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Introduction 

Trauma affects more than 55 million children in the European Union. This is the result 
of an underestimated phenomenon that is conditioned by a lack of knowledge on the 
part of caring professionals.  

The goal of MARTE is to counteract this through the implementation of knowledge for 
the benefit of those caring for child victims of ACE through skill building and new 
protocols and procedures from not only a restorative standpoint but also a preventive 
one.  

The Project aims to increase the skills of caring professionals involved in caring for child 
victims of ACE through the: 

! Build a shared framework on ACE (e.g., symptomatology, causes and effects of 
trauma) among professionals working in the various fields of expertise; 

! To improve the skills of practitioners working in critical and specific areas in caring 
for children victims of ACE; 

! Promote cooperation, multidisciplinarity and a holistic approach in working with 
ACE victims. 

The objective of the MARTE Guidelines is to indicate a methodology around the concept 
of an integrated and multidisciplinary approach, in line with The European Council 
Guidelines on Strategies to Protect Children from Violence, the Istanbul Convention, and 
the UNCRC Charter of Fundamental Rights.  

The beneficiaries of this document are: 

! Practitioners: a) social workers and service managers; b) Doctors, care 
professionals (psychologists, psychomotor therapists, neuropsychiatrists, speech 
therapists, pediatricians, nurses), c) educators d) lawyers; 

! Politicians and stakeholders involved in the protection of children's rights at both 
a local and European level. 

The Marte Guidelines stem from the survey of needs and issues identified by the 
stakeholders for each country involved and the themes of the training completed with 
practitioners from the various countries involved in the Project. 
  



 

 

3 

 

 

 
 
 
 

 
SECTION  

A 

definitions and principles of adverse 
childhood experiences 

 
 
 
 
 
 

 

 

 

 

 

 

 

 
  



 

 

4 

1. THE SPREAD  

The hidden epidemic 

In 2002, WHO defined child maltreatment as “all forms of physical and/or emotional ill-
treatment, sexual abuse, neglect or negligent treatment or commercial or other 
exploitation, resulting in actual or potential harm to the child’s health, survival, 
development or dignity in the context of a relationship of responsibility, trust or power.” 
(World Health Organization 2002)  

The phenomenon of child maltreatment, in all its forms, is present in every social 
organization and cultural context, and its short- and long-term consequences are 
extremely serious.  

Epidemiological studies to measure its prevalence provide us with data that is still 
underestimated. There are several reasons for this: 

• lack of reliable detection systems and monitoring tools; 

• lack of adoption and sharing of standard classification terms; 

• poor specialized training of professionals at the multidisciplinary level; 

• some forms of violence toward children are considered acceptable educational 
conduct and not forms of maltreatment; 

• the young age of the victims does not always allow them to report the facts; 

• children's dependence on adults even when the latter are the perpetrators 
inhibits in them the ability to report for fear of aggravating their situation; 

• fear of social stigma and exclusion from the family system often leads adults of 
reference not to report and thus fail to protect children. 

In Europe and the world 

In recent years, many efforts are being made through the commitment of private entities 
and institutional bodies that nationally and internationally which are carrying out studies 
and research aimed at countering the 

phenomenon and to put in place effective programs for the prevention, detection and 
treatment of child maltreatment. 

In 2014, WHO, published the Global Status Report on Violence Prevention, which outlines 
a global picture of the epidemiology of violence in its various forms, showing that: 

• Psychological abuse: 36% of adults experienced psychological abuse as a child; 

• Physical abuse: 25% of adults as children were physically abused (1 in 4 adults); 

• Sexual abuse: 20% of women (1 in 5 women), and 10% of men (1 in 10 men), 
were sexually abused as children. 
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Also published by WHO in 2013, was the European Report on Preventing Child 
Maltreatment, which outlined the European situation as follows: 

• Psychological abuse, 29.1%; 

• physical abuse, 22.9%; 

• sexual abuse 9.6 percent (13 percent in girls and 5.7 percent in boys); 

• physical neglect 16.3%; 

• emotional neglect 18.4%. 

These data lead to the consideration that at least 18 million children in Europe have 
experienced sexual abuse, 44 million physical abuse, and 55 million psychological abuse. 
In reading the results, it should be kept in mind that the figure is underestimated for the 
reasons listed above. 

Epidemiological data make it possible to measure trends in terms of incidence-that is, 
the number of new cases in a specific population over a specific time period. 

The dimension of child maltreatment makes it necessary for every professional figure 
involved to have specialized training that enables attention that can pick up the signals 
coming from children and their context of reference and to intervene with appropriate 
prevention and treatment programs. 

The consequences 

As proposed by WHO, to understand the extent of the repercussions of child 
maltreatment and the best areas for intervention with prevention and treatment projects, 
it is appropriate to adopt an ecological perspective by defining the systems that 
characterize the developmental environment, as indicated by Broffembrenner's analysis.  

This perspective deems it essential to consider different levels and the close 
interconnections between them. The levels involve: individual, relationship/family, 
community and society.  

Maltreatment is the result of the complex interaction of individual, relational, social, 
cultural and environmental factors.  

Major consequences related to the individual: psychological disorders, depression, Post-
Traumatic Stress Disorder, dissociation, neurological disorders, developmental delay, 
cardiovascular disease, heart disease, obesity, endocrinological disease, autoimmune 
disease, drug addiction, alcoholism, smoking, acts of violence, inappropriate sexual 
behavior, unwanted pregnancies. 

Major relationship/family-related consequences: repetition of dysfunctional patterns in 
caregiver/minor attachment relationship, difficulty in bonding with infant, severe intra-
family conflict, gender-based violence, witnessing violence. 
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Main community-related consequences: situations of social isolation within the 
community, repercussions in employment, unemployment, separation and divorce. 

Main consequences related to society: increased burdens and instability in social, 
economic, health, public safety and education policies.  

The multidisciplinary approach 

In detection, prevention, treatment, and protection programs, the approach to 
maltreatment must involve primary care physicians, primary care physicians, 
pediatricians, primary care pediatricians, teachers, and educators,  

coaches, athletes, psychologists, lawyers, social workers and all those figures who can 
interact with minors and their families to foster a network that works in synergy and 
shares effective programs. 

 

RECOMMENDATIONS 
It is recommended to adopt a systemic perspective to promote collaboration among the 
various professionals working in the various planes that characterize our environment: 
individual, family, relational, community, society, forming multidisciplinary networks that 
recognize the interconnections between different planes.  

It is recommended that each professional figure in the network continuously devotes 
himself or herself to his or her own specialized training.  

It is the responsibility of organizations and individual professionals to keep abreast of 
the data inherent in the prevalence of child maltreatment, as well as the most effective 
types of prevention, detection, treatment and protection interventions, and the latest 
research findings on the topic. 

It is recommended that each professional figure in the network refer only to entities 
recognized by the scientific community and institutional bodies for the acquisition of 
epidemiological data and  

training and intervention programs. It is recommended that epidemiological data are 
underestimated for the reasons listed above. 

It is recommended that each professional in the network cascade their knowledge in 
order to promote a specialized culture on child maltreatment and the best prevention 
and treatment interventions to take. 
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2. ADVERSE CHILDHOOD EXPERIENCES (ACE) 

The paradigm shift 

The Ace Study represents one of the most important longitudinal investigations into the 
correlation between maltreatment and abuse in childhood and the onset of physical and 
mental illness in adulthood.  

The findings have led to psychological trauma being considered a public health issue and 
with this in mind to define detection, prevention and treatment strategies with a systemic 
and multidisciplinary approach. 

This study highlights the need for a paradigm shift in considering the effects of childhood 
trauma on physical and mental health and the consequences it can have on the 
individual, family, community and society. 

In 1985, Vincente Felitti, following research conducted in the United States on adult 
patients with severe obesity, highlighted the traumatic significance of some childhood 
experiences, which were still little considered by the scientific world and in treatment 
pathways. 

In the following years, in collaboration with Robert Anda, Felitti's research project 
continued and involved more than 17,000 patients, white, middle-class, good well-
educated, which for the first time provided specific epidemiological data that highlighted 
the consequences of ACEs on the psycho-physical health of the population. 

"The goal has been to provide precise analyses of the effect of traumatic experiences in 
early life on the onset of both physical and mental illness, health care costs, and life 
expectancy in adulthood." (Vincent Felitti, EMDR congress, Austin - Texas, 2013). 

The ACE questionnaire is an important reference track for all professionals working in 
child maltreatment care and prevention settings. 

Classification of ACEs 

Felitti and Anda's research, allowed the ACE Adverse Childhood Experiences to be 
identified, classified and systematized in a questionnaire as follows:  

• Recurrent physical abuse  

• Recurrent psychological abuse  

• Sexual abuse  

• Presence within the household of a person addicted to alcohol or substances  

• Presence within the household of a person indicted for a crime. 

• A member of the household who is severely depressed, has overt mental 
disorders, institutionalized, or suicidal  

• Presence of a mother treated violently  
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• Presence of a single or no parent  

• Physical neglect 

More recently, research devoted to childhood trauma has also considered other 
experiences classifiable in ACE, such as: 

• Family economic difficulties 

• Bullying 

• Violence in a school or community setting 

• Diseases 

• Serious accidents 

• Armed conflicts 

• Acts of terrorism 

• Prostitution 

• Natural disasters 

• Extreme poverty 

• The refugee status 

 

RECOMMENDATIONS 
It is recommended for the practitioner to have in mind the classification of ACEs as a 
reference for detecting adverse childhood experiences. 

It is recommended that the professional pays attention to the manner in which he or 
she relates to the child and his or her family and the manner in which he or she asks 
any questions, which should not influence responses or result in alarm. 

It is recommended that the professional, when coming into contact with potentially or 
overtly abusive/maltreating contexts, refer to the following interrelated directions:  

Openness: Taking a position of accepting things as they manifest themselves by setting 
aside one's own expectations and judgments, distinguishing between one's own internal 
resonances and what is detected in the environment one observes, with a receptive and 
open attitude. 

Observation: Consider with equal interest macro and micro signals, without establishing 
a hierarchy of importance beforehand, but observe and grasp with equal attention 
everything that manifests. 

Objectivity: The ability to consider that what we observe is closely related to the context 
of observation, distinguishing between this and one's own internal resonances, beliefs 
and experiences. 
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3. ATTACHMENT THEORY  

What all forms of ACE (Adverse Childhood Experiences) have in common, and makes 
their consequences in terms of symptoms and behaviors scarcely distinguishable, is the 
fact that they produce traumatic distortion in attachment processes, the basis of future 
personality. 

Thus, the ACE study confirms the importance of emotional care and nurturing 
experiences, already identified by John Bowlby in the postwar period and systematized 
with Attachment Theory. 

Attachment Theory classifies different attachment styles i.e., different thinking and 
behavior strategies that the child develops to increase the likelihood of receiving 
protection and care from his caregivers.  

The attachment system is part of the innate motivational systems that in an evolutionary 
perspective has the function of ensuring the survival of the individual and thus the 
continuity of the species. 

Secure Attachment 

Bowlby thus defines Secure Attachment: "In my conception of parenting, a central aspect 
is that both parents provide the child, or adolescent, with a secure base from which to 
explore the world around them, with the assurance that they can return to it at any time 
and always be welcomed, nurtured physically and emotionally, comforted if distressed 
and reassured if frightened. The parental role is based, in its deepest essence, on 
willingness and readiness to respond to any request for help, offering encouragement 
and possible assistance, but intervening only when clearly needed" (Bowlby, 1988). 

Reflective Function, that is, the ability on the part of the adult to reflect on the child's 
mental states, his own and the relationship between himself and the child, is a necessary 
characteristic for a secure attachment bond to develop.  Thus in a developmentally 
appropriate context, children with secure attachment patterns are able to manage 
gradual and progressive detachments from the attachment figure. The child acquires 
over time a degree of autonomy that allows him through interaction with the 
environment to explore and learn, and thus to grow and learn, in a world that is safe in 
his eyes. 

Insecure Attachment 

Under some conditions in the relationship between the child and their caregivers, a 
secure attachment style does not develop.  

Underlying insecure attachment is the child's experience that in interaction with the 
attachment figure, the latter's sensitivity and responsiveness to his or her needs is not 
always sufficient, consistent, reassuring, protective. Also, Reflective Function is not 
found in the adult. 
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This leads to the structuring of relational patterns between the child and the adult that 
are not founded on a basis of secure bonding and that go on to lay the foundation for 
the development of the representation of the self, the world and oneself in the world 
through the formation and consolidation of internal operating models. The styles of 
insecure attachment are classified as follows: 

• Avoidant Attachment, is characterized by an emotional distance on the part of the 
adult, who is not attuned to the child, does not grasp the child's needs, in a frame 
of emotional distance. The child, in order to maintain closeness with the caregiver, 
will learn to cancel or minimize emotional expression, thus failing to learn to 
recognize and be in touch with his or her own and others' emotions and shifting 
attention primarily to the external environment in a possible framework of early 
caregiver-induced autonomization. 

• Ambivalent Attachment, when there is no correspondence, even temporal, between 
the needs expressed by the child and the response from the adult, which may come 
at a different time, sporadically, unpredictably, and inconsistently. The child will tend 
to emphasize the expression of his or her emotional states to keep the focus on 
himself or herself in an attempt to maintain closeness with the caregiver but, not 
placing trust in the adult's abilities will sometimes resist the comfort he or she 
receives to the point of rejecting it. The child will also develop a perception of an 
unpredictable world in which there is no guarantee of response and thus safety 
limiting exploration. 

Disorganized Attachment  

is especially characteristic of ACE environments. Adults are absorbed in their own 
unresolved traumatic histories, often reactivated by the very attachment relationship 
with children, thus unable to cope with the child's own attachment demands. The parent 
is both frightened and frightening; this produces a short circuit in the child's experience 
and responses, which automatically has a pull toward the parent in the search for 
protection from danger but simultaneously has a pull away from the parent who is the 
very source of danger. This results in a continuous oscillation in the child between fear 
and the desire for closeness.  

Such disorientation disorganizes the reaction of the child, who may exhibit atypical, 
contradictory, inconsistent and simultaneous behaviors as a response to the inability to 
avoid threat and danger. Disorganized Attachment is also characterized by an adult's 
inability to regulate his or her own emotional states and thus to exercise a regulatory 
function over the child, who in turn will have no way to acquire such competence. The 
adult's emotional dysregulation that occurs within the relationship with the child may 
itself constitute a traumatic experience for the child. 

The Disorganized Attachment style has significant consequences on the neurobiology by 
altering its balances and resulting in a dissociative type of functioning framework in the 
individual, as described below.  
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Emotional Dysregulation and the Window of Emotional Tolerance 

Emotional regulation is a condition characterized by a stable neurophysiological 
activation tone that is maintained even if we are stimulated by more or less activating 
stimuli, that is, it is maintained within a range, a window of tolerance. Such a condition 
allows us to have control over the emotions we feel. Under conditions of temporary 
stress or due to a developmental environment characterized by traumatic experiences, 
the width of the window is reduced, resulting in a lower tolerance to emotions; the child 
or adult may leave the tolerance window with a loss of neurophysiological stability. The 
loss of stability can lead to either a hyperactivation side or a hypoactivation side. 

Transgenerational transmission of attachment styles 

Attachment studies have pointed to the transmission of the parent's internal operating 
models to the child: this is because the parents' internal characteristics, their internal 
operating models i.e., self-representation, representation of the world and self in the 
world, internalized by the child through primary experience, represent the preferred role 
model for the future parental role. 

 

RECOMMENDATIONS 
It is recommended that the professional broaden his or her gaze to the child's relational 
context and attachment styles: signs of distress in children are also indicative of a failure 
of primary relationships that is transmitted from one generation to the next. 

It is recommended that the professional, in the contexts of care and education, considers 
the importance of the relationship to the child with significant extra-familial figures, with 
whom the child can have reparative experiences of primary attachment through contact 
with safe relational patterns and operating models: attachment style and internal 
operating models can change throughout the course of life. 

It is recommended that the professional pays attention to the child's emotional regulation 
to foster the child's ability to regulate emotions and thus stay within the Window of 
Emotional Tolerance. 

4. THE TRAUMA.  

Definition 

Psychological trauma can be defined as an extreme, unbearable, unavoidable 
threatening circumstance in which an event overcomes or exceeds a person's ability to 
protect his or her own well-being and psychological integrity, placing him or her in a 
helpless condition  
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The etymology of the word comes from Greek and means "wound." Psychological 
trauma, therefore, can be defined as a "wound of the soul," as something that breaks 
the usual way of living and seeing the world and has a negative impact on the person 
experiencing it (www.emdritalia). 

“When neither resistance [fight] nor escape [flight] is possible, the human system of 
self-defense becomes overwhelmed and disorganized. Each component of the ordinary 
response to danger, having lost its utility, tends to persist in an altered and exaggerated 
way long after the actual danger is over” - Judith Herman, 1992 

Classification 

We can classify psychological trauma into two main types: 

Simple trauma 

in which psychological trauma is characterized by a single, isolated, clearly recognizable 
event delineated over time that has caused the subject to experience a life threat from 
which there is no escape. Examples include: terrorist attacks, isolated episodes of 
violence, earthquakes, traffic accidents, rape, robbery, murder, and natural disasters. 

Complex trauma 

in which psychological trauma is the result of long-term exposure to a traumatic 
environment, characterized by a series of disturbing and/or disabling events and/or 
uncontrollable threats from which the victim cannot escape, in a cumulative process. 
Complex trauma is generally interpersonal in nature. Traumatic events of this type, which 
are repeated over a long period of time, when experienced during the developmental 
age negatively affect the individual's self-concept and expectations about how the world 
works with a different level of severity depending on the age of the victim: the earlier 
the exposure to trauma, the greater and more severe the consequences. 

If simple trauma affects people in whom the clinical picture of complex trauma is present, 
the post-traumatic consequences are more severe. 

The Vicarious Trauma 

Traumatization can occur by direct exposure to the traumatic event or in vicarious form. 

Vicarious trauma is a phenomenon that results from the empathic involvement between 
those in the helping profession and those who are actually victims of the trauma 
themselves; thus, it is an indirect exposure to someone else's traumatic event, but one 
that causes a negative change in the rescuer's cognitive schemas and beliefs about his 
or her work and reality. 

Vicarious traumatization is not only due to the trauma itself, but to the helping 
relationship, based on empathy and empathy, that is established between victim and 
rescuer in dramatic and high emotional impact situations. So, those who are exposed to 



 

 

13 

the risk of vicarious trauma are typically professionals and volunteers such as rescuers, 
therapists, and social and health care personnel. 

Symptoms: posttraumatic stress disorder 

The consequences of exposure to traumatic experiences generally manifest as a series 
of post-traumatic symptoms, indicative of severe distress.  Such symptoms are 
automatic, cannot be controlled by willpower, and thus represent survival strategies that 
our bodies and brains deploy when they perceive a potential threat. (J. Fisher, 2021). 

A picture of Post-Traumatic Stress Disorder is considered when symptoms persist more 
than one month after the event.  

The American Psychiatric Association with the Diagnostic Statistical Manual DSM 5 
proposes a globally recognized classification: 

• Flashback: an intrusive experience of the traumatic event that proposes itself to 
consciousness through very vivid memories or fragments of memory of the event 
itself that manifest suddenly. 

• Numbness: a state of consciousness similar to lightheadedness and confusion, a 
condition of hypoactivation. 

• Evulsion: the tendency to avoid anything that is reminiscent in any way, or 
traceable, to the traumatic experience, even indirectly in relation to indirect or 
symbolic reminders and urges. 

• Night terrors: dream activity that can re-experience the traumatic experience 
during sleep, very vividly. 

• Psychophysiological hyperactivation: characterized by insomnia, irritability, 
anxiety, aggression, constant state of alertness and danger, generalized tension; 

• Panic attacks: emotional and psychophysiological changes characterized by 
palpitations, sweating, paleness, general trembling, sudden crying fits, and 
intense fear. 

In the specific picture of Complex Trauma, the following symptoms can be found in 
addition to those listed above: 

• Lack of emotion regulation 
• Impulsivity 
• Serious relationship problems 
• Somatizations 
• Chronic pain 
• Dissociation of ego states 
• Alteration of identity 
• Self-destructive behaviors 
• Eating disorders 
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• Use of substances 
• Suicidal tendencies 

The function of symptoms 

The human brain and body are designed to prioritize survival. Thus, our bodies and 
brains adapt to trauma by instinctively developing anticipatory patterns that are intended 
to protect us against danger, especially when it occurs repeatedly over a wide span of 
time, thus creating chronically threatening environments.  

The brains of children who experience stressful experiences, such as physical or sexual 
abuse, or chronic neglect, will focus their resources on surviving and responding to 
threats in the environment, structuring precise functioning. 

Such functioning does not change when the traumatic event is no longer present, but 
persists over time resulting in behavioral responses in individuals that may be 
incomprehensible and inconsistent with the context in which they occur. 

In traumatized children, the constant sense of alertness and danger, which can be 
reactivated even in non-traumatizing situations, may increase their reactivity and 
impulsivity leading, for example, to a diagnosis of Attention Deficit Hyperactivity Disorder 
(ADHD) or Oppositional Defiant-Provocative Disorder, or in a symptomatic picture of 
avoidance and hypoactivation they may appear sluggish, unmotivated and disinterested. 

 

RECOMMENDATIONS 
It is recommended that the professional have a thorough understanding of the symptom 
clusters that characterize Post-Traumatic Stress Disorder in order to detect signs of 
distress. 

It is recommended that the professional keep in mind that children's manifest 
dysfunctional behaviors may be adaptive and survival strategies that are automatically 
activated and not intentional modes voluntarily enacted by the children themselves. 

It is recommended that the professional convey that he or she understands the 
mechanisms and of post-traumatic functioning. This enables child victims of 
maltreatment not to feel 'crazy' or abnormal but instead to understand that their 
pervasive, bewildering and intense reactions that they have been living with even for 
many years are normal and automatic reactions to abnormal situations they experience 
or have experienced. 

It is recommended that professionals be aware of their own beliefs and life experiences 
so as not to minimize or normalize some signals expressed directly or indirectly by 
children or their caregivers. 

It is recommended that professionals listen and be aware of their own degree of 
involvement and activation, network with other professionals, and take care of their own 
well-being in order to prevent vicarious traumatization.  
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5. NEUROBIOLOGY OF TRAUMA 

Neuroscience and Neuroimaging 

The emergence and growth of neuroscience has enabled the scientific community to 
investigate the development, maturation, and maintenance of the nervous system, its 
anatomy, its functioning, and the connections that exist between different brain areas 
and manifested[1] behaviors. This area of research allows the understanding of the 
nervous system both under conditions of functional balance and under altered, deficient 
or stressed conditions. 

For the past 30 years or so, neuroimaging has been a major impetus in understanding 
the neurobiology of mental disorders, allowing the neurobiological component of 
developmental, psychiatric, and neurological disorders to be highlighted.  

Neurogenesis, Neuroplasticity, and the Social Brain 

In recent years, much research has been devoted to the study of the effects of childhood 
maltreatment on a child's brain development and the consequences of this in adult life. 

Neurogenesis, neuroplasticity, and social connection systems are the main features of 
the brain that make early childhood experiences crucial for the harmonious development 
of the individual but also for distress situations as adverse childhood experiences can 
alter its characteristics and functional processes.  

Also to be considered is the reparative aspect of neurogenesis and neuroplasticity, which, 
being functions present throughout the lifespan, allow the construction of new neuronal 
circuits for overcoming trauma, including early trauma, through specialized interventions 
and reparative experiences. 

Neurogenesis 
It refers to the birth of new cells, a key aspect of neuronal plasticity. Neurogenesis begins 
in embryonic age and lasts throughout life. Infancy is the period when neuronal growth 
and organization is maximal and is closely linked to environmental stimuli.  

Neuroplasticity 
Neuronal plasticity is the phenomenon that the brain is capable of structural change in 
response to the environment and experience. Neuroplasticity also persists throughout 
life and peaks during the age of development. 

Social connection systems 
At the phylogenetic level they ensure the continuity of the species in that the connection 
between parent and child allows the latter to survive: children are born totally dependent 
on the adult and the attachment bond that is created between them from birth. 

This process is mediated mainly by mirror neurons that allow us to perceive what the 
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other person is feeling, their emotions and needs. This is of particular importance in 
building the attachment relationship between parents and children.  

In the case of adverse environment, the long-term consequences on the child are, 
among others, difficulty in attuning to the other, malicious representation of the external 
world, inability to emotionally self-regulate. 

The Triune Brain: a functional balance broken by trauma 

Around 1970, Paul MacLean, a U.S. physician, proposed a tripartite model of brain 
structure, identifying three structures and identifying distinct features and functions for 
each of them in a vertical dimension. These structures reflect the developmental stages 
of the species according to a hierarchical order starting from the neo-cortical zone. The 
interconnection and thus communication among the structures implies a balance in brain 
functioning that allows for the integration of experiences in all their components, an 
indication of harmony and good functioning in the individual. 

At birth the reptilian structure, the most archaic of the brain, is already developed and 
allows the survival of the individual as it presides over vital functions. Growth leads to 
the development of the limbic system by which emotions, systems of care and social 
engagement emerge. Only later, as the cerebral cortex matures, is it possible for the 
individual to access the higher levels of consciousness and self-awareness. 

Reptilian brain 
The reptilian brain, the oldest part evolutionarily, is also the deepest in terms of anatomy. 

It is activated automatically in moments that require maximum speed of execution such 
as in cases of extreme danger, functions at a pre-cognitive level. It runs the defense 
system according to the logic of attack, flight or freeze, is activated in situations of real 
danger or when a neutral stimulus prompts an experience 

previous trauma by reactivating it, which leads the reptilian structure to orient itself on 
the best defense response to ensure survival. 

When we are in the midst of an emergency situation, it is this part of the brain that is 
involved because it allows us to move very quickly, at the edge of awareness 

Limbic system 
The limbic system or emotional brain enables us to feel and experience both positive 
and negative emotions. It presides over the caring, attachment and social systems, 
among others. It consists mainly of the amygdala, hippocampus and corpus callosum. 

It controls the formation of memories associated with emotional events and the related 
sensory experience.  

The amygdala plays a central role in trauma exposure situations as it is the seat of fear 
perception and some of the reactions that follow.   
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Neo Cortex 
The neo cortex is based in the upper levels of the encephalon, it is the last structure in 
evolutionary terms and the only one that really distinguishes us from other mammals. 

The neo-cortex allows us to know we exist, to engage in complex and creative projects, 
to engage in ethics, philosophy, pure and abstract reasoning, and to make connections 
and linkages. 

When neuronal communication between structures is not impaired, the hierarchically 
dominant cortex promotes integration, coordinates the activities of other structures, 
allows us to inhibit instincts or drives, and simultaneously allows us to notice how the 
content of thoughts modulates on the emotions we experience, enabling a level of self-
awareness. Because of its characteristics, it provides the ability to reframe experiences. 

The cerebral hemispheres 

According to a horizontal plane of observation, the brain is divided into two parts, which 
are distinct from each other both anatomically and functionally. The two hemispheres 
communicate with each other through the corpus callosum, a bundle of nerve fibers 
located centrally between the two hemispheres. 

The right hemisphere is mainly connected to the deeper structures of the brain, the 
reptilian part and the limbic system from which it mainly receives information inherent 
to emotions: it allows us to feel 

even visceral sensations, emotions, to be intuitive and to have an overall picture of what 
we observe. In children, the right hemisphere is dominant until the age of three. 

The left hemisphere, on the other hand, provides a more linear view of what we detect 
in the environment. It enables us among other things, logical, analytical thinking, to 
translate thoughts into accomplished words and sentences. Its development begins 
around the age of two. 

Under proper growth conditions, the two hemispheres function in an integrated manner; 
the exchange of information between them, through the corpus callosum, allows the 
functions of the two hemispheres to be coordinated and balanced. 

Main neurophysiological consequences of trauma 

Trauma disrupts connections between the two cerebral hemispheres 
Trauma produces a thinning of the corpus callosum, preventing good interhemispheric 
communication: this limits functional integration between the hemispheres and thus 
compromises good balance. The possibility of integration, of mutual mediation between 
the two hemispheres, is lost, which can lead to an oscillation between confusion and 
rigidity. 
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In early childhood, a period when the right hemisphere is predominant, trauma can 
invalidate the development of left hemispheric functions, limiting the presence of a 
number of functions important for growth and healthy adaptation. 

Trauma disrupts connections between limbic system and neocortex 
One of the effects of trauma is to disrupt neuronal connections between different brain 
structures thus preventing the traumatic experience from reaching cortical areas, 
particularly the prefrontal cortex. This prevents the traumatic experience from being 
processed through cognitive cortical reprocessing; the ability to think, make conscious 
decisions and witness the whole experience is also restricted. 

Amygdala in a state of constant activation results in health consequences. 
As a result, the experience remains in the limbic areas, particularly in the amygdala, 
which retains its neurobiological and emotional characteristics related mainly to the 
perception of fear, danger, alertness or shutdown, this results in an overactivation of 
these areas with the risk, when the brain is still maturing, that in the cortical areas there 
is a slowdown or non-completion of development. 

Under prolonged conditions of hypo- or hyperactivation, specific neurotransmitters, 
biochemical components such as cortisol, adrenaline, noradrenaline, characteristic of the 
stress condition remain in circulation, which in the long run lead to a state of toxicity in 
the body with consequences also on the endocrine and metabolic systems. 

Hyperactivation of the amygdala limits the ability to acquire new information. 
Children with experiences of chronic abuse and neglect, experienced during the early 
years of life, may live in a perpetual state of hyperactivity or hypoactivity, feeling 
constantly threatened. 

Their ability to benefit from social, emotional and cognitive experiences can be damaged. 
In fact, in order to learn and incorporate new information, whether from school or a new 
social experience, a child's brain must be in a state of attentive calm, a state that 
traumatized children rarely achieve. 

Trauma impairs flexibility of response 
Another function that is compromised by trauma is response flexibility, which is 
fundamental to evolutionary adaptation processes. Response flexibility is the ability to 
respond flexibly and creatively to novel or changing conditions, avoiding automatic and 
instinctive reactions. It is mediated by an area of the prefrontal cortex and allows an 
interval to be inserted between impulse and action, thus allowing one to pause, reflect, 
and choose a response from several possible options rather than reacting automatically 
to a situation. 
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RECOMMENDATIONS 
It is recommended that the practitioner take into account the importance of primary 
experiences, considering the consequences they have on brain function and thus on the 
health of the individual. 

It is recommended that the practitioner recognize the neurobiological component of 
children's dysfunctional behaviors, particularly when there is hyperactivation or 
hypoactivation accompanied by cognitive, attentional, and learning ability deactivation. 

It is recommended that practitioners take into account that appropriate and targeted 
clinical, educational and social intervention programs, even in the most compromised 
situations, can activate restorative processes supported by neurogenesis, neuroplasticity 
and the ability to promote the maturation of the social connection system and cortical 
functions. 

It is recommended that the professional who comes into contact with the child in a state 
of distress, caused by the disconnection between the structures of the brain and the lack 
of integration between the hemispheres, initially guide the child toward a state of 
emotional regulation through attunement and understanding. Only later should a more 
logical and rational approach be proposed through reasoning on a cognitive plane. 

6. DISSOCIATIVE DEFENSES AND TRAUMATIC REACTIVATIONS 

Neurobiology of dissociative defenses 

If a traumatic experience, especially when experienced in the developmental age, is 
overwhelming, unavoidable, threatens one's integrity, neurochemical components are 
automatically activated that promote the creation of neural networks that can function 
relatively independently. This is the result of a failure of the brain's integrative capacity 
when under extreme stress conditions it activates contingency and survival strategies. 

The endogenous analgesic biochemical components (opioids, cannabinoids, endorphins) 
that are released by the brain for the purpose of reducing fear and anger emerge as a 
result of the traumatic experience and result in decreased activation of cortical areas of 
the brain and thus the ability to integrate and process the traumatic experience. 

The experience is thus dissociated from consciousness and is retained, especially in its 
emotional, sensory, and motor characteristics, in an independent neural network, 
which results in amnesia of the traumatic experience that can be protracted for a long 
time, preserving it in a state of latency. 
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Trauma, memory and implicit memories 

The hippocampus, a small structure of the limbic system, among others has the function 
of organizing nonverbal experience so that it can be translated into verbal experience. 
Under conditions of danger its task is inhibited: this leads to traumatic amnesia, that is, 
one loses the ability to remember through words but remembers somatically and 
emotionally. 

Traumatic experiences remain as implicit memories that resurface through sensory 
fragments, emotions, and physical reactions that are perceived in the here and now. 

The symptoms of trauma survivors can be considered their possible form of 
remembrance, thus representing the living legacy of trauma. The living legacy of trauma 
manifests itself through intense physical, perceptual and emotional reactions to everyday 
things that are difficult to recognize as experiences of the past. 

When certain stimuli from the environment around us solicit implicit memories, our 
experiences and reactions that are triggered are related to the prior traumatic 
experience, stored in implicit memory, not integrated at the cortical level and therefore 
under conditions of absence of awareness. It is not easy to identify consistent 
connections between the context in which the reaction occurs and the reaction itself. 

When the past is present: traumatic reactivations 

In situations where traumatic events are recurrent and occur during developmental age, 
it is likely that a host of implicit memories, intense responses, and symptoms remain 
that tell the story without words and without the knowledge that it is the past that is 
being remembered. 

Without a clear and consistent verbal recollection of what happened in the past and 
persisting implicit memory (bodily, emotional, sensory), the survival system can be 
constantly, chronically on alert and recognize even non-dangerous situations as danger.  

Implicit memories can be reactivated by triggers, Triggers, that produce the same sense 
of danger, threat, vulnerability as in the past. 

Triggers may also not be directly related to the original traumatic experience and 
therefore are not always easily recognized. They can be sensory stimuli (smells, sounds), 
bodily (gestures, physical contact), verbal (words) and can occur in any situation, 
without premonitory signals, creating distress and suffering. 
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RECOMMENDATIONS 
It is recommended that professionals keep in mind that the memory of traumatic events 
may be altered by defense mechanisms: memories may be confused, fragmented, or 
true amnesia may be found. This impairs, especially in children, the ability to provide a 
clear narrative of one's experience because the ability to tell through words is lost. 

It is recommended that the professional consider that the traumatic experience even if 
no longer present at a conscious level is retained in separate neural networks that retain 
the emotional, sensory, and motor components of the experience as implicit memories. 

It is recommended that the practitioner keep in mind that implicit memories can be 
reactivated when prompted by stimuli, triggers. Triggers are not easy to identify as they 
are predominantly sensory and motor stimuli and not always linkable to the present, 
triggering situation. Thus when a child presents with manifestations of distress, of 
dysregulation, the possibility that a prior traumatic experience has been reactivated 
should be considered. 
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REGULATORY FRAMEWORK 
Knowledge of legislation at the European and international level enables one to 
understand since when ACEs have been the focus of attention of legislators, what 
definitions of the various aspects have been in place, and what legislative measures have 
been deemed necessary to establish systems to protect and safeguard the most fragile 
individuals. 

International reference sources:  

1. The Geneva Declaration on the Rights of the Child, adopted by the League of 
Nations in 1924; 

2. The Declaration of the Rights of the Child, adopted by the United Nations 
General Assembly in 1959: 

3. The United Nations Convention on the Rights of the Child (CRC), adopted by the 
UN General Assembly on 20/11/1989 and its three Optional Protocols on the sale of 
children, child prostitution and representative child pornography, on the involvement 
of children in armed conflict, both adopted by the UN General Assembly on 
25/05/2000 and on individual communications, adopted on 19/12/2011. It has a 
binding character. It is known as the four "P's" treaty: prevention, protection, 
promotion and participation. 

4. European Resolution A3 - 0172 of July 8, 1992 known as the European Charter 
of the Rights of the Child, presents the condition of the child as a "vulnerable 
being who needs protection and special conditions in order to grow up calmly and 
become a balanced adult." The charter recognizes that "within the territory of the 
Community, no child shall be subjected to discrimination on grounds of nationality, 
filiation, sexual orientation, ethnic origin, color, sex, language, social origin, religion, 
beliefs, health status or other circumstances, nor on any of the grounds attributable 
to his or her parents." 

5. The Guidelines for Child-Friendly Justice (approved by Committee of Ministers 
of the Council of Europe in November 2010), according to which "a child-friendly 
justice system must know how to treat children with dignity, respect, care and 
fairness. It must be accessible, understandable and reliable. It must be a system 
that listens to children, takes their views seriously, and ensures that the interests of 
those who cannot express themselves (such as infants) are also protected." 

6. The Lisbon Treaty (approved on 13/12/2007) into which the Charter of 
Fundamental Rights of the European Union (so-called Nice Charter - 2000) is 
incorporated and which states in Article 24 that "children have the right to such 
protection and care as is necessary for their well-being. They may freely express 
their views; these shall be taken into consideration on matters affecting them in 
accordance with their age and maturity. In all actions relating to children, whether 
taken by public authorities or private institutions, the best interests of the child shall 
be a primary consideration." 

 



 

 

24 

7. Council of Europe Convention on the Protection of Children from Sexual Exploitation 
and Sexual Abuse (the so-called Lanzarote Convention), October 2007: 
objectives (art.1): to prevent and combat the sexual exploitation and abuse of 
children; to protect the rights of child victims of exploitation; to promote national 
and international cooperation against the sexual exploitation and abuse of children. 
There are different levels of intervention (prevention, protection, criminal law, 
procedural lines for information and listening/audition of child victims) 

8. Council of Europe Guidelines issued through Recommendation 10/2009; 
"The guidelines are based on 8 general principles and 4 operational principles, the 
objectives relate to the protection, promotion, adoption, implementation and 
monitoring of national integrated strategies for the protection of children from 
violence; Strengthening international cooperation to safeguard the rights of the child 
and to protect children from violence, of which a definition is given in line with "in 
line with Article 19 of the UNCRC. Legal measures and sanctions are outlined (Article 
26 of CETS No. 201). "procedures for reporting children, victims of violence, and 
arrangements for inter-agency cooperation should be clearly defined (i.e., between 
social services, education, health, police, prosecuting authorities, voluntary and 
private agencies)." 

9. The Council of Europe Convention on Preventing and Combating Violence against 
Women and Domestic Violence (the so-called Istanbul Convention) adopted in 
April 2011. Article 26 is relevant  especially for children (protection and support for 
children who witness violence). 

10. Directive 2012/29 of the European Parliament and of the Council of October 
2012, establishing minimum standards on the rights, support and protection of 
victims of crime. The purpose of the directive is to ensure that victims of crime 
receive adequate information, assistance and protection and are able to participate 
in criminal proceedings. Member States shall ensure that if the victim is a child, the 
best interests of the child are first considered and an assessment is made taking 
into account the individual as such. 

One can speak of a system of protection from ACE from the moment children are 
considered to have rights. What rights do children and adolescents have? 

International sources affirm some basic rights for children, central to the pathways to 
safeguarding and protection from ACE. 

The right to listen (and to informed listening). It is present in the legislation: 

• In the Charter of Nice: "any family, administrative or judicial decision referring to 
the child shall be inspired as a priority by the defense and safeguard of his or her 
interests; to this end, and provided that this does not involve any risk or prejudice 
to the child, he or she shall be heard as long as his or her age and maturity 
permit" 

• CRC Art. 12 (capacity for discernment and listening in judicial and/or 
administrative proceedings) 
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• European Convention on the Exercise of Children's Rights (so-called Strasbourg 
Convention, 1996) Articles 3 and 5 

the right to information, also recognized for younger subjects, considering not so 
much a matured capacity for discernment, but the ability of children to understand even 
complex concepts when explained by relating them to the developmental stage they 
have reached.  

In the legislation it is present:  

• in the provision for informed listening of the Strasbourg Convention, which in 
Article 3, defines the child involved in judicial proceedings as having the right "to 
receive any relevant information, to be consulted and to express his or her 
opinion, to be informed of the possible consequences that such opinion would 
entail in practice and of the possible consequences of any decision." 

• CRC art 39 - child victim of ACE if this is criminally relevant: "States parties 
shall take all appropriate measures to facilitate the physical and psychological 
readjustment and social reintegration of any child victim of any form of neglect, 
exploitation or ill-treatment; torture or any other form of cruel, inhuman or 
degrading punishment or treatment, or of armed conflict. Such readaptation and 
reintegration shall take place under conditions conducive to the health, self-
respect and dignity of the child." 

The purpose of DIRECTIVE 2012/29/EU OF THE EUROPEAN PARLIAMENT AND COUNCIL 
is to ensure that victims of crime: 

• receive adequate information, assistance and protection 

• May participate in criminal proceedings 

Member states shall ensure that if the victim is a child, the best interests of the child are 
first considered and an assessment is made that takes into account the individual as 
such. 

VICTIM: 

• natural person who has suffered an injury 

• A family member of a person whose death was directly caused by a crime and 
who suffered harm as a result of that person's death 

Rights of: 

Information and support 

• To understand and be understood (communications provided both in written and 
oral form in simple and accessible language, accompaniment by a person of his or 
her choice in the first contact with the competent authority) 
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• to obtain information from the first contact with the competent authority (type of 
assistance he/she can receive, complaint procedures, conditions and protective 
measures, conditions for obtaining legal aid, compensation, translation, restorative 
justice services, refunds) 

• of the victim at the time of the complaint (written acknowledgement of receipt by 
the victim of the formal complaint made by them in the language spoken and 
understood) 

• to obtain information about their case (release or escape of the person convicted 
of the crime, decision not to prosecute, the final judgment of the trial) 

• to interpretation and translation (video conferencing, internet, telephone free 
of charge and without delay) 

• of access to victim support services (services that are confidential, free of 
charge, and operating in the interest of victims may also be specialized in nature 
and be established as public or nongovernmental organizations and may be 
organized on a professional or voluntary basis) 

• assistance provided by victim support services (provide information, advice 
and assistance regarding victims' rights, services, emotional and psychological 
support, information regarding financial aspects arising from the crime and risks 
of secondary victimization, housing or other temporary accommodation due to 
imminent risk, targeted and integrated assistance in case of specific needs e.g., 
abuse, maltreatment) 

• participation in criminal proceedings 

Participation in criminal proceedings 

• Right to be heard and provide evidence, taking into consideration in case of minor 
age and maturity of the same 

• Right not to prosecute 

• Right to safeguards in the context of restorative justice services if in the interest 
of the victim and in order to avoid risks of secondary victimization 

• Right to legal aid 

• Right to reimbursement of expenses derived from participation in criminal 
proceedings 

• Right to the return of property taken from the victim  

• Right to obtain a decision on compensation from the offender in the criminal 
proceedings 

• Rights of victims residing in another member state 



 

 

27 

Victim protection and recognition of victims with specific protection needs 

• Right to protection (with respect to the risk of secondary victimization of the 
victim and his/her family members) 

• Right to the absence of contact between the victim and offender during the 
process through the identification of specific waiting areas 

• Victims' right to protection during criminal investigations (through the presence 
of counsel and a trusted person, and minimizing direct hearings and medical 
examinations) 

• Right to privacy protection by authorities and the media 

• Individual assessment of victims to identify their specific protection needs 
through an analysis of the victim's characteristics and the nature and 
circumstances of the crime 

• Children's right to benefit from protection during criminal proceedings (through 
the use of audiovisual recordings for hearings, appointing a special representative 
if those exercising parental responsibility are not authorized to represent the child 
due to a conflict of interest). 

 

RECOMMENDATIONS 

TRAINING of operators is needed: 
- Both general and specialized regarding the needs of victims 
- for both magistrates and lawyers 
- Both for practitioners working in primary and specialized services 

 

Integrated protection systems and good operating practices  
The European regulatory framework calls for the need to build integrated protection 
systems. Integration must be provided at two levels: 

• Between the legal level and the level of projects and services for the protection 
and care of child victims of ACE 

• among the different agencies that in various capacities are involved in care 
and assistance. 

Integration is implemented through networking: creations of links, synergies, 
connections between various formal, informal, primary and secondary resources in order 
to promote the well-being of the person and the community." 

In building and maintaining a network, the different actors: 

• enter into relationships with each other to create "common ground" with the aim 
of collaborating with others according to criteria of permeability(i.e., being able 
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to bring in and out subjects according to the stage of the work) and flexibility 
(adapting to the changes that necessarily occur in the course of the work with 
the lesser 

• must interact keeping in mind two dimensions: that of the Service to which they 
belong and that of the organization of which the Service is a part the internal 
one of the network 

In cases of maltreatment and abuse, in building and caring for the network, it is 
necessary to keep in mind that you are working: 

• In particularly delicate and complex situations 

• With particular stresses and instances 

• Keeping institutional actors "inside the network" who are not present in other 
situations 

Two orders of services are established: 

• those at the grassroots and 1st level, the closest to the citizenry with direct 
access, receive less codifiable, more generic, often complex and intertwined 
demands; one of their functions is precisely to accommodate the need and guide 
the demand 

• the specialized and 2nd level ones, which are more able to impose their own 
rules, and which have a more defined scope: they select users on the basis of a 
problem, with more rigid practices for access; they generally provide indirect 
access, upon referral from the 1st level Services. 

The hierarchical distinction of levels is necessary to define communication flows and 
responsibilities. This also concerns the relationship with all those individuals who, internal 
or external to the network, pertain to the judicial field or otherwise "external" to the 
realities of the Services: law enforcement, prosecutors, guardians and curators, lawyers. 

Belonging to the "world" of services or different organizational realities also prompts 
reflection on the cultures of belonging. There are at least three dimensions of cultural 
belonging: 

• professional cultures 

• service cultures 

• cultures of organizations 

The awareness of belonging to a culture also brings with it the awareness of using 
different looks, codes and languages. 

In networking, it is necessary to keep in mind that there are nodes and possibilities 
for building good synergies. 
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Critical knots. 

In situations of abuse, mistreatment and severe trauma, an important concept must be 
taken up and made explicit: the "resistance to imagining violence." 
Even practitioners who have been working for a long time may come across the struggle 
to think that there is a situation of maltreatment or abuse in a family, so much so that 
we "distort" the view with which we look at the situation itself. 

"It is difficult to tolerate in one's mind the idea that there can be a parent who actively 
causes suffering for his or her child...Each time-even after years of work-we are surprised 
because we would not have thought that that child whom we have been following for so 
long was experiencing maltreatment, that that little girl, whose family we have known 
for years, was a victim of sexual abuse."  

This resistance also hampers the creation of a common language that allows what we 
witness to be named. 

"You end up making maltreatment something that does not exist because 'things don't 
exist if we don't have a name to call them,' and so you pretend to work with abused 
children as if they were suffering from a generic distress, to treat their parents as people 
just experiencing a difficulty, without explicitly addressing the connections between 
family experiences and children's suffering"  

Another way to address the issue of unthinkability is to use the category of denial, 
that is, the failure to recognize violence. ...it is necessary to confront the denial present 
in practitioners and services: ...it pushes one not to name problems and facts, to look 
for other explanations; at other times it makes one insensitive to pain and horror and 
paralyzes operations.  

Denial is always lurking, both in the management of interventions with individual children 
and in the organization of services, and it is an issue that needs to be addressed explicitly 
in order to work as a network. 

Another major risk in network work is the "conflict of interests that arises in families and 
among services; on the one hand, the interest of the family, in its unity and autonomy, 
with the interest of children in growing up with their natural caregivers, and on the other 
hand with the fact that the very parents endanger or harm them." 

One could name this as one of the dilemma situations in which practitioners find 
themselves operating. Within the network, this conflict/dilemma becomes critical 
because there can be a "different positioning of services with respect to multiple users. 
That is, divergent interests of users recruited by services emerge that are often not 
addressed and do not allow for real networking. Methodologically, the director function 
helps to manage this complexity." 

Service workers often find themselves working in solitary conditions, without a support 
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team: this risks leading to "multiple and contradictory identifications" for those who meet 
both children and their parents and act as spokespersons for the instances, needs and 
rights of all those involved. 

It is also necessary to take into account a more "social" phenomenon, which exposes 
practitioners of protection networks to wear and tear: stigma and prejudice. 

Possible synergies 

In the complexity of abuse and maltreatment situations, which involves multiple levels 
(the suffering in families, the tendency to denial - of parents and also of practitioners - 
the risk of "deployments" and loneliness...), the presence of multiple Institutions, 
Services and intervening actors reflects this complexity. 

Within multi-professional Services, or single-professional but with the presence of 
multiple practitioners, one of the most common working practices is that of "working in 
teams." 

The team and the network are two pivotal contexts of the work and both are the result 
of a focused investment, a specific (medium- and long-term) commitment and work to 
be promoted and implemented, which passes through the acquisition and development 
of technical and relational skills of each professional to establish meaningful and 
functional relationships with all those involved and which continues in the maintenance 
and continuous care of what has been achieved" . 
Exactly like team work within individual Services, network work must also be named, 
planned, time and thought must be devoted to it. The concept of " maintenance" is 
interesting, because it allows the needs of information circulation to be held together, 
but also those related to the relational level (between Services and between operators). 

Taking the space to invest, establishing relationships and maintaining the network is a 
process that allows Services and practitioners to build possible spaces for their own 
journey, establishing boundaries and synergies with others, also taking "care" of the 
possibility of readings that go "beyond," that build possibilities such as "seeing the 
invisible, thinking the unthinkable and trying to tell the unspeakable." 
"Operating in a network is not a different concept from integration. "Integration is a 
complex process that calls for bringing cultural representations, intervention models, 
ideological positions, and professional power into play. Social work in social care is 
largely based on a relationship between the different actors involved in the process and 
a participatory and continuous exchange between them." 
This exchange needs guidance, a direction that is geared to support (this) exchange, 
especially since the process of care is not linear but unravels in alternating moments. 
Direction means the function of presiding over the different stages (of production, 
from preparation to processing) by linking the different actors to build a shared path, 
aiming at the construction of an integrated system that is expressed in linking the 
different actors involved, facilitating the process of shared planning through, the 
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collection and circulation of information, the explication of the work objects of the 
different operators, and the construction and care of connections between operators.  

It is necessary to devote attention to operators and connections in order to derive 
maximum value from even a small amount of resources. 

The ACTIONS of social direction are information, sharing, confrontation, evaluation, 
conflict facilitation, connection, communication governance, fostering the circulation of 
information and spaces for discussion and sharing among practitioners and services. 
One of the FUNCTIONS of the social directorate is to collect the assessments made 
through the documentation produced and the meetings with the different practitioners, 
converging them as far as possible in an integrated inter-institutional team meeting. 
One responsibility of the directorate is to help the various actors have in mind the time 
and timing so as not to thwart opportunities 
 

RECOMMENDATIONS 
It is recommended that there should be a director who supports the exchange and 
maintains focus on critical issues, fulfilling certain tasks: 

1. foster in the group the identification of the object of common work: not taking for 
granted and/or implying the work to be done, the content, the methodologies. The 
function of the director is to progressively foster sharing, helping to identify the issues 
that can be dealt with and those that cannot be dealt with, so as to build a shared 
basis on which to co-design, implement, evaluate and reorient interventions.  

2. give space for the explication of thoughts circulating about the possible reparation of 
children and their families and the representations that practitioners have of 
themselves, their professionalism, and services. Do not take one's own vision as 
implicit and implied both to oneself and to others: the directing function safeguards 
centering on the object of work and has as its focus communication among 
practitioners and conflict treatments. 

3. recognize and make explicit the different positioning of operators and/or services with 
respect to multiple users, to avoid the risk of overlapping interventions, both at the 
organizational level and at the level of expertise. Those who assume the function of 
network director must necessarily oversee these aspects, which are linked to the 
previous ones and risk confusing even those directly involved (children and families). 
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SECTION  

C  

How to detect cases of adverse childhood 
experiences (indicators: behaviors, signs, 

defense mechanisms, etc.) 
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1. ACE: THE SURVEY 

International data agree that the phenomenon of ACE is greatly underestimated and that 
many victims are not adequately put into protection and care partly because of the 
underground. It is therefore necessary and essential that all professionals who deal with 
minors be adequately trained both on their detection and actions to be taken. 

Knowledge of the extent of the phenomenon allows professionals to hypothesize the 
presence of ACE in multiple situations that might go unnoticed if the phenomenon is 
underestimated. In particular, very young children are not able to seek help explicitly, 
such as by reporting traumatic situations on their own, but they are the ones at greatest 
risk of serious injury, neurological damage, and death. Expanding the capacity of primary 
care professionals, in identifying child maltreatment in children under five years of age 
is, therefore, of paramount importance. 

Knowing the magnitude of the phenomenon is not enough: the practitioner must have 
in mind that there are multiple factors to consider-connected to life stages, cultural 
specificities, previous pathologies-to be considered when hypothesizing the presence of 
post-traumatic symptomatology resulting from ACE in order to make a differential 
diagnosis from other possible explanations related to the present symptomatology. 

It is also crucial that detection occur early since the harm is all the greater the longer 
the maltreatment remains hidden, the more individual, family and environmental 
resources are lacking, and the longer necessary interventions to protect the child in his 
or her life context are delayed. 

Considering the complexity of ACE situations, it is considered essential to work as a team 
to enable their correct and timely detection and thus an intervention implemented 
appropriately and with the correct timing. If this is not done, the intervention will also 
be incorrect. It may in fact be late-when the signs are not caught for a long time-or 
premature or disorganized when professionals do not have adequate knowledge of the 
ACE but also of the specific situation in terms also of family and local resources. Finally, 
there is a risk of not intervening if the signs of distress are not caught or not read 
correctly. 

In fact, a final key step concerns the knowledge that professionals need to develop with 
respect to the practices to be followed, including providing for the use of protocols to 
involve supervisors, to report cases, and to make referrals. 

In all situations in which there is an interaction between professionals and children-
families there is the possibility of detecting potentially traumatic situations, and it is 
therefore essential that all professionals are aware of their role in stopping these 
situations and what signs they can pick up on in terms of symptoms but also different 
consequences (such as reduced growth, observable by health professionals). 

Symptoms are indicators to always have in mind also because in many situations children 
do not explicitly disclose the presence of ACE such as child sexual abuse or domestic 
violence both sometimes because of the age of the child which makes disclosure 
impossible but also because of the dynamics in which the child is embedded. 
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If the child discloses a situation of maltreatment, it is necessary for the professional to 
treat him or her properly by listening to what is reported and accepting the child's 
experiences with empathy without influencing him or her and keeping open and honest 
about what will happen. 
Indeed, it is necessary for professionals who receive the disclosure to follow the following 
guidelines: 

• Treat the child with dignity and respect. 

• Remain calm and do not express reactions of shock, revulsion or moral 
indignation, The influence of the listener is less if he or she is in an emotional 
state, especially if the emotions they express are different from what the child 
expected. 

• Avoid expressing disapproval for the alleged perpetrator, as the child may love 
or be fond of this person, even if the abuse or neglect has already occurred. 

• Listen carefully to the child who is disclosing the maltreatment and avoid filling 
their silences. 

• Allow the child to express thoughts in his own words, including the use of slang. 
Do not correct him or challenge him by saying, for example, " Are you sure that 
was your uncle?" 

• Allow the child to express and report whatever emotions he or she feels, rather 
than making assumptions 

• Gamble on what he should try. 

• Never force the child to show physical injuries, or to reveal feelings that he or 
she does not want to share. 

• Avoid words that may disturb or frighten the child, such as "rape," "incest," or 
"assault." 

• Offer the child reassurance and support using phrases such as: 

- "You were very brave to speak out about this." 

- "I'm glad you're talking to me about this." 

- "I'm sorry this happened to you." 

- "You're not alone, it happens to other children too." 

- "I will do everything I can to help you." 

• Avoid comments on the current incident, including those referring to the alleged 
perpetrator at the impact of the abuse, such as: 

- How can you say such things about-" 

- "What a liar!" 

- This horrible man has ruined your life." 
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- How could you let him do these things to you?" 

- "Why didn't you tell me about this earlier?" 

• Do not make any assumptions about the identity of the suspected perpetrator. 

• Answer the child's questions as simply and honestly as possible. If, for example, 
a child asks," "Will Daddy have to go to jail now?" the answer may be " I don't 
know, other people decide that." 

• Make only promises that can be kept. Do not agree, for example, to keep secret 
what the child has said. Explain, in this case, that some secrets must be shared 
to help someone or prevent other people from being hurt. Tell the minor that 
information will be shared only with people who are trying to help and protect 
him or her. 

The professional who accepts the disclosure is then required, in case he or she is not 
already aware of it, to check whether he or she has an obligation to report it and, if not, 
to carefully consider whether it is appropriate to do so anyway and whether the timing 
is correct, including by comparing with service managers and appointed services, such 
as social work. 

 

RECOMMENDATIONS 
It is recommended that all professionals be aware of the prevalence of ACE, its 
characteristics, and the main practices to be followed. Practitioners should have glu tools 
to treat children with respect and care at the time of disclosure, supporting them 
empathetically without forcing.   

 

The symptom and its function 

The symptom may allow the child to communicate a malaise in functioning to the outside 
world and is not always explicitly connected to the type of experience experienced, 
which, however, is always the cause as a traumatic event 
The child on the one hand will try to avoid the pain associated with reliving the trauma 
of ACEs but at the same time will tend to manifest the discomfort associated with the 
lived experience. 

The symptom, even in situations of severe PTSD, was developed for its specific protective 
function when traumatic situations were ongoing. This is particularly the case when 
repeated trauma is involved due to which psychological functioning is structured by 
incorporating post-traumatic reactions in a stable manner. Such functioning, which 
underlies the symptomatology shown, can be considered functional in situations of 
danger but not when this ceases and the symptom is then maladaptive. 

Fisher (2021) illustrates how the symptomatology the patient has in the present may 
have had a function in the past: shame helps the patient to "make themselves invisible" 
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and thus less at risk, insomnia and flashbacks help maintain a constant state of alertness 
essential when in danger, depression helps maintain low expectations by protecting 
themselves with respect to the possibility of being disappointed by themselves and 
others. 

Neurobiologically, some types of symptoms and their management, especially those that 
are repeated and addictive, also function to chemically regulate traumatic reactivation. 
For example, engaging in risky behaviors causes the release of adrenaline -- which 
energizes and "makes one feel alive" but also in control of the situation; self-injury 
stimulates the production of adrenaline and endorphin -- which leads to a state of calm 
and well-being. In this w ay, the minor reduces the pain experienced and a feeling of 
relief comes. Similarly, strict dietary restrictions lead to a state of ketosis, which 
paradoxically has an energizing effect on the body. In contrast, to reduce arousal and 
anxiety, adolescents may resort to the use of substances such as alcohol, which 
depending on the doses consumed can have different effects, and marijuana, which has 
a calming effect. 

The child may then feel that he or she is in control of the situation and that he or she 
can get the better of his or her symptomatology by managing it in various situations, 
including through the use of behaviors and substances.  

In particular, substance use in adolescence may initially appear to help, but the child is 
at risk of quickly developing an addiction to the substance and experiencing an elevation 
of the shame experienced for this situation and thus a worsening of the malaise and 
greater difficulty in seeking help. 

In general, the literature suggests that there is nonspecific symptomatology that 
indicates a child's discomfort and can occur in any area that can be considered: 

• Disturbances and/or alterations in SLEEP: night terrors, frequent awakenings, 
fears at falling asleep) 

• ALIMENTATION disorders and/or alterations (disappetence, gluttony, sudden 
food phobias) 

• Disorders and/or alterations in SFINTERIAL CONTROL (enuresis, encopresis) 

• REGRESSIVE behaviors compared to the developmental level reached (thumb 
sucking, difficulty in detaching from the adult, fears ) 

• Decline in school PERFORMANCES, attention and concentration skills 

• Hyperactivity, hypervigilance, state of alertness 

• Emergence of excessive FEARS and fears that were not justified and not noticed 
beforehand 

• Somatic disorders with no detected physical cause 

• Aggressive attitudes toward adults and/or peers 

• Manifestations of anxiety and depression (sudden, excessive crying, difficult to 
console, little interest in previously enjoyed activities, tendency to isolate oneself) 



 

 

37 

 
In the case of developing PTSD, the American Psychiatric Association (APA) indicates 
that symptoms usually appear within three months of the trauma, although in some 
cases the state of stress occurs even later. However, it is necessary to remember that 
malaise is not only present in cases of PTSD, and symptoms can appear even years later. 
Symptoms can be classified into three well-defined categories: episodes of intrusion, 
avoidance will and failure to process, and hypersensitivity and hypervigilance. 

 

RECOMMENDATIONS  
It is recommended that professionals consider the symptom in both its communicative 
value and its function for the child. 

 

The symptom in the various developmental stages 

Research suggests that it is necessary to pay attention to a multiplicity of symptoms at 
different developmental stages and that it is not sufficient to rely on the descriptions in 
the main diagnostic manuals as there is a strong variability related to the behaviors 
enacted at different ages. To facilitate detection by professionals, it is useful to provide 
examples of behaviors that they may observe and that the literature suggests are most 
frequently present in juvenile victims of ACE. 

In particular, in the case of preschoolers, one may see symptoms of reexperimentation, 
numbing and avoidance, arousal, and indicating new fears and aggression. Some 
examples of symptom of reexperimentation are: post-traumatic play, repetition of 
trauma in play, recurrent memories, nightmares, flashbacks, distress at elements 
reminiscent of the event. Symptoms of dulling and avoidance are: depletion of play, 
avoidance of social relationships, depletion of expressed affect, loss of previously 
achieved developmental milestones (separation anxiety, bedwetting (enuresis), fear of 
the dark, thumb sucking, co-sleeping).  

Symptoms that indicate hyper-arousal are pavor nocturnus, difficulty going to bed or 
falling asleep (not attributable to either fear of the dark or fear of nightmares), nocturnal 
awakenings (not associated with nightmares or pavor nocturnus), reduced ability to 
concentrate, hypervigilance, exaggerated alarm response to seemingly neutral stimuli. 
New fears such as going to the bathroom alone, fear of the dark, separation anxiety, 
and aggression not previously present are added. 

At school age, the prevalent dissociative symptoms appear to be misrepresentation of 
the temporal sequences of events and thinking that there were signs that the traumatic 
event would occur. There remains a reduction in exploratory behaviors and contact with 
peers, on an emotional level the child often seems to experience anger, sadness, shame, 
confusion, and to be generally unhappy. Finally if there is hyper-arousal, it appears to 
negatively affect behavior, school performance, and relationships with peers. 
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In adolescence, both symptoms indicating hyper-arousal and avoidance and re-
experiencing of traumatic situations seem to be generally present.  Anxiety and 
restlessness, aggression and anger, sleep and concentration disturbances, dissociative 
and psychotic disorders, feelings of helplessness, eating disorders, inability to maintain 
good social relationships, and sexual acts, especially in cases of sexual abuse, have been 
particularly reported. 

 

RECOMMENDATIONS 
It is necessary for the professional to be aware that ACE-related experiences and 
symptoms may be differentially expressed at different developmental stages. Such 
knowledge can support their detection. 

 

focus on maltreatment: connection between symptomatology and 
experienced trauma 

Much research has focused on the effect of maltreatment on children's psychological 
functioning, finding that certain signs that generally occur when a certain type of 
maltreatment has occurred. It should be specified, however, that these are indicators 
that can guide the work of the professional with respect to the recognition of distressing 
situations and the urgency or otherwise of action but do not in themselves permit a 
psychodiagnostic assessment, which must instead be conducted at the appropriate time 
by specialized professionals 
 

PHYSICAL MISTREATMENT 

Physical signs Behavioral signs Emotional signs 

Contusions, bruises, 
scars, and injuries 

fearful in unfamiliar 
environments, alert, sudden 
outbursts, refuses physical 
contact, learning difficulties 

labile attention, emotional 
freezing, difficulty listening 

to the adult, reactive 
instability 

 
PSYCHOLOGICAL MISTREATMENT 

Behavioral signs Emotional signs 

Humiliation and devaluation of others, 
withdrawal from social relationships, self-
evaluation, antisocial behavior, learning 

difficulties 

fearful or aggressive attitude, 
anxiety, guilt, shame, low self-

esteem 
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ASSISTED DOMESTIC VIOLENCE 

Behavioral signs Emotional signs 

Humiliation and devaluation of others, 
withdrawal from social relationships, self-
evaluation, antisocial behavior, learning 

difficulties 

fearful or aggressive attitude, anxiety, 
guilt, shame, low self-esteem 

 
PATHOLOGIES OF CARE 

Behavioral signs Emotional signs 

passivity/apathy, hyper-autonomy, language 
problems or delays, growth deficits, 

Apparent mental retardation or 
learning disabilities due to poor 

stimulation 
 

SEXUAL ABUSE 

Physical signs Behavioral signs Emotional signs 

Frequent bacterial 
infections, genital 

irritation/chronic vaginal 
discharge, vaginal or rectal 

bleeding, gynecological 
injuries 

Adulthood, sexualized 
behaviors, body rejection, age-

inappropriate sexual 
knowledge, compulsive 

masturbation, running away 
from home 

Psychosomatic 
discomfort, guilt, 
anxiety, shame, 
helplessness-

passiveness, sudden 
crying, phobias, 
suicide attempts 

 
ONLINE ABUSE 

Behavioral signs Emotional signs 

insulation Anxiety, shame, low self-esteem 

 

RECOMMENDATIONS 
The professional needs to be aware of the main symptoms associated with the various 
types of maltreatment but also needs to know that there are nonspecific symptoms that 
equally need to be considered relevant. 

 

2. COPING 

Child victims of ACE may show different symptomatologies corresponding to the different 
types of activated coping -- from the English "coping," it indicates the way one reacts to 
situations -- which are hypervigilance, depression, dissociation and freezing. 
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In the case of hypervigilance, the child seeks constant activation that leads him or her 
to feel alive, acting, in control of the situation. This is done by keeping the level of 
arousal high and seeking situations and relationships that lead him to be always active, 
at risk so as to activate the adrenal system. The child may, for example, appear very 
agitated, too lively, put himself in risky situations and struggle to sleep, appear always 
agitated and struggle to concentrate. The adolescent may resort to the use of drugs or 
put himself in risky situations both from an objective point of view but also because of 
the risk of being discovered. He may also commit transgressive acts, including sexual 
acts, and engage in oppositional and aggressive behavior. He may also feel omnipotent 
as a reaction to the helplessness experienced in traumatic situations. 

In the case of depressive coping, on the other hand, the child seeks hypoactivation of 
systems so as to try to "turn off" the pain and trauma suffered. He may experience a 
strong sense of shame, guilt, think he is worthless, and have no sense of agency over 
situations. In fact, he may feel completely powerless and at the mercy of situations. He 
often struggles to study because of experiences of incompetence and loss of interest. 

Dissociation-based coping, on the other hand, aims for the child to disconnect from 
painful experiences. It is characterized by moments of estrangement, difficulty 
concentrating, the use of substances to "disconnect," a sense of detachment from reality, 
and frequent somatization. 

 

RECOMMENDATIONS 
Posttraumatic coping is not of only one type. It is recommended that the practitioner 
know its main characteristics so that it can be recognized. 

 

3. PRACTITIONERS' EXPERIENCES AND OBSTACLES TO DETECTION 

There are some elements that systematically hinder the detection of ACE by operators. 

First, as mentioned above, there is a strong underestimation of ACEs and their impact 
on child welfare. 

Professionals also often find themselves in a situation of work overload that makes it 
difficult to stop and think adequately about what might be the cause of the problems 
they see and then how to act in a truly appropriate and protective way should the need 
arise. 

A third element of complexity is the absence of physical signs in the majority of ACEs 
(the only cases in which physical signs can be seen are those in which there is severe 
physical mistreatment or sexual abuse) and thus the need to make sense of other signs, 
which are of more complex interpretation. 

Another cultural aspect that hinders the detection of ACEs is the notion that what 
happens in the family is a "family matter" and can always be adequately resolved within 
the households without outside intervention.  
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This is particularly relevant in traditional family-based societies in which professionals 
may feel anxiety at the idea of breaking into closed and inherently adequate systems. 

Finally, there is an underestimation of the importance of one's role in detecting ACE. 
There is often the idea that only certain professions come into contact with such 
situations (e.g., social workers and psychologists) whereas all people who encounter 
minors may be faced with traumatized subjects and need to know how to recognize such 
situations and how to intervene appropriately as modalities and timing. 

In the case of educational personnel, it is essential that there be training to read the 
signs and complexity of the situations in which they find themselves working. For 
example, an educator may conduct home meetings to support the relationship between 
child and parent but realize that there is a domestic violence situation that puts the 
child's well-being at risk. 

Pediatricians and health care personnel play a central role in detecting at-risk situations 
as they come into contact with the entire juvenile population and conduct repeated 
screening encounters. On such occasions, but also, for example, during emergency room 
admissions, it is necessary for professionals to follow basic protocols that allow the 
detection of traumatic situations. 

In fact, if there is suspicion of maltreatment, an assessment is necessary to consider the 
physical, psychological, and overall situation for the welfare of the child. 

Finally, there is an additional element that can hinder the detection of ACEs and the 
implementation of proper procedures and that is the experience of operators. 

Trauma resulting from ACEs can have an inhibitory effect on skills and actions in 
professionals who experience emotions and experiences typical of victims and have 
reactions of attack, flight, blockade, and submission 
In the case of the attack, the practitioner catches the signals that activate him or her in 
a strong, immediate way that prevents him or her from taking the time to delve into the 
situation and get to know it properly. The practitioner feels confident in his perception 
and feels the urge to act in an often independent and judgmental manner. He or she 
interprets the situation in a simplified way and in terms of guilt-saving and therefore 
intervenes without coordinating with other possible services and without adequate 
knowledge of the situation and thus in a hasty manner without assessing the presence 
and conspicuousness of the protective factors potentially present. 

A second possible reaction of the practitioner is that of escape. In this case, the 
practitioner reacts to the uncomfortable situation by automatically enacting primary 
defenses of denial and avoidance of concern and pain with respect to what he or she 
has come into contact with. They therefore tends not to notice on a conscious level the 
signs of distress and/or not to attribute meaning to what he or she sees, even on a 
hypothesis level. They will therefore not try to check for traumatic situations but will aim 
to close its intervention quickly and without intervening in any way on possible 
problematic issues. 

The third possible reaction is that of freezing. It occurs when the practitioner is dealing 
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with a feeling that frightens them excessively, in which they feel powerless and reacts 
at an unconscious level with experiences of paralysis and freezing that prevent them 
from acting appropriately with respect to the signals they have detected. They therefore 
operates superficially and generally late. 

The last reaction characteristic of victimization is that of submission. In this case the 
professional does not take a protective stance toward the child but tends to "protect" 
the family or assume the caregiver's view by minimizing the relevance of the distress 
shown by the child. At the concrete level there is thus a siding with the aggressor or 
inadequate parent who does not notice what is happening and there is no putting the 
child in protection. 

 

RECOMMENDATIONS 
It is necessary for professionals to be aware of factors that hinder detection, especially 
those related to countertransferential reactions to contact with trauma. 

 

 

 

 

 
  



 

 

43 

 
 
 

SECTION 

D 

How social workers should deal with 
cases of childhood adverse experiences 

(cognitive, relational, and post-traumatic 
treatments), how health professionals 
should deal with them, and lawyers. 
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1. MULTIDISCIPLINARY AND NETWORKED ASSESSMENT 

Interventions in ACE involve many challenges. Due to its peculiarities (severity, 
multiformity, submersion, intersection of different needs and objectives) such work 
demands the highest level of integration between professionals, between Services and 
between Institutions. It becomes necessary, therefore, to implement organizational 
arrangements that promote the confrontation between professionals (knowledge, skills 
and practices) in a system aimed at achieving shared objectives in protection, tutelage 
and care interventions with a view to the pre-eminent interest of the child.  

This requires: 
• Basic (prevention and recognition) and specialized (diagnosis and treatment) skills 
• Multi-professional team work activated on the case 2. 
• timely activation of service interventions from a multidimensional perspective, 

ensuring emergency medical intervention in all cases 
• reinforcement and dissemination of integrated pathways between social, health and 

agencies 
• educational, between hospital and territorial health services, between judiciary 
• juvenile and ordinary, between these and the protection and treatment services 
• identification of suitable and qualified solutions for emergency and the care of 

children who have undergone traumatic experiences 
• dedicated diagnostic and care pathways 
• comparable detection, evaluation and treatment tools for effectiveness, 

appropriateness and cost-effectiveness 
• Integrated training and support for practitioners in the complexity of interventions 
• promotion of research projects on the phenomenon of violence against children 
• consolidation of community empowerment through the promotion of services and 

their activities. 

As mentioned in Section C, it is necessary for practitioners to know the extent of the 
phenomenon and its characteristics in order to make proper assessments for proper 
intake. 
To make a proper assessment of the child victim of ACE, it is necessary to consider both 
psychological functioning but also to take into account the risk and protective factors 
present at in the various levels of the system considered (pertaining to society, 
community, relationship and individual). 

 

RECOMMENDATIONS 
Professionals need to adopt a trauma-informed approach that aids them in 
understanding children's experiences and functioning and allows them to go beyond 
appearances. 
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Evaluation should be considered an integral part of a phased intervention that starts with 
detection. The literature includes the following moments: 

!  detection 

! activation of the service network 

! reporting to the AA.GG and child protection measures 

! multidisciplinary assessment 

! treatment. 

 

RECOMMENDATIONS 
Thus, it is stressed that the assessment should be multidisciplinary so as to integrate the 
looks of practitioners with different skills: social, medical, psychological and educational. 
Each specialist will bring input relative to his or her area of expertise if needed.  

Provision should also be made to request in-depth study by specialists if the need arises. 

 

From a concrete point of view, it is possible to imagine an intervention process in 
stages, starting from disclosure and ending with therapy, as in the chart below. 
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THE INTERVENTION PROCESS 
 

Phase One 
Detection 

In case of high  
severity 

and denial 

Phase Two Family  
involvement 

with an exception in  
criminal cases 

In case of moderate  
severity 

and recognition 

alert  send in spontaneous  
contexts 

Phase Three 
Investigation   

Phase Four  
Protection 

Phase Five 
Assessment of  
recoverability  

Negative Phase Six  
Prognosis Positive 

 Phase Seven 
Therapy  

Toward adoption: care and 
management of the child.  Toward re-entry:  

Family Therapy 

The detection. 

Detection is a crucial step in prevention, protection and treatment.  

It is characterized by the early recognition of the signs and detection of signs of children's 
discomfort, the actual and potential risk conditions within which they are placed, as well 
as any prejudicial conduct of the adults of reference. 

This phase involves all parties who observe the child and makes use of the various 
professional skills and institutional functions. The accuracy of the elements collected 
significantly determines the possible activation of timely intervention for protection, 
assessment, possible referral to the Judicial Authority, intake, treatment. 
 

RECOMMENDATIONS 
For Social Workers 
It is recommended that Social Services concur to define or implement, if they already 
exist, integrated procedures among network services, particularly with the Health Service 
and School, to: 
- Enable early multidisciplinary discussion of individual cases 
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- Provide clear and detailed information about your organization (who to contact and how) 

For Health Care Professionals 
It is recommended that internal procedures be established that: 
- facilitate access to services 
- connect and integrate Hospital Services with Territorial Services, and the Health Service 
itself in its articulations with the Social Service 
- provide for the inclusion in the ER access/discharge form, inpatient/day hospital record, 
and outpatient record at least of the item "suspected mistreatment/abuse" to be crossed 
out by the treating physician as a mandatory response for document closure. 

For school operators 
Educational offering plans prepared by educational institutions must include a 
commitment to the protection of minors also by providing specific intervention 
arrangements for the reception and care of ACE victims. 

It is recommended that internal procedures be established, with guidance to school 
personnel on how to immediately report situations found, or of which they become 
aware, of harm to minors to the Head of School. 

It is also recommended that the School concur in establishing external linkage 
procedures that: 
- facilitate access to services 
- connect and integrate Hospital Services with Territorial Services, and the Health Service 
itself in its articulations with the Social Service 

The activation of the service network and family involvement 

Networking is indispensable for: 
• Ensure the necessary multidisciplinary approach 
• Prevent or contain the risks of fragmentation of interventions 
• Facilitate the implementation of consistent interventions 
• Avoid overlapping initiatives and actions 
• Contain the emotional aspects of professionals 
• Helping to create a space for welcoming doubt (the majority of suspected 

maltreatment/abuse cases) by reducing the risk of over/underestimation 
• Facilitate an initial joint assessment of the elements of risk to the child and the 

degree of protection needed 

Networking requires interinstitutional coordination throughout the entire intervention 
process (detection, protection, assessment, treatment); the network does not relieve 
individual institutions of responsibility and operates with absolute respect for specific 
skills and professionalism. 
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RECOMMENDATIONS 
For Social Workers 
Ensure the appropriate and timely reception of the child in urgent cases and thus that: 

- protection pathways and possible agreements with host communities, including 
emergency ones, are defined 

- clear and detailed guidance is provided to professionals and services about their 
organization (who to contact and how) 

- recommendations are established by the Supervisor of Children's Affairs to disseminate 
unambiguous legislative and operational guidance regarding interdepartmental privacy 
in the area of child protection 

- the contact person with a directing function (hopefully identified within the social 
service department) coordinates interventions and receives active cooperation from the 
other professionals involved in the first instance or familiar with the case 

- referral and subsequent intake, as provided for in interdepartmental agreements, are 
ensured and documented in the respective records/documentation 

For Health Care Workers 
Health Service staff, in its various articulations, must have clear directions on who to 
contact and how they can do so (operating instructions/protocols) to ensure that the 
network is activated both during service opening hours and, hopefully, during closing 
hours, to provide emergency care (interdepartmental procedures) as an alternative to 
hospitalization 

It is recommended that the definition of roles and responsibilities for taking charge and 
coordinating interventions be made clear and shared. 

For School Operators. 
It is recommended that constantly updated tools be made available to 
schools/educational services for the rapid involvement of Social and Health Services 
(detailed directions on who, how and where to contact) and for referring families when 
needed. 

 

The report  

Reporting to the Judicial Authority is a crucial node in the protective pathway of children 
and adolescents who are victims of ACE in cases where a risk/offense hypothesis is 
outlined. 

The uncertainties and, at times, discomfort expressed by practitioners may relate to if, 
when, how to report in view of the evidence gathered, and to whom to do so.  
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denial/neglect (recognition) 

 

It is possible to refer to two operational criteria (see chart), from the intersection of 
which to draw the decision to be made. It involves keeping two aspects in mind 
simultaneously: the severity of the maltreatment suffered by the child, or the risk he 
or she runs, and the denial - by the parent - of the harm he or she inflicts on the child 
(Cirillo, 2005). 

From reading the graph, it can be identified: 

• at the bottom a gray area that corresponds to cases where it is possible to work 
in a spontaneous context 

• at the top a white area where it is essential to report, because one or the other 
factor, or both, are of too high an intensity 

Levels of denial of harm (or its opposite, recognition) further serves to guide the 
operation but limited to cases of moderate severity. 

Learning to target one's intervention through the use of the two criteria can help identify 
situations that require reporting to the Judicial Authority and others that can be handled 
without reporting. 

The goal is how to better integrate aspects of care with the obligation to protect in order 
to prevent possible "iatrogenic" harm caused by improper reporting or failure to report. 

 

Juvenile 
Court 

Graveness 
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RECOMMENDATIONS 
Provide legal advice to ensure the appropriateness of reporting 

It is recommended that: 
- the requirements to be met in the report for reporting to the judicial authority are 
defined 
- integrated training of service personnel (Social, Health, School, etc.) is ensured with 
the AA.GG. 
- the multiprofessional team tool is used operationally to ensure the appropriateness of 
health care reporting 
- the Social Service is always informed and involved 

For Social Workers 
It is recommended that 
- Memoranda of Understanding are in place between Prosecutors' Offices, Social and 
Health Services that facilitate shared action to protect and advocate for the rights of the 
child 
- preeminence is given to endo and extra-trial protection by providing for the 
accompaniment/assistance of the child in the court proceedings 

For Health Care Professionals 
It is recommended that: 
- there is clear guidance on how to report/report to the AA.GG and how to always 
contextually activate the Social Service 
- you have the opportunity to share responsibility for this step in a timely manner with 
experienced health consultants (2nd level health), medical forensic and legal cons 
- the psychologist can provide accompaniment/assistance to the child in the court 
proceedings 

For School Operators 
It is recommended that there should be indications: 
- On how to behave in cases of urgency and non-urgency, including with reference to 
the use of law enforcement and the AA. GG. 
- On how to deal with the family in case of a report/complaint to the Judiciary 
- On the procedures for rapid activation of the Social Service 
- On available territorial opportunities to carry out information/training actions for 
families 
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The multiprofessional survey and evaluation 

The assessment phase of diagnostic and prognostic elements engages social, medical, 
psychological and educational skills in an integrated manner. 

It is aimed at understanding/evaluating: 

• the overall picture of the traumatic situation in its individual, relational and social 
aspects 

• the extent of physical and/or psychological damage caused by the traumatic 
situation on the child 

• the degree of assumption of responsibility by the adults involved and the 
possibilities for change 

• the resilience of the family unit and the adequacy of the parental network 

• the alternative resources in case of negative prognostic elements of the referring 
adults. 

This intervention "differs from evaluative work in that it takes the form of a dynamic 
diagnosis and consists of the assessment of the response to inputs of change, which is 
necessary for the formulation of a prognostic opinion" (Cismai, 2001) aimed at treating 
the harm. 
 

RECOMMENDATIONS  
for social and health workers. 
It is recommended that: 

- a multiprofessional team consisting of social worker, neuropsychiatrist and/or 
psychologist, educator is made operational, in which to include on the basis of the 
characteristics of the case, other professional figures, and in particular the pediatrician, 
to ensure integrated care 

- it is possible to make use of specialist health consultants (IInd level health), medical 
examiner and legal consultant  

- a multiprofessional team contact person is provided to assume the function of directing 
the integrated social and health care pathway 

- protocols of understanding are activated between Social and Health Services with the 
Judicial Authority, particularly for the purpose of child protection 

Specificity of psychological assessment 

The psychological assessment of the traumatized child, victim of ACE is aimed at 
understanding/evaluating: 

• The overall picture of the child's psychological, and therefore relational and 
behavioral functioning 
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• the characteristics and extent of post-traumatic experiences in individual, relational, 
and social aspects, 

• the extent of psychological damage caused by the traumatic situation on the child-  
possibly, the degree to which the adults involved took responsibility and the 
possibilities for change 

• The Resilience of the family unit and the adequacy of the parental network 

• The alternative resources in case of negative prognostic elements of the referring 
adults. 

Psychological assessment must take into consideration elements of psychic functioning 
and cannot disregard the analysis of behaviors, both nonspecific and specific. In order 
to do this, it is necessary for the practitioner to be aware of the most appropriate tools, 
recognized in the international literature. Such tools can be interviews, questionnaires, 
semi-projective and projective. It is also possible to integrate what emerges from play, 
drawing and observations made during the meetings. 

It is also necessary for the clinician to take into consideration how long ago the traumatic 
event occurred in order to assess the possibility of the presence of PTSD. In any case, it 
is necessary to have as much information as possible regarding the age and 
developmental stage during which the trauma occurred, as well as gathering data 
regarding type-severity and duration, and context. 

 

RECOMMENDATIONS 
written by Cismai, an Italian member of ISPCAN 
- it is desirable that all psychologists working in the field of child care and protection 
acquire cultural and technical skills specific to individual and family dynamics and the 
peculiarities of child maltreatment/abuse 
- professionals should adopt rigorous assessment procedures; targeted and specific 
assessment tools, considered valid in the scientific community and included in a 
comparable and reproducible diagnostic system, should be used 

- provision should be made for the possibility of intense defensive movements in the 
child, which may not infrequently require a multi-step pathway for further investigation 

- the physical and psychological protection of the child should be safeguarded at all times 
during the assessment process, ensuring, if necessary, parallel paths of intervention for 
him and his family members 

- the possibility of maltreatment/abuse in the face of mental states and symptoms that 
can be framed as PTSD should be kept in mind 

- when symptoms suggest it, conditions framed in other diagnostic categories should be 
subjected to careful differential diagnosis with PTSD 

- comprehensive knowledge of the child's past and current psychological functioning 



 

 

53 

(experiences, cognitions, emotions, feelings, behaviors) should be deepened to give 
meaning to symptomatic expressions 

the revelation of maltreatment/abuse should always be collected and deepened, even if 
it appears fragmentary, confused, bizarre: it is a process and goes through stages that 
may not be linear and logical 

- it must be accompanied, putting in place appropriate protective and supportive 
interventions 

- it will also be necessary to take great care in avoiding elements of "positive suggestion" 
in the dialogue, superimposing ideas, hypotheses and feelings of the adult on the child's 
narrative, anticipating situations or details that may condition the child and alter the 
quality of listening 

- to complete the understanding of the individual picture, knowledge of the relational 
context and family history of the child should also be deepened 

- it is necessary to take into account the broader socio-cultural parameters of reference 
in which the child is embedded 

The treatment/therapy 

It is necessary to reiterate that protection and care are both indispensable to reduce 
harm and overcome the consequences of trauma. Support and treatment interventions 
in severe ACE can only be initiated if the child is assured of the necessary protection: 

• Physical (preventing abusive behavior) 

• mental and emotional (preventing stigmatizing and guilt-ridden behavior and 
psychological pressure on the child). 

There are various evidence-based treatments for treating the traumatized child. In 
particular, research has shown the usefulness of therapies that integrate different 
approaches and tools such as EMDR, sensorimotor therapy, mindfulness-based, 
cognitive-behavioral approach, mentalization-based approach, and DBT. Also of 
considerable importance is the use of psychoeducational tools that enable the child to 
recognize, understand him/herself, and decrease the level of loneliness and shame. The 
use of appropriate approaches and tools makes it possible to increase the window of 
tolerance, overcome defenses as much as possible, and integrate experiences 
fragmented by the traumatic experience. 

The restorative experience 

However, the restorative experience does not occur only within the psychotherapeutic 
intake. In fact, it requires time and attention on multiple levels. In addition to specialized 
care, it is necessary for the child to experience acceptance in daily life and in relationships 
with significant adults who exercise, even if only temporarily, parental functions. 
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Also considered restorative experiences are the path in an educational community or in 
a family home, the reception in a foster family or possibly in an adoptive family, but also 
school, sports or aggregative experience (such as, for example, scouts, oratories, youth 
groups). 

Finally, the paths of children/adolescents who have experienced ACE are often 
characterized by encounters with professional figures belonging to the justice system: 
police officers, Carabinieri, magistrates, lawyers.  

Therefore, it is desirable to spread a "trauma-informed" culture in the different social, 
educational, judicial, as well as social/health environments of course, in which children 
live and grow up. Only a spread of knowledge and skills on trauma will be able to ensure 
concrete, multiprofessional, comprehensive and continuous support for child victims of 
ACE. 

In situations where criminal proceedings are active, care for the child must always be 
guaranteed, as well as adequate accompaniment, protection and support in the judicial 
process. 
 

RECOMMENDATIONS 
Be established, after the necessary protection and multidisciplinary assessment, the 
integrated treatment plan for the victim, ensuring: 

- timeliness, 
- continuity over time 
- the discussion between the professionals/teams dealing with the child and adults. 

In particular: 
- treatment is geared toward processing the traumatic experience 
- a comprehensive, integrated prognosis of treatment outcomes is established, where 
possible 
- periodic discussion is ensured with those who have had and continue to have 
relationships with the child (educational services, school, social and health services, 
foster communities, foster families, etc.) 
- The path for the involvement of qualified experts (2nd level) be defined for 
consulting, supervision, dispatch 
- there is always a liaison with directing functions who maintains connections with 
professionals involved in therapeutic treatment 
- support pathways are activated for protective adults and/or other minors in the family 
- specific treatment pathways towards abusers are also activated in an integrated 
manner. 

It is recommended that the treatment of the child/adolescent be purposeful: 
- To overcoming post-traumatic symptomatology 
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- to rebuilding self-image (often damaged by maltreatment) and relationships and 
supporting self-esteem 
- To ensure a social, relational and educational dimension of well-being 
- To the recovery of adequate parental function of reference figures whenever possible 
- To support the family socially, educationally and psychologically 
- To identify substitute caregiver figures for the child in case parental figures cannot be 
recovered.  

Ongoing training and monitoring on skills with respect to post-traumatic functioning and 
the importance of relational aspects in regulating emotions and behaviors is 
recommended. 

In particular, this type of training should be provided for:  
- teachers, educators 
- Aspiring foster or adoptive families 
- lawyers, magistrates 
- police officers 
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1. DEFINITION AND TYPES OF PREVENTION 

Ensuring healthy growth for all children should be an inescapable goal in any planning 
that has public health as its objective: it seems essential not only to recognize and treat 
the outcomes of maltreatment and abuse and, more generally, of Adverse Childhood 
Experiences, but also to prepare prevention activities, i.e., actions aimed at preventing 
or reducing situations of risk to children's psychophysical and affective health. 

Consider the concept of health as defined by the WHO (World Health Organization), that 
is, not only the absence of disease or infirmity, but a state of total physical and mental 
health and well-being. In particular, the possibility of a child's harmonious development 
and his or her consequent psychophysical and affective well-being in a constantly and 
rapidly changing surrounding environment seems predictive of a positive, peaceful and 
constructive family and social climate, with lower expenses for the community in terms 
of social services, welfare, public health, law enforcement and judicial bodies. 

Prevention is thus the set of actions aimed at preventing or reducing the risk of unwanted 
events occurring, specifically in our case it is aimed at preserving and promoting health 
status by decreasing risk and increasing resources at various levels. 

Increasingly, prevention should be seen as enhancing protective factors as well as 
reducing risks, and it is therefore crucial to identify all factors that lead to increased 
resilience at the individual, family, community and societal levels. 

It is therefore necessary to take action at the level of  

• Individual: any individual being that has unique characteristics that differentiate 
it from other individuals of the same species (people). 

• Relationship: new ensembles formed by individuals relating to each other (family 
units, peer groups, friendship and social groups) 

• Community: set of individuals sharing the same environment, forming a 
recognizable group united by organizational, linguistic, religious, economic ties, 
common interests, etc. (the districts, neighborhoods) 

• Society: set of individuals with different levels of autonomy, relationship, and 
organization who interact to pursue common goals (the states) 

From the perspective of prevention, it is important to consider in a systemic and 
integrated way, according to Bronfenbrenner's ecological theory, the different planes 
that characterize our society and thus our lives: individual, family-microsystem, 
community-mesosystem, society-macrosystem.  

Unless we take a systemic view of our life context, including ourselves, we cannot 
intervene with prevention projects effectively. Engel and Rochester's BioPsychoSocial 
model, which emphasizes the interdependence of everything that affects us, also comes 
to our aid in this perspective; because of its interdisciplinarity and interculturality, it 
represents a possible common language, of transit, between different contexts and plans 
of intervention: in fact, it finds its application in different disciplines ranging from 
medicine to psychology to sociology, and is adopted in different cultures. 
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The BioPsychoSocial model originated in the medical field as an overcoming of the view 
that attributes disease primarily to biological factors. Instead, this model attributes the 
outcome of disease, as well as health, to the intricate and variable interaction of 
biological factors (genetic, biochemical, etc.), psychological factors (mood, personality, 
behavior, etc.) and social factors (cultural, familial, socioeconomic, etc.). Thus, an 
individual's health status is assessed within the psychosocial environment from a 
systemic perspective that values the interdisciplinary approach in both assessment and 
treatment. 

In 1964 Caplan defined three types of prevention, within the framework of Social 
Medicine. 

Primary prevention aims to reduce the number of new cases; it can target the entire 
population or particular risk groups.   

Secondary prevention aims to decrease the duration, spread of a dysfunctional 
condition by detecting and treating it at an early stage. 

Tertiary prevention aims to reduce the consequences of a disease, of a problem that 
has already occurred; In many situations it involves actual rehabilitative and therapeutic 
interventions; In other situations it involves preventing relapse.  

In 1994, the Institute of Medicine (IOM) proposed a new prevention model mainly to 
overcome the possible overlap between tertiary prevention and treatment intervention.  

Distinguishes three types of prevention: Universal, Selective and Specific Prevention 

Universal prevention and selective prevention fall under primary prevention. Specific 
prevention, on the other hand, falls under the old classification of secondary prevention. 
The new classification does not include tertiary prevention, which is considered by 
researchers to be a form of treatment.  

Adapting the definitions to ACE prevention, universal prevention covers all those 
desirable forms of prevention aimed at the whole population or specific categories 
(children 0-3, schoolchildren, adolescents, parents); the benefits introduced by universal 
prevention measures clearly outweigh the risks. 

Selective prevention targets groups, subgroups and individuals in the population 
whose risk of dysfunctional relationships within the family, severe neglect, child 
maltreatment and abuse, and family violence is higher than normal; at-risk individuals 
are identified through the identification of psycho-social and educational factors 
correlated with the highlighted problems. In the population involved in selective 
prevention, dysfunction has not yet occurred. 

Specific prevention is aimed at high-risk individuals or groups who present 
recognizable indicators foreshadowing the development of dysfunction at the family 
level, child maltreatment and abuse, and mental suffering of individuals; minimal signs 
or symptoms of dysfunction are predominantly recognized by the expert including 
through the use of diagnostic tools. 

Despite the precision of this type of classification, the definitions of Primary, Secondary 
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and Tertiary Prevention are still more widely used in social work, which perhaps better 
help to disentangle the difficult operational reality of the possibilities of designing and 
implementing interventions to prevent the outcomes of Adverse Childhood Experiences 
in the population. In particular, in Europe, the work of Concerted Action for Preventing 
Child Abuse in Europe (CAPCAE) clarifies the use of the different types of prevention in 
relation to the area of child maltreatment.  

Primary prevention, aimed at the entire population, aims to promote attention to and 
develop sensitivity with respect to the phenomenon of child maltreatment, especially in 
family settings, and to promote cultural changes with respect to the acceptability of 
violent, devaluing and disrespectful educational practices; secondary prevention 
involves actions aimed at segments of the population at risk of maltreatment or ACE; 
tertiary prevention targets situations in which harm, an unfavorable condition has 
already been made explicit and thus aims to put victims in protection and prevent the 
recurrence of traumatic events. 
 

RECOMMENDATIONS 
A good design and effective ACE prevention efforts must be based first and foremost on 
a data collection facility that ensures regular monitoring of the phenomenon in the 
general population and different risk groups.  

It is also important to take a systematic approach to consider risk factors and protective 
factors in the different planes that shape the lives of individuals. 

It is also important to be clear at what level of prevention we are going to intervene, so 
as to ensure the effectiveness of the actions and projects put in place. 

2. CONDITIONS OF EFFECTIVENESS 

Let's consider what are the conditions of effectiveness for preventive intervention 
projects with respect to children's mental and physical health, echoing the guidance in 
"Preventing Child Maltreatment: a guide to taking action and generating evidence" 
(WHO, 2006). 

The design of prevention and response interventions in order to be effective must keep 
in mind four processes: 

• define the problem conceptually and numerically, making use of statistics that 
describe the extent of mistreatment and the characteristics of those most affected; 

•  identify the causes and risk factors that seem to condition susceptibility to being a 
victim of maltreatment-for example, factors that increase a child's risk of sexual 
abuse, or obstacles that prevent child protective services from being effective; 

• in light of protective and risk factors design interventions and programs that have a 
high probability of being effective in minimizing risk factors. Whether these 
interventions target individuals or entire communities, they need to be evaluated to 
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determine their effectiveness; 

• disseminate information about the effectiveness of interventions and increase 
measures of proven interventions. Whether it is prevention interventions or 
improving response interventions there is a need for high quality and reliable 
information 

Prevention, early detection, and treatment of situations of distress and suffering in 
children and families resulting from ACE can only be ensured by an adult community 
that shares knowledge, skills, languages, and operational protocols: in fact, complex 
situations can only be addressed through a responsible, multidisciplinary approach.  
 

RECOMMENDATIONS 
Prevention projects must work on the identification, implementation and enhancement 
of the resources of individuals, groups and communities, as on the detection, treatment 
and modification of risk factors and conditions. This methodological approach can be 
ensured by effective integration among the various professionals involved. 

3. PLURALITY OF LEVELS AND INTERVENTION STRATEGIES 

In light of the methodological considerations presented, we present some indications for 
the design of preventive interventions aimed at various population groups (children, 
adolescents, adults), with purposes that decline depending on the type of prevention 
adopted (primary, secondary, tertiary). 

Resuming the systemic approach presented initially, we emphasize that prevention 
strategies can address the different levels that characterize human life, starting from a 
social and community level, moving to a relational level and finally to an individual level. 

The first level of community involves legislative changes that not only allow for the 
rights of children under the CRC to be respected and promote social, economic and 
cultural rights for all, but also consolidate the justice system, law enforcement, welfare 
and social protection, and schools. This level includes interventions that enable cultural 
and social changes in the direction of reduced violence against children and adults, 
greater social equity, and greater attention to the relational and environmental context 
in which people live. 

The level of relational strategies is interesting because it highlights a focus on 
relational skills that appears to be critical in the prevention of Adverse Childhood Events, 
and in particular child maltreatment and abuse.  

WHO points to two types of relational strategies that have been shown to be effective 
in prevention because they promote good child/parent bonding and positive parenting 
methods and nonviolent discipline, which can foster a good family atmosphere and 
ensure proper development of the child both physically and psycho-affectively: home 
visiting programs and parent training programs. 
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Home visitation (Home Visiting) programs targeting the perinatal age group have 
been shown to be largely effective in preventing child maltreatment: follow-up studies 
performed on intervention research and systematic reviews of evaluation studies, carried 
out mainly in the United States, show a 40 percent reduction in child maltreatment by 
family members in families that have benefited from home-based interventions. This 
type of intervention has also been shown to be effective in preventing juvenile 
delinquency. 

Given the large number of models of home-based interventions (Home Visiting) that 
have developed in different countries, depending on the socio-economic, geographical 
and cultural characteristics of the area, some elements have been highlighted that seem 
to ensure the effectiveness of the intervention: 

● interventions targeting families at risk, or with particular frailties, such as children 
born preterm or underweight, children with disabilities or illnesses, single 
mothers, low income, underage mothers, and parental substance abuse; 

● interventions that begin in the last months of pregnancy and continue until the 
second year of age (up to the fifth year at the latest) 

● Flexibility with respect to both the frequency and duration of visits and the type 
of service provided 

● Consideration of the needs of the family as a whole, not a single problem 

● Active promotion of positive behaviors of both the mother and other family 
members 

● Improving the social and physical environment of the family  

● Use of trained and supervised personnel (health personnel, paramedics, 
educators, social workers, psychologists) 

 

Home visiting - a psycho-educational model 

In Italy, several Home Visiting experiments have been developed over the past three 
decades, which have been adapted to the national reality but also to the diverse regional 
territories. 

An effective and verified example is a model of psychoeducational Home Visiting, 
inspired by David Olds' Nurse-Family Partnership (NFP) programs and Esther Bick's 
Infant Observation: this program provides support to mothers and parenting couples 
facing the experience of parenting in fragile conditions, with a special focus on foreign 
families; the duration of the intervention varies from a minimum of 6 to a maximum of 
24 months, while the frequency and duration of home visits vary according to the family's 
needs. Home visitors are trained workers with relational, educational, child development, 
maltreatment risk factors and family dynamics skills. They may be supported by 
linguistic-cultural mediators for a cross-cultural approach.  

Support for the mother consists of accompaniment in observing and meeting with the 
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child, without ever taking her place; it is declined in the different daily situations, in 
welcoming the family's needs, in alternating in and out of the home, with an exploration 
of resources and services in the area; there is a focus on the parental couple, any other 
children, and the extended family.  

Such a model involves constant teamwork and supervision. 
 

The second type of relational strategy consists of parenting education programs, 
which aim to inform about the characteristics and needs of the child/children according 
to their stage of development and to increase and improve skills to understand and thus 
better manage their children's behaviors. These interventions target both at-risk groups 
of families and all parents or new parents. 

Parenting programs that have been shown to be effective possess these elements. 

● Attention to parents of children between 3 and 12 years old 

● Review by parents of the teaching materials used for their children, with a check 
against their understanding of them 

● Teaching the child's skill management by successive steps, where each skill 
acquired is the basis for the next one 

● They identify problem behaviors at home  

● They use positive reinforcement techniques and nonviolent discipline methods 

● They use negotiation and problem solving strategies 

 

"Triple P" Positive Parenting Program 

The Triple P - Positive Parenting Program ® is an Australian-born family and parenting 
support program designed to prevent, but also treat, emotional and behavior problems 
in children and adolescents. It aims to prevent problems at the family, school and 
community levels and to create an atmosphere that helps children realize their potential.  

This program operates at different levels, using the media, informational and educational 
resources for the population, brief interventions provided by general practitioners on 
specific problems such as behavior problems, more intensive programs aimed at parents, 
or finally individual interventions on specific families that may encounter an issue of 
family conflict, depression of one of the parents, anger or stress.  

The Triple P programs are created for parents of children from birth to 12 years old, 
while the Teen Triple P program is for parents of 12- to 16-year-olds. Specific programs 
have also been developed aimed at parents of children with disabilities (Stepping 
Stones), for parents facing separation or divorce (Family Transitions), for parents of 
obese children (Lifestyle) or for Aboriginal parents (Indigenous). 

Triple P is based on social learning, cognitive behavioral and developmental theories, as 
well as risk factor assessment. It also seeks to develop parenting strategies based on 
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positive relationships, attitudes, and conduct. 

Many evaluation studies have been conducted that have demonstrated the effectiveness 
of this type of program in improving family management techniques, parental safety, as 
well as behavior within the family. This type of program has been replicated, with 
appropriate variations, in China, Germany, New Zealand, Singapore, Switzerland, the 
United Kingdom, and the United States. 
 

Individual strategies reported by the WHO document include interventions that train 
children to recognize situations of potential abuse.  

These programs, differentiated according to the age at which they are aimed, are based 
on becoming aware with respect to the sensations of one's body, the different types of 
physical contact that can provoke different reactions, and the ability to turn to referring 
adults to confront one's difficult or unpleasant feelings or to ask for help.  

There are as yet no scientific demonstrations with respect to the effectiveness of this 
type of intervention, although appropriate dissemination of moments of insight, 
discussion and sharing could certainly help in a cultural change with respect to the 
protection of self and body and the legitimization of difficult emotions. This kind of 
openness on large segments of the population, for example in schools, could also help 
the emergence of situations of mistreatment or abuse within the family, which are often 
marked by the constraint of secrecy and the child's lack of awareness of what to believe 
about their feelings and emotions. 
 

RECOMMENDATIONS  
Resources and energies need to be invested in the development and implementation of 
prevention programs that have already amply demonstrated effectiveness with respect 
to preventing child and adolescent suffering, particularly home-based interventions in 
the perinatal period (prioritizing at-risk groups) and parent education interventions (also 
on the general population). 

It is important to create and develop prevention interventions aimed at increasing 
children and adolescents' individual awareness of body sensations, emotions, and the 
ability to say no and ask for help. 

4.RECOGNIZE THE SIGNALS 

Preventing the effects of maltreatment and more generally of Childhood Adverse 
Experiences also means early detection of signs of distress and suffering in children or 
adults in their care (see Section A).  

To be able to grasp the indicators, to be able to accommodate an unexpressed demand, 
even a demand for help from a parent in distress, to be able to listen competently but 
also empathetically to a child or young person, it is important that doctors, social 
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services, school, law enforcement and judiciary professionals be put in a position to be 
able to keep in mind what is sometimes unthinkable.  

It is therefore certainly necessary for the practitioner to have technical preparation and 
theoretical knowledge, but also interpersonal skills, an awareness of oneself and one's 
emotions, and careful monitoring of one's state of well-being. 
 

RECOMMENDATIONS 
It is imperative to pay attention to how the working conditions, training and supervision 
of the workers whose task, among others, is to detect, report, assess and treat signs of 
distress in families are handled: if these protective and restorative functions are not 
fulfilled in a professional and humane manner, the consequences will fall both on the 
families in distress themselves, in subsequent generations, and on the community as a 
whole, in terms of direct and indirect costs, not only economic but also social. 

5. COSTS AND SAVINGS 

According to Nobel laureate James Heckman, every dollar invested in early childhood on 
at-risk children generates $7 in future savings. 

The costs of not preventing child maltreatment are divided into direct and indirect 
costs; the former consist of hospital and mental health care, costs related to the welfare 
system, as well as costs related to the justice and law enforcement systems; indirect 
costs derive from the resources derived from support and accompaniment with respect 
to school difficulties, prevention and treatment of juvenile delinquency or substance use, 
to medical care for individuals in adulthood, social costs arising from adult criminality, 
and the productive loss of individuals who are unable to obtain or maintain stable 
employment.  

Research carried out by Bocconi University with CISMAI and Terre des Hommes in 2013 
(data for the year 2010) calculated a cost of 130,259 euros per year for each child victim 
of violence; calculating only new cases, the Italian state had to expect direct costs of 
378.4 million euros and indirect costs of 531.9 million euros for the year 2014, for a total 
of 910.4 million euros. 

These figures make it clear how economizing on the prevention of Adverse Childhood 
Experiences and the malaise of families and children is just a short-sighted and 
counterproductive move. 
 

RECOMMENDATIONS 
Research, regular data collection, monitoring and program evaluation are essential to 
the success of a systematic approach. Therefore:  

− It is important to allocate public and private funds for proper data collection on the 
phenomenon of ACE and mistreatment of women and children 
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− It is important to invest in scientific monitoring and evaluation on prevention 
programs in order to highlight the most effective and thus replicable types of 
interventions 

− It is important to develop with appropriate modifications the programs proven 
effective in preventing the distress of families and children, making them continuous 
over time, homogeneous in basic criteria but flexible to adapt them to different 
territories 

− It is important to enable public services, social and health workers, and teachers to 
perform their professional roles properly, ensuring their well-being and preventing 
secondary traumatization and burn out 
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SECTION  
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How to teach or develop resilience in 
children 
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1. RESILIENCE, KNOWING ITS MEANING AND VALUE 

Parents and caregivers often ask how to strengthen children's Resilience, both in the 
general population and in at-risk groups or children who have had difficult or traumatic 
experiences.  

To summarize the many different definitions found in the literature, we can say that 
Resilience is defined as an individual's ability to regain a balance in his or her life, 
living in a personally satisfying and socially acceptable way despite traumatic 
experiences, adverse events, and very stressful conditions that could have had negative 
and disabling outcomes. Thus, being resilient does not just mean enduring traumatic 
events or calamities, nor does it mean being or becoming invulnerable, but involves the 
ability to survive, flourish, and even transform stressful conditions into a perspective of 
hope, creativity, and planning for the future. 

The Resilience perspective has contributed to trauma studies, seeking to understand 
what factors had facilitated, in some cases, the reconstruction of a satisfying and often 
happy life path, despite the pain and injuries suffered. 

The elements that come into play with respect to the possibility of coping with the 
traumatic event are:  

● The nature of the event (intensity and duration) 
● The context of life (the presence or absence of a support network, family, or 

community of belonging) 
● Individual characteristics (personal response in the face of the event and level of 

psychological development) 
● Competencies (the skills learned, the skills needed to handle a traumatic situation 

and the awareness of being able to cope with a new situation) 
● Resources (the possibility of encountering a context and people capable of activating 

even latent resources and the discovery and recognition of one's own internal 
resources) 

● Esteem and trust (feeling confidence in oneself and others by increasing the sense 
of security) 

● The project (having a plan and a goal to pursue) 
● The story of successes and failures 

The Resilience perspective has made it possible to change a theoretical framework based 
on risk, direct and multifactorial causation, using certain terms in a very specific sense: 
● Resources, which include material and individual aspects 
● The protective factors that belong to the network of relationships and their quality 
● Protective processes that determine how protective factors are used in risk situations 
● Risk factors, understood as adverse conditions that are continuous or sudden in 

nature  

Risk and protective factors, often distinguished into distal and proximal, amplify or 
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reduce the negative effects of certain harmful or traumatic events on an individual's life. 

The analysis of protective factors, as part of processes that precisely defend the 
individual from the negative and destructive consequences of certain experiences, has 
been given a great deal of space in Resilience studies, generating a wealth of research 
that sought to understand the conditions of risk and protection, in the most diverse 
nuances, and their combination. The result was a differentiation of risk-reducing factors 
in traumatic situations into: individual, family and environmental. 

Individual factors include good intellectual abilities, good social skills, communication 
skills, and the ability to empathize; also good self-esteem, sense of self-efficacy, self-
awareness, as well as a certain optimism and sense of humor; and finally the so-called 
internal locus of control (the belief that one has some ability to control events) and an 
active coping ability. 

Family factors include an appropriate educational structure, i.e., the ability of parents 
to set clear rules appropriate to the age and abilities of children and presence of balance 
between affective and normative aspects; in addition, a loving and warm family climate 
and positive interaction with the child, both in specific activities and in daily life; the 
presence of family values and secure attachment are also part of the protective factors 
related to the family environment. 

Environmental factors are the presence of a rich social network of peers, the 
presence of a significant adult outside the family with whom the child can establish an 
ongoing, helpful and supportive relationship, the developmental guardian. 
Environmental factors are also parental help with respect to child-rearing received 
through the formal and informal network of services (neighbors, school, services, parish, 
etc.), as well as good informal relationships, a supportive community, and participation 
in a positive social structure. Finally, among these factors should be mentioned the 
school, both as a caring and appropriate school environment and in terms of the 
academic success achieved by the child. 
 

RECOMMENDATIONS 
It is important to remember that prevention concerns all adults as an educating and 
protective community toward the children and youth with whom we come in contact. 

It is important to have in mind that prevention affects all children, with a view to 
implementing the Resilience factors of each of them. 

2. HOW TO STRENGTHEN INDIVIDUAL RESOURCES 

It follows from this premise that it is important for action to support children's individual 
resources and protective factors, whether they have had a smooth course of growth or 
have had unfavorable experiences: we provide some pointers on how to strengthen 
children's emotional and relational skills, as well as their ability to recognize their 
own needs and to seek help from adults recognizable as trustworthy. 
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In the young child, the regulation of bodily functions and then emotions mature as he 
or she grows and through co-regulation with the caregiver or adults of reference. In 
children in whom this experience of co-regulation with an adult in a safe space is lacking, 
for a variety of reasons, recognition of bodily sensations and emotions may be lacking, 
insufficient, frozen.  

A lack of awareness of one's internal states and emotions, however, remains a more 
widespread condition than is generally believed, in a culture that privileges the cognitive 
aspects of learning, rational modes of communication, and the drive on performance 
and competition.  

Training in the recognition of one's internal states and emotions then becomes a 
recommended path for all children from an early age.  

Let us start with awareness with respect to one's body, both from the enterceptive 
and proprioceptive point of view: good enteroception, that is, good awareness with 
respect to the sensation of hunger and thirst, of heat and cold, of having to go to the 
bathroom rather than of other sensations related to our viscera, can be accompanied 
and trained; that is, we can help children transform information coming from the body 
into conscious messages (how do I feel?). Good enteroception will then be a prelude to 
good emotion recognition. 

Good proprioceptive awareness, that is, of the stimuli and information coming from 
muscles and joints, and more generally from the various parts of my body in space, can 
be fostered and implemented from an early age by inviting attention to sensations 
coming from the body. 

Finally, through co-regulation first and emotional training later, the child can be 
accompanied from birth in the recognition and verbalization of his or her own 
emotional states. 

The more the child is able to recognize and name the emotions he feels, the less these 
emotions will be explosive, unmanageable, ungovernable. If strong emotions, which are 
registered in the right hemisphere and the older part of the brain, can be thought of and 
named in the left hemisphere and cortical part, the child will grow up with a greater 
ability to regulate emotions and behavior and later also to understand and empathize 
with the emotional states of others. According to evidence from decades of studies 
and research on emotional intelligence, children who acquire these skills of recognizing 
their own and others' emotions are also more able to enter into a positive relationship 
with the peer group, taking on positive leadership roles and mediating conflict, and 
develop growing up with a greater ability to achieve their goals with respect to study, 
sports and profession, as they are more able to postpone gratification and tolerate 
frustration. 

All these different types of awareness, both bodily and emotional intelligence, can be 
fostered from the earliest years of age, but can then be stimulated and trained at any 
age of life, throughout life. 

Even in the case of children, teens or adults who have experienced Childhood 
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Adverse Experiences or sporadic or cumulative traumatic events, mindfulness 
training can be proposed: in this case, it is good to remember that traumatic experiences 
are stored in the limbic system and the right hemisphere of the brain and produce an 
impaired ability to verbalize. Therefore, it will be important to value bottom up pathways, 
that is, pathways that start from the bottom, from the body, and that allow for safe 
practice, discovery and experience of sensations coming from the body, sensory stimuli, 
as well as connection to the environment and others. 

Body and emotional awareness enables the child or youth to be better able to recognize 
and put into words his or her needs, both physical and emotional; it fosters recognition 
of situations in which he or she feels discomfort, discomfort, or actual suffering, making 
it possible to say no, or to confront or seek help from a referring adult. 
 

Training: the enhancement of emotional intelligence 

During the MARTE project, an emotional intelligence enhancement project was 
developed and tested, targeting children between the ages of 8 and 12, victims of 
traumatic experiences , possibly guests of Family Homes and other community facilities. 

The course had a simple yet complex goal: to recognize and name emotions. It consists 
of four meetings of two hours each; it includes an initial assessment on emotion 
recognition skills and a final check, to evaluate the effectiveness of the course. Games, 
graphic, pictorial and movement activities, moments of discussion and sharing are used.  

This pathway model can be an interesting cue to be supplemented and modified 
according to the age and number of children, the context, and the goals to be achieved. 
 
Tool 

Do you take care of yourself? - Doctors Without Borders 

Doctors Without Borders is an international, independent medical-humanitarian NGO; it 
published in 2022 a free downloadable tool designed as a "mental health improvement 
activity book" for children and youth. 

Created to meet and alleviate the discomfort of children after the period of the Covid-19 
pandemic, the book was made as a printable material and meant to be used directly by 
children or teens; it contains 7 simple tips: 

1. Learn to recognize and name your emotions 
2. Establish a daily routine 
3. Start again or begin to exercise 
4.T hink about your "center of control": the things in your life that you can or cannot 

 control 
5.Find something to be grateful for 
6.Start writing a personal diary 

7.Try to express yourself with art, music, colors... 
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RECOMMENDATIONS 
We need to train both children's emotional, bodily and interpersonal skills from an early 
age to help them recognize risky, dangerous or distressing situations and identify an 
adult person they can ask for help. 

3. NO MAN IS AN ISLAND: WHY WORK WITH ADULTS AS WELL 

Parents often have little awareness of the importance of feelings and emotions and how 
significantly they affect their own and their children's lives and their relationship with 
their children. 

Training courses in body awareness and emotional intelligence can also be offered to 
parents. The results of these interventions appear evident in case the courses are 
carried out in schools or in parenting support groups chosen voluntarily by the 
participants. 

In the case of parents from at-risk groups, multi-problem families, and abusive 
families, it will be necessary to assess how much these adults were able to ask for help, 
to question their own conduct and behavior, and to show their resources. Indeed, even 
in these cases, emotional awareness can be developed, accompanied, discovered. It may 
first be necessary for the adult to be emotionally welcomed and recognized in his or her 
needs by the caregiver, before he or she can then welcome and see his or her own child 
as a person carrying needs and desires. In home visiting interventions, for example, the 
caregiver accompanies the mother, contains her and "holds" her in her mind so that she 
can see and "hold" her child. 

In the case of practitioners who come into contact with children because of their 
professional experience, it is very important to be aware that there is no neutral, 
objective or rational position when human relationships are at stake. One may always 
encounter children or youth who may have undergone traumatic experiences: an 
expertise about trauma and its impact on children and adults fosters a more protective 
and inclusive mode of relationship for all. 

In addition, the caregiver (psychologist, social worker, educator, teacher, police officer, 
magistrate, doctor, lawyer....) must be aware that emotions related to trauma can have 
a powerful impact on oneself as well: therefore, it is necessary to have good emotional 
intelligence training first on oneself, and then conscious monitoring of one's own state 
of mental health and well-being. Only in this way can caregivers caring for children and 
families ensure effective and protective action, even toward themselves. 
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Soft Encounter - Still I Rise 

Still I Rise is an independent international organization that has opened schools in 
Greece, Syria, Kenya and Congo. Many of the children welcomed into the schools are 
war refugees, others come from slums or child labor; the education team is therefore 
equipped to welcome students with a trauma informed approach. 

In 2022, the NGO is proposing a free training platform, aimed at teachers, with the goal 
of helping them activate those resources of the educational relationship that already 
exist in the classroom, to prepare classmates and teachers to welcome a child victim of 
trauma together. 

The tool provides a course comprising a theoretical part and a practical part. The 
theoretical part explains what trauma is, how it is classified, how it manifests itself, and 
how it affects any learning experience; it presents some basic, innate social and 
emotional skills that can 

Support teachers in supporting and accommodating children affected by trauma in the 
classroom. Teachers are urged to "prepare the ground" by making it safe, that is, by 
decreasing the risk caused by triggers. 

At the same time, in the practical part, the need for self-protection of the person who 
intends to provide support is emphasized: insights are given on how to take care of 
oneself before, during and after the reception of a student victim of trauma.  

Tools for learning how to listen to oneself and pathways for self-assessment are 
provided: if at times you may be feeling very stressed and worried, you can seek help 
from your primary care physician or a psychologist. 

The platform can be accessed via the link https://forms.gle/vDhXcjDtrHmVXaz58 

 

RECOMMENDATIONS 
We need to train the emotional, bodily and relational skills of adults as well, starting with 
ourselves: self-awareness and self-protection are prerequisites for being able to support 
and sustain the children in our care. 
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