behavior was still volatile and unpredictable, but the good
times began to outweigh the difficult times. Tony seemed to trust you a bit more and found reasons to
stay closer. All things considered, Tony was improving… little by little.

So there you have it. The traditional approach to “parenting” a traumatized kid will only cause his brain
to remain in “flight, fight or freeze” mode. There will be no healing, no further attachments and no
lasting improvement. You might get some temporary behavioral change… if you are frightening
enough… but in the long run you are doing more harm than good.
“But I’m only the Transporter”, you say. “I do not spend near enough time with Tony to make the
slightest difference in his brain and I am still responsible for a safe trip.”
You are wrong about making a difference in helping to heal his brain and very correct about your
responsibility to have a safe trip.
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Trauma-Informed Transportation
Trauma-Informed Transportation is a person-centered response that focuses on improving functioning
over curing mental illness (or “fixing” something “broken”). It recognizes that people are more than
their labels and diagnoses. It also recognizes that relationships are a common context for traumatic
events, and that healing most often occurs in the context of relationships. As a result, all contact has
the potential for healing as well as for harm.
Let me start with a list of Transporter beliefs that are almost certain to create an unsafe trip:
•
•
•
•
•
•
•
•
•

I am the adult in this vehicle and I’m in charge.
I must win.
The kids will do as I say.
Kids can smell weakness from a mile away.
I can’t be late getting the kids to their visitation.
Kids are to be seen and not heard.
I expect this to be a relaxed trip.
I expect these kids to act normal.
Asking for support is a sign of weakness.

What do these beliefs have in common?
If you noticed that these beliefs create a “me-them” mentality, is essentially hostile and power focused,
will create a fearful atmosphere in the vehicle that will startle the kid’s “fight, flight and freeze” portion
of the brain with the creation of overwhelming fear and anxiety… then you were right.
Compare the beliefs above to those of the trauma-informed Transporter’s beliefs:
•
•
•
•
•
•
•

I accept that these kids are traumatized and easily frightened.
I accept that the kids’ safety and emotional well-being is more important than completing the
trip.
I am an important part of the kids’ treatment team and what I do can help or hinder
treatment outcomes for years to come.
I expect these kids to struggle with their behavior and that the close quarters of the vehicle
will only heighten their fear.
I am committed to helping soothe a struggling child.
I am committed to verbally reassuring everyone in the vehicle that everything will be OK and
that they are safe with me.
I am committed to each and every child in my care and will be sure that they hear that from
me.
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What do these beliefs have in common?
If you noticed that these beliefs communicate a genuine concern for the child in your care regardless of
behavior, that they communicate your support and respect for the child and genuine concern for their
emotional well-being, that they are relationship based rather than power and control based, and that
they contribute to minimizing fear and anxiety during the transport… then you were right!
Why are our beliefs (thoughts) so important?

Beliefs/Thoughts

Feelings

Behavior/Reaction

In non-traumatized adults, it appears that our thoughts or beliefs give rise to feelings that promote a
behavior or reaction from us. If I believe that I must win, then I will feel like a loser and I will experience
anger or frustration if the child fails to follow my directions. This may cause me to respond with a louder
and more frightening voice and expression on my face.
In Trauma-informed Transportation, being on top of your game means having a good grasp of the beliefs
and thoughts that underlie your feelings and behaviors in daily life.

If you have ever flown in a commercial airplane, you will remember that before takeoff, the Flight
Attendant goes over the safety features of the plane. During the instructional period, the Attendant tells
you that the cabin is pressurized for your comfort and in the event the cabin should lose pressure, an
oxygen mask will fall down from above.
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There instructions are simple…
1. Pull it toward you
2. If you are traveling with a child or someone that needs assistance, PUT THE OXYGEN MASK ON
YOURSELF FIRST before you try to help the child.
When dealing with a challenging child or youth, there will be no safety in the vehicle unless YOU KEEP
BREATHING. It will do little good if the both of you are turning blue or red depending on your emotions
at the time.
Trauma-informed Transportation is about regulating and controlling YOUR emotions. It’s about
remaining calm under stress. It’s about maintaining realistic TRAUMA-INFORMED expectations and not
falling victim to your more primitive caveman or cavewoman values and expectations.
Teaching is never about “NOT.”
When a child is acting-out, they are attempting to solve a problem, even their attempts at problemsolving can drive us “crazy.” The goal is to keep them solving problems, but in ways that are safer, more
effective, more efficient, self-enhancing or less annoying. You will never be successful at teaching a child
to not swear, not hit, not bite, not run, not throw, not anything…
It’s like riding a bike…

If you know how to ride a bicycle, there is nothing I can do to teach you how to not ride a bike. You’ll
know how to ride a bike until the day you die.
If you are taught how to drive a car and you find that driving a car is a whole lot more fun or functional,
you will give up bike riding and go to car driving. So that’s what we are really talking about… trying to
move forward with kids and teach them an alternative behavior that will take the place of the less
desirable behavior.
Trauma-informed Transportation involves teaching replacement behaviors… instead of telling them
what NOT to do.
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Situation:
The 8 year-old boy that you are transporting to Cleveland screams, “Hey You!” when trying to get your
attention. Inside the vehicle, you find this behavior to be uncomfortable and startling.
Which one of these options is an example of a trauma-informed response?
1. “STOP SCREAMINGAT ME!!!!!”
2. “If you keep screaming, I will have to pull over and you may miss your visit with Mom.”
3. “I know that you are trying to get my attention and I want to give it to you. I will be able to give
you my full attention if you say, “Excuse me” in your inside voice.”
If you chose option #1, you are wrong. This option will immediately cause a “fight, flight or freeze”
trauma reaction due to the inherent anger, threat to safety and hostility in your voice.
If you chose option #2, you are wrong. This option may not be so overtly hostile, but the threat is
sinister and will also cause a “fight, flight or freeze” trauma reaction due to the inherent danger in the
statement.
If you chose #3, you are right. The statement is communicated in a calm, soothing and regulated
manner. It communicates that the child and their needs are very important to you and that you are
committed to them. All you are requesting is a specific approach that works better for you. No threat…
no trauma response.
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Regression
Unhealthy dis-stress destroys problem solving ability. In fact, under great dis-stress, problem solving
becomes very primitive…. known as “REGRESSION.” Under periods of great distress, your brain shifts its
energy from the prefrontal cortex (the reasoning portion of the brain) to the primitive and reflexive
“fight, flight or freeze” parts.
Traumatized children regularly live in unhealthy dis-stress and frequently find themselves behaving in a
regressed manner… younger than they really are. This is NOT A CHOICE THEY MAKE. It is no more a
choice than accidently running your car into a ditch in order to avoid hitting a squirrel. It is a decision
that your brain makes often bypassing your reasoning parts.
It is important to note that this happens to transporters who become dis-stressed in the face of a
regressed foster child. For the transporter who has not mastered the art of regulating their own
emotions and soothing their own stress, the transporter starts to use primitive problem solving and
begins to regress, too… name calling, threatening removal, excessive punishments, angry faces, loud
voices, etc.
You are sitting in the movie theater beginning to watch a feature that you had waited to see all week.
All of a sudden you feel your seat being kicked from behind. You decide to wait a moment in the
hopes that it was an accident and the person just stops. Unfortunately, the kicking continues and you
find yourself becoming angry. You sit in your seat upset that you are being distracted from the movie
and contemplating either turning around, moving your seat, or getting a movie employee to
intervene. You continue to stew over the continued seat kicking until, all of sudden, you stand up and
turn to face the offender… ready to bite their head off.
In the flash of a second you see that the person sitting behind you has Down’s syndrome and is
developmentally disabled. Immediately, the adult sitting next to the seat kicker apologizes, explains
that this is his first movie outing, and that he hasn’t learned how to handle the movie sitting part of
this experience.
1. Are you as angry now as you were before standing up and turning around?
2. Do you still yell at the seat kicker and threaten to have them removed?
3. Do you find yourself feeling more compassion and understanding, and, in the process,
improving your stress tolerance?
If you answered “Yes” to the first two questions, then you are probably the wrong for the job of
Transporter. If you answered “Yes” to the last question, what changed?
My hunch is that in a split second, you gathered some additional critical information (thoughts) that
altered your feelings and changed your anticipated behavior. Before turning around you were blaming
the seat kicker for ruining your movie experience. You believed that you deserve to be treated with
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more respect. You might have also assumed that they were doing this on purpose. In any case, they
were controlling your happiness or unhappiness.

Looks are Deceiving
Just as soon as you turned around and added the knowledge regarding the seat kicker’s developmental
disability, your new thoughts changed your feelings and altered your behavior. Your stress tolerance
increased and you were feeling far less angry. You decided that if the seat kicking continued, you would
just change seats quietly.

It’s easy to see when you are interacting with a disabled child that needs extra patience, extra
consideration, and extra understanding.
Not all foster children look disabled, but most suffer from the effects of complex traumatic life
experiences. You already know that this means developmental brain abnormalities and brain chemistry
abnormalities. They also need your extra patience, extra consideration, and extra understanding.
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If you believe that “she is making me very angry” such that a foster child can “control your emotions and
effectiveness as a transporter or happiness as a person based upon their behavior… you will not last
very long as a transporter and will not experience a successful transporting experience.
As you already know, your thoughts or beliefs about the person or the situation will
drive your feelings and your behavior.

If Rain Were a Foster Kid
So, your way to an important meeting, you get caught unprepared in a down pour and get drenched.
You feel a mixture of frustration and anger.
1. Do you blame the rain for your feelings?
If so, you will have to go outside in the rain and yell up to the clouds. You can threaten to
spit into the air or stomp your feet, perhaps.
2. Do you take responsibility for your own feelings?
If so, you decide to take a few deep breaths, count to 10, and/or find humor in your
circumstance.
When you find yourself getting angry with the child… KEEP IT AT HOME
• STOP and ask yourself, “What am I saying to myself (what am I thinking inside) that is getting me
angry right now.”
• Remember, all your thoughts belong to you. All your feelings belong to you, and all your actions
belong to you.
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Firstly, what is NOT De-escalation?
Always remember that someone who is escalated is under stress and not likely to think clearly. Trying
to force the situation to resolve as to how and when you want it is not likely to de-escalate that
situation. This is not a good time to expect the escalated person to easily engage in learning, problem
solving discussions or debriefing the situation.
De-escalation is all about helping and improving a situation. It is not about making it worse; so avoid
any actions which will escalate the situation. What that might be really depends on the circumstances
and the people involved.
Well, could just about any action make the situation better or make it worse? The fact is that something
that works for one person or in one setting may not help all others.

De-escalate

[ dee-es-kə-leyt ]:

reduce the intensity of (a conflict or potentially violent situation).

De-Escalating a Traumatized Child

Before you can get to a foster child’s head, you have to first get to their heart.
We don’t want foster kids to change their behavior because they are afraid of you or afraid of the
consequences. Behavior control by fear only makes their post-traumatic conditions worse. What we
want is for a child to make behavioral change because they respect you and your request for changes.
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So here is the simple formula for de-escalating a traumatized child regardless of age…
SOOTHING – calm low voice, minimal content, relaxed posture
RE-ASSURANCE – repeating that everything will be “OK” and they will be “safe” with you.
RE-COMMITMENT – reconfirming that you value them and that you want them to ride with you again.
This formula allows the brain to remain calm and begin to problem solve
rather than kick into survival mode.
Remember…
The traumatized kid is using their misbehavior as a tool to solve a problem that is facing him/her. They
are doing the best they can with what they got. Their brain is conspiring to prevent him/her from being
able to carefully think through the situation and make the “right” decision. This kid lives in fear, survives
by remaining in survival mode and is desperate for an adult to give them some relief from their
traumatic stress.
When you de-escalate someone or some situation, you act to improve the situation (and not make it
worse.) Your intervention might be something you do, something you say or even choosing to do or say
nothing. Just about anything could be the right response.
You definitely want to avoid the wrong response.
The wrong response can make the situation worse!

"One Response Does Not Fit All"

This is where you come in. De-escalation Skills involve the expertise to assess a situation, determine a
supportive approach and the ability to implement the solution which successfully de-escalates the
situation. The following process is particularly important:
1. Assess - the situation to determine the level of escalation, risks and source of conflict
2. Adapt - develop a specific approach to addressing the assessed problem
3. Attend - implement the plan with your selected de-escalation techniques
Note: This is a continual process. Continue to re-assess the situation in order to respond effectively.
Whether you improve or worsen the situation or make no impact at all, you will only be able to have the
right response when you continually assess and respond accordingly.
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A common misconception of de-escalation skills is that you can learn a specific technique and it will
always de-escalate the person in front of you. It is not uncommon to hear people say, "I usually do
_____, but this one time it didn't work."
The same technique will not always work because different people have different needs. You can even
take the same two people and the same issue and the situation may resolve differently on a different
day. You will be most effective when you can adapt in the moment to the needs of the person you're
trying to support. The only response that works every time is the right response for that specific
situation.

Escalation of Behavior with TACOS

If your goal is to de-escalate in a trauma-informed manner, DO NOT:
• Threaten the child
• Argue or contradict the child
• Challenge the child
• Order or command the child
• Shame or disrespect the child
By this point you probably really get it. You can easily see that threatening, arguing, challenging,
ordering or shaming a child will only further activate the child’s Amygdala (fight, flight or freeze) and
cause them to further protect by more severe acting-out.
Of course, at the same time you might be saying to yourself, “OK, I get it. But House of New Hope has
taken away virtually every technique that I know to work with getting kids to mind.”
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Trauma-informed Transportation may not be as efficient, but it will be incredibly more effective. In
other words, you may not get compliance as quick as threatening to throw them out of the vehicle, but
over time, they will not fear you as much, begin to trust you more, be more compliant each time they
repeat their behavior, and not have any additional poisonous cortisol to further destroy their heart
muscle.
Some additional pitfalls in attempting to de-escalate a child in crisis
•

Reciting program rules to the youth (staff informs the youth that he or she is breaking the rules,
thus they should calm down), wait until the youth is calm or a more appropriate teachable
moment presents itself to positively explain rules.

•
•

Informing the youth of consequences they are or will receive for escalating,
Telling a youth that they will have a consequence since they misbehaved, for example, can lead
a youth to think calming down doesn’t really matter since they are already in trouble to begin
with.
Accusing the youth; using “you” and “why” messages, for example, you are acting like a baby, or
why are you acting like a jerk. Often times responding with understanding works better, “I know
you are angry, let’s calm down and talk about why you are so mad?”
Antagonizing or ridiculing the youth
Being judgmental
Being sarcastic/cynical
Using closed communication, saying this is non-negotiable rather than suggesting that the youth
can talk with them about why they are mad.
Counter aggression – responding to the youth’s aggression with aggression

•

•
•
•
•
•

Here’s a fact. If you use traditional behavior control techniques to coerce a child into behaving, they
will rebel, cuss, aggress or withdraw… and mistrust, dislike, or fear you even more. If you use Traumainformed techniques, they will rebel, cuss, aggress or withdraw… and fear you less, trust you more,
and begin to respect you.
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De-escalation: The Art of Avoiding Violence

Here are some things you can do to de-escalate behavior in a trauma-informed manner:
1. Simple Listening: Sometimes all that is needed is to allow the angry person to vent all their
anger and frustration to someone who is actually attentive to what they are saying. Do not
attempt to say anything. Just listen attentively, nod your head and sometimes give encouragers,
such as "Uh huh," "Go on," or "Yes. . ." When a person is attempting to get attention with their
anger, sometimes all you need to do is to listen until their anger is spent. At that point you may
ask a simple question such as, "How can I help you?"
2. Active Listening: Active listening is the process of really attempting to hear, acknowledge and
understand what a person is saying. It is a genuine attempt to put yourself in the other person's
situation as best you can. Active listening means you are attending not only to the words the
other person is saying but also the underlying emotion, as well as, the accompanying body
language.
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3. Acknowledgement: Acknowledgement occurs when you can legitimately understand the
person's angry emotion. You could then honestly respond with, "Wow, I can see how something
like that could cause some anger!" You might say, "Man, if that happened to me, I might be
angry, too." The tone of your voice is critical in this circumstance. You don't want to use an
excitable tone, as it could further incite the angry behavior—rather than use a calming and
respectful tone of voice designed to help the other person let go of their angry emotion. It
confirms the legitimacy of the emotion, but not the behavior. You want the angry person to
realize that being angry isn’t the problem; the problem is the way he or she is choosing to act
out those angry feelings.
4. Apologizing: Apologizing is the fourth of the de-escalation skills. I'm not talking about
apologizing for an imaginary wrong. I am talking about sincerely apologizing for anything in the
situation that you believe was unjust. It's simply a statement acknowledging that something
occurred that wasn't right. I am not asking you to take responsibility for something that wasn't
your fault. For example, if you can't find anything for which to apologize, you can always say,
"I'm so sorry you having such an awful day" or "I'm sorry the situation has you so frustrated."
You can apologize without taking on the blame.
5. Agreeing: Often when people are angry about something, there is at least 2 % truth in what they
are saying. When attempting to diffuse someone's anger, it is important to listen for that 2 % of
truth and agree with it. When you agree with the 2% of truth in the angry person's tirade, you
take away the resistance and consequently eliminate the fuel for the fire.
6. Inviting Criticism: Inviting criticism is the final of the de-escalation skills. In this instance you
would simply ask the angry person to voice his or her criticism of yourself or the situation more
fully. You might say something like, "Go ahead. Tell me everything that has you upset. Don't
hold anything back. I want to hear all you have to say." This invitation will sometimes
temporarily intensify the angry emotion but if you continue to encourage the person to vent
their anger and frustrations, eventually, they will run out of complaints. Just let them vent until
their anger is spent. In essence, this is a combination of inviting criticism and simple listening.
7. When the voices get loud, lower yours. Everyone else will usually follow. We like to use what
we call the "Whisper-Yell." and it works very well and things remain soft.
8. To help avoid confrontation don't "frontally" face your child. Stand facing them with your side.
This body language is less threatening and puts you in a better self-defense position should the
child get out of control. Staring down a child is an act of hostility.
9. Avoid smiling during tense situations. Research shows some people view this as threatening
behavior much like an animal that is bearing its teeth.
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10. Understand the cycle of "pacing." Pacing is a cycle of feeding off someone's emotions in order
to de-escalate. If a child is upset with you and wants to get angrier they need to "hook" you into
their game. If the child can get you as angry as the child is then it gives the child permission to
become angrier. The more upset and angry the Transporter becomes the more the child can
justify his or her increase in hostility. Pacing is the same as they old saying mothers used to say,
"It takes two to tango."
11. Undivided Attention. When people are paid attention to they feel validated; they feel
important. The converse is also true: people feel less important and sometimes feel they need
to up the ante if they feel like they need attention. By really listening, and conveying that
through body language as well as words, a Transporter can take away the person's reason for
escalating the situation.
12. Be Nonjudgmental. If someone says, "The sewers are talking to me," the Transporter’s
immediate reaction might be to think that the person is crazy. That reaction, especially if
verbalized, will probably upset the individual even more. Even if not said aloud, that attitude
may be conveyed through the Transporter’s body language. So besides paying attention to what
is said, ensure that body language and tone are nonjudgmental as well. This will go a lot further
in calming the individual.
13. Focus on Feelings. Going back to the previous example, if an individual says, "The sewers are
talking to me," a feeling response might be, "That must be pretty scary," or even, "Tell me what
that feels like." This isn't getting into a therapist's bailiwick, but it is using a handy therapeutic
tool. Most likely it will elicit a response that is positive, since the individual will know that the
Transporter understands what's happening.
14. Allow Silence. Transporters would do well to become comfortable using silence during a
transport. Transporters may want to make sure the incident is handled quickly and peacefully.
Sometimes allowing that moment of silence can be the best choice. If the individual doesn't
immediately answer a question, it doesn't mean he didn't hear you. It may mean he's thinking
about his answer, or even that he wants to make sure he's saying the right thing. Allow a
moment of silence. If the person's face registers confusion, then repeat the question and let the
silence happen again.
15. Distraction. Depending on circumstances, many younger children can be effectively distracted
from their escalating behavior. Providing a child with a toy, something outside the vehicle to
look at, or even a driving game like counting barns, looking for different state license plates, or
finding things whose name starts with letters in alphabetical order.
16. Refocusing. Sometimes a child will shift gears from further fear-based behaviors when
responded to with feedback about one’s strengths. “Wow, I never realized just how bright you
really are!”
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17. Use positive and helpful statements such as:
• “I want to help you!”
• “Please tell me more so I better understand how to help you.”
• “Let’s talk to your Clinician … I know she would be able to help with this…”
18. Put yourself on his/her side of finding a solution to the problem.
• “We can solve this together.”
• “I can remember feeling just like you are feeling. Let’s work together to fix the problem.”
19. Inviting criticism is the final of the de-escalation skills. In this instance the listener would simply
ask the angry person to voice his or her criticism of the listener or the situation.
The person intervening might say something like, "Go ahead. Tell me everything that has you
upset. Don't hold anything back. I want to hear everything you are angry about."
This invitation will sometimes temporarily intensify the angry emotion but if the listener
continues to encourage the person to vent his or her anger and frustration, eventually, the
angry person runs out of complaints. Just let the angry person vent until the anger is spent.

Self-Care during a Crisis
1. Use Positive Self-Talk. Positive self-talk has been the butt of many jokes. Picture Al Franken on
Saturday Night Live saying, "I'm good enough, I'm smart enough, and doggone it, people like
me." Sure, that's funny, but positive self-talk really can work wonders. Just as saying, "I can't
deal with this" might cause an officer to behave in one fashion, saying to oneself, "I'm trained, I
know what to do" will cause another response.
2. Recognize Personal Limits. Being a professional doesn't mean that a Transporter must be able
to excel at everything. That's an unrealistic expectation. Know what your limits are. Know that
sometimes it's not easy to leave problems alone. Sometimes the most professional decision is to
let someone else take over, if that's an option.
3. Debrief. Be sure to debrief with coworkers or a supervisor after a major incident. Talking about
it can relieve some of the stress and is also a good time to start planning for next time: what was
done correctly, what could have been handled better, how could the response be improved the
next time a similar situation occurs. This serves to assist in being able to remain regulated in the
future.

31

Body Language

80% -- 90% of our communication is non-verbal. It is very important to be able to identify exactly what
we are communicating to others non-verbally. You may be trying to de-escalate the situation by talking
to the other person, but your body language may be showing a willingness to get physical. It is also
important that we recognize and understand the non-verbal cues from another person who has the
potential of escalating.
When people are angry, they sometimes do not “listen” to the words that are being said. Remember the
difference between “hearing” and “listening.” Often, they do “see” and react to what you are “saying”
with your body language. You must always be very careful with the message you are sending!
•
•
•
•
•
•
•
•
•
•

Finger pointing may seem accusing or threatening.
Shoulder shrugging may seem uncaring or unknowing.
Rigid walking may seem unyielding or challenging.
Jaw set with clenched teeth shows you are not open- minded to listening to his/her side of the
story.
A natural smile is good. A fake smile can aggravate the situation.
Use slow and deliberate movements -- quick actions may surprise or scare the other person.
One eyebrow raised = “sternness”
Eyes open wide = “surprise”
A hard stare = “threatening gesture”
Closing eyes longer than normal = “I’m not listening” and/or “Change your message!” (This may
be a warning that you are unintentionally escalating the situation!)
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Personal Space
Invasion or encroachment of personal space tends to heighten or escalate anxiety. Note: Personal
space is usually 1.5 to 3 feet (far enough away so you cannot be hit or kicked.)
Do not touch a hostile person -- they might interpret that as an aggressive action. Keep your hands
visible at all times -- you do not want the other person to misinterpret your physical actions.

Challenging Postures
Challenging postures that tend to threaten another person and escalate any situation include:
• Face to face
• Nose to nose
• Toe to toe
• Eyeball to eyeball
• Touching
• Finger pointing

Now for the MUSTS
According to best practice guidelines and House of New Hope Policies…
A Transporter MUST NOT use any of the following practices for a foster child:
•

Physical hitting, threatening physical hitting, or any type of physical punishment
inflicted in any manner upon the body such as spanking, paddling, punching, shaking,
biting, hair pulling, pinching, or rough handling

•

Physically strenuous work or exercises, when used as a means of punishment

•

Requiring or forcing a foster child to take an uncomfortable position, such as squatting
or bending, or requiring a foster child to repeat physical movements when used as a
means of punishment

•

Denial of medical treatment

•

Deprivation or threatening the deprivation of meals

•

Denial or threatening the denial of visitation or communication rights with the family
of the foster child as a means of punishment

•

Denial or threatening the denial of restroom facilities.
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The Transportation Experience

Priorities
The first and foremost responsibility and priority of a Transporter is SAFETY. The second responsibility
and priority is getting the children to their destinations in a timely fashion. Safety always wins!
Example
You have picked up a sibling group from their foster home at 8:30am and are very aware that you have
just enough time to get the children to the Cuyahoga County facility for their visitation. Somewhere near
Mansfield and despite persistent attempts to use Trauma-Informed De-escalation techniques to calm
the passengers and re-establish safety in the vehicle, you determine that it is no longer safe enough in
the vehicle to continue driving.
You take the next ramp off the freeway and pull over in a gas station lot. You are now able to get out of
the car and attempt to re-establish safety through continued use of Trauma-Informed strategies and
techniques, but to no avail. Two of the older siblings are just too stressed over the visit to be able to
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safely regulate and control their behavior. Looking at your watch, you become aware that even if
everything were to work out, you will be 25 minutes late for the visit.
Do you…
1. Get stressed about being late for the visit and begin to threaten or manhandle the stressed
children involved in this problem in order to get to the visit at all costs.
2. Continue to soothe and reassure the troubled siblings; working hard to keep your relationship
with them as strong and healthy as possible… even though the clock keeps ticking away, and, if
necessary call the Transportation Supervisor for additional support and/or authorization to
cancel the rest of the trip.
If you answered with #2, then you get it.
At this point, I am usually asked, “When is it appropriate to call the police?”
Recognizing that the police will re-traumatize an already traumatized and traumatically stressed child;
potentially setting their healing back by years, the only time we ever call the police is when there is
imminent danger of serious physical injury and absolutely no other alternative. If at all possible, it is
advisable to contact the Transportation Supervisor for their support and authorization.

Cancelling a Scheduled Transportation
In almost all cases, a foster child’s parent or sibling visitations, case-related meetings or judicial hearings
are court ordered. Failing to follow a court order can be punishable by fines and/or jail time. Perhaps
even worse, interfering with visitations, case or judicial meetings can delay a child’s reunification with
their family or interfere with a pending adoption.
In view of the fact that the consequences for missing a court ordered transportation can be
significant, a Transporter has absolutely no right to cancel a scheduled transport on their own accord.
Only a member of the Administrative Team can authorize the cancellation of a scheduled transport.
There may come a time when despite the utilization of trauma-informed de-escalation, conditions in the
vehicle too unsafe for continued travel. Examples might include, but not limited to, a child released from
their lap belt/shoulder harness, physical aggression in the vehicle, or sickness.

35

Picking Up and Dropping Off
Transporters are to meet their travelers at the foster home door and take a moment to find out from
the foster caregiver some basic information that will allow you to have a safer and more comfortable
trip. It is important to ask questions about the current mood of your travelers, strategies that help to
distract, calm or re-direct them, whether they have a meal or snacks as necessary for the particular
transport, and any other bits of information to give you a heads-up. If no foster parents are present
when you pick up the riders, be sure to complete a written incident report upon your return to House of
New Hope and leave it for the Transportation Supervisor.
When delivering your riders to their intended destinations you are to physically escort the children to
their visitation room and back to their foster parents. This provides you the opportunity to ensure that
they are always in the care of an authorized adult, as well as to communicate information appropriate to
the circumstances.
It is never allowable to merely let the children out of the vehicle in a parking lot or driveway and leave
it to them to find their caregiver or other authorized persons.

Proper Driver Position
Depending upon the number of children to be transported, knowledge about the children’s behavior,
ages of the children being transported, and other factors, the Transportation Supervisor makes a
determination regarding the number of drivers that will be necessary for a particular transport.
When multiple drivers are assigned to a transport, in most cases, the non-driver(s) are to sit toward the
rear of the vehicle in order to intervene as needed without the driver being in jeopardy. You may be
required to defend a decision to place Transporters together in the front seats.
When only one driver is assigned to a transport, the driver’s primary responsibility is to drive the care
safely. When a need to intervene requires more than a simple conversation, then the vehicle is to be
brought to a safe stop in a safe location; thus freeing up the driver to move about the vehicle as
necessary.
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Beauty is a Silent Teacher
Have you ever wondered why our building in St. Louisville looks so attractive? We are proud of our
surroundings and we believe that this contributes to our stakeholder’s, clients, staff and visitor’s feelings
of increased respect and pride in themselves and their efforts. The same is true about our vehicles.
A clean and well maintained vehicle communicates respect and concern for all who ride in it. It is your
responsibility to assist in ensuring that our vehicles remain clean and well maintained both inside and
out.
•
•
•

All transporters are responsible for cleaning the inside of their vehicle upon the completion of
a transport.
All transporters are responsible for reporting a vehicle maintenance or potential repair issue
to the Transportation Supervisor upon the completion of their transport.
All transporters are responsible for exercising good judgment and reporting a vehicle service
concern as it appears (e.g. engine light coming on or difficulty with the power steering or
breaks). If the safeties of the vehicle and/or the riders are involved, all transporters will pull
off the road and contact the Transportation Supervisor.

Similarly, a Transporter represents House of New Hope in the community from the minute you clock-in
until the time you clock-out and are no longer in a company vehicle or wearing apparel with the House
of New Hope name or logo. It is our expectation that as a representative of our Agency, whether at a
rest area, gas station, county agency, foster home or just out in the community, your behavior will
communicate that House of New Hope is a “class” business. This means appropriate language, dress and
appearance.

For transporters that smoke, the Ohio Administrative Code and House of New Hope policy prohibits you
from smoking or using any form of tobacco in a company vehicle or in view of a foster child.
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Protecting Yourself Against Allegations of Child Abuse and Criminal Charges
Section2151.031(C) of the Ohio Revised Code defines “Abused Child” as follows:
“Exhibits evidence of any physical or mental injury or death inflicted other than by
accidental means, or an injury or death which is at variance with the history given of it.“
What this means, in a nutshell, is that you can be found guilty of child abuse if a child
alleges that you either hurt or frightened them. You don’t stand a chance if you are believed
to have placed your hands or body on a child in an aggressive manner such as spanking,

paddling, punching, shaking, biting, hair pulling, pinching, or rough handling. Additionally, subjecting a
child to verbal abuse or swearing; to derogatory remarks about the child, their families, their races, their
sex, their religion, their color or their national origin; or to threats of physical violence may also lead to a
finding of guilty to child abuse.
Remember. Your first line of defense is a well written Critical Incident Report
filed immediately after completion of the transport providing in-depth and detailed verbatim
description about the child’s behavior and your response.
Don’t ever make the mistake of thinking that the kids in your vehicle might not have noticed
something you did or said. Traumatized children are hyper-vigilant; they hear and see absolutely
everything. No matter how much they may like you, I guarantee you that they will tell someone.

So what happens when the child complains about your behavior to their parent or foster parent?
First… House of New Hope Management reviews your Critical Incident Report.
Second… House of New Hope conducts an investigation that includes a conversation with the
passengers and/or potential witnesses.
Third… House of New Hope issues a finding and, if appropriate, institutes a corrective action plan up to
and including job termination.
Fourth… The child’s custodial county makes a decision to pursue an abuse investigation and/or criminal
charges.
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Even when you are the only adult in the vehicle, you are not alone. Be sure that you always have a cell
phone on every transport, as well as the contact numbers for your Transportation Supervisor and
Dr. Jeff Greene. If all else fails, you can always call into House of New Hope (740) 345-KIDS.
Don’t feel embarrassed to call for support and don’t imagine that calling for support is some type of
commentary about your skill level. Face it, if any kids are going to press your buttons or wear you down,
it will be traumatized children.
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