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I have come to realize that social awkwardness is a highly familiar feat among communities and groups of people, and in most cases, is a manifestation of personality disorders. In hindsight, the lack of different people to cooperate, coordinate, and get along with others is neither subjective to the environment nor the circumstances. The awareness of the dissociative character traits of people made me curious to exploit how such tendencies manifest in children. I have come to realize that children are harder to diagnose that adolescents and teenagers since they are still in their formative years, and there is a lack of comprehensive medical data about the group that exhibits such traits. However, a familiar feat I have come to assess for children showing signs of personality disorders reflect upon some symptoms entailed for the adults and teen populations. One critical element I determined is the problems such children have in maintaining healthy relationships. I also noted an increased frequency and tendency to place the blame on their situations or others for the issue that they brought about. Though medical journal dictates that personality disorders become highly apparent in adolescence or early adulthood, I agree with the research that stipulates the disorders begin in childhood. One critical observation that multiple sources entailed is the high chances for children with such traits to feel isolated and lonely. 
The societal element allows for the diversity of individuals, and the same is reflected upon the children. However, my assessment shows that children with personality disorders are very different in the thoughts, feelings, behavior, and relationship quotient with others. Diversity in the community is, therefore, a mask that actively limits the notice-ability of such traits within its members. However, I found that parents with children diagnosed with personality disorders ordinarily noticed some of the characteristics very early on in childhood.  The prominence of the population with personality disorders within a community is highly evident in the persons who are shunned. I gather that mental illness is associated with a considerable level of stigma, and hence the same is reflected upon disorders. However, the context of personality is not an adequate determinant of a personality disorder. On those grounds, I would classify every individual with an odd character in the category. However, the propensity of an individual to harm themselves or others is an adequate identifier for me. 
The manifestation of the symptoms of personality disorders for children is also subject to environmental factors. I found that Jani, Johnson, Banu, and Shah (2016) identified high levels of proficiency for borderline personality disorders across cultural lines, with a highly targeted approach to the immigrant populations. However, environmental factors are not limited to geography or culture. The environment also has a significant influence on the perception of self for each individual. The context brings into the limelight the importance of nurture in the role and character of each person. One point I find that it is common to a high number of people personality disorders is the lack of sense of help. The personal values held by each individual provide the context into their character. However, individuals with personality disorders struggle with the notion and perception of who they are and what to believe in. The role of the environment may influence the personal values held by individuals towards or against traits exhibited by individuals with personality disorders. 
While approaching the situation of personality disorder from a trauma-informed care perspective, it is highly prudent to evaluate that each person has a higher chance of historical experience of trauma, as opposed to not having endured one. The context is highly subjective to traumatic experiences of the past, particularly childhood. The background also acknowledges the magnitude of influence such experiences may have in the shaping of life for each individual. I consider such scenarios through the evaluation of events, experiences, and effects. The most malleable stage of development for each person is when they are still children.  It is influential in having a broad foundation of knowledge on the variety of sources of traumatic experience that children may endure. The identification markers critical in targeting the children population is the analysis of history involving the child through probable channels of domestic violence, child neglect, or child abuse. I warrant that such experiences are adequate to acquire support from service needs. The concept of trauma-informed care is highly defined through channels of realization, recognition, response, and resisting re-traumatization. 
The response I advocate for the care to be provided should keep in mind the necessities for bringing up the best possible solutions for the victims and their families. I, therefore, recommend for highly structured policies and functions from the service providers to commandeer the appropriate response. The malleability of the children also warrants an approach that goes beyond the clinical aspect of care. The interventions and evidence-based programs are a mandatory requirement, but the approach to the child should be individual-focused, such that they are customized to address the symptoms each child manifests. The necessity addresses both levels of organization and services offered in customization of the necessities for the target population. Therefore, a baseline of knowledge about the child and their family is crucial towards gathering adequate data before delivering service. I perceive the personal knowledge as a gateway to garnering the trust or confidence of the child, which is a daunting task in consideration of the trauma. I also think that personal contact is influential since it may illuminate on whether the traumatic experience is a single stand-alone event, or emanates from multiple adverse experiences. 
The children brought in for child welfare services always present with complexity in the variety and range of behaviors and symptoms, all emanating from the past traumas. There is also a need for careful assessment of past events to provide a credible link of the behaviors to specific episodes and events that have a probability to bring about trauma. The realization of the need for the trauma-centered approach is a milestone in itself. However, per my earlier recommendation, a bond with the children is impactful in diagnosis and customization of service. In this context, the individuals who bring in the child for welfare service have no diagnosing capability but offer a vast knowledge of previous experience that may be the root of the symptoms and behaviors expressed by the child. The establishment of a rapport will serve up critical information that may be structured to the care for the child. I perceive the step as a critical aspect of the establishment of competency and also in the prevention of re-traumatization for the child. 
Re-traumatization presents as any form or situation by which despicable resemblance is shared with the individual trauma either literally or symbolically. The situation then acts as a trigger for additional symptoms that breed reactions and feelings with a keen association with the original traumatic experience. Though the context is highly unintentional, I recommend against certain practices like isolation and restraints since they have an obvious tendency to bring about re-traumatization. The lack of a baseline of appropriate information and a well fragmented and customized response to the child is a highly probable cause for bringing about the traumatic experience for the child and potentially worsening the manifestation of symptoms. The context of care is crucial in the manipulation of factors to garner a positive influence and response by the children. I recommend consideration for the current system and the relationships in the analysis of re-traumatization for the children population. The current problem in the structure is that medical sources of information detail approaches for patients with a single traumatic event, but does not expand to include multiple events. 
The trauma-informed care approach is highly defined by a vast collection of information pertaining to a case in point. The information about the structure should account for the policies and the procedures in assessing how things are done. I think it is highly subjective, particularly to children, to have them continually and constantly tell the story of their traumatic experience. Opening up about the event is a crucial factor in the establishment of a rapport, but if it is done constantly, the subject tends to relieve the experience every instance. Children are also keenly aware of their surroundings and the treatment accorded to them. It is critical that children do not feel like subjects or tests during the process. Therefore, the structure should accommodate for their childish and playful tendencies. I recommend not addressing them as case numbers. I believe that children would not feel safe if the treatment accorded to them summed them up under labels. Despite the traumatic experience, for all children, any procedure that requires them to disrobe should be avoided or done delicately. 
When assessing the relationship context with family and friends, I recommend taking account of the power, control, and subversiveness of the relationship dynamic. Notable symptoms could range from an outspoken rebel to an isolated child. I think it is prudent to inquire about the nature of the child to be seen or heard. Additionally, the assessment should take note as much as possible to the conducive atmosphere of the various relationships to accommodate the sight and voice of the child. The relationship should also account for any instance or tendencies that violate the level of trust between the child and other people. I see the violation of trust as a very influential element in the assessment of the emotional safety net granted to the child, which consequentially influences the collaboration of the candidate. Collaboration, on the other hand, will take not of the reasoning pattern of the child in how they accomplish tasks. I recommend assessing whether the child does things just for the sake, or with guided motivations and intentions. The psychology of the child is the most informative aspect of the evaluation. Additionally, I would account for the use of oppressive language, coercive practices, or any form of punitive treatment regarding the child or anyone within the environment of the child. Such manipulative patterns to another character may influence the same habits on the child. 
The last element of care is a consideration for the caregiver. Trauma-informed care requires real connection with the child and in some situations, may influence the caregiver. The innocence of the children may create or enhance the burden of grief, which is an early marker for vicarious trauma. The reflection and assessment of the child present a high chance for endorsed symptoms for the carers, which are consistent with post-traumatic, anxiety, and mood disorders. The grieving aspect for the caregivers takes into account the alteration in the course of life and the well-being of the child. They are, therefore, more burdened than any other caregivers for other mental illnesses. The dense and vast foundation of information on how to deal with vicarious trauma is influential to the caregivers, and the context of care should also implement a variety of interventions to cater for the well-being of their care providers. 
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