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Purpose: Childhood trauma is pervasive and can have widespread negative influ-
ences on language development. Children with disabilities, especially with com-
munication disorders, are at elevated risk for, and have barriers to reporting, 
neglect and abuse. Protective factors, such as responsive caregivers and trauma-
informed services, can buffer against the influence of trauma for individual chil-
dren. Caregiver coaching is a common delivery method of early language inter-
vention. Although principles of trauma-informed practice exist broadly in the field 
of mental health, there has been limited direct application to early language inter-
vention. In this clinical tutorial, we aim to (a) describe how childhood trauma can 
impact language interaction, development, and caregiver coaching and (b) apply 
trauma-informed practice to caregiver coaching in early language intervention. 
Method: We adapt the Substance Abuse and Mental Health Services Adminis-
tration principles of trauma-informed care—realize, recognize, respond, and 
resist—to the context of early language development and intervention. In the 
first section, we use the ecobehavioral model of early language development as 
a framework for realizing the mechanisms by which trauma might impact chil-
dren’s development and their caregivers. We also describe how to apply an 
International Classification of Functioning, Disability and Health model of 
assessment to systematically and comprehensively recognize individual child 
and caregiver strengths and needs. In the second section, we present applied 
strategies for responding to trauma and resisting retraumatization. 
Conclusions: The pervasiveness of childhood trauma and the uniqueness of 
individual experiences necessitate trauma-informed practices within early lan-
guage intervention. This tutorial provides background knowledge and applied 
strategies for clinicians to implement trauma-informed strategies. 
Childhood trauma is associated with lower aca-
demic, social, and health outcomes (Legano et al., 2021; 
Substance Abuse and Mental Health Services Administra-
tion [SAMHSA], 2019). More than 67% of children report 
having experienced at least one traumatic event by the age 
of 16 years per the Substance Abuse and Mental Health 
Service Administration (SAMHSA, 2019). SAMHSA 
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defines “individual trauma as an event or circumstance 
resulting in physical harm, emotional harm, and/or life-
threatening harm. The event or circumstance has lasting 
adverse effects on the individual’s mental health, physical 
health, emotional health, social well-being, and/or spiritual 
well-being” (SAMHSA, 2024). Importantly, whether an event 
is traumatic depends on the individual. Two people can 
encounter the same potentially traumatic event or circum-
stances and have very different experiences and life impacts. 
Additionally, the definition above highlights that experiences 
can be traumatic through direct or indirect exposure. 

SAMHSA describes the following categories of poten-
tially traumatic experiences: “psychological, physical, or sexual 
abuse”; “witnessing or experiencing domestic violence”;
s • 1–14 • Copyright © 2025 The Authors
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Figure 1. Substance Abuse and Mental Health Services Adminis-
tration principles of trauma-informed care.
“community or school violence”; “natural disasters or terror-
ism”; “commercial sexual exploitation”; “refugee or war expe-
riences”; “sudden or violent loss of a loved one”; “military 
family-related stressors”; “physical or sexual assault”; and
“serious accidents or life-threatening illnesses” (SAMHSA, 
2019). Childhood trauma spans racial, ethnic, socioeconomic, 
linguistic, and cultural groups. However, systemic inequities 
(e.g., lack of safe public transit in a neighborhood) can 
increase the likelihood of experiencing trauma and reduce 
access to protective factors (e.g., trauma-informed therapeutic 
services; SAMHSA, 2019). 

Children with disabilities—including communication 
disorders—experience traumatic events such as abuse or 
neglect at more than three times the rate of their typically 
developing peers (Brownlie et al., 2017; Legano et al., 2021). 
Additionally, young children who have experienced trauma 
are at higher risk for language delay or disorder (McDonald 
et al., 2013; Sylvestre et al., 2016). The repercussions of 
trauma can impact a child’s learning opportunities and envi-
ronment directly (e.g., limited exposure through neglect or 
limited responsivity from caregivers experiencing their own 
trauma). Trauma can also change brain function to affect 
learning processes (e.g., through an overtaxed stress-response 
system; Legano et al., 2021). Thus, child language disorders 
and trauma can be reciprocally influential. 

Understanding the connections between language 
skills and trauma is supported by a systems-level perspec-
tive. Specifically, language development is a complex, 
dynamic, layered process (Ford et al., 2020), and the 
impacts of trauma can occur across levels. Within a 
systems-level approach to supporting early language devel-
opment, trauma-informed care is a critical component of 
evidence-based practice for speech-language pathologists 
(SLPs). The American Speech-Language-Hearing Associa-
tion (ASHA) highlights that a “trauma-informed model of 
care . . .  emphasizes the need for behavioral health practi-
tioners and their professional organizations to recognize 
the prevalence and pervasive impact of trauma on their 
lives and on the lives of the people they serve—and to 
develop trauma-sensitive or trauma-responsive services” 
(ASHA, 2024). ASHA recognizes the need for trauma-
informed care to foster patient safety and provider well-
being. An SLP’s trauma-informed scope of practice 
includes direct action (e.g., applying principles of trauma-
informed practices to our existing clinical frameworks to 
support individual family needs) and indirect supports 
(e.g., referring children and families for mental health or 
other services). This tutorial focuses primarily on the 
direct actions within the SLP’s scope of practice, but we 
offer suggestions for referral opportunities and resources. 

Given the pervasiveness of childhood trauma, especially 
for children with disabilities, early language intervention 
•2 Language, Speech, and Hearing Services in Schools 1–14
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during the 0–5 period is a critical context for trauma-
informed practice. SAMHSA describes that “a program,
organization, or system that is trauma-informed realizes the 
widespread impact of trauma and understands potential paths 
for recovery; recognizes the signs and symptoms of trauma in 
clients, families, staff, and others involved with the system; 
responds by fully integrating knowledge about trauma into 
policies, procedures, and practices; and seeks to actively resist 
retraumatization” (see Figure 1; SAMHSA, 2014). Although 
trauma-informed services have traction in the medical and 
behavioral-health fields, there is little or no specific guidance 
for caregiver coaching in early language intervention. Impor-
tantly, we do not need to know an individual’s trauma history  
to provide trauma-informed care. Trauma-informed care 
involves implementing a specific set of tools to create safe, col-
laborative, empowered environments and is relevant for all 
families (SAMHSA, 2014). 

Tutorial Purpose and Learner Outcomes 

In this tutorial, we aim to connect the theoretical under-
pinnings of trauma-informed care specifically in early interven-
tion to clinica-practice guidelines across assessment and inter-
vention. The tutorial is divided into sections based on the four 
components of the SAMHSA (2014) model  above (see Figure  1).  
Specifically, we address the following learner outcomes: 

1) Realize and recognize: Describe how childhood 
trauma can impact language interaction, development, and 
caregiver coaching. 

2) Respond and resist: Apply trauma-informed prac-
tice to caregiver coaching in early language intervention. 

Within the SAMHSA (2014) model, we use an eco-
behavioral framework (Ford et al., 2020) to explore the
Terms of Use: https://pubs.asha.org/pubs/rights_and_permissions 



potential impacts of trauma on early language develop-
ment and intervention (Ford et al., 2020). Furthermore, 
we aim to support clinicians in applying the World Health 
Organization’s (WHO’s) International Classification of 
Functioning, Disability and Health (ICF; Centers for Dis-
ease Control and Prevention [CDC], 2024) to guide clini-
cal decision making in caregiver coaching as part of early 
language intervention. We discuss how trauma can impact 
ICF’s contextual factors (i.e., features of the developmen-
tal environment) and health conditions (i.e., identified 
medical, developmental, or mental health conditions or 
disorders), and ultimately the child’s functioning and 
disability (i.e., strengths and support needs; Ford 
et al., 2020; Kostanjsek, 2011). We provide strategies 
for trauma-informed assessment and intervention to sup-
port caregiver-coaching in early language intervention 
(see Table 1) and a reflection and application activity to 
practice applying these principles and strategies (see the 
Appendix).

Importantly, many existing early intervention prac-
tices (e.g., interdisciplinary collaboration) are in alignment 
with trauma-informed care. Thus, clinicians might already 
Table 1. Applying Substance Abuse and Mental Health Services Administ

SAMHSA (2014) Principle

Realize the widespread impact of trauma • Describe the ty

• Examine how s
environments c

• Identify potentia
development an

Recognize the signs and symptoms of trauma • Appraise a child
effects might im

• Inspect your ow
identify opportu

• Evaluate potent
referral, conside

Respond by integrating knowledge about trauma • Apply the ICF f
strengths and n

• Listen and appl
experience to t

• Recognize and 

• Plan how you w
trauma-informe
those which mi

Resist retraumatization • Design assessm
inclusive, and li

• Practice respon
interactions.

• Support caregiv
and choices.

• Assemble comp
barriers to acce

Downloaded from: https://pubs.asha.org 165.155.169.13 on 12/10/2025, 
be using some of the specific strategies presented in this 
tutorial. However, this tutorial offers novel opportunities 
for clinicians to deepen their understanding of the link 
between language development theory and trauma-informed 
care as well as expanding their tools for clinical application. 
Connecting Theory to 
Trauma-Informed Practice 

Trauma-informed practice is grounded in theoretical 
models and clinical guidelines spanning multiple disci-
plines (e.g., public health, psychology). In this tutorial, we 
integrate theory and practice to address the unique appli-
cation of trauma-informed care in caregiver coaching as 
part of intervention. Within the SAMHSA (2014) realize, 
recognize, respond, and resist sections, we describe the eco-
behavioral model of early language development (EMELD; 
Ford et al., 2020) theoretical framework to support clini-
cians’ understanding of the complex, multilayered nature of 
development. EMELD (Ford et al., 2020) is helpful for 
identifying potential strengths and barriers in children’s lan-
guage development. However, we recognize the need for
ration’s (SAMHSA’s) 4Rs to early language intervention. 

Application strategies for early intervention 
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specific recommendations to inform assessment and inter-
vention. Thus, we demonstrate application of the ICF 
(CDC, 2024) clinical guidelines for trauma-informed clinical 
decision making in early intervention. Importantly, these 
frameworks provide complementary information for under-
standing the theory underpinning (EMELD) and practical 
application of (ICF) trauma-informed care specifically 
related to caregiver coaching in early language intervention 
(see Figure 2). We refer to lowercase “early intervention” 
throughout the tutorial to refer broadly to language-support 
strategies for children birth to 5 years of age. We use upper-
case “Early Intervention” to indicate state and federal 
language-support programs specifically implemented as part 
of the Individuals with Disabilities Education Act (IDEA). 

Realize and Recognize 
Realize: Potential impacts of trauma on early lan-

guage interaction and development. Children’s language 
skills before school entry are good predictors of their later 
academic, social, and health outcomes (Pace et al., 2019). 
Strong early language skills develop through repeated, 
supportive interactions with caregivers. We use supportive 
interactions here to capture elements of early language 
interaction quality (e.g., mutual engagement, linguistic 
breadth and depth, naturalistic contexts, ecological valid-
ity, cultural responsivity; Adamson et al., 2020; Short 
et al., 2019) that tend to be robustly positively associated 
with language growth and academic outcomes. Further-
more, we recognize that supportive language interaction 
occurs across languages, dialects, cultural groups, and 
interaction contexts. 

Our current understanding of supportive caregiver– 
child interaction, language development, and early interven-
tion is grounded in broader models of child development 
(e.g., social-interactionist, bioecological, and ecobehavioral; 
Bronfenbrenner & Morris, 2007; Dickinson & McCabe, 
1991; Ford et al., 2020; Vygotsky, 1980). These models 
emphasize development as a social, reciprocal process. 
•

Figure 2. The International Classification of Functioning, Disability and Health
conditions and contextual factors. IDEA = Individuals with Disabilities Educatio

4 Language, Speech, and Hearing Services in Schools 1–14

Downloaded from: https://pubs.asha.org 165.155.169.13 on 12/10/2025, 
Importantly, these models also capture how developmental 
processes within the child interact with their environment 
(e.g., caregivers, family, educational, community). Barriers 
and strengths at any level, including trauma and its impacts, 
can effect change in a child’s developmental trajectory. 

An ecobehavioral model of language development 
describes how differences at the level of the child, the 
caregiver, and the community environment can influence 
individual developmental outcomes from a contextual per-
spective. A recent paper by Ford et al. (2020) applied 
broader ecobehavioral theory to propose an “ecobehavioral 
model of early language development.” The Ford et al. 
(2020) model, which we will refer to with the acronym 
EMELD, retains the layered nature of broader ecobeha-
vioral models. However, EMELD focuses on potential 
sources of variability specific to the quantity and quality of 
early language interaction (Ford et al., 2020). 

The layers of EMELD (see Figure 1 in Ford et al., 
2020) are depicted as nested boxes, with the innermost 
beginning with the child and moving outward. The first 
box contains “caregiver–child interactions,” which captures 
the individual contributions of the caregiver, the child, and 
their dyadic dynamic to language development. Moving 
outward, the next layer is “caregiver knowledge, beliefs, 
and behaviors,” which includes caregiver/family culture, 
developmental knowledge and behavior, as well as educa-
tion level. The third layer, “environmental components and 
resource availability,” captures materials, resources, and 
experiences. Finally, the outermost layer, “policies and 
practices,” captures societal needs and supports such as 
high-quality early childcare, early screening and identifica-
tion, and educational standards (Ford et al., 2020). 

Critically, EMELD (Ford et al., 2020) offers a sys-
tematic framework for considering the many dynamic fac-
tors influencing child language development proximal to 
and distal from the child. Given its pervasiveness and 
complexity, trauma can have intersectional impacts across
 (ICF) framework: Functioning and disability is the product of the health 
n Act; EMELD = ecobehavioral model of early language development. 
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the EMELD (Ford et al., 2020) model. For example, a 
child who has experienced relational trauma might need 
additional support to engage in supportive early language 
interaction with an unfamiliar adult. EMELD is helpful 
for systematically understanding the multifactorial and 
dynamic nature of child language development, including 
the potential impacts of trauma. However, it was not 
designed to assess functioning or directly inform treat-
ment. Therefore, EMELD (Ford et al., 2020) can be sup-
plemented by other frameworks for applied clinical deci-
sion making in early language development and interven-
tion. We present the ICF framework as an applied tool to 
supplement EMELD in clinical decision making. 

Applying Trauma-Informed Theory to 
Caregiver Coaching in Early 
Language Intervention 

Protective factors such as supportive caregivers and 
trauma-informed support systems can buffer against the 
long-term negative impacts of trauma in children (SAMHSA, 
2019; Short et al., 2019). Thus, assessing a child’s 
strengths and needs systematically across levels of the eco-
behavioral model is consistent with trauma-informed early 
language intervention (Ford et al., 2020). Individualized, 
trauma-informed care includes identifying the risks and 
protective factors that impact lifelong developmental out-
comes and is supported by the ICF framework (Kimberg 
& Wheeler, 2019; WHO, 2002). Readers can practice 
identifying these factors using the reflection and applica-
tion activity provided in the Appendix. 

Early intervention is highly individualized, including 
the application of trauma-informed practices. To best 
characterize the child and their environment, the WHO 
recommends a comprehensive taxonomy, the ICF frame-
work (WHO, 2002). The ICF is a systematic approach to 
observing and collecting information pertinent to the indi-
vidual’s functioning and support needs, or the functioning 
and disability of the individual. The CDC and WHO 
endorse the ICF as an applied framework systematically 
describing the functioning and disability of the individual 
by indexing the health conditions and contextual factors 
involved (see Figure 2; CDC, 2024; Kostanjsek, 2011, 
WHO, 2002). 

The ICF is designed for “framing, describing, 
recording and measuring functioning” from a multidimen-
sional perspective (Leonardi et al., 2022). ASHA endorses 
this system for collaborative, person-centered care and 
offers clinician resources for the ICF’s application to 
speech-language and hearing disorders across child, adult, 
and geriatric populations (e.g., language disorder, social 
communication disorder, aphasia). Application of the ICF 
framework to capture individual strengths and needs is 
Downloaded from: https://pubs.asha.org 165.155.169.13 on 12/10/2025, 
consistent with trauma-informed, evidence-based, clinical 
practice (ASHA, 2024, 2025b). 

Universality, parity, neutrality, and environmental fac-
tors underlie the ICF framework. Thus, the ICF is applica-
ble to all people, covers a breadth of health conditions (e.g., 
“mental” vs. “physical”), employs neutral language for the 
purpose of classification, and considers the context of the 
individual (WHO, 2002). This comprehensive, systematic 
taxonomy for characterizing functioning that is sensitive 
enough to capture the strengths and needs of children birth 
to 5 years. Importantly, the ICF is agnostic to etiology, 
meaning that functioning is assessed regardless of the possi-
ble sources of strengths and needs. Practically, clinicians are 
responsible for integrating knowledge about trauma into 
clinical practice. 

The ICF functions as a clinical taxonomy and 
nomenclature for describing Part 1, functioning and dis-
ability, and Part 2, contextual factors. In fact, Part 1, 
functioning and disability, operates as the outcome of the 
dual influences of health conditions and Part 2, contextual 
factors (see Figure 2). As such, the ICF framework may 
be universally employed regardless of condition, disability, 
or function as an equation relating these three key features 
(Kostanjsek, 2011; WHO, 2002). 

Health Conditions 
Exploring the ICF equation: functioning and disabil-

ity as the product of health conditions and contextual 
factors (see Figure 2), we first turn to health conditions. 
Children with or at risk for communication disorders 
may need intervention to maximize their language learn-
ing. IDEA Parts C (ages 0–3 years) and B (ages 3– 
5 years) mandate that children whose early language 
skills are significantly below those of their chronologi-
cally same-age peers are entitled to evidence-based Early 
Intervention (IDEA, 2004). Specifically, the U.S. Depart-
ment of Education notes that intervention is intended to 
address infants and toddlers with disabilities and their 
families. Federal, state, and local governments are 
responsible for carrying out this free and appropriate 
education and require that Early Intervention providers 
complete an individualized family service plan (IDEA, 
2004). Thus, eligibility for Early Intervention program-
ming, proscribed by IDEA, is influenced by the health 
conditions (WHO, 2002) underlying the need for assess-
ment and intervention. The layers and categories of the 
ICF clinical framework interact with one another; child 
disability and functioning are the products of the health 
conditions and the contextual factors. 

Contextual Factors 
Contextual factors include environmental and per-

sonal factors and are organized from proximal to distal
Alper & Eulau: Trauma-Informed Caregiver Coaching in EI 5
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(e.g., support and relationships, attitudes, services, and 
systems and policies). Ecobehavioral models, such as 
EMELD, provide a theoretical framework for under-
standing the role of contextual factors in language devel-
opment and intervention. Strengths and challenges at 
contextual levels interact over time to shape an individ-
ual child’s developmental language environment and, ulti-
mately, language development (CDC, 2024; Kostanjsek, 
2011; WHO, 2002). The aim of trauma-informed care 
within the ICF is to holistically assess and support the 
presence of all contextual factors, including risk and pro-
tective factors. 

To best scaffold clients’ needs and strengths, clini-
cians can benefit from self-reflection practices. Specifically, 
reflection regarding our own biases can help prevent 
pathologizing or misidentifying disorders in cases of cul-
tural difference. ASHA provides resources on cultural 
responsiveness and humility with the goal of reducing the 
negative impacts of clinician biases (e.g., see ASHA, 
2025a). Systematic and thorough assessment of the child’s 
disability and functioning using the ICF as a guide serves 
to limit undue clinician bias. For example, access to clini-
cal intervention could serve as a protective contextual fac-
tor. So too could access to community and family sup-
ports such as living in a multigenerational household with 
multiple caregivers. Thus, when assessing and intervening, 
providers must consider all contextual factors experienced 
by the child, not only those familiar to the provider and 
their experiences. Providers can better recognize the signs 
of trauma in the child and their family with cultural 
responsiveness by using the ICF framework to identify 
protective and risk contextual factors. 

Functioning and Disability 
Functioning and disability is further characterized 

by the body and activities and participation. The body 
includes body functions (e.g., mental functions, voice and 
speech functions) and body structures (e.g., the nervous 
system, structures involved in voice and speech), measured 
or interpreted via anatomical structures or other physio-
logical measure. Activities and participation include activi-
ties and functions of daily life (e.g., learning and applying 
knowledge, communication, self-care), measured by capac-
ity and performance (CDC, 2024; Kostanjsek, 2011; 
WHO, 2002). 

Applying the ICF Framework 
Caregiver coaching is an evidence-based approach 

for early language intervention in the 0–5 period employed
across developmental disciplines and targets a variety of 
outcomes. Family-centered early language intervention 
relies upon identifying the unique strengths and needs 
of each client to provide individualized intervention 
•6 Language, Speech, and Hearing Services in Schools 1–14
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services. Additionally, this approach furthers the goal of pro-
viding trauma-informed care. Caregiver-coaching approaches 
have often focused heavily on the child’s needs and spe-
cific language-support strategies, although there is a need 
for a more systematic approach to assessment and inter-
vention specific to caregiver coaching in early language 
intervention. Early intervention begins with characterizing 
the child’s strengths and needs (functioning and disability) 
based on their health conditions in their environment (con-
textual factors; see Figure 2; CDC, 2024). For practice 
applying this ICF clinical framework, see the reflection and 
application activity in the Appendix. 

Language intervention focuses on the child’s partici-
pation in the context of the family and early education. 
Thus, most target outcomes will relate to the child’s func-
tioning and disability (CDC, 2024), although planned 
goals may directly address levels, or contextual factors, 
described by EMELD (Ford et al., 2020). For example, 
intervention may address aiding the family’s access to 
community resources (e.g., connecting families to social 
workers), scaffolding existing caregiver knowledge and 
behaviors, and facilitating caregiver–child interactions. 
Additionally, goals may directly target activities and par-
ticipation (e.g., following two-step directions to get 
dressed) or body functions (e.g., approximating a new tar-
get word). 

Assessment and intervention are reciprocally influen-
tial processes scaffolded by the clinician to aid the care-
giver in self-monitoring and self-assessment—key coaching 
components. Caregiver coaching involves the clinician 
individually scaffolding the caregiver in shaping their 
child’s early learning environment to support language 
development. There is strong empirical support for care-
giver coaching as a mechanism for fostering supportive 
early language interaction (Akemoglu et al., 2020; Heidlage 
et al., 2019; Roberts et al., 2019). 

Although the specific strategies vary, there are some 
commonly shared characteristics of early intervention pro-
grams including: family and caregiver involvement across 
stages, clinician modeling, opportunities for practice with 
feedback, an emphasis on quality over quantity, caregiver 
self-reflection, and ongoing support (e.g., Alper et al., 2023; 
Carter et al., 2011; Heidlage et al., 2019; McGillion et al., 
2017; Roberts et al., 2019; Roberts & Kaiser, 2012; Rogers 
et al., 2012). Enhanced milieu teaching, often delivered 
through caregiver coaching, is an example of a robust early 
intervention paradigm implemented using principles of adult 
learning (i.e., teach-model-coach-review [TMCR] framework; 
Kaiser & Roberts, 2013; Kasari et al., 2014; Roberts & 
Kaiser, 2012; Wright & Kaiser, 2017). 

Caregiver-coaching approaches offer many potential 
practical benefits, such as facilitating intervention in culturally
Terms of Use: https://pubs.asha.org/pubs/rights_and_permissions 



responsive, naturalistic contexts, efficiency of service-delivery, 
and family centeredness. Part of the move toward caregiver 
coaching as a model has been in response to IDEA’s prioriti-
zation of intervention in the most naturalistic environment 
possible. Despite its many potential advantages, there are 
large individual differences in individual outcomes from early 
language caregiver coaching (Heidlage et al., 2019; Justice 
et al., 2019; Roberts et al., 2019). 

Trauma-informed caregiver coaching within the ICF 
framework involves the clinician identifying the child’s 
health conditions, characterizing the child’s contextual fac-
tors, and describing the child’s functioning and disability. 
Clinicians can determine the strengths and support needs 
(functioning and disability) of the child and caregivers 
based on the child’s individual presentation of their health 
conditions operate within their environment (contextual 
factors; see Figure 2; CDC, 2024). Strengths and barriers 
within the child and their environment, inclusive of the 
child’s caregivers, can shape the developmental trajectory. 

Although IDEA (2004) guides the evaluation and 
provision of services, the ICF (CDC, 2024) framework 
offers a systematic approach to assessing the strengths and 
needs of the child via the interaction between their health 
conditions and contextual factors, including lived experi-
ences or traumas. Via caregiver coaching, caregivers are 
encouraged to engage in all steps of the process, from the 
evaluation to the assessment, the intervention, and the dis-
charge. Target outcomes are determined collectively by 
the team and include skills that promote functioning 
(CDC, 2024) in the child’s naturalistic environment. 
Figure 3. Fitting the International Classification of Functioning, Disability
development (EMELD) together. IDEA = Individuals with Disabilities Educa
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The IDEA (2004)–mandated Early Intervention 
system itself operates at the policy and practices and 
environmental components and resource availability 
levels of the EMELD model (Ford et al., 2020). Early 
intervention providers should aim to influence as many 
levels of the EMELD model as possible, beginning with 
the child but extending to caregiver–child interactions, 
caregiver knowledge, beliefs and behaviors, and even 
effecting change in families’ lives by educating them on 
accessing resources. 
Integrating ICF and EMELD 

The ICF model offers a broad framework for evalu-
ating an individual’s functioning and support needs but 
was not developed specifically for early childhood lan-
guage intervention. Thus, we suggest the combination of 
the theory laid out by EMELD with the practice frame-
work described by the ICF. Employing the ICF through 
an EMELD lens would guide clinicians to consider care-
giver, child, and family needs in the context of their envi-
ronments, then support families through individualized 
direct and indirect services (referrals). 

Together, EMELD (Ford et al., 2020) and the ICF 
(see Figure 3; CDC, 2024; Kostanjsek, 2011) framework 
can help us realize the mechanisms by which early lan-
guage development and trauma may intersect broadly. 
Additionally, assessment using an EMELD-informed ICF 
approach can help to recognize the impacts of trauma on 
individual children and families. 
 and Health (ICF) and the ecobehavioral model of early language 
tion Act.
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Moving from child factors to more distal influences, 
a child’s or caregiver’s trauma history may influence the 
child’s language development. Indirect effects might lie in 
the contextual factors (ICF) and impact caregiver–child 
interactions, caregiver knowledge or beliefs about develop-
ment (EMELD). Additionally, trauma experience might 
impact access to appropriate and supportive resources 
(EMELD). Without incorporating these practices, the sys-
temic failures to support all families may persist via fed-
eral, state, and local policy and guidance. Thus, moving 
through the EMELD and ICF framework, trauma may 
influence the child’s development through an interplay of 
factors (see Figure 3). 

Intersectional generational and individual traumas 
can influence children and families in unique and com-
pounding ways. All children exist within their contextual 
factors. For example, a child and caregiver experiencing 
persistent economic adversity might have inconsistent 
access to educational resources, nutritious food, or safe 
housing. These contextual factors could acutely influence 
the child at multiple levels of EMELD including caregiver 
knowledge and beliefs regarding development or caregiver 
behaviors directly shaping the child’s environment including 
specific features of caregiver–child interactions. Although pro-
viders need not know the etiology or nature of the trauma, 
individualized care through understanding these nested con-
textual factors is a step toward trauma-informed care. 

A comprehensive review of the many tiers of influ-
ence on the child’s developmental environment can only 
be completed with the input of the caregiver. With this 
information, the assessment team, including caregivers, 
can construct a treatment plan that matches the needs of 
the child and family. Trauma can influence the child’s 
contextual factors (Ford et al., 2020) and activities and 
participation (CDC, 2024). Providers need to remember 
that the caregivers and family members providing essential 
information about the child exist in overlapping ecobeha-
vioral systems. Thus, it is essential to approach the ther-
apy relationship respecting the shared as well as individual 
needs of the caregiver and child. Although we primarily 
aim to influence the child’s disability and functioning, 
coaching approaches must consider the functioning of the 
caregiver. There are no health conditions absent contex-
tual factors, and thus no functioning and disability with-
out consideration of the child’s entire ecobehavioral sys-
tem (CDC, 2024; Ford et al., 2020). 

In the following section, we suggest approaches to 
navigate early intervention, specifically caregiver coaching. 
A common argument in support of including caregivers as 
agents of intervention is the potential increase in interven-
tion dosage the child receives. For example, the child 
might only spend 1 hr weekly with the therapist versus 
•8 Language, Speech, and Hearing Services in Schools 1–14
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many waking hours the child interacts with their care-
givers (Kemp & Turnbull, 2014). By leveraging this time 
and the child’s natural context, language intervention can 
be meaningful and functional for the family. However, 
under the best circumstances, caregivers juggle many 
responsibilities including their own personal lives, the 
well-being of their children, and other important people in 
their lives. IDEA and Early Intervention (Individuals with 
Disabilities Education Act of 2024, 2004) mandate care-
giver involvement to optimize child outcomes. However, 
providers must collaborate with caregivers to determine 
the level of involvement that constitutes a reasonable load 
for an individual caregiver. By considering the complete 
ICF (CDC, 2024) equation, early intervention providers 
can individualize their approach to limit the burden and 
maximize the impact of intervention. For practice in 
applying the integrated theoretical and clinical approaches 
of EMELD and the ICF, see the Appendix. 

Respond and Resist 
Trauma-informed practices and caregiver coaching in 

early language intervention. In the first section of this tuto-
rial, we explored two of the SAMHSA (2014) components 
of trauma-informed care—realizing the pervasive nature 
of trauma and recognizing its signs. Specifically, we 
explored the potential impacts of trauma within the con-
text of child language development and early intervention. 
Furthermore, we highlighted broader models of trauma-
informed care that recognize the potential impacts of 
trauma across caregivers and children. 

In this section, we will address the last two compo-
nents of SAMHSA’s (2014) definition of trauma-informed 
care—responding and resisting further trauma through 
purposeful practices (see Table 1). We describe trauma-
informed strategies for assessment of strengths and needs, 
caregiver coaching, and monitoring progress within an 
early language intervention context. Importantly, this is a 
non-exhaustive list of applications for trauma-informed 
practice. For practice applying these clinical skills, see the 
reflection and application activity in the Appendix. 
Assess Your Own Support Needs 

The respond component of the SAMHSA (2014) 
framework involves putting the knowledge you have 
gained about trauma broadly as well as your individual 
client’s strengths and needs into practice. A key step in 
implementing trauma-informed practice is recognizing and 
responding to what we—the clinicians—are bringing into 
the session. Clinicians need to put on their own metaphor-
ical oxygen masks before they can help others. This could 
include recognizing if and how trauma has played a role 
in our lives and planning for how to care for ourselves if
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triggered in a work setting. SAMHSA (2014) recognizes 
that physical and emotional safety for all—patients and 
clinicians—is part of trauma-informed care. Furthermore, 
clinicians may need support for secondary trauma experi-
enced as part of clinical practice. ASHA has a Trauma-
Informed Care page on their Practice Portal (https://www. 
asha.org/practice/trauma-informed-care/) with links to a 
variety of resources as a starting place for clinicians in need 
of support or information. 

Challenge Internal Assumptions 

One of the difficulties associated with applying 
research to practice is avoiding logical pitfalls such as 
making assumptions about an individual based on group-
level trends. For example, while early economic adversity 
is associated with lower language skills at the group level, 
it is not an individual clinical indicator (Alper et al., 
2021). Likewise, trauma is pervasive, but individuals expe-
rience and are impacted by it differently. As clinicians we 
may have little or no specific information about a child or 
family’s trauma history. Luckily, this does not limit our 
ability to use trauma-informed practices for all families. 
Even if we know about potentially traumatic events a 
child or family has experienced, we must objectively 
assess—rather than assume—the strengths and needs rele-
vant to our clinical services. 

The respond component of applying SAMHSA’s 
(2014) trauma-informed practice to early language inter-
vention includes examining and resisting the assumptions 
we make about our clients before you meet them. For 
example, we can try to use open-ended, inclusive interview 
questions to minimize bias and assumption (e.g., “When 
are some of the times you most enjoy interacting with 
your child?” instead of “Do you like to read with your 
child?”). The same principle applies to determining the 
needs for referral or additional resources. For example, 
clinicians can normalize the need for support through dis-
cussing the assortment of referral resources available with all 
families (e.g., “Many families benefit from additional com-
munity resources. We have a list here that includes housing, 
food, childcare, child abuse prevention, early education, 
mental health, intimate-partner violence, immigration, den-
tistry, and pediatricians. Please let me know if I can be help-
ful in connecting you to any of these providers.”). 

Planning these conversations ahead of time to exam-
ine the language for implicit or explicit assumptions is 
critical. Asking inclusive questions and providing the 
opportunity for candid response is critical to identifying 
strengths and needs as well as fostering trust—essential 
components of trauma-informed practice (SAMHSA, 
2014). Comprehensive assessments, such as those guided by 
the ICF model (WHO, 2013), can also aid in identifying 
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objective strengths and needs at all levels of the child and 
caregiver’s experience. 
Practice Responding to Sensitive Information 

SAMHSA recommends that we respond and resist 
retraumatization with intentional practices that respect the 
child and family and protect their safety. As clinicians, we 
may come upon sensitive or privileged information that 
could have emotional, practical, or legal ramifications for 
families. The response to some disclosures, such as child 
maltreatment, are tightly regulated by state mandatory 
reporting guidelines and readily reviewed as part of 
speech-language pathology license renewal. However, 
there are many other topics—such as mental health, sui-
cidality, domestic or intimate-partner violence, economic 
trauma, immigration trauma—where there may be limited 
established guidelines for how to respond as an early 
intervention provider. Thinking through types of disclo-
sures ahead of time can help us respond appropriately, 
limit retraumatization, and maintain safety. Advocate for 
systemic supports within your organization or create your 
own policies to guide your decisions and practices in 
alignment with state and federal laws in advance of such a 
disclosure. 

Additionally, consider employing a systematic approach 
to monitoring your emotional regulation to manage rec-
ognizing what you bring into future sessions. Disclosures 
or unfamiliar or surprising experiences are dysregulating. 
Assess your own support needs first to ensure that you 
feel safe and prepared for your next session with the 
patient and other patients. The Office of the Surgeon 
General offers a variety of tools and resources to support 
workplace well-being (https://www.hhs.gov/surgeongeneral/ 
priorities/workplace-well-being/). 

Resist 
Support self-efficacy through information, planning, 

practice, and reflection. An individual’s self-efficacy per-
ceptions reflect the degree to which they believe they can 
effect change in themselves or their environment. Self-
efficacy can vary across domains—such as professional 
and interpersonal—within an individual (Bandura, 2001; 
Zimmerman, 2000). Bandura (2001) described the action-
able components of self-efficacy as intentionality, fore-
thought, self-reactiveness, and self-reflectiveness. Broadly, 
these elements exemplify how agency is developed through 
planning, thoughtful practice, and careful reflection. Chil-
dren’s self-efficacy perceptions are associated with positive 
academic outcomes (Kim, 2014; Weiser & Riggio, 2010). 
For caregivers, high self-efficacy and developmental 
knowledge are associated with positive parenting percep-
tions and practices (Alper et al., 2020, 2021). Trauma
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might undermine child and caregiver self-efficacy includ-
ing through a loss of control. Trauma-informed early 
intervention can include supporting caregiver and child 
self-efficacy development. 

Supporting the child. Language skills and self-
efficacy perceptions develop alongside and support each 
other. Children with language delays or disorders often 
have fewer functional communication skills, which can 
decrease their sense of self-efficacy and control over their 
environment (Paul et al., 2024). Difficulty with communi-
cation increases children’s risk of experiencing trauma as 
well as decreases their ability to disclose and process it 
(Legano et al., 2021). Furthermore, traumatic experiences 
are often accompanied by a loss of control, which can 
compound their negative developmental impacts. 

During the prelinguistic phase of language 
development—commensurate with the skills typically 
developed between birth and 18 months—children begin to 
map intent and meaning onto symbolic communication. 
These early communicative acts allow children to gain and 
share an adult’s attention, express some basic needs (e.g., 
naming a food item they would like), and elicit linguistic 
models from the adult (Paul et al., 2024). Thus, first words 
are often accompanied by the child having increased agency 
in shaping their environment. Once children begin combin-
ing words, typically around 18 months, they quickly expand 
the purposes for which they can communicate. These new 
communication functions include—requesting, rejecting, 
commenting, asking/answering questions, and engaging in 
social routines. By the time children enter kindergarten, 
they are typically able to express many of their daily func-
tional needs and share some experiences through early 
narratives (Paul et al., 2024). Targeting functional com-
munication through a developmental approach to selecting 
targets is thus in alignment with trauma-informed care. 

Supporting the caregiver. Caregiver coaching is one 
mechanism by which clinicians can support children’s 
early language experiences and environment within an 
ecobehavioral framework. (Ford et al., 2020). The TMCR 
session structure for caregiver coaching has an evidence 
base in principles of adult learning and is often used in 
enhanced milieu teaching approaches (Wright & Kaiser, 
2017). TMCR is a useful example of a semistructured inter-
vention delivery method conducive to trauma-informed 
care. The TMCR framework incorporates informational 
counseling (i.e., teach), clinician-led demonstration (i.e., 
model), family-led practice with specific, individualized feed-
back (i.e., coach), as well as collaborative analysis and goal 
setting (i.e., review). The TMCR phases align well to support 
the caregiver’s parenting self-efficacy development (Bandura, 
2001). Supporting caregivers’ knowledge and self-efficacy 
through practice, feedback, and reflection can help them 
•10 Language, Speech, and Hearing Services in Schools 1–14
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identify their own strengths and challenges. Through agentic 
engagement in the treatment process, caregivers can be 
empowered to affect their own change, which is a critical 
component of trauma-informed care (SAMHSA, 2014). 
Conclusions 

Childhood trauma is pervasive; early interventionists 
are almost guaranteed to encounter children and care-
givers with trauma histories in their practice. Trauma-
informed care has been developed as a protective mecha-
nism against the negative effects of trauma. In this tuto-
rial, we adapt the SAMHSA principles of trauma-
informed care—realize, recognize, respond, and resist—to 
the context of early language development and interven-
tion. In the first section, we use the EMELD as a frame-
work for realizing the mechanisms by which trauma 
might impact children’s development and their care-
givers. We also describe how to apply an ICF model of 
assessment to systematically and comprehensively recog-
nize individual child and caregiver strengths and needs. 
In the second section, we present applied strategies for 
responding to trauma and its impacts, as well as resisting 
retraumatization in the therapy context. This clinical 
tutorial provides background knowledge and applied 
strategies for clinicians looking to implement trauma-
informed strategies in their practice. Providers may also 
practice applying these skills using the activity provided 
in the Appendix. 
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Appendix (p. 1 of 2) 

Reflection and Application Activity 

For this exercise, please reflect on your own clinical experience, observations, or coursework. We have provided some 
example responses to help frame your reflection and discussion. However, we encourage you to think creatively as trauma-
informed care may look different across settings, contexts, clients, and clinicians. 

Part 1 
Think of a child you know or have worked with and construct a strengths and needs analysis using the ICF factors and 

a trauma-informed lens. Use the worksheet on the following page to answer the following questions. What is the Functioning 
and Disability of the child (i.e., Body Structures and Functions or Activities and Participation)? What are the Contextual Fac-
tors relevant to the child? How could simultaneous consideration of risk and protective factors across levels shape your clin-
ical decisions? 

Part 2 
Describe a trauma-informed practice you have observed, heard of, or used in speech-language assessment or interven-

tion. What makes these practices trauma informed? For example, offering a location outside the home (e.g., school or com-
munity center) where families can meet with their early interventionist can be a part of trauma-informed coaching. This is a 
trauma-informed practice because it allows clients to choose, based on their comfort, whether they allow an outsider in their 
home. Furthermore, it creates more equitable access to service environments for families who are unhoused or experiencing 
housing insecurity. Asking all families where they prefer to meet reduces the likelihood of negative consequences of internal-
ized assumptions.
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Reflection and Application Activity
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