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Learning Objectives for 

Session

1. Gain knowledge related to the adaptation and application 
of the CANS within the National Child Traumatic Stress 
Network

2. Enhance understanding of the use of the CANS as a 
comprehensive assessment and treatment planning tool 
for childhood trauma  

3. Enhance understanding of complex trauma framework 
and its relevance for youth in public sector settings

4. Identify differences in clinical needs for youth with 
complex trauma using the CANS

5. Recognize potential uses of CANS data in relation to 
policy, treatment/service planning, and clinical practice



The National Child Traumatic 

Stress Network (NCTSN)

ÅMission: To raise the standard of care and improve 

access to services for traumatized children and their 

families throughout the U.S.

ÅEstablished by Congress in 2001

Å Innovative Collaborative Venture

ÅA National Center for Child Traumatic Stress: UCLA and 

Duke University

Å18 University-based/Treatment Services and Adaptation 

Centers

Å43 Community Treatment and Service Centers 

Å32 Alumni Centers





ÅDevelop a òcommon languageó to understand and communicate about the 

effects of trauma between caregivers and providers

ÅGather information on multiple dimensions relevant to adaptation from 

trauma  - including but not limited to PTSD

ÅGather information on strengths for child, caregiver, and family to utilize in 

the context of treatment/service planning

ÅProvide a rational framework for understanding complex needs and 

strengths associated with child trauma

ÅUtilize assessment data in clinical decision-making, treatment planning, 

quality improvement and systems planning 

ÅMatch appropriate type and level of services to child needs/strengths  

Need for Comprehensive Assessment Strategies for 

Childhood Trauma



Center for Child Trauma Assessment and Service 

Planning (CCTASP) at Northwestern University

Å Category II/Treatment Services and Adaptation Center of NCTSN

Å Focused on dissemination and use of the CANS  in relation to 

trauma-focused interventions/EPBs for various providers and 

service sectors

Å Funding Period:  April 1, 2010- March 13, 2013

Å CCTASP Team:

ðCassandra Kisiel, Ph.D. and Gene Griffin, Ph.D. (Co-Directors)

ðTracy Fehrenbach, Ph.D. (Training Director)

ðGary McClelland, Ph.D. (Data Analyst)

ðDana Weiner, Ph.D. (Data Application Consultant)

ðNicole Maj, B.S. (Project Coordinator)

ðJohn Lyons, Ph.D. (Evaluator)



Focus of CCTASP Activities

ÅUse of the Child and Adolescent Needs and Strengths (CANS)

ÅFocus on Public Sector Settings

ÅEmphasis on Youth with Complex Trauma

ÅUse of the CANS in relation to Adaptation/Application of 

Evidence-Based Practices for Child Trauma

ÅMatching Child Trauma Treatments with Specific Populations 

and Sequencing Treatments Based on Needs and Strengths



GOALS of CCTASP

ÅUse of the CANS as an Assessment tool

ÅUse of the CANS as a Treatment and Service Planning tool

ÅUse of the CANS as a Outcomes Monitoring/ Quality 

Improvement tool

ÅUse of the CANS in relation to Specific Evidence-based 

Practices

ÅUse of the CANS to support Complex Trauma

ÅUse of the CANS to Increase Capacity for Trauma-related 

services



Evidence based practices for CCTASP: 

ðStructured Psychotherapy for Adolescents Responding to 

Chronic Stress [SPARCS]

ðChild-Parent Psychotherapy [CPP]

ðTrauma-Focused Cognitive Behavioral Therapy [TF-CBT]

ðAttachment, Self-Regulation and Competence [ARC] 

ðCognitive Behavioral Intervention for Trauma in Schools 

[CBITS]



NCTSN CCTASP Partners

Å NCTSN Partners:  Community-based Centers

ðLaRabida (Chicago, IL)

ðChaddock (Quincy, IL)

ðYouth Network Council ( Six IL Sites)

ðSt. Lukeõs-Roosevelt/Beth Israel (New York, NY)

ðTrauma Center at Justice Resource Institute (Boston. MA)

Å NCTSN Partners:  Treatment Developers/University-based Centers

ðJudy Cohen & Tony Mannarino/TF-CBT

ðMandy Habib and Victor LaBruna/SPARCS

ðPatricia Van Horn/CPP

ðMargaret Blaustein/ARC

ðMarleen Wong/CBITS



NCTSN CCTASP Partners

ÅIllinois Service System Partners:

ðIllinois Childhood Trauma Coalition

ðDepartment of Children and Family Services

ðDepartment of Human Services, Division of Mental 

Health

ðJuvenile Justice

ðPublic Schools



NCTSN CCTASP Center Activities: Part 1

Use of the CANS in Relation to Direct Services with NCTSN Partners

Å Comprehensive Assessment ðassess trauma-related needs and 

strengths

Å Outcomes Monitoring ðtrack changes over time

Å Quality Improvement ðuse of data to feed back into system to target 

areas for improvement and needed resources

Å Treatment Planning ðdata-driven approach to trauma-informed, 

strength-based planning

Å Adaptation/Application of Treatment Models ðtranslation of CANS 

data and outcomes in relation to specific treatment models   



NCTSN CCASP Center Activities: Part 2

Use of CANS Data in Relation to Systems Planning within Illinois Public 

Sector

Å Use CANS data to identify specific training needs by age groups and within 

Illinois regions

Å Enhance use of CANS in relation to trauma-focused treatment planning efforts 

within Illinois

Å Use of CANS data to support capacity building for specific EBPs within Illinois 

public sector

Å Analysis and translation of CANS data to better understand complex trauma 

and support complex trauma Developmental Trauma Disorder diagnosis



Dissemination Plan for NCTSN Center  

1. Develop Individualized CANS Training Plan with NCTSN Partners 

2. Further Develop and Refine CANS Comprehensive for NCTSN

3. Identify Core CANS team and target CANS trainers with NCTSN 

Partners

4. Conduct  individualized CANS training with NCTSN partners

5. Ongoing CANS implementation support via monthly conference calls

6. Disseminate trauma-focused EBPs with local providers in relation to 

CANS identified needs

7. Develop CANS Treatment/Service Planning Tools (Treatment Planning 

Guidelines, Curriculum, Geomapping)

8. Learning Collaborative Sessions with local and national CANS teams

ð CANS Assessment and Treatment Planning 

ð Use of CANS in relation to EBPs  

ð Use of CANS as ongoing Quality Improvement and Outcomes 

management tool 



Development of NCTSN CANS Comprehensive



History of Child and Adolescent Needs and 

Strengths-Trauma Version 

ÅCANS- MH --1st version of CANS, developed 1990s with multiple 

versions and adaptations since

ÅCANS TEA, Original trauma version, developed in 2002 with 

NCTSN (Kisiel, Lyons, Saxe, Blaustein, Ellis)

ÅCANS Comprehensive - 1st version in IDCFS, 2005

ÅFANS-TEA- Developed in 2009 with NCTSN/Kiser et al.

ÅNCTSN CANS Comprehensive, refined 2010

ÅSeveral CANS versions incorporate CANS trauma items/modules



NCTSN CANS Comprehensive: 

10 CANS Domains

1. Traumatic Experiences (lifetime experiences)

2. Traumatic Stress Symptoms 

3. Child Strengths

4. Life Domain Functioning

5. Acculturation

6. Child Behavioral and Emotional Needs

7. Child Risk Behaviors

8. Children 5 and Younger 

9. Transition to Adulthood 

10. Caregiver Needs and Strengths 



Additions to enhance Assessment of Trauma 

within NCTSN CANS Comprehensive

1. Traumatic or other Adverse Childhood Experiences , 
lifetime rating, 14 items

and 

2. Symptoms resulting from Exposure to Trauma or Other 
Adverse Childhood Experiences, 8 items reflecting 
current symptoms



CANS Trauma and Adverse Experiences Domain 

1. Sexual Abuse

2. Physical Abuse

3. Emotional Abuse

4. Neglect

5. Medical Trauma

6. Family Violence

7. Community Violence

8. School Violence

9. Natural or Manmade 

Disasters

10. War Affected

11. Terrorism Affected

12. Witness to Criminal Activity

13. Parental Criminal Behavior

14. Disruptions in Caregiving



Trauma-Related Symptoms Domain 

ÅAdjustment to Trauma

ÅTraumatic Grief

ÅRe-experiencing

ÅHyperarousal

ÅAvoidance

ÅNumbing

ÅDissociation

ÅAffective/Physiological Dysregulation



NCTSN CANS Comprehensive Development

COLLECTED CURRENT VERSIONS OF THE CANS IN USE ACROSS NCTSN

CENTERS AND OTHER CHILD TRAUMA PARTERING AGENCIES

DEVELOPED CANS COMPARISON CHART

REFINEMENT  OF EXISTING CANS COMPREHENSIVE INSTRUMENT AND 

DEVELOPMENT OF NEW TRAUMA ITEMS FOR OPTIMAL USE WITHIN NCTSN

CONDUCTED FOCUS GROUPS WITH  TRAUMA EXPERTS AND PARTNERING 

AGENCIES TO DEVELOP NEW ITEMS AND GATHER FEEDBACK ON 

REFINEMENTS TO TRAUMA VERSION

COLLECTED & ORGANIZED SUGGESTIONS FOR ADDITIONAL QUALITATIVE 

CHANGES TO BE INCORPORATED INTO FUTURE VERSIONS



Key Adjustments Made to the CANS Comprehensive to 

Create the NCTSN CANS Comprehensive

1. Adjusted the titles of the Trauma Exposure and Trauma Symptom Domains

2. Addition of one Trauma Exposure Item:  Disruptions in Caregiving/Attachment 

Loss

3. Addition of one Trauma Symptom Item:  Hyperarousal

4. Expanded the Affect DysregulationItem to Affect and/or Physiological 

Dysregulation& moved to Trauma Symptom Domain

5. Changed the title of the òSocial Behavioró item to òIntentional Misbehavioró

6. Clarified the age range on the School Attendance, School Behavior and School 

Achievement items

7. Separated the previous ADHD item out into two separate items: 

Attention/Concentration and Impulsivity

8. Removed most of the N/A scoring options; added and N/A option to the 

Caregiver item



CANS Comprehensive Scoring Framework

Trauma Experiences
Based on LIFETIME history

0 = No evidence of trauma

1 = Single incident or òmildó abuse

2 = Multiple incidents or moderate abuse

3 = Severe and/or chronic abuse

Clinical Needs/Symptoms
Based on past 30 days

0 = No identified clinical need ðNo Action Required 

1 = Mild or suspected need ðWatchful Waiting/Flag for more information

2 = Moderate clinical need ðAction Required

3 = Urgent or severe clinical need ðImmediate/Intensive Action Required



Benefits of NCTSN CANS Comprehensive 

ÅStrengths-based Assessment

ÅComprehensive assessment for child trauma-

including range of exposures and areas of impact

ÅEnhanced application and utility with clients and 

settings with trauma version/ new trauma items

ÅAdds clarity/structure to assessment and planning 

process



Challenges with CANS/ Implementation Issues

ÅCANS òBuy-Inó Issues:

ðLengthy/Cumbersome/Time to complete

ðToo subjective

ðStruggle to see how it can be used in treatment planning 

and monitoring treatment progress

ðFrustration from previous trainings/versions already in use

ðNot user-friendly

ÅIntegrating CANS with other assessment processes in 

practice

ÅDetermining how to use CANS most effectively to 

identify and address complex trauma

ÅDiffering IRB process and timelines



Understanding  Complex Trauma



What is Complex Trauma?

ÅComplex traumarefers to a combination of exposureto ongoing 

traumañusually caused by adults entrusted with the childõs careñ

and the impact of such exposure on the child.

ÅChildren who experienced complex trauma have endured multiple 

interpersonal traumatic events typically from a very young age.

ÅComplex trauma can have profound effects on nearly every 

aspect of a childõs development and functioning.

ÅComplex trauma characterizes many children in the child welfare 

system

Source: Cook et al. (2005). Psychiatr Ann,35(5):390-398.



Complex Trauma, RelevantHistory 

Å Lenore Terr (1990) - Type 1 versus Type 2

Å Judy Herman (1992) - Complex PTSD

Å ICD-10, F62.0 (1992) òEnduring Personality Changes after Traumaó

Å Disorders of Extreme Stress NOS (DESNOS)

Å Proposed Developmental Trauma Disorder for DSM-V

Å Other relevant terms  (e.g., Polyvictimization, Cumulative Trauma)



Limitations of the PTSD Diagnosis for Children:

Å The DSM-IV definition of a traumatic event excludes many 
overwhelming childhood experiences.

Å Diagnosis developed in response to acute, adulthood stressors, and 
does not capture the developmental impact of trauma.

Å PTSD symptoms in children can differ given the childõs age, 
developmental level, cultural background. There are few allowances in 
the diagnosis that capture developmental specific manifestations of 
symptoms.

Å At least half of the DSM-IV symptoms require verbal report of internal 
experience.

Å There are many common child traumatic symptoms that are not 
included in the diagnostic criteria for PTSD.



Childrenõs Posttraumatic Reactions:

Risk for Misdiagnosis and Mislabeling

Children presenting with posttraumatic symptoms are at risk of 
being misdiagnosed for a variety of disorders and functional 
difficulties, including:

V ADHD

VDepressive Disorders

VOppositional Defiant Disorder

VConduct Disorder

VReactive Attachment Disorder

VPsychotic Disorders

VSpecific Phobias

VLearning/ academic difficulties

VJuvenile Delinquency



Toward a new diagnosis: 

Developmental Trauma Disorder

Å Developed to better capture effects of complex trauma in children and 

adolescents

Å Proposed DSM-V Diagnosis Criteria:

ðMultiple or chronic trauma exposures

ðFocus on dysregulation across multiple domains of functioning

ÅAffective 

ÅPhysiological

ÅAttention

ÅBehavioral

ÅSelf-Capacity

ÅRelational

ðPersistently altered attributions and expectancies

ðFunctional Impairment



Developmental Trauma Disorder:

Proposed Consensus Criteria

A. Exposure (Interpersonal Violence & Disrupted Caregiving)

B. Affective and Physiological Dysregulation

C. Attentional and Behavioral Dysregulation

D. Self and Relational Dysregulation

E. Posttraumatic Spectrum Symptoms

F. Duration of Disturbance

G. Functional Impairment



Existing Coding of Complex 

Trauma Experience on the CANS

The experience of two or more of the following 

five interpersonal traumatic experiences at an 

òactionableó level (ratings of 2 or 3):

ðsexual abuse  

ðphysical abuse 

ðfamily violence

ðneglect 

ðemotional abuse



CANS Data Findings:

Understanding Complex Trauma 

within Illinois Child Welfare  



Illinois Child Welfare Samples

1. Integrated Assessment Sample: All children 
entering into IDCFS system from 2005 - 2011  
through ôfront endõ comprehensive assessment 
process

N = 14,944

2. Outpatient Therapy Sample: Group of DCFS foster 
care youth receiving therapy services between 
2007-2011

N = 3,083



Sample Demographics

(N = 14,944)
Gender N %
Male 7,332 49.11

Female 7,599 50.89

Race N %___
African-American 6,871 46.7

Non- Hispanic White      6,943 47.2

Hispanic /Latino 815 5.5

Age Groups N %___
0-5 yrs. 8,283 55.4

6-12 yrs. 3,631 24.3

13-16 yrs. 2,602 17.4 



Frequency of Significant Traumatic Experiences upon 

Entry into Illinois Child Welfare (N=14,944)

Å Neglect 46.2%

Å Family Violence 29.3%

Å Traumatic Grief/Separation 25.6%

Å Physical Abuse 20.7%

Å Emotional Abuse 13.4%

Å Medical Trauma 9.7%

Å Witness/Victim to Crime 10.6%

Å Sexual Abuse 8.7%

Å Community Violence 3.5%

Å School Violence 1.6%

Å Natural/Manmade Disasters < 1%

Å War < 1%

Å Terrorism < 1%

Å



Prevalence of òActionableó Interpersonal 

Traumas within DCFS Samples



Profile of Youth with Complex Trauma Exposure and 

Responses in Illinois Child Welfare
Å 29% of Youth entering Child Welfare have been exposed to Complex, 

chronic interpersonal trauma *

Å 50.3% of Youth referred for Outpatient therapy within Child Welfare have 
been exposed to chronic interpersonal trauma

Å Children with Complex Trauma exposure have significantly higher levels of 
need across CANS domains:

ðTraumatic Stress Symptoms
ðEmotional/Behavioral Health Problems 
ðRisk Behaviors 
ðDay-to-Day Functioning Difficulties 
ðFewer Strengths

Å Needs were greater for Complex Trauma exposed youth across age groups

Å Children with Complex Trauma exposure had significantly fewer Strengths 

across most areas

--------------------------------------------------------------------------------------------------------------------------------

* Complex Trauma Exposure = 2 or more significant caregiver traumas on CANS



Differences in Proportion of Actionable Traumatic 

Stress Symptoms with and without Complex Trauma 

Experiences  
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Differences in Proportion of Actionable Needs with 

and without Complex Trauma Experiences  


