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THE IMPORTANCE OF TRAUMA-INFORMED
PRACTICES IN EDUCATION TO ASSIST
STUDENTS IMPACTED BY GUN VIOLENCE
AND OTHER ADVERSITIES

Wednesday, September 11, 2019
House of Representatives,
Subcommittee on Early Childhood,
Elementary, and Secondary Education,
Committee on Education and Labor,
Washington, DC

The subcommittee met, pursuant to call, at 10:18 a.m., in Room
2175, Rayburn House Office Building, Hon. Gregorio Kilili
Camacho Sablan (Chairman of the subcommittee) presiding.

Present: Representatives Sablan, Schrier, Hayes, Shalala, Davis,
DeSaulnier, Morelle, Scott, Allen, Thompson, Grothman, Taylor,
Timmons, and Foxx.

Also Present: Representatives McBath, Bonamici, Wild, Trone,
and Lee.

Staff Present: Tylease Alli, Chief Clerk; Ramon Carranza, Edu-
cation Policy Fellow; Emma Eatman, Press Assistant; Mishawn
Freeman, Staff Assistant; Christian Haines, General Counsel,
Stephanie Lalle, Deputy Communications Director; Andre Lindsay,
Staff Assistant; Jaria Martin, Clerk/Assistant to the Staff Director;
Max Moore, Office Aide; Jacque Mosley, Director of Education Pol-
icy; Veronique Pluviose, Staff Director; Lakeisha Steele, Profes-
sional Staff; Loredana Valtierra, Education Policy Counsel; Joshua
Weisz, Communications Director; Ashley White, Education Policy
Fellow; Cyrus Artz, Minority Parliamentarian; Kelsey Avino, Mi-
nority Fellow; Courtney Butcher, Minority Director of Member
Services and Coalitions; Bridget Handy, Minority Communications
Assistant; Dean Johnson, Minority Staff Assistant; Amy Raaf
Jones, Minority Director of Education and Human Resources Pol-
icy; Hannah Matesic, Minority Director of Operations; Audra
McGeorge, Minority Communications Director; Carlton Norwood,
Minority Press Secretary; Brandon Renz, Minority Staff Director;
Chance Russell, Minority Legislative Assistant; Mandy
Schaumburg, Minority Chief Counsel and Deputy Director of Edu-
cation Policy; and Brad Thomas, Minority Senior Education Policy
Advisor.

Chairman SABLAN. Good morning. The Committee on Education
and Labor will come to order. Welcome, everyone.
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I note that a quorum is present.

The committee is meeting today in a legislative hearing to hear
testimony on the importance of trauma-informed practices in edu-
cation to assist students impacted by gun violence and other adver-
sities.

I note for the subcommittee that Ms. Bonamici of Oregon, Mrs.
McBath of Georgia, Ms. Omar of Minnesota, Mr. Trone of Mary-
land, Mrs. Lee of Nevada, Ms. Wild of Pennsylvania and Mr. Cas-
tro of Texas are permitted to participate in today’s hearing, with
the understanding that their questions will come only after all
Members of the subcommittee on both sides of the aisle who are
present have had an opportunity to question the witnesses.

Pursuant to Committee Rule 7(c), opening statements are limited
to the Chair and the Ranking Member. This allows us to hear from
our witnesses sooner and provides all Members with adequate time
to ask questions.

Can you hear me? Can you hear me all right?

I recognize myself now for the purpose of making an opening
statement. I want to begin by acknowledging that this morning
marks 18 years since the terrorist attacks that struck New York,
Pennsylvania, and the Pentagon on September 11, 2001. Let us
plela{Lse take a moment to remember the 2,977 lives lost in those at-
tacks.

[Moment of silence.]

Chairman SABLAN. Thank you. This morning, we are here to dis-
cuss the Federal Government’s responsibility to ensure that every
child from the Marianas to Maine has a nurturing learning envi-
ronment.

Today, many children are prevented from reaching their full po-
tential because they are suffering from the significant long-term ef-
fects of trauma. In fact, 34 million children, or 45 percent of chil-
dren, have endured an adverse childhood experience that can
hinder their ability to learn and grow.

Extensive research show that children who have experienced
trauma and toxic stress are more likely to be forced into fight or
flight mode. In school, this can often manifest in trouble, paying at-
tention, an impulse to fight and depression or anger. These chal-
lenges can be further compounded by harsh school discipline in-
stead of helpful support if a school is unaware of the science of
trauma and toxic stress. My third grade teacher should have
known this.

But seriously, the trauma and stress of natural disasters have
also affected student learning and well-being. For the over 950
Hopwood Middle School students in my district who lost their cam-
pus to Super-Typhoon Yutu, starting the new school year in FEMA-
built tents is certainly not an ideal learning environment, espe-
cially when the students themselves have their homes lost or dam-
aged.

Damages from the storm have also forced schools to send their
students to attend half-day sessions at other school campuses, rob-
bing them of a full day of learning and the emotional security of
having a campus community of their own.

While we do not yet fully understand how the students will fare
over time under these circumstances, studies show that over a life-
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time, victims of trauma can face a higher risk of drug and alcohol
abuse, greater risk of suicide, and shorter lifespan.

Dr. Robert Block, a former president of the American Academy
of Pediatrics, has been widely quoted as saying, quote: “Adverse
childhood experiences are the single greatest unaddressed public
health threat facing our Nation today,” end quote.

Children across the world experience trauma; the United States
is not unique in that regard. But there are specific preventable
forms of trauma that our children experience more frequently than
anywhere else in the world. The most notable example is gun vio-
lence. America’s gun homicide rate for 15- to 24-year-olds is nearly
50 times higher than in other high-income countries, 50 times.

According to a database maintained by the Washington Post,
228,000 students have experienced gun violence at school since the
Colombine tragedy in 1999, 228,000 students. Americans, of course,
are not 50 times more violent than citizens of other developed
countries, of course not. But what distinguishes us from other de-
veloped nations is that we have failed to pass basic gun violence
prevention laws that are supported by an overwhelming share of
our constituents.

The consequences of that failure are felt in communities like
Odessa, El Paso, Dayton, and Virginia Beach, which have all expe-
rienced mass shootings in the past 3 months. They are also felt by
residents in Chicago, St. Louis, Detroit, and other cities where fam-
ilies live under the constant threat of gun violence.

And while this hearing is about implementing trauma-informed
school practices, we cannot ignore the reality that most of this
trauma is preventable. Reducing gun violence, ending family sepa-
rations, improving access to mental healthcare, quickly rebuilding
schools lost to natural disasters, addressing poverty are some of the
many challenges we can make to improve the quality of life for
children across the country.

But given that we have shown little ability to address these
issues, the very least we can do is help schools educate children
who shoulder the burden of our inaction. More than 70 percent of
children who need mental health services do not receive the appro-
priate care. Low-income students of color, who are more likely to
experience trauma, are often concentrated in segregated public
schools that cannot afford critical mental health resources; and as
a result, children of color disproportionately suffer the physical and
emotional effects of trauma.

In addition, the report by the Government Accountability Office
found that States are facing numerous issues supporting children
affected by trauma, including funding challenges. And to make
matters worse, President Trump and the congressional Republicans
are further restricting mental healthcare at schools by repeatedly
moving to slash funding for K to 12 education. This includes the
elimination of Title II funding for teachers’ professional develop-
ment and the critical Title IV-A program, which is designed to im-
prove school conditions for student learning.

The experts here today will broaden our understanding of how
trauma-informed care can be integrated into learning practices,
student discipline, and support services, to improve graduation
rates, student achievement, and school climate. They will also help
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us understand how Congress can support trauma-informed prac-
tices that are proven to help students succeed.

Today’s discussion is an important step towards addressing a
pervasive public health issue that is affecting communities
throughout and across the country. Thank you to all the witnesses
for being here. I now yield to the Ranking Member, Mr. Allen, for
his opening statement.

[The statement of Chairman Sablan follows:]

Prepared Statement of Hon. Gregorio Kilili Camacho Sablan, Chairman,
Subcommittee Early Childhood, Elementary, and Secondary Education

I want to begin by acknowledging that this morning marks eighteen years since
the terrorist attacks that struck New York, Pennsylvania, and the Pentagon on Sep-
tember 11, 2001. Let us please take a moment to remember the nearly 3,000 lives
lost in those attacks. Thank you.

This morning, we are here to discuss the federal government’s responsibility to
ensure that every child—from the Marianas to Maine—has a nurturing learning en-
vironment.

Today, many children are prevented from reaching their full potential because
they are suffering from the significant, long-term effects of trauma. In fact, 34 mil-
lion children, or 45 percent of children, have endured an adverse childhood experi-
ence that can hinder their ability to learn and grow.

Extensive research shows that children who have experienced trauma and toxic
stress are more likely to be forced into “fight-or-flight” mode.

In school, this can often manifest in trouble paying attention, an impulse to fight,
and depression or anger.

These challenges can be further compounded by harsh school discipline, instead
of helpful support, if a school is unaware of the science of trauma and toxic stress.

The trauma and stress of natural disasters has also affected student learning and
well-being.

For the over 950 Hopwood Middle School students in my district who lost their
campus to Super Typhoon Yutu, starting the new school year in FEMA-built tents
is certainly not an ideal learning environment especially when the students them-
selves had their homes lost or damaged.

Damage from the storm has also forced schools to send their students to attend
half-day sessions at other schools, robbing them of a full day of learning and the
emotional security of having a campus community of their own.

While we do not yet fully understand how these students will fare over time
under these circumstances, studies show that over a lifetime, victims of trauma can
face a higher risk of drug and alcohol abuse, greater risk of suicide, and shorter life-
span.

Dr. Robert Block, former president of the American Academy of Pediatrics, has
been widely quoted as saying, “Adverse childhood experiences are the single greatest
unaddressed public health threat facing our nation today.”

Children across the world experience trauma; the United States is not unique in
that regard. But there are specific, preventable forms of trauma that our children
experience more frequently than anywhere else in the world.

The most notable example is gun violence. America’s gun homicide rate for 15—
24-year-olds is nearly 50 times higher than in other high-income countries.

According to a database maintained by the Washington Post, 228,000 students
have experienced gun violence at school since the Columbine tragedy in 1999.
228,000 students.

Americans, of course, are not 50 times more violent than citizens of other devel-
oped nations.

What distinguishes us from other developed nations is that we have failed to pass
basic gun violence prevention laws that are supported by an overwhelming share
of our constituents.

The consequences of that failure are felt in communities like Odessa, El Paso,
Dayton, and Virginia Beach, which have all experienced mass shootings in the past
three months.

They are also felt by residents in Chicago, St. Louis, Detroit, and other cities
where families live under the constant threat of gun violence.

While this hearing is about implementing trauma-informed school practices, we
cannot ignore the reality that much of this trauma is preventable.
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Reducing gun violence, ending family separations, improving access to mental
health care, quickly rebuilding schools lost to natural disasters addressing poverty,
are some of the many changes we can make to improve the quality of life for chil-
dren across the country.

But - given that we have shown little ability to address these issues — the very
least, we can do is help schools educate children who shoulder the burden of our
inaction.

More than 70% of children who need mental health services do not receive the
appropriate care.

Low-income students of color, who are more likely to experience trauma, are often
concentrated at segregated public schools that cannot afford critical mental health
resources.

As a result, children of color disproportionally suffer the physical and emotional
effects of trauma.

A recent report by the Government Accountability Office found that states are fac-
ing numerous issues supporting children affected by trauma, including funding chal-
lenges.

To make matters worse, President Trump and Congressional Republicans are fur-
ther restricting mental healthcare at schools by repeatedly moving to slash funding
for K-12 education.

This includes the elimination of Title II funding for teachers’ professional develop-
ment and the critical Title IV- A program, which is designed to improve school con-
ditions for student learning.

The experts here today will broaden our understanding of how trauma-informed
care can be integrated into learning practices, student discipline, and support serv-
ices to improve graduation rates, student achievement, and school climate.

They will also help us understand how Congress can support trauma-informed
practices that are proven to help students succeed.

Today’s discussion is an important step towards addressing a pervasive public
health issue that is affecting communities across the country.

Thank you to all the witnesses for being here. I now yield to the Ranking Mem-
ber, Mr. Allen, for his opening statement.

Mr. ALLEN. Thank you, Mr. Chairman, and thank you for recog-
nizing the anniversary of 9/11, and note that this discussion is par-
ticularly poignant, given this day. Sadly, far too many children are
affected by trauma. Because of their age and reliance on adults to
keep them safe, children are more vulnerable to trauma. Studies
show that 26 percent of children in the United States will witness
or experience a traumatic event before they turn four, and more
than two-thirds of children reported at least one traumatic event
by age 16.

Even more disturbing are the statistics surrounding children in
the welfare system. Ninety-five percent of children reported psycho-
logical and physical abuse, and 99 percent reported psychological
and sexual abuse. This is absolutely heart-breaking. Trauma can
include any variety of frightening event, such as physical and sex-
ual abuse, cyberbullying, bullying, or the death of a loved one.
These can be caused by events at home, in the community, or
around the world.

Children that face more than two traumatic experiences in their
life can develop reactions that negatively impact their daily life. In
fact, trauma can affect a child’s education and impair their learn-
ing. Research shows that there is a correlation between traumatic
events and cognitive and behavioral issues.

A study of more than 1,000 children from 20 large cities in the
United States found that traumatic events in early childhood were
associated with below-average academic and literacy skills. In fact,
I have been told in my district that if a child isn’t reading at the
level of third grade by the time they finish the third grade, he is



6

more likely to drop out of school and he has an 85 percent chance
of being incarcerated.

Educators and school staff can serve as a critical support system
for traumatized children and their families. If a student is acting
out, failing tests, or having difficulty concentrating, it may be a
sign of trauma. If teachers understand what is a traumatized stu-
dent and what they are facing, they can better accommodate and
address those child’s needs in the classroom.

However, teachers in the education system are no replacement
for family and faith. Moms and dads and grandpas and grandmas
cannot be replaced in the life of a child. Faith cannot be replaced
in the life of a child. Education is just one piece of supporting and
shaping children. All of us in this room today want to see our Na-
tion’s children and make sure that they are loved, happy, safe and
successful. In fact, my goal when I ran for office, it is time to quit
losing our children.

There is not a person here that does not care deeply about their
futures. That is why we shouldn’t turn any kind of trauma experi-
enced by a child into a political platform. Instead, we should focus
on equipping families, schools, and communities with the tools they
need to shape young Americans to be successful leaders. After all,
we have a vested and sincere interest in the well-being of our Na-
tion’s children. They are our future.

This hearing will examine the effects of trauma on school chil-
dren and how to identify and address them and, most importantly,
how we can help students have access to a safe, supportive, and
healthy learning environment.

I had as a point of personal privilege, I had the opportunity while
we were on our district work period to visit with many school offi-
cials. I will not name the superintendent, but had the opportunity
to visit with him as tears came to his eyes and he described three
suicides of young people in that school system last year. And I
iskeg him why. And he said, they are without hope. Where is the

ope?

It is interesting too that I was given a book at a meeting two
weekends ago. It is called Death on Hold. I never thought some-
body on death row would teach me what this gentleman, Mitch,
taught me in reading this book about what he went through as a
child, what he experienced in the streets, why he was on death
row, and why now he is making an impact on so many lives, par-
ticularly young people who are making bad choices. I highly rec-
ommend this book. It is required reading for Members of Congress,
because I think they will see where the real problem lies.

Thank you, Mr. Chairman, and I look forward to hearing our wit-
nesses today.

[The statement of Mr. Allen follows:]

Prepared Statement of Hon. Rick W. Allen, Ranking Member,
Subcommittee Early Childhood, Elementary, and Secondary Education

Thank you for yielding.

Sadly, far too many children are affected by trauma. Because of their age and reli-
ance on adults to keep them safe, children are more vulnerable to trauma. Studies
show that 26 percent of children in the United States will witness or experience a
traumatic event before they turn four, and more than two thirds of children re-
ported at least one traumatic event by age 16. Even more disturbing are the statis-
tics surrounding children in the welfare system. Ninety-five percent of children re-
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ported psychological and physical abuse, and 99 percent reported psychological and
sexual abuse. This is absolutely heartbreaking.

Trauma can include any variety of frightening events such as physical and sexual
abuse, cyber bullying, or the death of a loved one. These can be caused by events
at home, in the community, or around the world. Children that face more than two
:cirqimiaftic experiences in their life can develop reactions that negatively impact their

aily life.

In fact, trauma can affect a child’s education and impair their learning. Research
shows that there is a correlation between traumatic events and cognitive and behav-
ioral issues. A study of more than 1000 children from 20 large cities in the United
States found that traumatic events in early childhood were associated with below-
average academic and literacy skills. In fact, I have been told in my district that
if a child isn’t reading at level by third grade, he is more likely to drop out of high
school and be incarcerated.

Educators and school staff can serve as a critical support system for traumatized
children and their families. If a student is acting out, failing tests, or having dif-
ficulty concentrating it may be a sign of trauma. If teachers understand what a
traumatized student is facing, they can better accommodate and address those
child’s needs in the classroom. However, teachers and the education system are no
replacement for family and faith. Moms’ and dads’ and grandmas’ and grandpas’
cannot be replaced in the life of a child. Faith cannot be replaced in the life of a
child. Education is just one piece of supporting and shaping children.

All of us in this room today want to see our nation’s children are loved, happy,
safe, and successful. There’s not a person here who doesn’t care deeply about their
futures. Which is why we shouldn’t turn any kind of trauma experienced by a child
into a political platform. Instead we should focus on equipping families, schools, and
communities with the tools they need to shape young Americans to be successful
leaders. After all, we have a vested and sincere interest in the wellbeing of our na-
tion’s children — they are our future.

This hearing will examine the effects of trauma on school children, how to identify
and address them, and most importantly, how we can help students have access to
a safe, supportive, and healthy learning environment. I look forward to hearing from
our witnesses today.

I yield back.

A Chairman SABLAN. Thank you very much, Ranking Member
llen.

Without objection, all other Members who wish to insert written
statements into the record may do so by submitting them to the
Committee Clerk electronically in Microsoft Word format by 5 p.m.
on September 25th.

I will now introduce our witnesses. Dr. Nadine Burke Harris is
the surgeon general of California. She is also an award-winning
physician, researcher, and advocate dedicated to changing the way
our society responds to one of the most serious, expensive, and
widespread public health crises of our time: Childhood trauma.

Previously, she founded the Center for Youth Wellness and sub-
sequently grew the organization to be a national leader in the ef-
fort to advance pediatric medicine, raise public awareness, and
transform the way society responds to children exposed to adverse
childhood experiences and the toxic stress. She also founded the
Bay Area Research Consortium on Toxic Stress and Health, to ad-
vance scientific screening and treatment of toxic stress. Dr. Nadine
Burke Harris has published academic articles on adverse childhood
experiences and trauma. She also published a book entitled The
Deepest Well: Healing the Long-Term Effects of Childhood Adver-
sity. Wow, you've been busy, Dr. Harris.

Next, Dr. Ingrida Barker is the associate superintendent of
McDowell County Schools in West Virginia. She is in her 16th year
as an educator, 6 of which were dedicated to teaching at Sandy
River Middle School, and 3 spent as a high school administrator in
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charge of the curriculum and instructions at River View High
School. Two of my youngest happen to be public school teachers, so
Dr. Barker.

Currently, Dr. Barker works as an associate superintendent in
McDowell County Schools. She also serves as the county’s testing
and Title IX coordinator and works extensively to support the de-
velopment of comprehensive student supports in the county. Dr.
Barker earned her Bachelor of Arts degree from Latvia in English
and French, and completed a Master of Arts degree from West Vir-
ginia University in secondary education. And Dr. Barker received
a doctoral degree in leadership studies at Marshall University.

Ms. Joy Hofmeister—I got that right? Ms. Hofmeister is the
State Superintendent of Public Instruction in Oklahoma. She was
originally elected to serve as State Superintendent of Public In-
struction in November 2014, and began her second term as Okla-
homa State Superintendent in January of this year. Since taking
office, the State has repealed its ineffective State exams, released
a more meaningful and new user-friendly accountability system,
and bolstered student safety.

With an emphasis on collaboration and a focus on ensuring Okla-
homa students have access to opportunities to achieve academic
success, Hofmeister has strengthened academic standards and test-
ing, revamped teacher evaluation, and brought statewide attention
to the need for trauma-informed instructional practices that meet
children where they are.

And finally, but not the least, Dr. Janice Jackson is the chief ex-
ecutive officer of Chicago’s Public School system. Archer. She has
been immersed in CPS her entire life, as a former student, teacher,
principal, network chief, chief education officer, and now as a par-
ent to CPS students.

As CEO of the third largest school district in the country, Dr.
Jackson is a forward-thinking educator who is focused on improv-
ing excellence, equity, and access in all CPS schools. Her efforts,
along with those of Chicago’s dedicated teachers and principals,
have propelled CPS students to record-breaking academic gains,
and education experts from across the country regard Chicago as
a national leader in urban education. She holds a master’s degree
in leadership and administration and a doctorate in urban school
leadership from the University of Illinois at Chicago.

Welcome, all of you. We appreciate all the witnesses for being
here today and look forward to your testimony. Let me just remind
the witnesses that we have read your written statements, and they
will appear in full in the hearing records.

Pursuant to Committee Rule 7(d) and committee practice, each
of you is asked to limit your oral presentation to a five-minute
summary of your written statement. Let me remind the witnesses
that, pursuant to Title 18 of the U.S. Code, Section 1001, it is ille-
gal to knowingly and willfully falsify any statement, representa-
tion, writing, document, or material fact presented to Congress or
otherwise conceal or cover up a material fact.

Before you begin your testimony, please remember to press the
button on the microphone—we ourselves forget doing that once in
a while—the microphone in front of you, so that it will turn on and
the Members can hear you. And as you begin to speak, the light
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in front of you will turn green. After 4 minutes, the light will turn
yellow to signal that you have 1 minute remaining. When the light
turns red, your five minutes have expired and we ask that you
please wrap up.

We will let the entire panel make their presentations before we
move to Member questions. When answering a question, please re-
member to once again turn your microphone on.

I will first recognize Dr. Nadine Burke Harris. You have five
minutes.

STATEMENT OF NADINE BURKE HARRIS, MD, MPH, FAAP,
CALIFORNIA SURGEON GENERAL, STATE OF CALIFORNIA,
SAN FRANCISCO, CA

Dr. BURKE HARRIS. Good morning and thank you for the oppor-
tunity to participate in this hearing on trauma-informed practices.
A robust body of literature demonstrates that adverse childhood ex-
periences, or ACEs, are highly prevalent, strongly associated with
poor childhood and adult health, mental health, behavioral and so-
cial outcomes, and demonstrate a pattern of high rates of intergen-
erational transmission.

High levels of adversity, without the buffering protections of a
trusted caregiver and safe, stable environments, lead to over-
activity of the biological stress response and changes in brain struc-
ture and function, how genes are read, the functioning of the im-
mune and inflammatory systems, and changes in growth and devel-
opment. These changes are what comprise what is now known as
a toxic stress response.

Sixty-two percent of American adults have experienced at least
one ACE and 15 percent have experienced four or more. Those with
four or more face double the risk of seven out of ten of the leading
causes of death in the United States, including heart disease,
stroke, and cancer. And the original CDC research was done in a
population that was 70 percent Caucasian, 70 percent college-edu-
cated. There is no sociodemographic or geographic group that is
spared.

The higher the ACE score, the more likely an individual is to
also struggle with depression, PTSD, sleep and eating disorders
and substance abuse. A national study of more than 35,000 adults
found that even after adjusting for the impact of sociodemographics
and substance use, ACEs are independently associated with as
much as four times the risk of incarceration. Similarly, research
has indicated that a common factor among individuals committing
mass shootings is a history of multiple ACEs.

Among the most notable and perhaps well-studied effect of ACEs
are the impact on learning and behavior. Compared to children
with no ACEs, kids with four or more ACEs are as much as 32
times as likely to experience learning and behavior problems and
are 3 times as likely to repeat a grade.

The science is clear; adverse childhood experiences are a public
health crisis that require coordinated, cross-sector response. Sci-
entific consensus supports two core principles: One, early detection
and early intervention improves outcomes; and two, safe, stable,
and nurturing relationships and environments are healing. Schools
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and our educators are a critical part of an ecological and public
health response to ACEs and toxic stress.

Trauma-informed practices in schools involves ensuring that all
personnel are trained to understand that disruptive behaviors may
be possible symptoms of toxic stress and respond with compas-
sionate buffering care. In addition, trauma-informed training and
practices and policies include establishing systems that enable
safety, including predictable routines and social interactions, a
calm physical environment, transparent and predictable rules, hav-
ing clear nonpunitive consequences for violating rules, teaching so-
cial and emotional skills, participatory decision-making by students
in school policies, and explicit family and community involvement,
including support for families who are managing stress.

Restorative disciplinary practices and programs to prevent re-
traumatization should be the norm. Programs to support vulner-
able children and youth can align with the six pillars of mitigating
the toxic stress physiology, which include promoting healthy nutri-
tion, physical exercise, mindfulness, mental health, sleep hygiene,
and supportive relationships.

In addition, prevention of vicarious traumatization and supports
for educator well-being are essential elements for trauma-informed
educational environments. Important elements also include work-
force training, dissemination of best practices, data reporting and
rigorous evaluation.

As noted by authors in a recent commentary in the journal Pedi-
atrics, both the World Health Organization and the Centers for
Disease Control and Prevention recognize that schools are not only
places to transmit academic knowledge, but also a place for vulner-
able children to connect with supportive adults and peers outside
of their families. Supportive relationships with peers, teachers, and
coaches as well as school connectedness and belonging have been
shown to protect against depression, substance use, and other risky
behaviors and also support and promote academic success.

The opportunity ahead of us is about the true intersection of
healthcare and education. Thank you for this opportunity to share
the science, and I urge you to use this information to inform your
actions on behalf of the American people.

[The statement of Ms. Burke Harris follows:]
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Research has also indicated that the higher the ACE score, the more likely the individual is to
struggle with mental health issues such as depression, post-traumatic stress disorder, anxiety,
sleep and eating disorders, and to engage in risky behaviors such as early and high-risk sexual
behavior and substance abuse.™""

Individuals with six or more ACEs have a life expectancy that is 19 years shorter than individuals
with none."

In childhood, high doses of adversity are associated with increased risk of respiratory infections,
asthma, atopic diseases, poor growth, obesity, learning and attention disorders, sleep disorders,
teen pregnancy, teen paternity, 5Tls, mental health disorders, substance use and high risk
behaviors (among other conditions).","' For example, a child with 4 or more ACEs are twice as
likely to develop asthma as children with no ACEs.™

In addition to these health and mental health outcomes, ACEs are also associated in a dose-
response fashion with increased social risks as well. Research looking at more than 60,000 youth
in the Florida juvenile justice system found that 97% had experienced at least one ACE and 52%
had experienced 4 or more ACEs.* In fact, a national study of more than 35,000 adults found that
even after adjusting for the impact of socio-demographics and substance use, ACEs are
independently associated with as much as 4 times the risk of incarceration.”

The Toxic Stress Response

Advances in science over the past several decades have demonstrated that long-term changes to
the body’s stress response system play an important role in the clinical progression from ACE
exposure to negative short and long-term health and social outcomes.
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When any one of us experiences something scary or threatening, our brains and bodies activate
our stress response which leads to the production of high levels of stress hormones including
adrenaline and cortisol and is responsible for many of the feelings we associate with being
terrified. The amygdala, the brain’s fear center, is activated and the prefrontal cortex, which is
responsible for executive functioning including attention, judgement and impulse contral, is
inhibited. Stress hormones stimulate our hearts to beat stronger and faster, raise blood
pressure and blood sugar, and activate our immune system, among many other effects. The
stress response is a normal and, in fact, essential part of our biological evolution, and allows us
to respond and adapt to challenging circumstances.

However, severe, intense or prolonged adversity may lead to overactivity of a child’s stress
response. In addition, children require the nurturing care of a trusted adult and safe
environments to shut off the stress response and restore normal functioning. Without these
buffers, the biological stress response becomes overactive. Children are uniquely vulnerable to
the effects an overactive stress response because their brains and bodies are just developing.
High levels of adversity, without the buffering protections of trusted caregivers and safe, stable
environments, lead to changes in brain structure and function, how genes are read, functioning of
the immune and inflammatory systems, and growth and development. These changes comprise
what is now known as the toxic stress response.

While the term ACEs refers specifically to the 10 categories identified in the ACE study, it is
recognized that other social determinants of health such as discrimination, economic hardship,
food and housing insecurity (among others) are also risk factors for toxic stress.

+

EARLY LIFE ADVERSITY

Frotective Predispased
factors ‘ * inerability

TOXIC STRESS

CLINICAL IMPLICATIONS

Bucci et al, 2016™
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ACEs, Toxic Stress and Learning

Among the most notable and perhaps well-studied effects of ACEs are the impacts on learning
and behavior. As ACEs increase, we see alterations and impairment of several brain regions
including the hippocampus — where new memory formation takes place, an area critical to
learning; as well as changes in the amygdala (the brain’s fear center) leading to enhanced
vigilance, startle, and aggressive behavior.®" Importantly, the prefrontal cortex, which governs
executive function, demonstrates an “inverted U" response curve in relation to stress hormones.
While too little PFC activation can lead to symptoms of Attention Deficit Hyperactivity Disorder
(ADHD), as stress hormones increase beyond healthy levels, the prefrontal cortex is inhibited,
leading to similar symptoms of distraction, disorganization, forgetfulness and poor impulse
control®,

Focused
Organized Moderate D,
Responsible
: \
Too little NAa,,
¢ | NA and DA mmdnﬂ'n,
Distracted Fatigued Alert Stressed
Disorganized »
Forgetful Levels of catecholamine release
Impulsive increase with arousal state
Armsten et al, 2009

These brain changes underlie the clinical observation that a child’s exposure to ACEs increases,
learning and behavior in children are impaired in a dose-response pattern. Children with 4 or
more ACEs are as much as 32 times as likely to experience learning and behavior problems as
compared to children with 0 ACEs, ™

= NO Learning/Behavior Problems
S YES Learning/Behavior Problems

% Learning/Behavior Problems
;ﬁssugnii

L] 1tod &
ACE Score

Burke, et all 2011
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A recent study looking at data from more than 65,000 children also found that as ACE scores
increase, risk of repeating a grade increases and homework completion as well as school
engagement declines. ™"

‘ 0 ACEs w1 ACE m2 ACEs |3 ACEs |4 ACEs

Megative School

Performace or Attitude, %

5.6

Child Repeated =1 Grade Child Doecs Not Usually  Child Does Not Usually Care
Complete Homework About School

Prevalence of negative school performance and attitude outcomes by number of ACEs among children oges 6to 17
{2011-2012 NSCH).
Robles et all, 2019

How can we support learners exposed to adversity?

The good news is that we have a clear opportunity to mitigate or reverse the impacts of ACEs
and Toxic Stress and increase positive outcomes. Though there is still much work to be done to
understand the precise mechanisms of the toxic stress pathways, scientific consensus supports
two core principles: 1) early detection and early intervention improve outcomes, and 2) safe,
stable and nurturing relationships and environments are healing.

An extensive body of literature demonstrates that the earlier interventions take place, the more
likely they are to be effective and the less intensive and costly they need to be. Safe, stable and
nurturing environments are associated with improved immune functioning, hormonal
functioning, DNA regulation and brain development. In fact, MRI studies found that
institutionalized children randomized to high quality nurturant caregiving showed normalization
of the developmental trajectory of white matter structures as compared to children who received
care as usual. ™

The recently released NASEM report Vibrant and Healthy Kids: Aligning Science, Practice, and
Policy to Advance Health Equity recommends a range of short- and long-term changes to
practice, policy, and systems and a suite of strategies crucial to advancing health equity. To
facilitate early detection, the NASEM Report recommends that health providers:
“Adopt and implement screening for trauma and adversities early in life to increase the
likelihood of early detection. This should include creating ropid response and referral
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Longer-term, we need to begin building systems that allow for more easily sharing data that will
allow for iteratively improving quality and integration of care across institutions like education,
healthcare, childcare, welfare, and juvenile justice, @i il v

Finally, the NASEM Report elaborates a conceptual framework that recognizes that individual
and familial outcomes are nested in and influenced by neighborhood, community, and structural
factors that “set the odds” of either adverse or enhanced health and developmental trajectories,
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SYSTEMS AND ELEMENTS THAT HELP “SET THE ODDS"

Mechanisms or pathways by which
thy d el impact

health over the life course

Systems and Impact

across all stages of the life course.

Intergenerational gﬁ

NASEM report Vibrant and Healthy Kids: Aligning Science, Practice, and Policy to Advance Health Equity, 2019

A true public health response to ACEs and toxic stress involves intervention at all levels and
includes the following key principles, as noted in the report™:

Intervene early. In most cases, early intervention programs are easier to implement,
more effective, and less costly.

Support caregivers. This includes both primary caregivers and caregivers in systems who
frequently interact with children and their families (such as those in our educational
system).

Reform health care system services to promote healthy development. Redesign the
content of preconception, prenatal, postpartum, and pediatric care while ensuring
ongoing access, quality, and coordination.

Create supportive and stable early living conditions:

o Reduce child poverty and address economic and food security,

o Provide stable and safe housing, and

o Eliminate exposure to environmental toxicants.

Maximize the potential of early care and education to promote health outcomes.

o Research shows that early care and education (ECE) affects children’s physical,
emotional, and mental health. To maximize the potential of ECE to promote
improved health outcomes, the committee recommends a comprehensive
approach to school readiness that explicitly incorporates health outcomes,
developing and strengthening curricula that focus on key competencies of
educators, and improving the quality of ECE programs and expanding access to
comprehensive high-quality and affordable ECE programs.

Implement initiatives across systems to support children, families, other caregivers, and
communities. Ensure trauma-informed systems, build a diverse and supported workforce,
and align strategies that work across sectors.
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Chairman SABLAN. Thank you very much, Dr. Burke Harris.
I would like to now recognize Dr. Barker for five minutes, please.

STATEMENT OF INGRIDA BARKER, ED.D., ASSOCIATE SUPER-
INTENDENT, MCDOWELL COUNTY SCHOOLS, WELCH, WV

Ms. BARKER. Good morning. I work in one of the poorest districts
in the United States. According to the 2019 Kids Count data, we
face the highest rates of children living in poverty, low birth weight
babies, and children in kinship care or children living with grand-
parents. These numbers alongside mounting drug overdose rates
create the perfect storm of issues that impedes our students’ well-
being and subsequently their academic achievement.

Besides battling the issues associated with drug misuse, we face
the challenges brought to us by generational poverty, ranging from
kinship care issues to generational trauma our students’ families
face. The schools see the adverse impact of these challenges on stu-
dent attendance, behavior, and academics. For many students
whose main focus is on survival and managing their basic needs,
all the mental capacity is used up on managing the stress in their
lives. Instead of thinking about reading or doing math, they need
to think about their physical and emotional health needs.

Stability and social structures lack in many of our students’
lives, and that is why our schools face increasingly challenging be-
haviors and have to use a variety of resources to provide contin-
uous learning opportunities for all of our students. Hence, the im-
portance of trauma-informed practices and health supports in our
schools. The need to help our students overcome trauma and focus
on learning is immediate, overwhelming, and complex.

It is known that students who are born to low socioeconomic sta-
tus tends to lag behind academically when they enter our schools.
They also come to us with several ACE scores. Many of our kids
witness abuse, parent drug overdose, parent incarceration and vio-
lence early on. Schools can break the cycle of chronic stress and
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trauma by helping provide protective factors, such as strengthening
social connections, providing concrete support in the time of need,
and helping children develop social and emotional competence.

We as educators have a choice: Wait for somebody else to come
and help our families and children, or we can do something now
while we have our kids in our schools. In McDowell County
Schools, we choose the latter. Of course, the school staff cannot do
the job alone. We have degrees in education, not in mental health,
psychiatry, or social work. Therefore, we are applying community
school strategy to leverage and coordinate resources with the school
and the community providers to help our kids. School community
strategy is also an equity strategy. It creates collaborative partner-
ships with various community organizations to meet the unique
needs of the whole child, including family and kinship supports. Of
course, building and maintaining so many partnerships requires
the full-time position of the community schools coordinator, as the
principals or central office staff struggle to find time to do this in
addition to their direct instructional duties.

Southside K8 in our district has been using community school
strategy for several years, and now we see that we can keep our
teachers. Instead of having a 40 percent turnover every year, we
have very few teachers leaving. So it contributes to that stable en-
vironment and great culture in the school.

As a district, we have an emphasis on securing collaborative
partnership on a district level, because we are so remote and the
schools frequently don’t have the opportunities to get on the part-
nerships themselves. But funding for all these positions in addition
to the graduation coaches, nurses, social workers is a challenge for
a rural county with a diminishing tax base. Therefore, increases in
the funding formula for education, like Title I and IDEA as well
as Title IV, is needed.

When faced with choices of directing these funds to meet stu-
dents’ needs, we should not have to choose between helping stu-
dents to learn and do math and hiring nurses, mental health thera-
pists and social workers. Both types of services are vital for our
students to succeed, as the schools have become hubs of community
and, therefore, have to meet the needs of the whole child instead
of engaging in a piecemeal approach, having to choose between
funding academics or social and emotional supports.

The implementation of trauma-focused practices and wraparound
services serves as a solid strategy to prevent students from engag-
ing in destructive behaviors of drug misuse, violence, and risky be-
havior. These practices also can break the cycle of generational
poverty and generational trauma in our students’ lives, because
their parents often coped with that trauma themselves and cannot
help our students as much as they could.

Thank you so much for your time to listen to my statement.

[The statement of Ms. Barker follows:]
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Chairman SABLAN. Thank you very much, Dr. Barker.
Now I recognize Ms. Hofmeister for five minutes, please.

STATEMENT OF JOY HOFMEISTER. OKLAHOMA STATE SUPER-
INTENDENT OF PUBLIC INSTRUCTION, OKLAHOMA STATE
DEPARTMENT OF EDUCATION, OKLAHOMA, OK

Ms. HOFMEISTER. Good morning. Thank you, Chairman Sablan,
Ranking Member Allen, and Members of the committee. My name
is Joy Hofmeister. I was elected State Superintendent of Public In-
struction in 2014 by the good people of Oklahoma and reelected in
2018. Thank you for the opportunity to appear before you to dis-
cuss the effects of childhood trauma on student academic perform-
ance and the social-emotional growth of our school children.

Oklahoma has made tremendous strides in various fronts in pub-
lic education: Academic standards, national comparability, account-
ability and more. But these improvements cannot remedy every
challenge. There are, of course, the stark realities of poverty, child-
hood hunger, domestic strife and more. The world outside the class-
room has an undeniable impact on the world inside the classroom.

A recent national survey of children’s health reports that Okla-
homa’s youngest children suffer more trauma than those in any
other State. According to the Annie E. Casey Foundation, Okla-
homa ranks 42nd in the Nation in child well-being. Seventy-five
percent of our students suffer moderate or serious depression and



29

a growing number admit to a low commitment to school and a high
risk for drug abuse.

Bearing this in mind, how can we equip teachers to move stu-
dents toward resilience and a bright future? We believe the key is
trauma-sensitive instruction. Recent work on the science of hope
makes clear that the connection with a stable, caring adult is a
common factor in moving our children from trauma to hope.

In October 2018 and February 2019, through grant assistance,
Title IV funding, and community and agency partners, the Okla-
homa State Department of Education held two statewide trauma
summits. Both were heavily attended. Next February, we will hold
another trauma-focused opportunity for all educators in the State.
With approximately 42,000 classroom teachers, we expect to serve
10,000 at that event.

Providing increased support to address the implications of trau-
ma among our State’s youth is a priority of our State agency. The
agency provides professional development opportunities for edu-
cators to better understand the connection between trauma, the
science of the brain, and the negative impact on student perform-
ance.

In addition, we began a more cross-agency collaboration to ad-
dress trauma and its connectedness to student academic perform-
ance, chronic absenteeism, and behavior. Our Office of Student
Support provides on-site interventions and professional develop-
ment to schools and districts. Developed last spring, it consists of
directors of social-emotional counseling, academic counseling, pre-
vention services, college and career readiness, work-based learning,
family and community engagement, and suicide prevention. We
will soon add a specialist devoted to bullying prevention and a
statewide crisis response team. Since July, our student support
team has provided educational opportunities and classroom inter-
ventions for more than 4,000 Oklahoma educators.

Through our work toward college and career readiness, a new
focus on Individual Career Academic Planning, or ICAP, we are
learning that students who intentionally plan for their future are
more hopeful and resilient. The results can mitigate the negative
implications of trauma. ICAP is required statewide beginning this
school year, but already students in our ICAP pilot study tell us
that their friends are coming to school more, feeling more purpose-
ful in their work and more optimistic about life after high school.

Through heightened trauma awareness among our educators, we
see rich learning environments and increased trust and support be-
tween teachers and students. Trauma-informed instruction is work-
ing. One teacher said, “After attending trauma-informed instruc-
tion professional development, our school brought back classroom
intervention strategies. We started implementing them in a few of
our classrooms and noticed that student discipline referrals went to
zero with these teachers. We are already seeing the change in our
student behaviors and test scores.”

Such results are hardly surprising. When we ask students what
they need from their teachers, their message is consistent: Get to
know us. Connect with us. Care about us as people. When we em-
power teachers with evidence-based strategies and greater aware-
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ness of trauma, we allow them to harness their creativity to de-
velop positive connections with students.

In closing, the trauma expert Peter A. Levine said: Trauma is a
fact of life; it doesn’t have to be a life sentence. And we believe we
can move our children from trauma to hope.

[The statement of Ms. Hofmeister follows:]

TESTIMONY OF JOY HOFMEISTER
STATE SUPERINTENDENT OF PUBLIC INSTRUCTION
OF THE STATE OF OKLAHOMA
BEFORE THE HOUSE EDUCATION AND LABOR COMMITTEE
SUBCOMMITTEE ON EARLY CHILDHOOD,
ELEMENTARY AND SECONDARY EDUCATION
ON
“The Importance of Trauma-Informed Practices in Education to Assist Students
Impacted by Gun Violence and Other Adversities”

September 11, 2019

Good morning, Chairman Sablan, Ranking Member Allen and members of the
Committee. My name is Joy Hofmeister, and | was elected State Superintendent
of Public Instruction by the great people of Oklahoma in 2014 and again in 2018.
Thank you for the opportunity to appear before you to discuss the effects of
childhood trauma upon student academic performance and the social-emotional
growth of our schoolchildren.

In February 2016, | had the honor of appearing before this subcommittee to share
testimony on strengthened state accountability for student academic
performance after passage of the Every Student Succeeds Act (ESSA). Flexibility
under ESSA has enabled us to develop programs and systems that align with our
vision to ensure every child in our schools has access to a well-rounded education.

Through our state strategic plan, which we call Oklahoma Edge, we are already
demonstrating success. New academic standards for mathematics and English
language arts lifted us from 47th nationally to 17th in terms of quality and rigor.
Last month, we were recognized by the National Assessment of Educational
Progress (NAEP) for significantly reaching national comparability, thereby
narrowing the so-called “honesty gap.” In so doing, we have catapulted from one
of the lowest positions nationally on the NAEP mapping study to the top one-third
of states. We can now say with confidence that our expectations for kids are
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Chairman SABLAN. Thank you very much, Ms. Hofmeister.
And now I would like to recognize Dr. Jackson for five minutes.

STATEMENT OF JANICE K. JACKSON, ED.D., CEO, CHICAGO
PUBLIC SCHOOLS, CHICAGO, IL

Ms. JACKSON. Good morning, Chairman Sablan, Ranking Mem-
ber Allen, and Members of the committee. My name is Janice K.
Jackson and I am the Chief Executive Officer for Chicago Public
Schools, which serves 361,000 students and is the third largest
school district in our Nation. I am grateful for this invitation today
to talk about one of the greatest challenges that we face in Chi-
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cago. Many of our students are growing up in communities that
struggle under the weight of poverty and have been significantly
impacted by violence.

The purpose of my testimony today is to explain how exposure
to violence and poverty creates trauma for Chicago’s children, and
more importantly, to share the steps that CPS is taking to combat
the damaging effects of trauma.

First, I would like to tell you about two students, Rodney and
Kimyatta. These are children who live in a world where trust is
scarce and anger is overly abundant. They describe their commu-
nities in their own words as places where no one can be trusted.

For these children, navigating violence and poverty is a way of
life. This can mean that they are exposed to gun violence, gang ac-
tivity, substance abuse, incarceration of a loved one and loss of
loved ones. And because of that, they are far more likely than their
peers to experience multiple traumas during their formative years.

This repeated exposure to trauma can have far-reaching effects
on youth. Like teachers all over the country, Chicago educators also
feel the pain and uncertainty right alongside the students that they
serve every day, and this is referred to as secondary trauma. For
both students and teachers, trauma becomes a form of toxic stress
in their brains when it is left untreated. For students, it can lead
to behavior problems, poor mental health, drug and alcohol abuse,
and unhealthy sexual behavior, not to mention constant struggles
in the classroom.

Children exposed to this type of trauma are at risk for lower
grades, poor attendance, behavior issues and an increased likeli-
hood of dropping out of school. This sobering fate could easily have
befallen Rodney and Kimyatta, but thanks to one of the many pro-
grams that CPS and the City of Chicago has invested in, their situ-
ation is changing.

This summer, CPS and the City launched a first-of-its-kind pro-
gram called Summer for Change, targeting students exactly like
the ones mentioned before, students from underserved urban com-
munities who are at risk for being impacted by violence. During the
6-week program, 430 youth participated in enrichment opportuni-
ties and were given access to mentoring and trauma-informed ther-
apy that they needed.

The program gave these students access to something that they
were missing: Caring and trustworthy adults who they could open
up to. Not one of the 430 students who participated in the Summer
for Change program was a victim of violence this summer. We also
saw an overall reduction of almost 50 percent in gun violence vic-
timization among students who are enrolled in our alternative
school systems during the summer of 2018.

We hope that the Summer for Change program and programs
just like it contribute to this type of success, and that we can con-
tinue to provide students in Chicago with a safe haven to avoid
some of the outcomes we discussed earlier.

Summer for Change is one of many initiatives that CPS has
launched around social-emotional learning. Others include restora-
tive discipline practices that are moving us away from suspensions
and expulsions and toward uncovering the root cause of negative
behavior while keeping kids in school where they belong. This has
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resulted in a sharp decline in out-of-school suspensions and expul-
sions in CPS and has led to the lowest ever dropout rate in our dis-
trict’s history.

Other targeted trauma-informed intervention support our stu-
dents in everything from coping with anxiety and depression to
managing their emotions and taking responsibility for their choices.
And this helps them ensure that they are prepared for success
after high school.

One other example that I would like to share is for a student
whom I will call Cara. She is growing up without her mother and
any other female adult in her home. She struggles with isolation
and was constantly getting into conflicts with the peers in her
school. Cara was recruited to join a Structured Psychotherapy for
Adolescents Responding to Chronic Stress program, otherwise
known as SPARCS, and things have started to turn around. She
is learning to talk through her emotions and make better decisions,
and this is helping her to develop the coping skills necessary to bet-
ter manage her stress.

Chicago has been fortunate to receive Federal grant support to
manage the needs of children exposed to trauma. The impact of
this funding is significant, particularly as our students continue
coping with the stress of poverty and violence. But to keep this vi-
tally important work going, CPS and other school districts around
the country need additional support. There is a serious need for in-
creased Federal funding to combat the effects of trauma on our
youth.

Only when our country’s leaders unite behind this cause can the
range of quality treatment services for these students begin to fully
meet their needs and put them on the road to recovery and a pro-
ductive and fulfilling life.

I thank you for listening to my testimony and your time and look
forward to your questions.

[The statement of Ms. Jackson follows:]
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Chairman SABLAN. Thank you very much, Dr. Jackson. Oh, God,
how much you four make me miss my grandmother growing up.
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But under Committee Rule 8(a), we will now question witnesses
under the five-minute rule. As Chair, I have decided to go at the
end, so I will yield to the next senior Member on our side, the Ma-
jority side, who will be followed by the Ranking Member or his des-
ignee, and I would recognize. And so let’s start with Ms. Schrier.
You have five minutes.

Ms. ScHRIER. Thank you, Mr. Chairman. And thank you to all
of our witnesses today. I was thrilled to read all of your testimonies
last night and then hear them today, and I am so grateful that we
are talking about this.

I am also a pediatrician, and so I come at this with a little bit
different perspective. And I have been thinking about kind of how
we can really address this, because ACEs are a particularly dif-
ficult problem because so many of the adverse childhood events
happen at home. And so when a patient comes into the office, we
try to partner with parents to make things better. But when there
is so much dysfunction at home, whether it is hunger or parents
are separated or abuse or a parent is sick with a horrible chronic
disease or drug abuse, that makes it much harder to solve in the
exam room. And so a lot of it really ends up being left, of course,
to the schools, which is the other safe place for kids.

So I wanted to talk—I have a couple questions. One is going to
be for you, Dr. Jackson, about the difference between expulsion/sus-
pension, kind of traditional responses to misbehavior in school, and
then how that contrasts with now.

But I wanted to first talk with you, Dr. Burke Harris, about
what we can do to help these families and sort of catch things up-
stream. And in Washington State, there’s a couple really exemplary
programs that meet families where they are. So it addresses these
exact situations to help them build their children’s health.

One of them is called the triple P program or Washington State’s
Positive Parenting Program, and it aims to assist parents in pre-
venting a lot of the serious behavioral and emotional problems that
we are seeing in kids.

The other one is the Guiding Good Choices program that helps
parents of kids 9 to 14-year-old, who are just entering a really tur-
bulent period, to make good choices through adolescence.

And the triple P’s positive outcomes on reducing child abuse and
neglect, limiting out-of-home placements of children, and academic
success are outstanding and result overall in taxpayer savings of
about $1,400 per participant. And the Guiding Good Choices pro-
gram demonstrates increases in the number of positive interactions
between parents and children, lower rates of substance abuse,
lower rates of delinquency, and effects that last even 40 years out.

And so I was going to ask if there are some other programs that
you really like and would recommend, and then maybe even add
what some of the challenges are, other resources in rural commu-
nities.

Dr. BURKE HARRIS. Thank you. So we recognize that when we
are talking about addressing adverse childhood experiences, we
have to break the intergenerational cycle, right? Kids who have
ACEs have parents who have ACEs.

In California, we are implementing universal screening for ad-
verse childhood experiences in children and adults and responding



42

with trauma-informed care, and our governor has allocated $40
million to reimburse providers for doing that and $60 million over
3 years to train providers on how to do that and how to respond
to trauma-informed care.

So ensuring that adults also have access to mental health serv-
ices and supports for vulnerable families who are under stress, it
has to be a two-generation approach.

Ms. ScHRIER. Thank you very much. And are there particular
programs that I should look into to bring home to my State of
Washington? I love that you are implementing the screening pro-
gram, so we in Washington will be learning from you in California.

Dr. BURKE HARRIS. One program I also recommend is CPP,
Child-Parent Psychotherapy, which is a clinical intervention that I
have used in my clinical practice, and as well as any trauma-fo-
cused therapy that can be used for kids and adults.

Ms. ScHRIER. Thank you. Then I still have time so, Dr. Jackson,
I just wondered if you could paint a picture for my colleagues about
what it would look like traditionally if you had a child who was
misbehaving so much in school that they would be sent home—of
course, then being sent to a home where there is drugs or neglect
or a sick parent or whatever else—versus how you handle that in
a school that is focused on trauma-informed behavior modification
and education.

Ms. JACKSON. Thank you. In short, in Chicago Public Schools, we
first started by looking at the policies that led to not only out-
rageous numbers of students being suspended and expelled from
school, but the disparity between African American students and
their peers.

And we changed the policy to make teachers, principals, and ad-
ministrators have to go deeper to identify the root cause and also
show an effort to address those root causes through other practices,
such as restorative justice, in some cases giving students access to
mental health professionals, either in the school or outside of the
community.

And what this has resulted in, unlike some of the skepticism that
we heard in the beginning, is fewer students being suspended and
expelled from school resulted in higher attendance rates, which
also had a direct impact on student achievement, which has been
addressed here today.

And I am happy to say that, you know, we have been engaged
in this work for about 6 or 7 years now and now we have the data
to show that when we invest in our students and look underneath
to figure out what is going on and provide them with the trusted
adult or individual, we can really change the pathway for our stu-
dents.

So I would recommend those folks listening to think about the
policies first and then make sure that there is an investment in
training for the educators who are working with students every
single day so that they can implement them with fidelity and care
for students.

Ms. SCHRIER. Thank you.

Chairman SABLAN. Thank you very much, Dr. Shrier.

At this time, the designee of the Ranking Member, Mr. GT
Thompson of Pennsylvania, is recognized for five minutes, sir.
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Mr. THOMPSON. Chairman, thank you so much. Chairman, Rank-
ing Member, thank you for really hosting this critical hearing on
a topic that is extremely important to me.

Trauma is such a destructive force from so many different per-
spectives of how it impacts a human being when it comes to im-
pacting our children, who, quite frankly, maybe have not developed
the resiliency, the strategy, the skills to be able to prevent the real
destructive force of trauma long term. I want to thank each of the
Members of this panel for bringing your professional expertise,
your passion—very obvious to me, from what I have heard and
what I have read—to this hearing today.

And thank you for bringing your best practices too. I have al-
ready heard a lot of information that gives me hope. And the fact
is I love that it was framed the science of hope. That really is what
you all are all about. It is about building and establishing resil-
iency within our kids. It is sad what they have to experience.

And I would argue that there are so many different forms of
trauma, and what has really made it present in absolutely every
school district, I think in every school in the Nation is the number
one public health crisis of our lifetime, which has been substance
abuse and the trauma, the loss of loved ones, you know, what that
does. And so thank you for being here and sharing.

Ms. Hofmeister, in your testimony you mentioned the importance
of professional development and teacher preparation programs fo-
cusing on trauma-informed instruction. Can you provide some spe-
cific examples as to what this looks like?

Ms. HOFMEISTER. Yes. It is based on the science of hope. Dr.
Chan Hellman at the University of Oklahoma has done many stud-
ies related to this. And we teach and work with our teachers
through professional development that it is about relationships. It
is about building and fostering trust, trust and respect between the
student and the teacher, between families and the school.

And when we give our teachers more information to better un-
derstand behavior, recognizing that all behavior has meaning,
sometimes I think teachers have viewed the behavior as something
else when it could be an expression of trauma. And having new
eyes to see that, instead of a child that is sleeping at the back of
the classroom in middle school and a teacher might ask maybe in
the past, what is wrong with that kid, we want to ask, what has
happened and what can we do to give them confidence and build
that relationship?

And when our kids have that strong strengthened relationship
with their teachers, they are going to be able to be more engaged
and also have that one caring adult that we know is paramount for
moving beyond trauma to hope and a brighter future.

Mr. THOMPSON. I appreciate those observation skills. It is a
world I come out of in healthcare for 28 years and it is a method
I use here, root cause analysis, really finding out what is at the
root cause of the behavior that you are seeing versus just con-
demning the behavior. And I am heartened by the fact that I have
heard that this committee, working in a bipartisan way, and past
Congresses, with the Every Student Succeeds Act, we have recog-
nized the need. We have authorized programs. I have heard those
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mentioned a few times, how they have been helpful. I think there
is obviously more left to be done.

You mentioned a few examples of how this helped your students
and faculty. Can you discuss that in more detail for us, and specifi-
cally what impacts has this had on students, both in performance
outcomes and their overall classroom experience?

Ms. HOFMEISTER. What we are seeing is that our students are
more engaged, and we know that student engagement is key for
academic success. This is something, of course, that starts and be-
gins with teachers, but we also know that there is a collective im-
pact when there is a strong relationship, and that community that
is created in a classroom that starts with teachers engaging stu-
dents. And it can be as simple as the difference when a teacher
greets children at the door, knows their name, is there to support
them as people, not just teaching a subject. And our students tell
us this makes all the difference in the world.

One of our students on our Student Advisory Council that we
have at the State level told us that she accidentally got in a class-
room that did not have an interest for her and was a mistake on
the schedule, but the teacher was so engaging and cared and com-
municated that care about her as an individual that it was some-
thing she actually stayed in, didn’t change. And it helped her at a
time in her life when she needed an adult who would be there for
her. This is something teachers can do. Teachers can foster hope,
and that builds resiliency. But without hope, we do not have that
ability to bounce back.

Mr. THOMPSON. Thank you. Thank you, Chairman.

Chairman SABLAN. Thank you. Thank you, Mr. Thompson. We
alternate sides in questioning, so I would like to now recognize the
Chairman of the full committee, Mr. Scott of Virginia, for five min-
utes.

Mr. Scort. Thank you, Mr. Chairman. And I want to thank all
of our witnesses for your testimony.

Dr. Harris, you mentioned that early detection could improve
outcomes. When you have someone showing up with multiple
ACEs, what do you do?

Dr. BURKE HARRIS. So several things. First of all, what the
science shows, the safe, stable, and nurturing relationships and en-
vironments are key, and so those nurturing relationships are abso-
lutely critical.

And the opportunity in trauma-informed educational systems is
for everyone, every adult in that child’s educational environment to
be a dose of a buffering relationship, if you will. In clinical practice,
what we see, sleep, exercise, nutrition, mindfulness, mental health
and healthy relationships are the clinical pillars for addressing a
toxic stress physiology, and that is what we see improves both
health and also mental health and behavioral outcomes.

Mr. ScoTT. Thank you. Dr. Jackson, if a child is subject to trau-
nilla, ‘;iloes it have an effect on achievement and how do you measure
that?

Ms. JACKSON. I had the mike on the whole time.

Thank you for that question. There is definitely a correlation be-
tween students’ exposure to traumatic events and their readiness
and achievement and proficiency in the school system. I think that
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a few things we have been able to measure after changing policies
around keeping students in school and reducing the amount of time
that they are excluded from school is that we were able to see the
correlation between increases in student attendance, access to
healthcare professionals in the school and outside the school, re-
sulting in students achieving higher on standardized assessments
that they were taking.

We have also been able to track our students over time and look
at graduation rates, where we have experienced about a 20 percent
increase in the past 8 years. Much of that can be attributed to the
changes that we have made around addressing the root cause anal-
ysis of what is going on with our students and making sure that
we are intervening early and appropriately to keep them on track
for schooling.

I think some of the other ways that we try to measure this is
that in Chicago Public Schools we have a Safe School Certification,
which is a deep analysis of the practices as well as the data in
schools where we look at the amount of time students have been
suspended, access to resources that they have, and also the inter-
ventions and supports that they have received at three different
tier levels.

And because that information is tracked and made publicly avail-
able, parents are able to see that and they are able to use that to
make determinations about schools, for example. It has really
incentivized the educators within those buildings to really make
sure they have organized their schools to be safe and supportive
environments for students.

And just to give you a quick data point, since we have instituted
the Safe and Supportive School Strategy five years ago, we went
from having a third of our schools receiving kind of the seal of ap-
proval on that certification to now having close to 75 percent of our
schools meet that. And our goal is obviously 100 percent, but that
is pretty dramatic progress in a five-year period.

Mr. ScotT. That is what happens if you intervene. What happens
if you do not intervene and a child is subject to trauma?

Ms. JACKSON. I think a lot of that has been covered today, but
just to reiterate, students that have been exposed are more likely
to repeat the behaviors that they have either experienced or, you
know, been exposed to.

One of the things that we have also focused on in addition to gun
violence and the effect of poverty and some of the other things that
have been talked about a lot today is also looking at some of the
challenges that many of our LGBTQ students experience. Many of
them have a higher likelihood of being exposed to traumatic inci-
delécs Sin their lives, and so this has become a bigger priority here
in CPS.

What we tend to see if this is untreated is students drop out of
school. Students are at a higher risk for unproductive behaviors.
They are also at a higher risk for suicide and some other things
that can be really traumatic. And so one of our goals is to really
intervene as soon as possible to try to reverse some of those nega-
tive outcomes.

Mr. ScoTT. Very quickly, can you tell me the importance of Title
IV-A student support services under ESEA?
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Ms. JACKSON. I think the importance, we talked a lot about this
today. Projects like the Project Prevention funding and others that
the district has been able to apply for really provide us with addi-
tional funding and support, or could provide us with additional
funding and support so that this is sustained. We now know better,
so it is incumbent upon us to do better. And I think that our edu-
cators need training, they need support in order to do this.

And I would even say once we get to a place where we have real-
ly reached a utopia, if you will, we will be providing support for the
educators who work with our students as well. I talked a little bit
about secondary trauma earlier, and I really want to lift that up.
We have a teacher shortage in the country, and we know that is
even greater in some of our more challenging schools where there
is a higher rate of students who have experienced traumatic epi-
sodes and incidents. And if we do not adequately train the teachers
who work with them every single day, we will continue to see turn-
over and we will continue to see these cycles persist.

Mr. SABLAN. Thank you, Dr. Jackson. Thank you very much.
Thank you, Mr. Scott.

And as we alternate sides again, this time I recognize Mr.
Timmons for five minutes.

Mr. TiMMONS. Thank you, Mr. Chairman. And I want to thank
all of the witnesses for coming to testify before the committee
today.

Ms. Hofmeister, it is often the case that children struggling with
trauma do not communicate with teachers the stress and other
trauma-related problems they face. In your experience, what have
you found to be common indicators of a child struggling with trau-
ma or traumatic stress?

Ms. HOFMEISTER. You know, often a child who appears dis-
engaged, as I mentioned earlier, does have a story behind that.
And that is something that, as teachers begin to foster the connec-
tion, they begin to understand a little deep—more deeply what is
occurring.

So that could be an older sibling that is in middle school that is
taking care of the younger children who got them to school on time.
Or there could be barriers that occur that we can see as we dive
a little deeper about those who are chronically absent.

So it is incumbent upon us in schools to meet our kids where
they are and to look for ways to remove barriers, first identify
those and remove them so that our students are able to be success-
ful.

I think we focused a lot in the last number of years on student
achievement, and we want and have set a high bar for student
achievement. But we also have not had the expansive conversation
we are having now about all aspects of the student, thinking about
the whole child. And that is something that we are doing dif-
ferently.

And those types of indications that a student is having struggles
can look different for every child. We need teachers and educators
and school leaders and school board members to have new eyes, a
new lens to view the students that they are serving and then act
on evidence to create trauma-sensitive school policy.

Mr. TiMmMONS. Thank you.
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You talk about removing barriers to getting children help. What
can be done to encourage kids to actively seek help?

Ms. HOFMEISTER. Well, I think it is about being sensitive to
where our kids are. It can look different in different settings. I am
thinking of an example just this start of the school year. You have
tornado drills. And I was reaching out. And one of my school super-
intendents mentioned how they had, in El Reno, a very significant
tornado that had devastation throughout that community just in
May. So an example of what can we do was what they did. And
it was a trauma-informed policy.

What they had—the new eyes to see kids that were going to go
through that tornado drill. And there were 15 of them that were
very affected and impacted by that May event. And they had a car-
ing adult holding their hand through that entire exercise. And they
just were there for them through the rest of the day. And it is a
small thing, but it made a great difference in those children’s lives.
And it also allowed them to at least stay as focused as possible on
learning that day.

But the superintendent told me learning was not taking place for
them that day. It brings back triggers. And as we think about
those triggers, we can’t make assumptions about what those will
be. Students who have endured abuse at home or they have wit-
nessed violence in the home.

Oklahoma has a high level of incarcerated men and women. In
fact, the largest incarcerated population in the world per capita in
our State. And this is something that impacts families, of course,
and means many of our children have a high incidence of adverse
childhood experiences.

So having eyes to see the child where they are and being willing
to not try to use more of a blanket cookie cutter approach to trau-
ma is the call. We want simply to build a relationship. And it
unfolds from there.

Mr. TiMmMONS. Thank you.

What role does the family play in this process?

Ms. HOFMEISTER. A significant role. We believe that strong fami-
lies make strong communities and make strong schools. We want
to strengthen families. And we also, as educators, want to reach
out to families to meet them where they are. We want to find ways
to include them where, perhaps, they also had a negative experi-
ence in school and don’t want to come to school. They don’t want
to be as engaged as we know that they need to be and that it will,
in fact, benefit their children.

So we will meet them where they are in a more welcoming way
intentionally welcoming of our families and finding new ways to do
that.

When you are homeless, when you are a mother who is homeless
and has a child who is in school and you are moving from district
to district or school to school as the trauma, means that you have
to be more fleeing, for example, we still have to have a way to con-
nect. And those are some of the examples.

Mr. SABLAN. Thank you.

Mr. TiMMONS. Thank you for your testimony.

Mr. Chairman, I yield back.

Mr. SABLAN. Thank you, Mr. Timmons.
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I will now recognize Mrs. Hayes for five minutes.

Ms. HAYES. Good morning, everyone. And thank you so much for
being here for this very important hearing.

I taught in and I now represent a congressional district that has
been defined by tragedy. Newtown Sandy Hook is in my district.
And in my own school district, the Waterbury Public School Sys-
tem, we did extensive work on trauma training all of our social
workers on adverse childhood experiences and hosting a series of
symposiums for trauma in early childhood.

All of our teachers and faculty members went through profes-
sional development on social and emotional learning. One of the
presenters, I remember this very clearly, told us as a group that
our children were scoring just as high as veterans on the trauma
scale. And I know personally that once educators begin to see chil-
dren through a trauma-informed lens, they can shift from blaming
them for the behavior to beginning to understand the root causes
of those behaviors.

But what I want to talk about today is the fact that trauma ex-
tends beyond the point of impact. Grief counseling happens, you
know, the day after something happens at a school. But the grief
resulting from those tragedies extends into our communities. And
I see that every day in Connecticut 5. Just this spring, one of the
parents of the students at Sandy Hook tragically took his own life.

So I ask you, if the parents are still struggling or if adults are
still struggling, imagine what children are going through. We re-
cently did a study in Connecticut, and the results were astonishing.
Ninety percent of kindergartners reported experiencing ACE
events, but only 23 percent were currently displaying symptoms.
What this tells us is that 67 percent of students are experiencing
ACEs but are unidentified and untreated allowing them to worsen
over time.

So I cringe to think that these children are coming of age and
they have all of these experiences that they do not know how to
address.

Actually, Mr. Chair, I would like to introduce this testimony that
I just cited into the record.

Thank you.

Mrs. HAYES. So my question today—I have two questions. First
for Dr. Burke Harris. What can we do post trauma for families to
make sure that they have the supports that they need, you know,
2 years, 5 years down the road to make sure, especially in commu-
nities that have polarizing targeted issues that we can identify? Be-
cause I think the one thing that we can all agree on is that it is
not the children’s fault, the families that they come from.

And then my next question, if you could follow up, is for Dr.
Jackson. What do you think the impact of secondary trauma is on
the educators who have to, year after year, stand in front of chil-
dren. You know, oftentimes we think of events like the one I just
described, but we have children with prolonged trauma as a result
of their daily interactions, and teachers who see this year after
year. And it is kind of hard to feed hope into someone when you
are just repeating the cycle every single year.

So Dr. Burke Harris.

Dr. BURKE HARRIS. Thank you. Those are excellent questions.
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I think there are a couple of critical pieces. Number one, a rec-
ognition that trauma in our communities, right, is so common that
a true public health approach involves universal precaution, if you
will. This is why trauma-informed care in our educational systems
is so critical, because we have to be providing these supports and
services routinely as part of our way of doing business in education
in order to respond to the endemic levels of trauma that we are
seeing.

Another piece is the role of screening and partnership, cross-sec-
tor partnerships. The prevalence of trauma is so high that—you
know, I hear educators saying, okay, what can we do? I hear doc-
tors saying what can we do? I hear law enforcement saying what
can we do? How can we be part of the solution?

And when each of us takes our little piece, right, there is a tre-
mendous amount that we can do to support resilience and buffering
across our communities and increasing that cumulative dose of
buffering making sure that every adult in the environment under-
stands not only how they are managing their own history of adver-
sity, because as you mentioned, it is not just vicarious trauma for
educators but the fact that educators are—

Mrs. HAYES. I am sorry. I don’t mean to cut you off, but I cannot
let my time expire without speaking to what happens to teachers.

Dr. BURKE HARRIS. Absolutely.

Ms. JACKSON. Sorry. I will be quick, but I feel just as passionate.

Teachers—we see higher turnover rates and burnout. We also
see depression. We have had teachers report depression as a result
of some of the things that they have been able to hear.

And not because—not only because the stories are so challenging
but because, in some cases, it is feeling of hopelessness. When we
don’t have the resources, when we don’t have a place to point stu-
dents and families to, when they have the courage to share with
us what is going on, teachers feel hopeless in that regard. And that
can contribute to some of the depression and things that have been
reported.

Mrs. HAYES. Thank you.

Mr. Chair, with that, I yield back.

Mr. SABLAN. Thank you, Mrs. Hayes.

And at this time, I am going to recognize the Ranking Member
of the full committee, Dr. Foxx, for five minutes please.

Ms. Foxx. Thank you, Mr. Chairman.

And I want to thank our witnesses for being here today. Ms.
Hofmeister, in your testimony, you discussed the State’s working
conducting cross agency collaboration to help address the needs of
students experiencing trauma.

Can you, please, explain in more depth why this collaboration—
what this collaboration looks like and why it is a critical component
in helping these students?

Ms. HOFMEISTER. Thank you very much, Representative.

Yes, this is essential. We are working in Oklahoma in the De-
partment of Education to work with our partners in the Depart-
ment of Mental Health and Substance Abuse Services. With that
work, for example, we are able to be—have more of our students
participate in the Oklahoma prevention needs assessment survey.
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Actually, just for the last reported school year that we have data
from, we had 47,940 students participate in the grades of 6th, 8th,
10th, and 12th grades. That is one example. From that we were
able to learn a lot about the evidence that they are providing us
with input and then develop strategies to meet needs.

And as we have partnerships, it goes beyond just one or two
agencies. Actually, it is across the board. We are working with the
Department of Corrections. I want to see those parents engaged
that are able to be engaged in the lives of their children even
through something unique with parent conferences virtually where
that is appropriate.

We are grappling with health issues, and we are working with
other entities within the State agency to work with Department—
DHS and with the Health Department as well to work on battling
the physical aspects of health as well. So it is paramount.

Ms. Foxx. You mentioned in response to Representative
Timmons’ questions about the family, that you have the largest per
capita incarceration rate in Oklahoma in the country.

I would assume from that there are a lot of single-parent families
in Oklahoma. Have you done anything to look at the impact of sin-
gle-parent families on what is happening with students and how to
deal with that as trauma?

Ms. HOFMEISTER. Yes. Thank you as well, Representative, for
that question.

What we know on the ACE index, having a divorce within the
family impacts children as an adverse childhood experience. So it
does contribute. And in Oklahoma we have, among States, the
leading and very high divorce rate as well. We also have, because
of the high incarceration rate, many children in foster care. Again,
at the top of the list, we are wanting to reverse.

But all of that said, it is about strengthening families. And we
see in Oklahoma the need for loving family members, parents,
grandparents, extended family. And where we don’t have that we
see community stepping in to bridge that gap for students. And
this is part of this work as we think about trauma-informed prac-
tices in communities.

Ms. Foxx. Thank you.

Ms. Hofmeister, in your testimony, it says that 75 percent of
your students suffer moderate or serious depression. That is a stag-
gering number.

Is the work you are doing around trauma-informed instruction
developed to address this issue? And how much does the data
about student needs drive the development of the instruction pro-
gram?

Ms. HOFMEISTER. Thank you again.

And, yes, this is that needs assessment where we did receive that
very compelling information from students. And we also know that
it doesn’t have to simply be a program about mental health. We see
crossover impact with our career pathway work and post-secondary
planning with the individual career academic planning which is
now State law, it is a requirement for graduation. But it starts
early, 6th grade, 7th grade, 8th grade, as our student tell us as we
have spent 2 years piloting this, that those students who engaged
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in this had purpose and an awareness of a future beyond the tassel
and graduation. That it is about something more.

And teachers who now aren’t just delivering tests at the end of
a course but are looking beyond that at the student and their
strengths. This actually has had an impact on hope and on trauma-
informed practice that was unexpected, and we are studying with
our researchers.

Ms. Foxx. Thank you, Mr. Chairman. I yield back.

Mr. SABLAN. Thank you, Dr. Foxx.

I am going to be more strict on time, because we do have Mem-
bers in line for questioning.

At this time I would like to recognize Mr. Morelle for five min-
utes, please.

Mr. MORELLE. Thank you, Mr. Chairman.

Mr. SABLAN. I am sorry, Mr. Morelle. I am really sorry. I need
to—Dr. Shalala, please. I apologize, Mr. Morelle. Take it out on me
later on.

Dr. Shalala, please.

Ms. SHALALA. Thank you.

Madam Surgeon General, last week HHS’s office of the inspector
general published a report, which I will submit for the record, fol-
lowing an investigation of immigrant children in detention centers.

[The information follows:]
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Report in Brief U.5. Department of Health and Human Services

Office of Inspector General

Care Provider Facilities Described Challenges
Addressing Mental Health Needs of Children
in HHS Custody

Facilities that care for children in the Office
of Refugee Resettlement’s {ORR's) custody
face the difficult task of addressing the
mental health needs of all the children in
their care, including children who have
experienced intense trauma. According to
those who treat them, many children enter
the facilities after fleeing violence and
experiencing direct threats to their safety
during their journey to the United States.
Some children also experienced the trauma
of being unexpectedly separated from their parents as a result of US,
immigration policies. Facilities must promptly address children’s mental health
needs—not only to stabilize each child in crisis, but also to reduce the risk that
the child will negatively influence or harm others.

What 0IG Found

Facilities described the challenges inherent in addressing the mental health
needs of children who had experienced significant trauma before coming into
HHS care. Facilities reported that challeng loying mental health clinicians
resulted in high caseloads and limited their effectiveness in addressing
children’s needs. Facilities also reported challenges accessing external mental
health providers and transferring children to facilities within ORR’s network that
provide specialized treatment, Policy changes in 2018 exacerbated these
concerns, as they resulted in longer stays in ORR custody and a rapid increase
in the number of younger children—many of whom had been separated from
their parents after entering the United States,

‘What OIG Recommends and How the Agency

‘We make six recommendations for practical steps that ORR can take to assist
facilities. ORR should provide facilities with evidence-based guidance on
addressing trauma in short-term therapy. ORR should also develop strategies
for overcoming obstacles to hiring and retaining qualified mental health
clinicians and ich i loads for individual clinici Finally,
ORR should address gaps in options for children who require more specialized
treatrnent and take all reasonable steps to minimize the amount of time that
children remain in custody. Specific recommendations are in the report. ACF
concurred with all six of our recommendations,

The full report can be found at oig hhs.gov/oei/reports/oei-09-18-431asp

n lities.
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BACKGROUND

Background

Objective
To identify challenges that care provider facilities faced in addressing
children’s mental health needs.

The Department of Health and Human Services (HHS), Office of Refugee
Resettlement (ORR), is the legal custodian of unaccompanied alien children
(UAC) in its care. In this role, ORR is responsible for providing for the needs
of these children, including addressing their mental health needs. For
example, a child may have experienced significant trauma or other adverse
life experiences that warrant attention while a child is in ORR's custody.' To
address the needs of the children in its custody, ORR enters into grants or
contracts with care provider facilities (facilities) to house and care for the
children. These facilities provide counseling to children and arrange for
more specialized mental health services, as needed. Any significant
challenges that facilities face in addressing mental health needs could have
serious immediate and long-term ramifications for children's well-being.

Unaccompanied Alien Children Program

ORR, a program office of the Administration for Children and Families (ACF)
within HH5, manages the UAC Program. UAC are minors who have no
lawful immigration status in the United States and do not have a parent or
legal guardian available to provide care and physical custody.? The UAC
Program serves children who arrive in the United States unaccompanied, as
well as children who, after entering the country, are separated from their
parents or legal guardians by immigration authorities within the Department
of Homeland Security (DHS). A child remains in ORR custody until an
appropriate sponsor, usually a parent or close relative, is located who can
assume custody.? Children also leave ORR custody when they turn 18 and
"age out” of the UAC Program, or when their immigration status is
resolved.® In Federal fiscal year 2018, the UAC Program received
appropriations of $1.6 billion and cared for at least 49,100 children.® About
12,400 children were in the UAC Program at the time of our review.®

Care Provider Facilities

ORR funds a network of more than 100 facilities that furnish care for children
until they are released to a sponsor or otherwise leave ORR custody. These
facilities, generally, are State-licensed and must meet ORR requirements.
Facilities provide housing, food, medical care, mental health services,
educational services, and recreational activities.

Care Provider Facilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody 1
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Federal law requires the safe and timely placement of children in the least
restrictive setting that is in the best interest of the child.” To that end, ORR
has several different types of facilities in its network that provide different
levels of care. Shelter facilities represent the least restrictive setting for
children and comprise the majority of ORR's network. ORR's network
includes two residential treatment centers (RTCs) that provide therapeutic
care and services that can be customized to individual needs through a
structured, 24-hour-a-day program. RTC placements are intended for
children with mental health needs that cannot be addressed in an
outpatient setting.® Additionally, ORR's network includes nine staff secure
facilities, including one that provides therapeutic care in combination with a
higher level of security. ORR also funds two secure facilities that operate
within existing juvenile detention facilities. See Appendix A for a complete
list of the facility types that the Office of Inspector General (OIG) visited and
their descriptions.

Required Mental Health Services in Care Provider Facilities
According to the terms of the 1997 Flores Settlement Agreement, which sets
national standards regarding the detention, release, and treatment of
children without legal immigration status in Federal custody, children must
receive necessary medical and mental health services.” Within 24 hours of
the child's admission, facility staff must perform an initial intake assessment
to identify, among other things, any immediate medical or mental health
concerns that may require prompt intervention.® Within 5 days of arrival, a
child must also undergo a UAC assessment to more fully examine the child's
mental health history and concerns. This assessment forms the basis of the
child's service plan.”

At a minimurmn, each child in ORR custody must receive at least one
individual counseling session per week from a trained mental health
clinician. The objective is to review the child's progress, establish new short-
term objectives, and address both the developmental and crisis-related
needs of the child. Additionally, facilities must provide children at least two
group sessions per week, which allow staff and children to discuss whatever
is on their minds and to resolve problems. Facilities also must ensure that
children receive emergency health services, prescribed medications, and
appropriate mental health interventions.” Exhibit 1 describes the mental
health assessments and care that facilities must provide.

Care Provider Facilities Described Ch;!lenges Addressing Mental Health Needs of Children in HHS Custody
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Exhibit 1: Facilities are required to provide mental health services throughout a child’s time in

care provider facilities

Within Within Within Every Upon
24 Hours 48 Hours 5 Days 30 Days Release

Initial intake " Initial medical 'Child receives the " Child receives a “When a child is
assessment to exam by a UAC Assessment case review lo released to a
identify immediate  licensed physician to identify any identify any sponsor, the
medical and or physician mental health changes in the SpONsor agrees to
mental health assistant. needs. Assessment  child’s needs or provide for the
concems. covers, among other information  child’s physical

ather things, that could affect and mental

substance abuse the child's service  well-being.
and mental health  or release plan.
history.

Source: OIG analysis of ORR Guide: Chitdren Entering the United States Unaccompanied

At times, the number of children referred to ORR surges, and as a result,
ORR uses temporary “influx” facilities to provide short-term care. ORR does
not require that these influx facilities provide the same level of mental

health care services as do other facilities. Specifically, influx care facilities are
not required to provide ongoing individual and group counseling services.”

Providers of Mental Health Services

Children in ORR's custody receive mental health services in two ways. Every
child receives care from in-house mental health clinicians. When needed,
children also may receive care from external mental health care providers,
such as psychiatrists and psychologists.

In-house Mental Health Providers. Mental health clinicians are employed
at every facility and are responsible for providing in-house mental health
care for children. ORR requires that each facility employ at least 1 mental
health clinician for every 12 children in care, although individual mental
health clinicians could be responsible for more than 12 children," These in-
house mental health clinicians are responsible for conducting mental health
assessments, providing counseling services, providing crisis intervention
services, and recommending care from external providers.

ORR requires that mental health clinicians have a master's degree in
psychology, sociology, social work, or another behavioral science requiring
direct clinical experience, or a bachelor's degree plus 5 years of clinical
employment experience.” Additionally, all mental health clinicians must be
licensed or eligible for licensure. Lead mental health clinidans are
responsible for coordinating facilities’ mental health services, training new
mental health clinicians, and supervising the mental health clinical staff.
They must have at least 2 years of post-graduate service-delivery
experience, supervisory experience, and be licensed to provide mental
health clinical services in the State where the facility is located.”

Care Provider Facilities Described Challenges Addressing Mental Health Meeds of Children in HHS Custody 3
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Other facility staff who may participate in coordinating or providing mental
health care include medical coordinators and specialists employed by some
facilities. Medical coordinators arrange care from external providers and
coordinate other services related to children's medical and mental health
care, including managing medications.” See Appendix B for more
information about other facility staff.

External Mental Health Providers. In addition to in-house staff, facilities can
access external mental health providers through an insurance company
(insurer) that ORR uses to authorize and coordinate reimbursement of these
external services. The insurer maintains a network of doctors, hospitals, and
other health professionals to provide mental health services to children in
ORR custody. Facilities typically rely on external providers to prescribe
psychotropic medications when warranted; in most States, such medications
must be prescribed by certain types of licensed professionals, such as
physicians or psychiatric nurse practitioners, who are not generally on staff.

Federal Policy Changes Affecting Care Provider Facilities

In 2018, facilities were addressing the mental health needs of a changing
population of children, including younger children and those who had been
separated from their parents, in part due to changes in immigration policies.
As a consequence of heightened immigration enforcement beginning in
2017, DHS separated many more migrant families at the border, with the
adults being held in Federal criminal detention facilities and their minor
children—now “unaccompanied'—transferred to ORR's care.” This policy,
deemed “zero-tolerance” and formally adopted in May 2018, was curtailed
in June 2018 by Executive Order and by order of the presiding judge in Ms. L
v. ICE, a class action lawsuit.”® By that time, thousands of families had been
separated.””

ORR's specific requirements for screening potential sponsors has varied
over time, as ORR balanced safety concerns with the need for the timely
release of children from HHS custody. For example, before June 2018, ORR
required all potential sponsors who were not parents or legal guardians of
the child to submit fingerprints for processing by the Federal Bureau of
Investigation (FBI). Parents or legal guardians (who comprise a large
percentage of sponsors) and adult household members were required to
submit fingerprints only in specific circumstances, such as when there was a
documented risk to the safety of the child. However, in June 2018, ORR
began requiring all parents or legal guardians and adult members of their
households to submit fingerprints for FBI criminal history checks before a
child could be released to that parent or legal guardian. According to ORR,
this policy change was intended to better protect children from human
trafficking and other exploitation; however, it also increased the number of
fingerprints being submitted and their processing time, which delayed
children’s release from facilities.”' Along with this change, ORR also began
sharing with Immigration and Customs Enforcement (ICE) the identifying
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information and fingerprints of all potential sponsors and adult household
members,? Until February 2019, this information could be used for
immigration enforcement purposes, which also may have discouraged
potential sponsors from coming forward.?*

Since responsibility for the UAC Program was transferred to HHS by the
Homeland Security Act of 2002, OIG has provided ongoing oversight of the
Program. OIG has examined various aspects of the Program, including
whether ORR grantees met safety standards for the care and release of
children in their custody, and the efforts of ORR to ensure the safety and
well-being of children after their release to sponsors. OIG issued several
reports that made recommendations to address issues we identified. See
Appendix C for a list of the related reports issued by OIG.

In 2018, OIG intensified its oversight of the UAC Program related to child
health and safety in care provider facilities. Given the seriousness of the
concerns about the treatment of children in ORR custody, including children
who had been separated from their parents, OIG completed a large,
multifaceted review of the UAC Program focused on the health and safety
of children in HHS's care. The review gathered information from facilities
across the country, including information from facility management, staff
responsible for caring for the children, and ORR federal field specialists who
help to oversee individual facilities.

This report is focused on the challenges that facility-interviewees reported in
providing mental health care. Another OIG report addresses background
screening of the facility employees who have direct contact with children.?
Other reports will address child safety, facility security, and family
reunification.

Scope. To meet our objective to identify challenges that facilities faced in
addressing children’s mental health needs, OIG conducted site visits at 45 of
the 102 ORR-funded facilities that were in operation across the country at
the time of our review. All site visits lasted 2 or 3 days and occurred in
August and September 2018, with the majority in August.

We visited facilities to learn about the challenges that they faced in
addressing children's mental health needs. We interviewed key personnel
about the challenges that made providing mental health care more
complicated. We did not gather data to determine whether these
challenges resulted in care that failed to meet ORR requirements. We did
not assess the quality or appropriateness of mental health care provided to
the children.

We conducted our fieldwork during a time when ORR was experiencing a
rapidly expanding population of new groups of children in its custody. This
timing allowed us to understand challenges related to addressing the
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mental health needs of separated children and younger children, in addition
to challenges associated with seasonal influxes of children transferred to
ORR care.

Selection of facilities. We used a purposive selection process to achieve
wide coverage of facilities participating in the UAC Program. In order to
ensure a diverse set of facilities, our selection included facilities that:
varied in size,

operated in different geographic locations,

operated as shelters or as specialty facilities,

cared for children of varying ages, and

cared for separated children.

The 45 visited sites included facilities that cared for 72 percent of the
children in ORR custody at the time of our review. We visited 19 of the
largest facilities in ORR's network. Of the facilities that we visited, about
two-thirds (28) were shelter facilities, the most common type of facility in
ORR's network. We also visited every RTC (2), staff secure (9), secure

(2), and influx (2) facility in ORR's network at the time. Most facilities (29 of
the 45) cared only for teenagers, but we also visited 16 facilities that cared
for younger children. Additionally, 37 facilities that we visited cared for at
least one child who had been separated from a parent after entering the
United States. See Appendix A for more information about the facilities that
we visited.

. 8 s 0

Data Collection

Facility site visits. Multi-disciplinary teams of OIG staff conducted each site
visit. Each team consisted of at least one evaluator, auditor, investigator,
and attorney. These teams were trained in advance regarding their
responsibilities specific to this fieldwork. Onsite activities included, among
other things, interviewing key facility personnel, examining facility employee
records, and conducting structured assessments of facility premises.

This report focuses on challenges that facilities reported in addressing the
mental health needs of children in their care, and relies primarily on
discussions with:
* approximately 100 mental health clinicians who had regular
interaction with children across the 45 facilities;*®
« medical coordinators in each of the 45 facilities;
= facility leadership in each of the 45 facilities, including the program
director and lead mental health clinician;*® and
+ the 28 ORR federal field specialists assigned to the 45 selected
facilities.*”

Combined, these were the key personnel who provided and coordinated
mental health care, and those responsible for facility operations and
oversight, at the time of our visits.
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Key personnel interviews. We interviewed key personnel in private using
standardized interview protocols. Each protocol included a variety of
questions intended to help us learn more about how facilities address
children’s mental health needs and any challenges they face in doing so.

s Program directors responded to a series of questions about
children’s mental health needs, the care they received from in-house
staff and external providers and challenges their facilities faced
meeting children’s needs. Program directors also discussed their
facilities’ recruiting and staffing.

* lead mental health clinicians responded to a series of questions
about the mental health needs of the children in their care, the type
of mental health care provided both in-house and from external
providers, challenges they faced in addressing the mental health
needs of children, and any concerns they had about children’s
mental health treatment, including psychotropic medications.

* Medical coordinators responded to questions about coordinating
care with external providers and managing medications, including
psychotropic medications.

Case discussions with mental health clinicians. To better understand the
nature of facility challenges, we discussed the mental health care of three
specific children at each facility. Facility staff selected up to three cases for
discussion; OIG requested that they choose:
* one case representing mental health issues the facility saw
frequently,
* one case representing an example of the most serious mental health
issues the facility faced and,
» where available, one case representing a child who had been
separated from a parent after arrival in the United States.

For each case, the mental health clinician assigned to the child discussed the
case with OIG staff while referencing the case file. We completed 123 case
discussions with 96 mental health clinicians. The case discussions helped to
inform our understanding through real-world examples of challenges that
mental health clinicians encountered. OIG staff did not independently
review individual children’s health records or services as a part of these
discussions, nor did we assess the quality or appropriateness of mental
health care provided to the children.

ORR federal field specialist interviews. In the weeks following the site visits,
OIG staff interviewed the 28 ORR federal field specialists who worked
directly with each of the 45 selected facilities. During these interviews, we
gathered information and insights from ORR federal field specialists about
challenges and concerns with how facilities addressed the mental health
needs of children in their care.

Care Provider Facilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody 7
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ORR data and policies and procedures. We reviewed ORR data, and
policies and procedures concerning mental health care. We reviewed
information about bed capacity and availability at each facility in the ORR
network as of August 31, 2018. We collected and reviewed ORR policies and
procedures for facility transfers, and processes for authorizing and
reimbursing care provided by external specialists. We also interviewed ORR
headquarters staff to clarify other policies and procedures related to mental
health services.

Analysis

We performed qualitative analysis of the interviews conducted during the
site visits. The analysis identified themes related to challenges in addressing
the mental health needs of children in ORR's custody. We aimed to identify
the most significant challenges impacting mental health care, as reported by
facility staff and ORR federal field specialists. A challenge was considered
significant if it was identified by multiple staff across multiple facilities. As
such, the report does not reflect every challenge that facility staff mentioned
during interviews,

Qualitative analysis involved multiple steps carried out by OIG staff. The
analysis team used qualitative analysis software to organize interview
responses related to mental health care and categorize themes that
emerged. Results were examined to identify significant challenges reported
by facility personnel and ORR federal field specialists. Additional
quantitative analysis of ORR data focused on the number of younger
children referred to ORR in 2018 and the average length of stay in ORR care
from January 2018 to April 2019.

Limitations

The facilities that we visited were purposively selected and may not
represent the experiences of staff in other facilities. We did not
independently verify information provided by facility staff during interviews
and did not reconcile conflicting information from different employees
within a facility.

We conducted this study in accordance with the Quality Standards for
Inspection and Evaluation issued by the Council of the Inspectors General on
Integrity and Efficiency.
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FINDINGS

Care provider
facilities described
the inherent
challenges of
addressing the
mental health needs
of a population of
children who had
experienced
significant trauma

Intense trauma was common among children who entered care
provider facilities

Facility managers and mental health clinicians reported that many children
who entered facilities in 2018 had experienced intense trauma from a variety
of events before and upon their arrival in the United States.

In their countries of origin. According to mental health clinicians and
program directors, some children had experienced physical or sexual abuse
and other forms of violence while in their country of origin. Staff in multiple
facilities reported cases of children who had been kidnapped or raped,
some by members of gangs or drug cartels. In one case, a medical
coordinator reported that a girl had been held in captivity for months,
during which time she was tortured, raped, and became pregnant. Other
children had witnessed the rape or murder of family members or were
fleeing threats against their own lives. In one case, a mental health clinician
reported that, after fleeing with his mother from an abusive father, the child
witnessed the murder of his mother, grandmother, and uncle.

On their journey to the United States. According to mental health
clinicians and program directors, some children experienced or witnessed
violence during the trip to the U.S. border. For example, a mental health
clinician in one facility shared the story of a child who, while attempting to
cross from Guatemala to Mexico, was abducted by a gang and held for
ransom. The gang held the child in a compound, where another individual
was shot in the head. Later, a woman who helped the child escape from the
compound was shot by the gang.

Once in the United States. According to mental health clinicians and
pragram directors, some children experienced additional trauma after they
arrived in the United States. Some children faced additional trauma when
they were unexpectedly separated from a parent. Even for children who
entered the United States without their parents—those not separated—
some found it traumatic to adapt to new and unfamiliar situations in
facilities. As one mental health clinician explained, adapting was difficult
because children “lose friends, staff, the routine. And if they have to move
somewhere else, it's just one more loss.”

Mental health clinicians reported concerns about their ability to
address children’s significant trauma

Given the level of intense traurna that children had experienced before
coming into HHS care, mental health clinicians expressed concerns that they
were not able to address the children’s mental health issues. In part, these
concerns derived from the fact that mental health clinicians did not know
how long a child would be in their facility. Many children had a relatively
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short stay at a facility, from a treatment perspective, and the amount of time
was often unpredictable. Given this uncertainty, mental health clinicians
reported being wary of having children revisit traumatic incidents that they
might not be able to address adequately through continued therapy. For
example, mental health clinicians described intentionally not probing into
past events, but instead staying focused on helping children to cope and
remain stable. Mental health clinicians referred to this as a "Band-Aid"
approach, akin to psychological first aid; the goal is not to treat children’s
underlying issues because children will not be in the facility long enough to
make meaningful progress.

Mental health clinicians expressed concerns about feeling unprepared to
handle the level of trauma that some children presented, despite their prior
training and experience. As detailed in a separate report, OIG found that
virtually all mental health clinicians whose records we reviewed met
established educational requirements.”® Further, all facilities reported that
they provided training for their staff—including mental health clinicians—to
help them work with children who had experienced trauma. Nonetheless,
mental health clinicians discussed how challenging it was to hear about
children’s traumatic experiences, which sometimes caused the clinicians to
become overwhelmed or suffer their own mental distress. Further, mental
health clinicians said that colleagues hired without previous experience in
caring for children in ORR custody may have been especially unprepared for
the severe trauma of children in their care. Both program directors and
mental health clinicians expressed that more training on trauma-informed
care could be beneficial.

Care provider facilities reported that separation from parents and a
hectic reunification process added to the trauma that children had
already experienced and put tremendous pressure on facility staff
Facilities reported that addressing the unique mental health needs of
separated children was particularly challenging. According to program
directors and mental health clinicians, separated children exhibited more
fear, feelings of abandonment, and post-traumatic stress than did children
who were not separated. Separated children experienced heightened
feelings of anxiety and loss as a result of their unexpected separation from
their parents after their arrival in the United States. For example, some
separated children expressed acute grief that caused them to cry
inconsolably.

Children who did not understand why they were separated from their
parents suffered elevated levels of mental distress. For example, program
directors and mental health clinicians reported that children who believed
their parents had abandoned them were angry and confused. Other
children expressed feelings of fear or guilt and became concerned for their
parents’ welfare. The difficulties that some facilities had in locating parents
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A 7- or B-year-old boy
was separated from his
father, without any
explanation as to why
the separation
occurred. The child
was under the delusion
that his father had
been killed and
believed that he would
also be killed. This
child ultimately
required emergency
psychiatric care to
address his mental
health distress.

—Program director

Physical symptoms felt
by separated children
are manifestations of
their psychological
pain. You get a lot of
“my chest hurts,” even

in detention and scheduling phone calls also contributed to children's
anxiety and fear for their parents’ well-being.

The level of trauma and unique experiences of separated children made it
more difficult to establish therapeutic relationships through which facilities
could address children’s mental health needs. Program directors and
mental health clinicians described challenges gaining the trust of separated
children. For example, one program director noted that separated children
could not distinguish facility staff from the immigration agents who
separated them from their parents: “Every single separated kid has been
terrified. We're [seen as] the enemy,” Program directors and mental health
clinicians also noted that some separated children isolated themselves and
took longer to adjust to the facility and its routines, for example, refusing to
eat or participate in activities.

Adding to the challenge of addressing the mental health needs of separated
children was the uncertainty that came with a hectic reunification process
for children covered by the Ms. L v. ICE lawsuit. This lawsuit established a
different reunification process for Ms. L class members and their separated
children, along with fixed court-imposed deadlines for family reunification.
Program directors reported that the guidance that ORR provided to facilities
in 2018 on how to carry out reunifications for children covered by the Ms. L
case changed frequently and with little notice. Changing guidance resulted
in uncertainty around how or when reunification would happen. For
example, case managers in facilities were not always able to let children
know when, or even if, they would be reunified with their parents, or
whether that reunification would happen in the United States. This type of
uncertainty added to the distress and mental health needs of separated
children.

though everything is
fine [medically]. Even when they were prepared to reunify separated children covered by the
Salkiren de‘,;'“’e Ms. L case with their parents, facilities reported that logistical issues
mm&mﬂv:% introduced further uncertainty that could lead to emotional distress.
can't feel my heart,” of Facilities reported that some reunifications were scheduled with little
emational pain. advance notice, or suddenly canceled or delayed, which increased the levels
—Medical director of uncertainty and anxiety in separated children and other children in the
facility. In one case, a child was moved from a facility in Florida to a facility
in Texas to be reunited with her father. However, a mental health clinician
reported that after the child made several trips to the detention center, she
was returned to the Florida facility “in shambles” without ever seeing her
father.
Care provider facilities described challenges providing age-
appropriate mental health services, especially when faced with an
unexpected increase in children age 12 and younger
As shown in Exhibit 2, facilities cared for an increasing number of younger
children in 2018, The number of young children, age 12 and younger, in
Care Provider Facilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody n
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ORR's care increased sharply in May 2018 when DHS formally adopted the
zero-tolerance policy of criminally prosecuting all adults for illegal entry into
the United States. This policy led to children, some of them quite young,
being separated from their parents. The proportion of young children in
ORR care rose from 14 percent of referrals to ORR in April 2018 to

24 percent of referrals in May 2018,

Exhibit 2: The number of young children referred to ORR increased sharply in May 2018, when

DHS formally adopted the “zero-tol e” policy
1247
Age 6-12
— ™ —--‘-"\\
Age 0-5
January February April Mary June July August  September
2018 2018 208 2018 208 2018 2008 2018
Source: OIG Analysis of ORR referrals data.

The little ones don't
know how to express
what they are feeling,
what has happened.
Communication is
limited and difficult.
They need more
attention.

~Program director

Faced with a sudden and dramatic increase in young children, staff reported
feeling challenged to care for children who presented different needs from
the teenagers they typically served. Facilities noted that elementary-school-
aged children had shorter attention spans, lacked the ability to comprehend
the role of the facility, and more commonly exhibited defiance and other
negative behaviors. Facilities noted the difficulties associated with
completing assessments and other screenings for pre-school aged and
younger children who could not accurately communicate their background
information, needs, or the source of any distress.

Care provider facilities reported that longer lengths of stay resulted
in deteriorating mental health for some children and increased
demands on staff

Facilities reported that children with longer stays experienced more stress,
anxiety, and behavioral issues, which staff had to manage. Some children
who did not initially exhibit mental health or behavioral issues began
reacting negatively as their stays grew longer. For example, one mental
health clinician explained that even children who were outgoing and
personable started getting more frustrated and concerned about their cases
around the 70th day in care. According to facility staff, longer stays resulted
in higher levels of defiance, hopelessness, and frustration among children,
along with more instances of self-harm and suicidal ideation. One mental
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health clinician, for example, remarked that even children who come into
care with good coping skills become disillusioned after a lengthy stay.
Facilities also reported that children who had arrived in the United States on
their own felt a sense of frustration in the summer of 2018 as they witnessed
the expedited reunification of separated children, while seeing little
movement in their own cases.

Facilities attributed longer stays for children to ORR's new sponsor
screening requirements. As mentioned earlier, in June 2018, ORR revised its
sponsor screening requirements and began mandating fingerprint-based
FBI criminal history checks of all potential sponsors, including parents, and
all adult members of their households.® Further, these fingerprints were
shared with ICE and could be used for immigration enforcement purposes.®
Facilities reported that it became moare difficult to identify sponsors willing
to accept children after the new fingerprinting requirements were
implemented, which delayed placing children with sponsors, adding further
stress and uncertainty.

As shown in Exhibit 3, children’s average length of stay in ORR custody
increased markedly after ORR implemented the new fingerprinting policy in
June 2018. The average length of stay reached a high of 93 days for
children who were released from ORR custody in November 2018. The
average length of stay that children spent in ORR's custody began to
decline after December 2018, when ORR ended the requirement for
fingerprint background checks for all non-sponsor adult members of
households. In March 2019, ORR further modified its policy, ending
fingerprint background checks for parents or legal guardians, in most
circumstances. By April 2019, the average length of stay had declined to
48 days.

Exhibit 3: In June 2018, ORR began requiring fingerprint background checks of all potential
sponsors and adult members of their households, which affected the average number of days

children spent in ORR care
P 93 W
June 2018 P %0 a9
ORR begins fingerprint # March 2019
requirement for all / December 2018 ORR ends
sponsors and adult ORR ends fingerprnt 77 fingerprint
members of their 72 requirement for requirement
households / non-sponsor adults for parents
61 f
58 58
55
48
January June December April
2018 2018 2018 2019
Source: OIG Analysis of ORR data.
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Care provider
facilities reported
high caseloads due
to challenges
recruiting and
retaining mental
health clinicians

The most challenging
thing is the lack of
time due to the
caseloads. Our
concern is always
whether the quality of
therapy suffers.. Some
[children] have
behavioral issues or
are going through
difficult times and you
need to see them more
during a given period.
It becomes a strain on
us.

-Lead mental health
clinician

Care provider
facilities faced
challenges accessing
external specialists

Mental health clinicians expressed that high caseloads limited their
effectiveness in addressing children’s needs. ORR's required facility-wide
staffing ratio is 1 mental health clinician for every 12 children. However,
facilities reported that some individual mental health clinicians managed
caseloads of more than

25 children. According to
mental health clinicians, high
caseloads hurt their ability to
build rapport with children and
allowed less time for counseling.
They also reported facing
challenges when trying to
provide longer or more frequent
counseling sessions to children
with greater needs, while also
attempting to ensure that other
children assigned to them
received enough attention.

Clinician rotations addressed some
challenges and introduced others
One grantee rotated mental health
clinicians among five facilities for short-
term assignments in response to mental
health clinician shortages. However,
mental health clinicians at these facilities
believed that rotations disrupted clinical
relationships with the children and
inhibited therapeutic progress. Together,
the facilities cared for more than 2,500
children at the time of our site visits.

High caseloads largely resulted from facilities’ challenges hiring and
retaining mental health clinicians. Program directors reported difficulties in
finding qualified candidates, especially those who were fluent in the
languages spoken by children in their care.3' Program directors explained
that these challenges were heightened for facilities in remote or rural areas,
reflecting a shortage of mental health professionals in certain geographic
regions.*? Further, program directors also reported experiencing challenges
with retaining mental health clinicians because of low compensation,
demanding work schedules, and competing job opportunities. These
challenges made it difficult for facilities to retain staff even in urban centers
with more potential candidates.

Program directors, medical coordinators, and mental health clinicians noted
that they had difficulty accessing external mental health specialists.
Although a few facilities (4 of the 45 that we visited) employed a mental
health specialist, such as a psychiatrist, psychologist or psychiatric nurse
practitioner, most facilities turned to external specialists when in-house
mental health clinicians could not meet the mental health needs of a child.*
To help facilities access needed specialists, ORR officials reported that its
healthcare insurer maintains agreements with several geographically
dispersed, licensed healthcare providers to serve children.

Nonetheless, facilities reported challenges accessing these external mental
health specialists. For example, some facilities were in underserved areas
with relatively few practicing specialists. Mental health clinicians and an
ORR federal field specialist also expressed their concerns that specialists
hesitated to continue treatment of children, or initiate new treatment,
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As the population in
the area grows, the
existing providers get
mare saturated with
work, 5o it becomes
more difficult to get
appointments... We
need more
psychiatrists,
neurcdevelopmental
psychiatrists, and
psychologists.
~Program director

Care provider
facilities reported
challenges
transferring and
caring for children
who needed
specialized
treatment

The facility tries to
keep themn safe, but
there are many ways a
child can harm
themselves. The
children need a secure
residential treatment
center for children that
are high-risk and need
intensive therapy.

~Lead mental health
clinician
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because prior reimbursements had been late. Complicating matters,
facilities reported that those specialists who were available often were not
fluent in the languages spoken by the children or familiar with their cultural
backgrounds. For example, one medical coordinator noted that the only
bilingual psychologist in its network was in a neighboring State.

Children experienced treatment delays when they could not access external
specialists. Mental health clinicians and program directors reported long
waits for mental health evaluations and treatment from external specialists
and other providers. Staff described making appointments with
psychiatrists and psychologists for dates that were 2 or 3 months away. To
help address the limited access to in-person specialists, some facilities
reported using telemedicine to access psychiatrists remotely. For example,
a facility in an underserved area reported using telehealth appointments to
fill the gaps when they encountered difficulty finding local psychiatrists.

Care provider facilities reported challenges transferring children to
RTCs

When mental health clinicians determined that children needed a higher
level of care, facilities reported difficulties transferring those children to
facilities in the ORR network that are licensed to provide specialized care.**
At the time of our review, two RTCs, with a total capacity for 50 children,
were available in ORR's network. Facilities reported that they were
sometimes unable to transfer children with significant mental health needs
to RTCs because the RTCs were at capacity or had waiting lists.

To supplement these two in-network RTCs, ORR sometimes refers children
to out-of-network RTC providers with which ORR contracts. These are used
in situations when the services provided by the two in-network RTCs are not
appropriate to address a child’s unique needs or because there is not ample
bed space in network. As of September 1, 2018, at the time of our review,
ORR reported that four children were in these placements.*

Program directors and mental health clinicians also expressed concerns
about the lack of therapeutic placement options for children whom they
diagnose as needing a higher level of mental health care, but who also have
a history of behavior problems. Facilities reported that the RTCs in ORR's
network of facilities do not accept aggressive children. According to mental
health clinicians, this limited options for children who exhibited aggressive
behaviors or were considered a runaway risk. For example, one mental
health clinician noted challenges finding an appropriate placement for a
child diagnosed with bipolar disorder, who was also physically aggressive.
Facilities noted that sometimes a child's troublesome behavior resulted from
underlying mental health issues that required more intensive treatment to
resolve.

Although ORR's network includes one 16-bed therapeutic staff secure facility
that provides intensive mental health services and a higher level of security,
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this facility alone did not meet the demand. During an interview in March
2019, ORR officials described efforts to add new facilities that provide
therapeutic care in more secure settings.

Facilities also mentioned difficulty obtaining the needed medical
recommendation in a timely manner as another cbstacle to transferring
children to RTCs. As shown in Exhibit 4, to ensure that higher-level
therapeutic care is warranted, ORR requires that a licensed psychologist or
psychiatrist provides a recommendation for the transfer.’® Facilities
explained that they were not always able to get timely transfer
recommendations, in part because of the difficulty scheduling appointments
with external mental health specialists. One program director noted that an
external psychiatrist often wanted several followup visits with a child before
making a transfer recommendation.

Exhibit 4: Care provider facilities must receive a recommendation from a mental health specialist
before transferring a child to an RTC

L & 4 °
1f a child exhibits If the mental health ! Within 5 business days: Every 30 days:
significant mental health  practitioner determines ' RTC notifies its case RTC case manager and
issues: case manager that the child requires 1 coordinator whether it clinician share clinical
for an eval idential ' accepts or denies the RTC updates and placement
by a licensed psychologist treatment-level care: : placement. recommendations with
or psychiatrist. facility sends a written M case coordinator and ORR

report and transfer request 1«
to its case coordinator, the @ If RTC denies placement:

local liaison between the
facility and ORR.

Case coordinator reviews
the transfer request and

documentation and makes
a recommendation to ORR

federal field specialist.

Source: OIG Analysis of UAC Manual of Procedures.

it must provide written
Jjustification to case
coordinators and ORR
federal field specialists for
both facilities.

federal field specialist to
evaluate the need for
continued stay or transfer.

Facilities reported negative consequences of caring for children
whom they judged should be transferred to another setting
Program directors and mental health clinicians reported safety concerns
when children whom staff assessed as needing a higher level of mental
health care were not transferred to RTCs. As a result, they reported that
some children with more significant mental health needs—such as
oppositional defiant disorder, dissociative symptoms, and suicidal
ideation—remained in settings not well equipped to address their needs.
Facilities noted that children who did not receive requested transfers to
RTCs displayed behaviors that put themselves and others at risk. For
example, one program director described caring for children who were
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The staff [in a shelter
facility] end up
brainstorming on how
to provide mental
health services to kids,
but that's not what the
facility is designed for.
Itis a temporary
shelter, not a
treatment facility.
There is also an issue
where residential
treatment facilities
won't take minors who
are aggressive, even
when those minors are
aggressive because
they have untreated
mental trauma,

~Program director

psychotic, self-harming, or actively attempting suicide. Another described a
child whose self-harm and aggressive behavior continued while awaiting
transfer to an RTC.

Facilities also reported that children who needed higher levels of mental
health treatment consumed more attention, leaving less capacity to address
the other children in the facility. One mental health clinician noted that a
child who was denied admission to an RTC because of prior runaway
attempts, "consumed most of my time from December to July." Another
mental health clinician reported that managing a difficult case made it more
challenging to fit in other children’s scheduled counseling appointments
because they were frequently called away to de-escalate situations.
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CONCLUSION AND RECOMMENDATIONS

Facilities that care for children in ORR custody face the difficult task of
addressing the mental health needs of all children in their care, including
the needs of those who have experienced significant trauma. According to
those who care for them, many children enter the facilities after fleeing
violence or experiencing direct threats to their safety during their journey to
this country. In 2018, some children also experienced the trauma of being
unexpectedly separated from their parents as a result of U.S. immigration
policies. Promptly addressing children’s mental health needs is essential—
not only to stabilize each child in crisis, but also to minimize the risk the
child may negatively influence or harm others.

Facilities reported challenges addressing the individual mental health needs
of children in ORR's custody. Facilities reported challenges employing in-
house mental health clinicians and preparing them to treat children in crisis,
accessing external providers to treat children who needed higher levels of
mental health care, and transferring children to facilities that can provide
needed specialized care. Exacerbating these concerns, policy changes in
2018 resulted in increases in the length of time that children stayed in ORR
custody and a rapid increase in the number of children under the age of
12—many of whom had been separated from their parents after entering
the United States.

This report provides ORR with information from the field, useful for directing
attention toward the most significant mental health-related challenges
facing facilities.

The following six recommendations represent practical steps ORR can take
to assist facilities in addressing the mental health care of children in its
custody. Across many of these recommendations, we encourage ORR to
consult or partner with subject matter experts who can assist ORR in making
improvements. Such experts may be available within HHS and have
contacts with the broader mental health cormunity.

We recommend that ORR:

Identify and disseminate evidence-based approaches to addressing
trauma in short-term therapy

ORR should work with subject matter experts to identify and disseminate
additional toals to help clinical staff address trauma in children. Mental
health clinicians expressed concerns about feeling unprepared to handle the
level of trauma that some children presented, despite their prior training
and experience, especially in short-term therapy.

ORR should identify or create resources that can improve facilities’ readiness
to meet the mental health care needs of children of all ages, including very
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young children and pre- or non-verbal children. ORR also could establish
and make available a technical assistance group composed of subject
matter experts, which could help to ensure that facilities' treatment reflects
current best practices. This group could serve as a resource to facility
mental health clinicians when they have questions or need help treating
children in their care. ORR has already committed resources to addressing
children's mental health by employing a clinical child and adolescent
psychiatrist and a psychiatric nurse practitioner to support the UAC
Program.

Develop and implement strategies to assist care provider facilities in
overcoming obstacles to hiring and retaining qualified mental
health clinicians

Facilities' challenges hiring and retaining mental health clinicians affect their
ability to meet ORR's required staffing ratios, which are designed to ensure
facilities can meet children’s mental health needs. As one possible strategy,
ORR could assist facilities with regional recruitment efforts, such as outreach
to universities with clinical programs to raise awareness of the UAC Program
and possible job opportunities.

ORR should also evaluate whether using telemedicine to access remote
psychiatry and psychology services is an effective way to bridge the gap
when facilities cannot access external providers in person. Facilities
reported that, while not a perfect replacement for in-person care, access to
these services allowed children to receive necessary treatment and helped
to limit delays in care.

ORR also could consider entering agreements with governmental and non-
governmental entities that could dispatch mental health clinicians to fill
vacancies to address facilities’ needs. These efforts could help release the
time and workload pressures that contribute to mental health clinician
staffing issues and could improve their ability to address children’s needs.

Assess whether to establish maximum caseloads for individual
mental health clinicians

Although ORR already requires facilities to maintain an overall facility-wide
ratio of at least 1 mental health clinician employed for every 12 children in
care, facilities sometimes assign large caseloads to individual clinicians.
However, according to some mental health clinicians, such high caseloads
limited their availability and effectiveness. ORR could consult with subject
matter experts to determine an appropriate maximum caseload that would
ensure mental health clinicians are able to meet the needs of children and
adjust grant and contract requirements, as appropriate.
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Help care provider facilities improve their access to mental health
specialists

ORR should ensure that its national network of external healthcare providers
includes the mental health specialists needed to address children’s mental
health needs. ORR should determine whether the provider networks
maintained by ORR's insurance underwriter include providers operating in a
full range of specialties and sub-specialties, with needed language skills, in
locations where ORR-funded facilities operate. Facility staff reported that
limited access to external providers resulted in delays in treatment and
transfers. Ensuring access to necessary mental health care will help facilities
meet children’s mental health needs and limit the chance that they will
become a risk to themselves or others.

For facilities in areas with a scarcity of mental health specialists, ORR could
consider entering into agreements with Federal, State, or local health
agencies or qualified specialists to provide necessary mental health
treatment. ORR could work with HHS agencies and subject matter experts,
such as the Administration for Community Living, to explore strategies and
resources.

Increase therapeutic placement options for children who require
more intensive mental health treatment

ORR should follow through with its plans to expand placements in its
network for children with the most significant mental health needs. In
particular, ORR should ensure that its network has sufficient options for
children with both disruptive behavioral and significant mental health issues.
During our site visits, program directors, mental health clinicians, and ORR
federal field specialists highlighted the need for more therapeutic
placements available in the ORR network for children who are identified as
needing specialized treatment.

In addition, on an ongoing basis, ORR should assess its capacity to ensure
that the availability of beds reflects the diversity of behavioral and mental
health needs of children in its care. Moving forward, ORR should consult
with subject matter experts about the types of therapeutic facilities that can
meet children’s needs in the least restrictive setting.

Take all reasonable steps to minimize the time that children remain
in ORR custody

Mental health clinicians described that a child's mental health often
deteriorates as the length of their stay in ORR custody increases. ORR
should continue to make reasonable policy and practice decisions that can
help to minimize the length of stay for children in ORR facilities. It is also
essential that ORR appropriately assesses all sponsors before making a
release determination, to ensure a child's safety after their release from ORR
custody. OIG recognizes these constraints and does not suggest that ORR
relax its sponsor screening requirements.
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In addition, ORR should assess current policies and procedures to ensure
that they do not present unnecessary barriers to children’s release to
appropriate sponsors and adjust, as appropriate, Lastly, ORR should
establish procedures to ensure that future policy changes prioritize child
welfare considerations and do not inadvertently increase the length of time
a child remains in ORR custody.
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AGENCY COMMENTS AND OIG RESPONSE

ACF concurred with all of our recommendations.

In concurring with the first, second, third, and sixth recommendations, ACF
described its plans to address them, some of which are underway. ACF
reported that ORR has hired a board-certified psychiatrist to serve as team
leader working to improve ORR’s mental health care services. ACF also
reports engaging with experts in trauma-informed care to create a webinar
to train facility staff in the unique mental health needs of children in HHS
custody. ACF anticipates beginning the webinars in August 2019. ACF also
committed to assisting facilities in hiring and retaining qualified mental
health clinicians and assessing the size of clinician caseloads to ensure
quality mental health care for children in ORR care. Additionally, ACF
described policy changes that it has implemented to minimize the time that
children remain in ORR custody and stated this it is required to submit a
plan to Congress for improving the rate at which it discharges children.

Although ACF concurred with our fourth recommendation, it did not specify
new actions it plans to take to improve access to external mental health
specialists. We encourage ACF to expand its efforts to identify appropriate
mental health specialists and look forward to learning more about ACF's
efforts.

ACF concurred with our fifth recommendation and discussed the challenges
it faces expanding the number of therapeutic placement options in ORR's
network. We acknowledge these efforts and encourage ACF to continue its
work to ensure that children who need higher levels of mental health care
have access to the appropriate level of care.

One aspect of ACF's comments warrants correction. ACF stated that our
qualitative analysis "corroborates that UAC generally received all legally-
required mental health care.” However, the report does not make such an
assertion, because it was beyond the scope of our review to assess whether
the mental health care provided in ORR-funded facilities met all legal
requirements. Rather, the report identifies the most significant challenges
that facilities faced in addressing the mental health needs of children in ORR
custody.

For the full text of ACF's comments, see Appendix E.

Care Provider Facilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody 22
OEI-09-18-00431



77

APPENDIX A: Care Provider Facilities Visited
by OIG

During August and September 2018, OIG staff conducted site visits to 45 facilities across
10 States,

Number and Type of Facilities Visited
Most common type of residential care facility; provides housing,
28 Shelter food, medical care, mental health and educational services, and
recreational activities.
Provides close supervision to children who exhibit disruptive
behavior, are a flight risk, or display gang affiliation. This includes
the only therapeutic staff secure facility that ORR funded at the

3 StattSechire time of our site visit, which provides a combination of close
supervision and intensive support and clinical services (e.g., in-
depth counseling).

2 - Provides care for children who pose a danger to self or others, or

who have been charged with a crime,
Provides children who need more intensive mental health
Residential treatment with sub-acute therapeutic care through a structured

2 Treatment Center  24-hour-a-day program and services that are highly customized
to individual needs.
2 e Provides children with temporary emergency shelter and services;
Transitional L 7 i :
2 Faster Care siblings, pregnant and parenting teens, or those with special

needs; services provided in the community.

Source: OIG analysis of ORR and facility data, 2019.
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Facilities Visited
The table below lists and describes the 45 facilities that OIG visited.

Facility Name Facility Type Number of Licensed to Care for | Cared for Separated
in Care* | Vi Childeant®: | EHildoamt
Arizona (4)
SWK Campbell Shelter 126 .
SWK Casa Phoenix Shelter 385
SWK Estrella Shelter 295 .
SWK
Hacienda delsol | "I b :
California (3)
BCFS Fairfield Staff Secure 1
SWK Pleasant Hill Shelter 26
Yolo County Secure 19
Florida (1)
Homestead | Influx | 1,347
lllinois (4)
Heartland CRC IRC Shelter 193 .
Heartland
Casa Guadalupe Shelter 47 .
Heartland IYC Staff Secure 6
Heartland SCIY Shelter 5
Maryland (1)
Board of Child Care | Shelter [ 42 .
New York (7)
Abbott House Shelter 51 .
Cayuga Centers gr:sttlon'al Foster 609 ~
Children’s Village Shelter 167
Children’s Village Staff Secure 26
5 Residential
MercyFirst T nt Center 9
Loskeand Watts/ | op.citer 47
Rising Ground
Lincoln Hall Shelter 184
Oregon (1)
Morrison Paso | Staff Secure 1
(Continued on next page)
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Facility Name Facility Type Number of 1 to Care for | Cared for Separated
Ehiitine v ciire ger Children** | Children***
Texas (20)
BCFS Baytown Shelter 216 . .
BCFS Harling Shelter 576 . .
BCFS Raymondville Shelter 50 . .
BCFS
San A io Shelter 110 . .
BCFS .
an Ao Staff Secure 26
BCFS Transitional Foster 119 = .
San Antonio Care
BCFS Tornillo Influx 665 .
Shiloh Tr Residential 23 .
Center T it Center
SWK Antigua Shelter 276 .
SWK Casa Houston Shelter il .
Mont: Shelter 209 .
SWK Casa Padre Shelter 1,398 .
SWK Casa Quetzal Shelter 246 .
SWK Casita del Valle | Shelter 84 . .
SWK Combes Shelter 73 . .
SWK Mesa Staff Secure 7
SWK El Presidente Shelter 372 . .
S huen Shelter 290 .
Esperanza
SWK Processing Staff Secure 16
_Center
SWK Rio Grand Shelter 225 .
Virginia (2)
Shenandoah Valley
" e Carter Secure 20 .
Youth for T Shelter 111 .
Washington (2)
Friends of Youth | Staff Secure | 1 [ | .
Selma Carson | Staff Secure | 14 | | .

Source: OIG analysis of ORR and HHS Office of the Assistant Secretary for Preparedness and Response (ASPR) data,

2019.

*Data on the number of children in care was as of August 30, 2018.
**Younger children include those who were 9 years old and under.
*** \We obtained from ORR and ASPR data on separated children that were part of the Ms. L v. ICE lawsuit. Our
analysis identified that 37 of the 45 facilities had children covered by the lawsuit.
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Children’s Demographics at Facilities Visited

Almost 9,000 chlldr_ ARl UAC Country of Origin

were in ORR’s care at facilities v

This represents 72% of all thidlen in
ORR's care at the time of the visits. Guatemala

71% A 2?% Honduras
Boys Girls

11%
El Salvador
I 3%
UAC Age Range Mesdco
3%
® 8 s5% I _
ﬁ ’ Age 13-17 India
I 2%
. ’.\ 13% Bangladesh
Age 6-12
| 1%

Nicaragua

2%

® 2
ﬁ * Age 0-5 I 1%
Other

Source: OIG analysis of ORR and facility data, 2019.

*According to ORR data, on August 30, 2018, 12,409 children were in ORR care, Of those, 8,953 children were at
the facilities that OIG visited; the percentages of boys and girls are based on this number. The percentages on age
range and country of origin are based on data collected directly from the facilities that we visited. We reviewed
age and country of origin data that facilities provided to CIG. Because some facilities provided data for a point-in-
time (i.e., specific date) while other facilities provided data over a specific timeframe (i.e. 3-month period), the total
number of children between these two data points differs. Age range is based on data from 5,835 children;
country of origin is based on data from 7,081 children. Because of rounding, the total percentage for country of
origin does not add up to 100 percent.
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APPENDIX B: Job Descriptions of Key

Personnel

Below are job descriptions of individuals involved in the care and placement
of children in facilities.”

Program Directors. Program directors are senior facility staff who manage
facility staff and oversee facility operations.

Medical Coordinators. Medical coordinators arrange care from external
providers, coordinate other services related to children’s medical and
mental health care, and manage medication.

Mental Health Clinicians. Mental health clinicians are employed at every
facility and are responsible for providing in-house mental health care for
children in the facility. They conduct mental health assessments, provide
counseling services, provide crisis intervention services, and recommend
care from external providers. Lead mental health clinicians coordinate
clinical services, train new mental health clinicians, and supervise staff.

Case Managers. Case managers coordinate assessments of children,
individual service plans, and efforts to release children to sponsors. They
also ensure that all services are documented in children’s case files.

Youth Care Workers. Youth care workers provide around-the-clock
monitoring of children. Youth care workers have direct and frequent
contact with children and are the staff primarily responsible for their
supervision.

ORR Federal Field Specialists. Federal field specialists are ORR employees
who serve as local ORR liaisons to one or more facilities within a region.
They are responsible for providing guidance and technical assistance to
facilities and approving or denying children’s transfer and release.
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APPENDIX C: Related OIG Work

Information on OIG's work on this topic can be found on our Unaccompanied Children webpage. Below is

a list of OIG reports on unaccompanied children.

Report Number Date Issued
A-06-17-07005 August 2019
A-18-18-06001 August 2019
A-02-16-02013 April 2019
A-02-16-02007 February 2019
OEI-BL-18-00511 January 2019
A-06-17-07007 December 2018
A-12-19-20000 November 2018
A-09-17-01002 October 2018
A-05-16-00038 September 2018
© A-09-16-01005 June 2018
A-06-16-07007 February 2018
A-04-16-03566 December 2017
OEI-09-16-00260 | July 2017
OFEI-07-06-00290 March 2008
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APPENDIX D: Use of Psychotropic
Medications by Children in Care Provider
Facilities Visited by OIG

In the 4 months before our visit, legal actions and press accounts alleged forced and
otherwise improper use of medication by facilities.”® Given the disturbing nature of the
allegations and the potential for harm to children, we wanted to learn about any concerns
that staff had about their facilities’ use of psychotropic medications and any related
challenges they faced. Therefore, we specifically asked facility personnel a series of
questions related to use of psychotropic medications in each of the facilities we visited.

We collected information about psychotropic medications administered to children in the
facilities that we visited. From each facility, we requested the number of children who had
been prescribed a psychotropic medication during the 3-month period between May

1, 2018, and July 31, 2018, along with the name of each medication and the child's
associated diagnosis. During interviews, we inquired about any challenges or concerns that
program directors, mental health clinicians, or medical directors had related to the use of
these medications. We also asked ORR federal field specialists about concerns they had
about the facility’s ability to manage medications. We did not independently review
medical records or assess the appropriateness of any treatment or prescriptions.

Because the concerns and challenges that we heard were not widespread and invalved a
form of treatment provided to a relatively small number of children, we chose to address
them in this Appendix, rather than in the body of the report, and we are making no formal
recommendations. This choice was not meant to minimize the importance of the concerns
and challenges that we heard, but instead reflects our approach of including only the most
commonly voiced challenges as findings in the report.

The first section of this Appendix outlines the issues identified by facility management and
staff and ORR field specialists related to use of psychotropic medications. The second
section lists the most prevalent psychotropic medications that facilities reported had been
prescribed to children in their care, and the corresponding health diagnoses.

Interview responses about use of psychotropic medications

A relatively small number of children in ORR custody had been prescribed a psychotropic

medication. Between May 1, 2018, and July 31, 2018, only about 300 children (roughly 1in

30, overall, in the facilities that we visited) had been prescribed a psychotropic medication.
Menital health clinicians in most facilities (38 of 45), however, reported that they had some
direct experience managing these medications.®

The mental health clinicians, medical coordinators, program directors, and ORR federal field
specialists whom we interviewed described the following issues concerning facilities’ use of
psychotropic medication.
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Access to psychotropic medications. Facilities reported relatively few challenges accessing
and administering psychotropic medications. Although program directors and health staff
mentioned that they sometimes found it difficult to schedule appointments with external
specialists who could prescribe and modify medications, children were able to receive
needed medications. Some program directors noted that using telemedicine to access
psychiatrists remotely helped bridge gaps in access.

Lack of clarity about authorization and consent for psychotropic medications to children.
A few program directors, medical staff, and an ORR federal field specialist described
uncertainty about the process for obtaining authorization to treat children using
psychotropic medications. ORR policy requires that an ORR staff member authorize
children's use of prescription drugs to treat mental health conditions. However, facility staff
reported that they were not always sure who within ORR needed to approve psychotropic
medications; specifically, whether they needed to seek approval from their ORR federal field
specialist or another ORR representative and whether parents’ consent was required.

Confusion about authorization and consent may have been attributable, at least in part, to
rulings by the Flores court regarding informed consent and varying State laws.* As of May
2019, ORR reported that it is working through the Department of Justice to try to negotiate
a national framework for treatment authorization and consent for psychotropic medications
with class counsel in Flores. ORR told us that if a facility notifies it that State law requires
informed consent from parents before children use psychotropic medications, then ORR
directs the facility to seek such consent, recognizing that this may not be possible or timely
due to their inability to locate or establish communications with parents. If it is not possible
to obtain parental consent in a timely way, then ORR may, depending on State law, direct
the facility to seek a court order authorizing the use of psychotropic medications.

Medication refusal. A more cormon issue reported by facilities was children’s reluctance
to take psychotropic medications. Medical and mental health staff noted that stigma and
medication side effects led some children to refuse psychotropic medications that were
recommended as a part of their mental health treatment. According to staff accounts,
children and their families did not always support treatment involving psychotropic
medications. In some cases, they expressed a cultural stigma against psychotropic
medications and mental health treatment, more generally. Medical and mental health staff
also reported that some children experienced side effects, such as weight gain, drowsiness,
and disrupted sleep, which led them to discontinue medications or request treatment
changes. Facilities reported working with external prescribing physicians to adjust dosages
to help manage side effects, and counseling children about the medications’ expected
benefits and potential side effects.

Concerns about treatment invelving psychotropic medications. Although not
widespread, we heard concerns about the use of psychotropic medications in facilities.
Facility staff and ORR federal field specialists reported concerns that the particular
medications or dosages prescribed by external specialists may not have been right for the
children. In one instance, a lead mental health clinician in a secure facility questioned why
a child was receiving anti-psychotic medication for help sleeping before other treatment
methods were tried. In other cases, program directors, mental health clinicians, and
medical coordinators questioned the number or dosage levels of psychotropic medications
Care Provider Facilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody 30
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Conversely, a lead mental health clinician at a facility expressed the concern that a nurse
practitioner would not prescribe psychotropic medications in cases when he and a

psychiatrist recommended them. Our oversight of the program is continuing, and this area
may warrant further review.

List of common psychotropic medications used and
corresponding diagnoses
We collected a list of psychotropic medications used between May 1, 2018, and July
31, 2018, by children in the facilities that we visited. Below are the 10 psychotropic

medications that the facilities most commonly reported. Facilities also reported the

diagnoses or symptoms of the children taking these medications. Because some children,

however, had more than one diagnosis or symptom, those listed below do not always

reflect the primary treatment focus of the medication.

Prescribed Psychotropic
Medication

M | Health Di or Symp
Facilities Taking the Medication.*

of Children in ORR Care Provider

Fluoxetine
Brand name: Prozac

Hydroxyzine
Brand name; Vistaril

Risperidone
Brand name: Risperdal

Sertraline
Brand name: Zoloft

(Continued on next page)

Acute stress, anxiety & impulsivity
Adjustment disorder

Borderline personality traits
Disorganized thinking

Major depressive disorder

Adjustment disorder

*  Attention-deficit/hyperactivity
disorder (ADHD)

* Generalized anxiety disorder

Impulsive aggression

Adjustment disorder

Bipolar disorder

Chronic irritability

Disruptive mood dysregulation
disorder

Generalized anxiety disorder
Major depressive disorder
Mood disorder

Panic disorder

+ Mood disorder

» Sleep disruption

» Schizophrenia

» Self-injurious behavior

+ Post-traumatic stress disorder
(PTSD)

* Major depressive disorder

* Insomnia

» Oppositional defiant disorder
* PTSD

» Major depressive disorder

« Schizophrenia

* Sudden mood changes

» Self-injurious behavior

» Oppositional defiant disorder
« Self-mutilating behaviors

* Substance abuse
» Suicidal ideation
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Medication Mental Health Diagnoses or Symptoms of Children in ORR Care
Trazodone +  Adjustment disorder * Major depressive disorder
Brand name: Desryl « ADHD * Mood disorder
* Disruptive, impulse-control, and * Panic attacks
conduct disorders * Schizophrenia spectrum
*  Generalized anxiety disorder » Psychotic disorder
Escitalopram *  Anxiety disorder * Mood disorder
Brand name: Lexapro *  Bipolar disorder » Oppositional defiant disorder
*  Major depressive disorder » Substance abuse
* Impulse-control disorder * Suicidal ideation
* [nsomnia * PTSD
Prazosin +  Adjustment disorder » Major depressive disorder
Brand name: Minipress + Disorganized thinking « Night terrors and nightmares
*  Flashbacks of abuse » Panic attacks
+ Insomnia * PTSD
Mirtazapine o Adjustment disorder * Generalized anxiety disorder
Brand name: Remeron s Disruptive impulse-control and * Insomnia
conduct disorder * Major depressive disorder
* Disruptive mood dysregulation * PTSD
disorder * Substance abuse
Guanafacine *  Adjustment disorder * Major depressive disorder
Brand name: Intuniv « ADHD * Mood disorder
+ Impulse control disorder + Oppositional defiant disorder
* Insomnia » Psychotic disorder
* [ntermittent explosive disorder * PTSD
Quetiapine +  Adjustment disorder + Major depressive disorder
Brand name: Seroquel +  Bipolar disorder » Mood affective disorder
+ Conduct disorder « Oppositional defiant disorder
* Insomnia » Panic disorder
* These diagnases and symptoms do not always reflect the primary focus of the medi

Source: OIG analysis of facility data, 2019,
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APPENDIX E: Agency Comments

ADMINISTRATION FOR

CHILDREN & FAMILIES

Office of the Assistant Secretary | 330 C Street 5W., Suite 4034
Washington, D.C. 20701 | www.ac! hins gov

August 7, 2019

Joanne M. Chiedi

Acting Inspector General

Office of Inspector General

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Washington, D.C. 20201

Dear Ms. Chiedi:

The Administration for Children and Families (ACF) appreciates the ity to d 1o the
Office of Inspector General (O1G) report entitled, C m'e.' meder Fae .I‘Hfies Deseribed Chm'!wwa
Addvressing Mental Health Needs of Children in HHS Custody (OEI-09-18-00431). ACF is
committed to meeting the mental health needs of the unaccompanicd alien children (UAC) in the
care of the Office of Refugee Resettlement (ORR), and welcomes OIG's report as we work 10
continually improve ORR’s delivery of mental health care to UAC.

ACF is equally committed to providing the public with a fair accounting of ORR program
operations.  To that end, we agree with OIG that significant factors beyond ACE’s control
contributed to the issues identified in the report. Those factors included: the surge of UAC that
occurred during the period covered by the report; the unique mental health needs of UAC who
experienced severe trauma prior to cnlmn;, ORR's care; and the shortage of qualified, bilingual
mental health clinicians, particularly in the rural areas where many ORR facilities are located.'
Such context is critical to fairly assessing the mental health care delivered to UAC.

OIG was atsu mmx:t 1o underscore the nature and scope of its methodology for the public. OIG

] lysis of interviews with program directors, mental health clinicians,
and medlcal di 0IG also reviewed three selected case files from each of the 45 facilitics
visited, which it discussed with the assigned mental health clinician. We agree that this qualitative
analysis provides the public and the program with helpful insights. Indeed, it corroborates that
UAC gencrally reecive all legally-required mental health care. It is not, however, a quantitative
or clinical review that assesses the reasonableness of the mental health care delivered to UAC

1 See OEI-09-18-0043 1, at 11 (*The number of young children, age 12 and younger, in ORR’s care incrensed sharply
in May 2018 when DHS formally adopted the zero-tolerance policy of criminally prosecuting all adults for illegal
entry into the U.S."); i at 9 (“Facility managers and mental health clinicians reported that many children who entered
facilities in 2018 had experienced intense trauma from a variety of events before and upon their arrival in the US.");
id ae 14 (“Program directors n:pamd difficulties in finding qualified camdnlues, especially those who were fluent in
the languages spoken by children in their care, directors that these challk were heightened for
facilities in remote or rural areas, reflecting a shortage of mental health professionals in certain geographic regions.”).
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against standards of ordinary care or best clinical practi This distinction is imp given the

complex mental health presentations of this young and vulnerable population.

As discussed more fully below, ACF has already taken steps to address many of the concerns
identified in the report, such as the impact of length of stay in ORR. facilities on child welfare. The
average, sysmm-wi,dc length of stay reached a “high of 93 days for children who were released
from ORR custody in November 20187; in fact, “[bly April 2019, the average length of stay had
declined to 48 days,” which is significantly shorter than the 70-day concerns identified in the report.
See OEI-09-18-00431, at 13 {“I or example, onc mental health clinician explained that even

hildren who were P ble started getting more frustrated and concemned about
|hn.|rcascsnmmdlhe‘.-'0"‘day|nm") Today, the discharge rate of children to sp are at
some of their highest levels ever, which has a positive impact on length of stay.

In April 2019, a board-certified child, adol and adult psychiatrist was hired by ORR to
serve as the Mental Health Team Lead for ORR's Dwnswn of Heailh for Unaccompanied
Children (DHUC). Since the hiring, the psychi is 2 10 imy ORR's mental health
care system for UAC,

The following are ACF’s specific resp 1o OIG's Jati

Recommendation 1: Identify and disseminate evidence-based approaches to addressing trauma
in short-term therapy (p.18)

—

Response: ACF with this

In general, ORR’s goal for UAC is stabilization and fostering a sense of security. All UAC
undergo a brief screening for trauma and its impact during intake. 1f a UAC displays trauma
related symptoms or othcr mental health issues at any pmm in their sare, they are assessed for
spccn’c,," ic lers by the appropri hologi pn.mdcrsnnd:reatad

gly. ORR provides supportive therapy o l‘ac1hla|e UAC acclimation because the patient’s

psvchlmnc baseline is needed to assess for spcclﬁc psychiatric disorders, and is best observed once
a patient is acclimated to his or her surroundings.”

ORI continues to work to improve upon this framework for delivering mental health care. Notably,
ORR has collat 1 with the National Center for T ic Stress Network (NCTSN) to develop
a d-part webinar series on trauma in ied alien children, including an overview of
treating the effects of ion in young children. The webinars will cover: (1) Trauma
101, including assessment, cultural humility and comy when workil wilh‘ i ;muu.h
and families, and an overview of the migration journey and 0]

events; (2) a review of the research on trauma and psychnedu:atmn speclf c to traumatic

* See Pring, A., Bovin, M.1., Kimerling, R., Kaloupek, D.G., Marx, B.P., Pless Kaiser, A., & Schourr, PP, (2015).
Primary Care PTSD Screen for DSM-5 (PC-PTSD-5). See also Rousscau, C., Pottie, K., Thombs, B., et al. Post
traumatic stress disorder: Evidence review for newly arriving immigrants and refugees. Can. Med. Assoc. J. 20113
Appendix 11.
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parations, including how to gnize the effects of trauma/traumatic separation in youths seven
and above; (3) izing S dary T jc Stress (STS) in care providers, including

recommendations for preventing and reducing STS at work: and (4) recognizing the effects of
trauma/traumatic separation in youths ages six and under, working with children ages six and under,
and an overview of the principles of attachment.

ORR ip I hing the webi in mid-August 2019, All UAC care providers will be
required to participate in order to igthen their und ding of how to effectively recognize
and respond to children exhibiting signs of trauma. The webi will be available through the

NCTSN Learning Center. Upon successful completion of the series, participants will receive a
certificate for the competency folder of their personnel file.

In addition, NCTSN has ived suppl | appropriations UAC mental health services. ORR
is working with NCTSN to identify training resources on evidence-based, briel therapeutic
interventions for children affected by trauma and separation. ORR has proposed that NCTSN use
its suppl | funding to hen the mental health services available o UAC after they are
discharged from ORR custody. ORR has provided NCTSN with the list of post-release services
(PRS) providers so that children who need ongoing mental health services afier discharge can
continue 1o receive these services.

ORR’s continuing efforts to provide for the mental health needs of UAC even after they leave
ORR's care is illustrated by the below statistics for home studies (HS) and PRS. PRS allow for
UAC to be released 1o a sponsor and have their social integration, medical, and mental health necds
attended to while under the supervision of their sponsor. Additionally, PRS case workers are able
to meet with sp and released children on an ongoing basis to ensure the child's basic needs
are met. If there are safety concerns the PRS case worker may notify ORR or local child protective
services and law enforcement, as appropriate,

NUMBER OF RELEASE

YEAR HOME UAC SERVED UAC UAC
STUDIES BY PRS RELEASED WITH

PRS

FY2018 3.641 14,088 35,249 40%
FY2017 3173 13,381 42,729 3%
FY2016 3,540 10,546 52,661 20%
FY2015 1,895 8618 28,289 22%

Post-release care helps address the inherent tension between ORR's goals of keeping children in
ORR custody for the shortest period of time possible, and providing mental health treatment for
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severe trauma, which can mqulm more time than children will be in ORR care.® There are simply
fewer therapeutic inter ilable to use with children who are in care for a relatively short
period of Iunc Mental health e:qpem .‘mu’ noted that, in certain circumstances, there may be no
ftable ¢ based apy o @ frauma in short-term therapy. ACF urges OIG
and the public 1o ider this i clinical limitati nd the critical role played by post-

release care—when evaluating ORR’s delivery of mental hua!lh care to UAC.

Recommendation 2:  Develop and implement strategies to assist care provider facilities in
overcoming obstacles to hiring and retaining qualified mental health clinicians (p.19)

Response: ACF with this dati
As the report recognizes, there are significant exlcrnal challenges to hiring and retaining qualified

mental health clinicians. In ad.dltlon 10 “ds work schedules|| and peting job

PP ities,” “[p] reported difficulties in finding qualified candidates,

cspec:aliy those who were fluent in the languages spoken by children in their care. Program
lained that these chall were heigh 1 for facilitics in remote or rural areas,

reflecting a shomgc of mental health professionals in certain geographic regmm. " OEI-09-18-

00431, at 14. Public misinformation about ORR's UAC program has hall

to recruitment, Faced with these challenges, ORR is 1} king on several strategies 10

improve the hiring and retention of qualified mental health clinicians.

First, ORR is working to developan Imemshtpprogmm that partners with colleges and universities

in order to place i n ORR progs ORR’s goal is to create a standardized
process with clearly defined requi h h which i d students can obtain a one-year
mlernshlp atany ORR ﬁmnllty‘ Although some ORR alrcady have p d with colleg
and uni to provide i pp itics, ¢ panding and fardizing the i
program across the ORR network would create a direct pipeline b new professionals in the
field and ORR.

Second, ORR has made additional funding for continuing educati ilable to li d clinici
as a retention strategy.

Third, ORR is working to expand its presence at job fairs in geographic regions where there is
particular need to hire additional mental health clinicians.

Recommendation 3: Assess whether to blish maximum loads for i
health elinicians (p.19)

I mental

Response: ACF with this

* As the report recognizes, “mental health clinicians did not know how long a child would be in their facility™ and
were “wary of having children revisit traumatic incidents that they might not be able to address adequately through
continued therapy.” OEI-09-18-0043 1. at 9-10.
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ORR plans to evaluate the one to twelve ratio of mental health clinicians to children in |
with intenal HHS and extemnal subject matter experts, ORR will review subject matter
recommendations in concert with an evaluation of barriers to hiring and retaining staff identified
in the resp o fation 2. Additionally, ORR will ider varying clinical ratios
dependent on facility type and whether a care provider serves a special population that may be in
need of smaller clinical ratios. ORR’s goal is to ensure children are provided quality mental health
counseling and that care providers are given sufficient support 1o serve children in ORR care and

custody.

Recommendation 4: Help care provider facilities improve their access to mental health specialists
(p.20)

Response: ACF with this |

Unfortunately, there is a national shortage of qualified mental health professionals—especially
where the additional language requirement is concerned.’ The effects of this national shortage are
particularly acute for those “facilities . . . in underserved areas with relatively few practicing
specialists.”  OEI-09-18-00431, at 14, Dl:splle these challenges, ORR and its care provider
facilities have achieved success relative to the national trend, in that the children in ORR custody
have sngmﬁcnmly greater access to mental health professionals than those in the United States but
who are not in ORR custody, particularly in the states where the 45 grantee facilities are located.*

Since 2004, it has been standard practice for ORR to allow care providers to seek services from
out-of-network providers in their community, if no ORR facility meets the needs of'a child in ORR
care. Both the previous agency that provided underwriting services to ORR (the Department of
Veterans Affairs), and the current underwriter, Point Comfort Underwriters (PCU), have been very
open 1o helping ORR meet any unmet mental health needs of UACs through out-of-network

providers.

DHUC wurl:s wnth PCU to identify mental health providers in locations with few
pital nm-pmf‘imenlal hcalthclmlcs and mdl\'idunl providers, DHUC

also seeks behavioral teleheal providers, whose practices have a farther reach than traditional in-

person treatment providers.

In addition to routine psychiatric and psychological evaluation and follow-ups, services include

specialized treatment, such as lrams-focused cognitive behavioral therapy and dialectical
behavior therapy. Specialized care is also being sought out for the ORR network, such as intensive
outpatient programs (IOP) and partial hospitalization programs (PHP), both of which are intended
to be utilized when routine outpatient services have been insufficient to meet the needs of UAC in
ORR care. ORR hopes that greater access to specialized care will obviate the need for longer-term
and more restrictive settings, such as residential treatment centers (RTC).

* Sew hitps://www kIT, 0 indicator/ I-health health ks
hpsaseurrent i 0&sonModel-3578 22:%22 Location®22 $62250r 22042 2ascH22%7D.
td
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Recommendation 5: | herapeutic pl options for children who require more
intensive mental health treatment (p.20)
Response: ACF with this dati
Prior to placmg a child in a higher level of care, ORR Is there be a di: ion using the
case program in orderto iti the use of i ive mental health treatment, ORR's
case I prog a multi-disciplinary team comprised of staff of varying

and i i who Ilelp analyze complex cases and make
recommendations regarding care. " The team includes senior ORR personnel, ORR medical
professionals, senior Federal Field Specialists (FFS), and other subject matter expents.

In addition, ORR has hired a Field Supervisor for Special Populations 1o oversee care andlre:lu'nem
services for UAC in secure, staff secure, and RTC pl This y 's ibilities
have expanded to include suekmg and murdmatmg increased mental health and treatment services
for shelter cases needi

Due 1o the limited number of beds for children with greater menlnl heall.h needs in ihe ORR
network, coupled with the surge of UAC, ORR has exy for

therapeutic programs for the UAC population. ORR has engaged several out-of: 4
therapeutic facilities to aid in providing treatment for UAC, such as Acadia, Devereux, The Farm
Trillium, Laurel Ridge, Indian Oaks, and NY Children’s Hospital, as well as existing ORR
grantees, KidsPeace and Youth for Tomorrow. Acadia has several RTC and sub-acute hospitals
within the United States that have been utilized to help with ORR’s population requiring unique
care, Additionally, efforts have been made to engage new pariners to further support this special

population.
Unfortunately, adverse media 2 and gative public percepti of the UAC program have
hampered efforts to expand ORR’s k of iders. For one of Acadia’s

programs, Detroit Behavioral [nstitute, opted out of bcocmms an in-network facility after
beginning the process of joining the ORR care network due to concems over negative media
coverage and possible legal liability. Out-of-network providers also have cited language barriers
and the requirements of Flores and the Trafficking Vietims Protection Reauthorization Act as
additional challenges they are not equipped 1o handle.

As discussed above, DHUC is working to expand access to higher levels of mental health care,
such as [OP and PHP.

Lastly, DHUC has developed and delivered trainings for FFS on the appropriate use of RTC. Itis
emphasized that UAC should first be referred to appropriate outpatient services, and only when
these services are exhausted or unavailable should referral to an RTC be considered, provided the
referral criteria set forth in ORR Guide § 1.4.6 are met. DHUC also consults with shelter, staff’
secure, and secure facilities on these issues.
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Recommendation 6: Take all reasonable steps to minimize the time that children remain in ORR
custody (p.20)

Response: ACF with this fati

ACF has already taken reasonable steps to accelerate discharges 1o safe, suitable sponsors, which
has helped to greatly reduce the average time that UAC stay in ORR’s care and custody. The
report recognizes that those efforts resulled in sysiem-wide average lengths of stay in April 2019
that were more than 48 percent below the “high of 93 days for children who were released from
ORR custody in November 2018." OEI-09-18-00431, at 13. The average time UAC now spend
in ORR care has decreased from more than 93 days in November 2018, 10 45 days in July 2019.

ORR conti 1y eval lici | and ions to align with best practices in
child welfare, and 10 achreve an opumal balance between salc and ume!y dlschnrge of UAC 1o
sponsors. In late 2018, ORR reviewed the effects of exy d checks, per

the ORR-ICE-CBP Information Sharing Memorandum of Agreement (MOA) ot‘Aprnl 2018. The
purpose of this review was to assess whether or not the new biometric background check
procedures under the MOA yielded new information that enabled ORR lo identify child welfare

risks that it would not have found under pﬂm’ poln:y ORR also ined whether a lati

existed b the expanded bi 2 1 checks and UAC length of stay.

Following that t D ber 2018 and June 2019, ORR issued four npcnmonui

directives that modified its sponsor suitability process 1o opti the b

child saﬂzt} and nmely discharge to sponsors. Under the operational dlm:uw:s. ORR now
individualized suitability of without 2 from

all huuschold members, or all parents or legal guandlnns or certain close n:lamts in appropnale
cases. ORR also perm:ls under certain circumstances, the release of children to other relatives
who were their primary cmgnvers prior to receiving the msu!ts ofa fingerprinting background

check: Within lsl} days of i |ssu1ng Ilu. fourth op . ORR will lete a full
luation of its impl any Jation with reduced length of stay.
(ong:ess has P!Dhlbllu] HHS I‘mm using funds provided in the E Suppl |

and Sceurity at the Southern Border Act, 2019 (Pub.

. 116-26) or prewously a.ppmpnaled funding to reverse the procedures of the first three
op«auoml directives, unless the Secretary of Health and Human Services determines that a
change is necessary o protect a child from being placed in danger. The HHS Secretary is required
to submit the justification for the change in writing to the Office of Inspector General and 1o
Congress prior to implementation of a proposed change.

The Act also requires HHS 10 submu a dm:hargc ralc lmpmvcmzm plan to Congress. That plan
will set forth our future for rate.

Again, thank you for the opporlumty to review this report.  As detailed above, ACF is already
implementing many of the report’s recommendations. ACF takes its responsibility to care for
UAC very seriously, and looks forward to continuing to work to improve the mental health services
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it provides. Please direct any follow-up inquirics on this response to Scott Logan, Office of
Legislative Affairs and Budget, a1 (202) 401-4529,

Sincerely.

Ay (. Johmsons

Lynn A, Johnson,
Assistant Secretary
for Children and Families

Care Provider Fadilities Described Challenges Addressing Mental Health Needs of Children in HHS Custody
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Ms. SHALALA. What the report outlined was how this administra-
tion’s child separation policy makes worse the trauma that immi-
grant children have already experienced on their journey to this
country. The investigators found that separated children exhibited
more heightened symptoms of anxiety, fear of abandonment, and
post-traumatic stress disorder than children who had not been sep-
arated from their parents.

The report goes so far as to say, and I quote, “some separated
children expressed acute grief that caused them to cry inconsol-
ably.” Many of these children will eventually attend our schools
once released from custody. Some of them will stay in detention
centers in which—for example, in the Homestead facility, which
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had over a thousand children, the teachers had no training in trau-
ma.

Could you tell us what the science says about the effects of sepa-
rating young children from their parents and placing them in inad-
equate conditions.

Dr. BURKE HARRIS. The science on that is unequivocal, that this
is a harmful practice and that it increases children’s both physical
health risks as well as their mental, psychological, and develop-
mental risks.

Ms. SHALALA. Thank you.

Perhaps the executive director from Chicago could comment, be-
cause you have had a lot of immigrant children that have come
through and who are in your school system on your own experience
with these children that have been separated from their families
for some period of time.

Ms. JACKSON. Yes. I would just extend some of the comments
that Dr. Burke Harris made. In particular at the school system,
CPS,—Chicago is a welcoming city, a sanctuary city, so we have a
lot of students who emigrate to the United States and end up set-
ting up a home in Chicago.

We do our best to support those students when they disclose
their status. And with that comes additional resources and support,
in particular around navigating the school process, making sure
that they don’t have any barriers to enrollment, but also working
with our students to make sure that there is the stability in their
home life and that they have access to resources or know how to
access those resources should they need them.

I would count this as an area where we could definitely be doing
more. Earlier there was a comment made just about our students
and their families and how they feel or trust the school system or
any type of government agency. I think the more we show an
awareness around the need to support our students and families,
they will disclose to us their status and ask for that support and
thereby making it easier for us to identify students who may have
experienced trauma. You know, they would disclose that so that we
can support them.

But I do still see a huge disconnect, if you will, because many
of our families, in particular our immigrant families or undocu-
mented families, do not trust the government agencies enough to
disclose their status.

Ms. SHALALA. Ms. Hofmeister, what advice—particularly in the
large facilities that we now have that are holding children that
have been separated from their parents, we have not thought about
or at least invested in training the teachers that are working with
those children. What advice would you give to us on insisting that
if we are going to hold unaccompanied children that we ought to
be training the teachers?

Ms. HOFMEISTER. Well, we definitely agree that our teachers
need and actually want professional development support. Students
of all kinds of trauma are arriving at our school doors and coming
from the school bus. Teachers, though, are telling us that they
want more specifics, more clinical and practical advice as well.

But it is something that we are addressing again with a State-
level trauma summit that is coming up, because the demand has
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been so great called Bridges to Hope, Teaching in the Shadow of
Trauma.

You know, trauma is trauma. We open our arms wide in public
school for any child who comes through that door. And our teachers
deserve to have the training needed. And we are using our Title
2 dollars, our Title 4 dollars as well that are afforded to us under
the flexibility of ESSA, and we are grateful for that.

Ms. SHALALA. Thank you.

I yield back.

Mr. SABLAN. Thank you very much, Dr. Shalala.

At this time, I am going to recognize Mr. Grothman for five min-
utes, please.

Mr. GROTHMAN. Thank you.

First of all, I want to respond a little bit to Congresswoman
Shalala’s comments. I have been down on the border three times.
And I know in—or at least we were told, in May alone, 15,000 chil-
dren came into this country unaccompanied by their parents. I
think—we should all agree that it is better for children to be with
their parents. And right now, apparently under American law, we
have to accept most of these children, or do try to accept them or
find foster care. I would be happy to work with her and, A, make
sure that these children are not allowed in this country but sent
back to their countries of origin where they can be reunited with
their parents.

And, secondly, I know one the things that bothers the border
guards is even when children come with a parent, frequently it is
only one parent, and the other parent is back in Central America
or, whatever. And I know this bothers some of the courts in Cen-
tral America. I know in our courts, even if, you know, parents are
separated, we try to keep them in the same area as the children.
So I would be happy to also work with you. And if a parent shows
up with children in this country but the other parent remains in
another country to again send those people immediately back to
their country of origin where the children could be with both par-
ents.

Ms. SHALALA. Mr. Chairman, if I might respond. The point is, if
they are here, if they are being incarcerated by us in a facility and
we are offering educational services, whatever services we are of-
fering—

Mr. GROTHMAN. Yeah. I think—right. Well, that is the problem.
We have too many people around here who don’t want to address
the problem.

Mr. SABLAN. Do you yield?

Mr. GROTHMAN. Okay. Now, Ms. Hofmeister, just because some
of these statistics they throw out, I almost question. You are telling
us that 75 percent of the children in Oklahoma suffer moderate or
serious depression? I mean, if I look out at a class of 28 kids, 21
are suffering from depression. Are you sure that is right or some-
body isn’t kind of exaggerating? 21 out of 28, if I look in a class
in Oklahoma.

Ms. HOFMEISTER. That is what the data tells us. And that is
based on the students’ voice.

Again, we have surveyed 47,900—
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Mr. GROTHMAN. That is okay. I just encourage you, because I just
find that hard to believe.

I will ask Ms. Jackson. I wasn’t aware you had so many immi-
grants in the Chicago schools. Of the immigrants that you invite
into your sanctuary city, how many come with immigrant children?
How many come with both parents? How many one parent and
how many no parent?

Ms. JACKSON. I don’t have that information. I don’t want to make
up any numbers.

Mr. GROTHMAN. Why don’t you—that is very relevant. Why don’t
you—Dbecause you collect all sorts of other data. Why don’t you—
can you get that information for us? Because I kind of would like
to know what we are getting here.

Ms. JACKSON. Just for the record, we do not collect that informa-
tion as a school district. We have removed every barrier for stu-
dents to enroll, so that is not information that we even collect.

Mr. GROTHMAN. You mean you don’t know if, say, Johnny breaks
his arm or something. You don’t know whether no parents are at
home, one parent is at home, or two parents at home? You don’t
even keep track?

Ms. JACKSON. Yes. We know, for every student, who is the parent
or guardian of record. What I am saying is we don’t know initially
a student status, whether they—we don’t ask them that informa-
tion when they enroll in school in Chicago. It doesn’t matter. Our
door is open to all students.

Mr. GROTHMAN. That is not the point. I am just kind of stunned.
That is not the purpose of this hearing, but it seems to me, if some-
thing horrible happens, say a health crisis, whatever crisis, I think
the parent should know. You know, if both—if their mom and
dad—both mom and dad should know. If just one parent is there,
they should know. If there are no parents and we just deal with
a guardian or a foster parent, we should know.

Ms. JACKSON. We do. We do have the information for the guard-
ians and the parents of record.

Mr. GROTHMAN. Okay. So you cannot tell us the percentage of
immigrants in Chicago who have a guardian and not a parent of
the people who came here who are of a different citizenship?

Ms. JACKSON. No, sir. As I stated earlier, that is not information
that we collect.

Mr. GROTHMAN. Okay.

Well, next question. And I am going to kind of follow up on Con-
gresswoman Foxx’s comments. You have all sorts of statistics that
you break down by race as far as people getting in trouble at school
or being removed.

Do you adjust that for, again, parents at home? I mean, we have
had a dramatic change in the last 50 years in this country. Many,
many less children raised with both parents at home, and I think
that is a—some absolutely wonderful parents. Wonderful parents I
know in that situation doing a great job. But I think overall it
might be better sometimes both parents there.

Do you have on how well your children are doing? Could you ad-
just it for parental situation at home?

Ms. JACKSON. No. Typically when we disaggregate the data, we
look at race, socioeconomic class, gender. I think those are the—
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and then ability, whether or not the student is a special needs stu-
dent or not. We do not disaggregate the data based on their family
status.

Mr. GROTHMAN. That stuns me. I mean, if we are going to—I
mean, that is something we can change people’s behavior on, right,
in the future? You are not going to change your race. You are not
going to change any of these other things.

Mr. SABLAN. I hate to interrupt, but I said I was going to be
stricter on time.

Mr. GROTHMAN. You have been very patient.

Thank you very much.

Mr. SABLAN. Thank you, Mr. Grothman.

And now Mr. Morelle, please, your five minutes.

Mr. MORELLE. Good morning. Thank you, Mr. Chairman. This is
truly an important topic, and I appreciate each of the witnesses
and their testimony. I think this is a really, really important topic.
And I had some prepared remarks, which I am going to largely dis-
pense with and just talk about my district for a moment, which is
in Upstate New York, Rochester, New York.

Rochester has, over the last several years, been identified as ei-
ther number two or three in terms of childhood poverty in the
United States among cities. So it is something that is distressing,
the impacts of poverty.

And T have been working on a number of initiatives that I am
going to touch on briefly. But in the context of some of the work
that T have been doing around poverty, several years ago I would
admit to the fact that I thought, when people would talk about
trauma, that it was generally regarded as physical kinds of trau-
ma, domestic violence, gang-related violence, neighborhood vio-
lence. And it has really become clear to me over the years, I have
become sensitized to the fact that it is housing and food insecu-
rities and things that you don’t necessarily see easily.

And so that has led me to lead an effort in Rochester over the
last several years, with significant State and philanthropic support,
to not only have trauma-informed care in our community but to do
it in an interdisciplinary way. I think Dr. Schrier talked about
how, in the medical community, pediatricians and nurse practi-
tioners see trauma. Classroom teachers and educators see trauma.

In Rochester, we are trying to break down the silos between edu-
cation, health, and human services so that those professionals can
all speak to one another, identify trauma. So something I am very
engaged in, very optimistic about.

But I wanted to just ask a couple questions. I think you have all
done a great job of just sort of identifying the impacts of trauma
on development and on future success in life for children. And I
think you have talked a great deal about the types of things you
are doing.

One of the things that I would like to ask you to talk a little
more detail about, and perhaps let’s start with Dr. Burke Harris,
but any panelist who wants to comment, is—you talk about screen-
ing. I am just curious what the research tells you about how to
identify trauma in children. I am sure there is screening questions
you could ask. There is probably some obvious things about chil-
dren who are withdrawn.
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But I suspect that some children carry the impacts of trauma
that are harder to see. And I am just curious as what research tells
you and what you are doing to try to become more sensitive to or
more aware of traumas that don’t have sort of an easily outward
identifiable manifestation, if that is a fair question. I would just be
curious what the research tells you and what you are doing in sort
innovation around that.

Dr. BURKE HARRIS. Absolutely. You are right that some children
will demonstrate behavioral or learning difficulties, but many chil-
dren will not. For many children, there are no outward signs. And
that is why, number one, screening is so important, and that is
why California has moved toward universal screening for adverse
childhood experiences for children and adults.

Mr. MORELLE. May I ask you? Could you just; talk a little about
what that screening consists of? I hated to be really granular, but
just sort of trying to get at that.

Dr. BURKE HARRIS. Sure.

The screening actually consists of the ten criteria that were in
the adverse childhood experiences questionnaire, which, for exam-
ple, don’t include poverty or community violence. Although the
screening that we are using in California, the pediatric adverse and
related life events screening the PERIL’s tool does include other so-
cial determinants of health like food insecurity, housing insecurity,
community violence, et cetera.

So that is what is being used for kids. And then the traditional
adverse childhood experiences for adults.

Mr. MORELLE. Sure. And may I ask you—and I am sorry. These
five minutes go by so quickly. So when you are looking at food inse-
curities, is it done through an interview with the child, or do you
get data from other sources that you somehow integrate? How is
that—how do you get to that?

Dr. BURKE HARRIS. The screening is done in the primary care
home. It is a questionnaire that families fill out. And, actually, the
way that we do it in California is we use a de-identified screen. So
we actually say don’t necessarily tell us which ones of these your
child has experienced, only how many. So that allows the primary
care clinician to rapidly, in that very short 15-minute pediatric
visit, identify who needs additional services. And then they can re-
ceive those services from a social worker.

Mr. MORELLE. And do you find that there is—that people—the
respondents still feel stigmatized in some way about being truthful
about what the environment is that their child is living in? Is there
sort of an embarrassment? Is it getting easier to get to that?

Dr. BURKE HARRIS. We find that the de-identified screen actually
makes it more much easier. That is higher disclosure rates.

Mr. MoORELLE. Well, I am sorry I have run out of time, Mr. Chair.
But I appreciate it. And I will have to get further information from
the panelists.

Thanks.

Mr. SABLAN. Thank you.

Now I recognize Mr. Taylor for five minutes.

Mr. TAYLOR. Thank you, Mr. Chairman.
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I am going to yield 2 minutes to my colleague from Rochester to
continue his line of questioning. I think he was asking some good
questions.

Mr. SABLAN. Mr. Morelle, you have 2 minutes.

Mr. MORELLE. Mr. Taylor, thank you. You are quite a gentleman.

So I am troubled by—not troubled by it. I understand it. So the
ability to sort of drill down and really identify is partly self-identi-
fication by a parent or guardian. Is there any verification you do?
Or how do you sort of get to—I guess I am—I know this is really
granular, but to really sort of identify things that are hard to iden-
tify.

Dr. BURKE HARRIS. So we have 88,000 providers, primary care
providers in California who see Medicaid patients. And in order for
those 88,000 to be able to identify ACEs rapidly in primary care,
that is why we use the de-identified screen.

And then when that de-identified screen shows that a family
needs more services for whatever reason, then they are referred to
someone who can unpack that and do an identified screen. And
that is the verification. So it is a two-step process, and that allows
us to be able to more thoroughly identify.

Mr. MORELLE. And that is primarily done through the health
side? That is a primary care provider or social worker?

Dr. BURKE HARRIS. Yes, on the health side through the primary
care provider.

Mr. MORELLE. Do you match that data, then, with anything that
you get out the classroom so that—so that in other words, if you
had one or two risk factors on the social side, one or two factors
on the health side, and one or two on the school, can you aggregate
that data and get a profile and say, gee, we wouldn’t have normally
thought that child was suffering from trauma. And maybe by look-
ing at one piece or one dimension we wouldn’t have—but when we
combine this, there is a troubling pattern here that tells us that
we ought to do X.

Dr. BURKE HARRIS. Those are the systems that we are hoping to
put in place. And I look forward to leading in my role as surgeon
general of California.

Mr. MoORELLE. Thank you, Mr. Taylor, for extending that cour-
tesy to me. I don’t know if anyone else had a comment about sort
of that aggregating information. But if I might continue to borrow
my time from Mr. Taylor? He has been very kind.

Mr. TAYLOR. I did have one question.

Mr. MORELLE. You said 2 minutes, so I probably used them both

up.

So I will yield back. I appreciate both Mr. Taylor’s indulgence
and the panelists.

Mr. TAYLOR. Thank you, Congressman Morelle.

Ms. Hofmeister, this is a question for you. When we think about
child trauma, where is that coming from? What are the—I mean,
do we have statistical data on what the sources are? What are the
sources?

Ms. HOFMEISTER. Yes. It is childhood abuse, neglect, and other
forms of child malpractice. Those could be when we are thinking
strictly about ACEs, or adverse childhood experiences, those are
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different events that have occurred in the life. Divorce of a parent,
an incarcerated parent.

Mr. TAYLOR. Do we have percentages for that? I mean those per-
centages?

Ms. HOFMEISTER. Yes.

So Oklahoma leads the Nation with ACE scores of two or higher.
We know that this is also in our world in schools, we feel it is most
important to be able to focus on learning. But we really can’t learn
until we have some of that connection and some of those other
areas addressed.

But we also know that it is a heavy burden for teachers. And
that is not something that we are asking burden teachers more and
more with new mandates or additional programs, necessarily, that
they must bear.

Instead, we would like to see an awareness created, practical ap-
plications of trauma-sensitive instruction that could be as simple as
telling a child what to do instead of what not to do. A child that
has cortisol washing over the brain that is in a constant fight-or-
flight kind of mode is not going to know what to do when you say
stop, quit, don’t. But instead, a teacher can simply say it is time
to open our book or it is time to walk in the hall. Those are prac-
tical examples of tools that teachers can use, and they don’t have
to know a child’s history to be able to do that.

Mr. TAYLOR. And just speaking of history, what protections have
you put in place in terms of privacy? I mean, clearly there are
things we have to think about. Privacy is something important to
all of us. How do you think about privacy? Knowing about the trau-
ma, how far out do you go? Who do you tell? How do you keep pri-
vacy?

Ms. HOFMEISTER. I think privacy is very important. And thank
you very much, Representative, for bringing that up. And that is,
then, outside the scope of what we focus on in our public school
right now.

Our teachers, with a new awareness, are able to make connec-
tions regardless of the details that might have occurred. And I
think that is a very important first step.

There is a program that is being used right now between law en-
forcement and schools. It is called Handle With Care. And our law
enforcement that are in the home and notice a child is there have
connected with the school and let them know, handle this child
with care.

Mr. SABLAN. I am sorry.

Mr. TAYLOR. Thank you.

I yield back, Mr. Chairman.

Mr. SABLAN. Thank you, Mr. Taylor.

So now I would like to recognize Mrs. Davis for five—Mrs. Davis
for five minutes.

Mrs. Davis. All right. Thank you very much, Mr. Chairman.
Thank you to all of you.

I think this is a politically well-informed and inspirational panel
today. And I want to thank you for that.

We have just been talking about sources of trauma for students.
Ms. Hofmeister, you mention abuse, neglect.
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One of the issues that hasn’t come up is actually gun violence
and the impact that has on students, certainly not the only source
of trauma as we said, but it is one of those sources.

And I know that we had a hearing here recently. And Mrs.
Hayes, I believe, asked Secretary DeVos about the use of Federal
money to arm teachers. And she stated that she lacks the author-
ity—Secretary DeVos, that she lacks the authority to tell schools
they cannot use Federal funding to arm teachers. But I am won-
dering where you all feel this comes in and whether you believe,
maybe if you all want to have a show of hands, whether or not you
think that arming teachers is part of the solution to addressing
gun violence in schools.

Anybody feels that it is part of the solution to addressing gun vi-
olence in schools?

Okay.

Ms. HOFMEISTER. So I can only speak to Oklahoma. And that is
not something we have had requested of the State Department of
Education. Of course, this is a conversation for the Federal and the
State level.

Mrs. Davis. Okay. Thank you.

Just so the record shows that nobody raised their hands.

But what I also wanted to know was if you feel that gun reform
can be part of the solution to reducing trauma and how do you
think that might be. We know that for many students, actually,
even the act of lockdown drills can be traumatic for them. And, of
course, we know that the homicide rate in our country for 15- to
24-year-olds is 49 times higher than in other high income coun-
tries.

How could we move some of those reforms into being something
that is helpful in schools?

Ms. HOFMEISTER. You know, I think some of what we are talking
about is also meeting the needs of students early. And how that is
often—when that is unaddressed there are serious complications
and issues that arise. So our focus in Oklahoma is on meeting our
kids right where they are early. And we believe that is the best use
l(if our funds and preparing teachers through training. That is the

ey.

Mrs. Davis. Yeah. Thank you. I don’t know if anybody else wants
to comment. I do have another question that really speaks to the
need for us to be more responsive to teachers.

Dr. Jackson, did you want to—

Ms. JACKSON. Yes. I think commonsense gun reform is extremely
important. Many times when we see these acts of violence in school
it is a manifestation of, you know, things that have gone unnoticed
or missed in a way that I think can be better addressed with the
right policies and supports in place in our schools.

One other thing that I would like to add is that what we do in
CPS is we take seriously any types of threats of violence and that
we work directly with the families. And we have taken an approach
where, even if it is something such as a student making a threat
online, we address that, and we don’t go in with a law enforcement
mentality initially. I know that some other cities and schools have
taken that approach. But instead to get to the real issue, why
would a student post this information. And oftentimes what we
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find, except in a few rare occasions when it is just a prank, is that
there is something going on that needs to be addressed. And so we
spend a lot of time connecting them with the resources but, more
importantly, following that student and keeping track of, like, are
they getting the resources that they need. Do they, you know, still
have these ideas.

And I think that is one of the things that we have been pretty—
proud isn’t the right word, but we feel good that we have a good
process in place to address these issues. But with that said, it is
constantly on the back of everybody’s mind that an event could
happen.

Mrs. Davis. Thank you. Thank you, Dr. Jackson.

What I wanted to just mention really quickly—oh, so one of the
issues is around Oklahoma on the teacher’s can carry a weapon,
and I just wanted to again, for the record, mention that.

Really quickly, because we talk about secondary trauma and
compassion fatigue on the part of teachers. Having put in language
in Title 2 for social and emotional learning and for being able to
get grants to teach that, what would it look like if we really did
support teachers in this effort and we acknowledge that it does
make a difference for them. It is a reason that a number of teach-
ers leave school. What would that look like for you? What is the
most important thing that we could do that really addresses that?

Mr. SABLAN. I am going to interrupt, Dr. Jackson, and ask you
to please respond to her in writing.

Mrs. DAvIs. Writing.

Ms. JACKSON. Oh, will do.

Mrs. Davis. Thank you.

Mr. SABLAN. Thank you.

I would like to now recognize the Ranking Member, Mr. Allen,
for five minutes.

Mr. ALLEN. Thank you, Mr. Chairman. And we know that the
family is one of the seven cultural pillars in our society. Statis-
tically, we know that the family has been under severe attack in
this Nation. In 1950, 93 percent of households, both parents were
there for those children. And today it is less than 60 percent.

And, Ms. Hofmeister, I know we don’t allow studying in trying
to come to grips with what is the real problem here. Are we doing
anything as far as reaching these young people to change this
cycle? I mean, if this cycle continues, how does it get better?

Have you got anything to offer with regard to that, or are we just
trying to fix what problem we have and we are ignoring the real
cure here?

Ms. HOFMEISTER. Well, in a public school, again, we are there to
serve children who come with a variety of backgrounds. And our
educators are there to address their academic needs. And we recog-
nize that we are not able to work on those without first building
that connection and rapport and trust with the students.

So getting to know families and reaching out to families, all fam-
ilies, is important. And this is what builds a strong school and a
strong community. So our approach is different now than it per-
haps was years back. We are needing to be more creative in how
we make those connections. And we also recognize that it is impor-
tant to have school counselors in place as there are need for aca-
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demic counseling as well as those who can provide crisis counseling
or referring students and families to receive support that is needed
through other community resources.

The most—

Mr. ALLEN. Do you have the flexibility? I know that, when I talk
to teachers, they are pretty limited in some regards legally what
they can do and what they can share with their students about
their life experiences, which is one reason I think we are losing
teachers, because they feel like they are just being observed and
criticized every step. Yet it sounds like that they are actually be-
coming the family, the family unit.

Ms. HOFMEISTER. This is very true. We actually know that in
Oklahoma we are looking to teachers often to be kinship placement
family for those that are being put in foster care.

Mr. ALLEN. Are there limits to what a teacher can share with a
student in Oklahoma?

Ms. HOFMEISTER. Certainly there would be some limits, I sup-
pose, that would be—I am not sure exactly how to answer that ex-
cept I would say this: We just want our teachers to feel supported
so that they can support our students. And having more of our
school counselors, it 1s beyond the service to students is also to
coach teachers, to provide the kind of training that I think many
of us at this table are talking about now, perhaps. But in the class-
room setting. Classroom management is what we call this where
you are building that kind of

Mr. ALLEN. So, for example, are you able to talk about the family
and the importance of the family unit and, you know, the design
of the family and those kind of things? The teachers, are they al-
lowed to do that?

Ms. HOFMEISTER. Well, in public school we support families.

Mr. ALLEN. Okay.

Ms. HOFMEISTER. And that is paramount in our agency at the
State Department of Education in Oklahoma recognizing that fam-
ily engagement is key to success for students, and we are making
that a priority and a focus.

Mr. ALLEN. Okay. Now, when these students leave school, what
is their feeling toward the family? Do they realize that, hey, to fix
this, the cure here is for us to, you know, not have children before
we get married. And then we get married, and we have children,
and we raise those children with a set of values that will give them
the freedom to do the things that I was able to do because I had
an amazing family.

So, like, are they—do they understand how—you know, what
really has to change there.

Dr. BURKE HARRIS. May I add something?

Mr. ALLEN. Yes.

Dr. BURKE HARRIS. I think that one of the pieces that is critical
about this work is reducing stigma and reducing blame and shame.
That is critical for healing and a recognition I think for families of
understanding how the experience that parents had, perhaps their
own adversity can be handed down and recognizing the key of safe
and stable relationships.

Mr. SABLAN. Again, I am sorry.

Mr. ALLEN. I yield back, Chairman.
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Thank you, panel.

Mr. SABLAN. Thank you, Dr. Harris.

So now I would like to recognize for five minutes Ms. Bonamici,
please. Thank you.

Ms. BoNnaMmicl. Thank you, Mr. Chairman.

I am going to start with a series of sort of big-picture questions
about prevention. And these are issues that this committee works
on. And I want to know if they should be part of the solution.

Ms. BoNaMICI. School-based health clinics, just yes or no?

[ALL WITNESSES]: [Yes all around.]

Ms. BoNawMmicl. Paid family leave?

[ALL WITNESSES]: [Nod their heads “yes” in agreement.]

Ms. BoNawMmicl. So yes all around.

Ms. BonawMmict. Affordable childcare, a real challenge.

[ALL WITNESSES] [Witnesses said “yes” in agreement with Ms.
Bonamici.]

Ms. BoNnamicL.Thank you. I appreciate that. We need to look at
prevention as well as how we address the serious issue. And thank
you for your testimony. I thought it was all very, very enlightening.
We know the growing awareness of the profound effects of ACEs,
and some of them have been mentioned.

I want to follow up on a couple of them. Representative Shalala
talked about children of immigrant parents. And I have to tell you
that when I talk to kids, they are afraid to go to school because
they don’t know if their parents are going to be home when they
get back. So that is a concern I have. I had a young woman who
is a high school student say to me at a townhall meeting that the
first thing she does when she walks into a classroom is to figure
out where she can hide or how she can escape.

So you can understand why these kids are going through so
much trauma with the threat of gun violence, with immigrant fam-
ilies. And, of course, thank you, Dr. Burke Harris for talking about
trying to get rid of the stigma. We want to make sure that every-
one gets the help they need.

And, Dr. Jackson, I think you mentioned the LGBTQ students
who are already facing discrimination, oftentimes, and higher sui-
cide rates and the inability to do well in school if they are feeling
that pressure.

So we know that, you know, schools in Oregon and across the
country are doing what they can to support these students, but
they need extra resources. And I am glad several of you mentioned
the student support and academic enrichment grant programs and
Title 4A of the Every Student Succeeds Act. We need to make sure,
and I have been a leader on getting that fully funded, make sure
that the schools have the resources to support those students.

Dr. Burke Harris, a 2018 report by Child Trends, children of
color are disproportionately represented among children who have
experienced trauma, specifically 61 percent of African-American
children, 51 percent of Latino children have experienced at least
one adverse childhood experience. African-American children are
also disproportionately subject to severe discipline. That is a GAO
report.
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So how does racial and historical trauma and early adversity af-
fect these marginalized students, particularly African-American,
Native American students?

Dr. BURKE HARRIS. Although discrimination is not one of the tra-
ditional adverse childhood experiences, what we understand now is
that cumulative adversity is what leads to the toxic stress response
which is what causes the harm.

Experiences of discrimination based on race, national origin, or
other forms of discrimination add to the cumulative adversity and
put those individuals at greater risk of health and—mental health
and behavioral social risks.

Ms. BonawMmicl. Thank you.

And, Dr. Jackson, evidence suggests that the opioid crisis is, you
know, creating all these new challenges in protecting vulnerable
children. In October of 2018, Congress passed the Support for Pa-
tients and Communities Act to address the opioid crisis. The bill
included $50 million to support trauma-informed practices in
schools. Unfortunately, that program has not yet been funded. But
what would you do with funding to scale trauma-informed practices
in your school district specifically with regard to the opioid crisis?

Ms. JACKSON. These resources would make a significant dif-
ference in Chicago. I know a lot of times, when we talk about the
opioid addiction, you know, we focus on other areas. But this is
something that we struggle with in the city as well. One thing that
we would do is expand the work that we are doing in our parent
universities. I know family has come up with a lot, and we do have
engagement with many of our parents through a parent-university
structure. And with additional support being able to help train
them and, in some cases, help direct them to other resources again
to break that cycle would be helpful to us.

So I would say more awareness and language to address those
issues and reducing barriers to getting the support.

Ms. BoNaMicI. Do you have any recovery high schools? Portland
is getting ready to open a recovery high school to high school stu-
dents who are in recovery so they don’t have all the peer pressure
of the students who aren’t struggling with—

Ms. JACKSON. No, we don’t. We have prioritized putting health
clinics in some of our schools who do provide that support to both
students and people in the community, but we don’t yet have a re-
covery high school.

Ms. BoNaMmicl. Thank you.

And in my remaining few seconds, just one quick anecdote that
was really meaningful to me. I was visiting a small school on the
Oregon coast, and the principal told us an example of implementa-
tion of trauma-informed practices. There was a student who used
to go to school with his hood up, on his hoodie. And the teachers
would tell him to put his hood down and sit up. When they let him
keep his hood over—

Mr. SABLAN. I am sorry, Ms. Bonamici.

Ms. Bonamicl.—he did well in school because he was protecting
himself—

Ms. Bonamict. Thank you, Mr. Chairman.

I yield back.

Mr. SABLAN. Thank you. You are welcome. Thank you.
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I now recognize Ms. Wild for five minutes, please.

Ms. WILD. Thank you, Mr. Chairman.

It would be lovely if everyone had a perfect family. I don’t think
there is a definition of a perfect family. My own family of origin
was flawed, and my current family that includes two children in
their 20s who are doing fairly well was also flawed. So the—I am
distressed by some of the comments we have heard today that seem
to lay all of this at the feet of the family and the fact that there
may be a number of children going to school without two-parent
families.

I don’t think that anybody disagrees about the effects of ACEs.
That is what I am hearing at least from all of you. And it seems
to me that two things are just so important.

First is awareness. And you are helping us with that. And I real-
ly appreciate it. I know we all do. We all need to understand this
and know more about it.

But the second and the most obvious elephant in the room is the
funding for these kinds of programs. That includes, I might add,
supporting teachers who have been put in the very unfortunate po-
sition of having to become counselors and pastors in addition to
what they went in to teaching for, which is educating students.
And, of course, the issue of secondary trauma is so important.

So on that funding issue, it seems pretty clear to me that we still
have a lot of work to do to convince our colleagues across the aisle
that there is not only a place but a demand and a need for Federal
funding to support these kinds of programs.

So with that in mind, I would like to ask you a couple questions
about why everybody should care about providing some additional
Federal funding for this issue.

We know that there are distressed school districts all over the
country. In my district, which is the 7th District of Pennsylvania,
we have one very severely distressed district. And, by the way, in
that district, 3,000 Puerto Rican families came into the Allentown
School District following Hurricane Maria. I might point out, they
are citizens. They aren’t immigrants. But it has very much contrib-
uted to the issues that are faced by that distressed school district
that has trouble even affording textbooks and supplies.

So we need to—we obviously have to do a job of convincing. So
what I would like to know, and let me address this first to you, Dr.
Jackson, what Federal programs or Federal funding are most im-
portant to supporting schools in creating and sustaining trauma in-
duced— trauma-informed care?

Dr. Jackson. Funding to support programs like I talked about
earlier, the SPARCS program, which allows us to work directly
with students and their families doing psychotherapy, these are
very powerful and impactful programs. They are also very expen-
sive, and many school districts just simply can’t afford to do this
at scale.

I would also say programming for trauma-informed practices to
train all of the teachers as well as the other professionals in the
district is something that is extremely helpful and can be impactful
and, again, one of those things that we have trouble finding the
necessary resources to support.
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I could go down the list, but I am sure my colleagues on the
panel would like to get theirs in as well.

Ms. WiLD. Well, one of the things that I really wanted to ask
you, Dr. Burke Harris, is about the issue of children in the United
States currently getting the mental health and treatment services
that they need. How can we in Congress and the Federal Govern-
ment better support children who are experiencing ACEs?

Dr. BURKE HARRIS. I think that it is critical for us to certainly—
I think the screening piece is absolutely critical, because early de-
tection improves outcomes.

The second piece, obviously, is the support for the responses, in-
cluding mental healthcare, trauma-informed educational systems.
And another critical piece is a public education campaign to raise
awareness among families and everyday Americans.

Ms. WILD. I am really struck by a quote that I read from Dr.
Robert Block, former president of the American Academy of Pediat-
rics, who has been widely quoted as saying: Adverse childhood ex-
periences are the single greatest unaddressed public health threat
facing our Nation today. I think you made reference to that.

Dr. BURKE HARRIS. I want to also point out that ACEs don’t just
happen in low-income neighborhoods. The original study was done
in a population 70 percent Caucasian, 70 percent college-educated,
all middle class adults. And when we are looking at two-thirds of
Americans have experienced ACEs, then we are really seeing that
we cannot afford not to do early detection and early intervention.

Ms. WILD. You get no argument from me. Thank you.

Chairman SABLAN. Thank you, Ms. Wild.

And now I would like to recognize myself for five minutes. And
I ask unanimous consent to insert into the record a letter from an
eighth-grader whose school campus was destroyed by a super-ty-
phoon, and it is entitled—and she shared her experience. It is enti-
tled “From Hopwood to Tarpwood.” And having seen no objection,
I insert this letter to get it for the record.

Chairman SABLAN. I do have questions that I may not be able
to ask of you and submit it for your answers.

But, Dr. Barker, how has McDowell County Schools changed its
policies, procedures, and practices to align with being trauma-in-
formed?

Ms. BARKER. We had to become more inclusive, and we had to
create policies to work with our mental health providers and our
school-based health clinics. As you know, you have FERPA and
HIPAA regulations, and sometimes those don’t communicate.

So we had to really change those policies so that our mental
health clinicians would be able to get information from our teach-
ers to help them in their therapy sessions and, again, consequently
be able to be back with the teachers and tell them not the diag-
nosis, but how can they help in the classroom. Because if we do all
this therapy and work with our kids and it never translates into
the classroom practices, it just cannot, you know, cannot be produc-
tive. So we had to include that.

And we are also moving to restorative justices. Instead of just
telling the kids, here, you go home for five days because you were
fighting, what happened, you know, what happened at home the
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night before that kind of got you a little, you know, upset that you
decided to take matters into your own hands?

So we are working to be more open and change our privacy and
confidentiality policies, just to make sure that we are commu-
nicating along the lines to help our kids.

Chairman SABLAN. So could I say then that teachers and staff
have had to do things differently because of changes in policies,
procedures, and practice?

Ms. BARKER. Yes. And we are using a lot of professional develop-
ment. We have trained our service personnel and our professional
personnel in Youth Mental Health First Aid, which is recognizing
the signs and symptoms of certain behaviors and be able to refer
and communicate with different therapists.

Also with trauma-informed, we are providing the training. Let’s
take a look at the kid, you know, and just giving them scenarios.
Here is Johnny. He did not bring homework to you. Here are the
two scenarios: Teacher yells at you because, you know, Johnny, you
did not do your work and you explode, or teacher actually asks
Johnny and talks to him individually, what happened to you be-
fore? And just kind of looking at different scenarios. How do you
react? How should you be reacting?

So we are working with teachers to help them understand not ev-
erybody grew up with two parents and had, you know, place for
homework at home. Kids are different and we should meet them
as they are.

Chairman SABLAN. All right. And let me now turn to Dr. Burke
Harris, if I may, because we have man-made climate change driv-
ing more severe weather, such as hurricanes, typhoons, fires that
devastate entire communities, homes, and schools.

This committee has heard testimony that students are experi-
encing post-traumatic stress disorder. What recommendations do
you have for schools post natural disasters in caring for their stu-
dents? And you have a minute and a half.

Dr. BURKE HARRIS. Yes. I would say, again, this just reiterates
how important it is for all individuals in the educational environ-
ment to receive professional education and professional training
about how to respond to a traumatic situation, whether that trau-
ma is the result of a natural disaster or whether it is the result
of community violence or violence or trauma that is happening at
home.

The responses, the fundamentals of the response and what the
science shows us makes a difference in improving outcomes, are
safe, stable, and nurturing relationships and environments, ensur-
ing that all folks in the educational environment have that train-
ing; and more than just the knowledge, a set of tools and skills that
they can apply in the educational environment to support children.

Chairman SABLAN. All right. Thank you. I am going to cut my
30 minutes. I will have records, I mean questions submitted of you
and you will have time to respond.

I remind my colleagues that pursuant to committee practice, ma-
terials for submission for the hearing record must be submitted to
the Committee Clerk within 14 days following the last day of the
hearing, preferably in Microsoft Word format.
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The material submitted must address the subject matter of the
hearing. Only a Member of the committee or an invited witness
may submit materials for inclusion in the hearing record. Docu-
ments are limited to 50 pages each. Documents longer than 50
pages will be incorporated into the record via an internet link that
you must provide to the Committee Clerk within the required time-
frame, but please do recognize that years from now that link may
no longer work.

And now, without objection, I would like to enter into the record
the 1998 Regional Adverse Childhood Study By the Centers for
Disease Control and Prevention and Kaiser Permanente; a 2019 re-
port from the U.S. GAO, Government Accountability Office, regard-
ing the approaches and challenges to supporting children affected
by trauma; a report by the National Child Traumatic Stress Net-
work on creating, supporting, and sustaining trauma-informed
schools; a scholarly article written by researchers at Washington
State University on the connection between adverse childhood ex-
perience and elementary school children; article by Rand on evi-
dence-based practices that are effective in schools to support chil-
dren affected by trauma. I am going to go through the list.

An article by Everytown for Gun Safety on the impact of gun vio-
lence on children and teens; a fact sheet on ten things to know
about trauma and learning by Alliance for Excellent Education; a
policy statement by the American Academy of Pediatrics on the im-
pact of racism on child and adolescents’ health; a statement of Civil
Rights Principles on Safe, Healthy, and Inclusive School Climates
from the Leadership Conference; and five letters for the record
from Alliance for Excellent Education, American Federation of
Teachers, Binghamton University Community Schools, National In-
dian Education Association, National Association of School Psy-
chologists, and National Education Association, in support of trau-
ma-informed practices in schools.

[The information follows:]



116



117



118



119



120



121



122



123



124



125



126



127



128



129



130

United States Government Accountability Office

GA@ Report to Congressional Requesters

e CHILDREN
AFFECTED BY
TRAUMA

Selected States
Report Various
Approaches and
Challenges to
Supporting Children

GAO-19-388



GAO
Highlights

Highlights of GAG-19-388, a report 1o
congressional requesters

Why GAO Did This Study

Trauma is a widespread, harmful, and
costly public health problem, and its
effects are espe(:aﬂy detrimental to
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CHILDREN AFFECTED BY TRAUMA

Selected States Report Various Approaches and
Challenges to Supporting Children

What GAO Found

The Department of Health and Human Services (HHS) and the Department of
Education (Education) provide grants, disseminate information, and fund training
and technical assistance to help state and local agencies support children

children, Any fri
or violent event that s a child

cted by trauma. HHS’s Administration for Children and Families and

or their loved ones can potentially be
traumatic. While not every child who
experiences trauma will auﬁer lasting
effects, rauma signifi

b Abuse and Mental Health Services Administration (SAMHSA) have
awarded discretionary grants y to address i trauma. In
addition, state and local officials reported making use of other discretionary
grants from HHS and Education—as well as formula funds meant for broad

the risk of mental health problems,

ies with social and
behavior, physical illness, and poor
school performance. GAC was asked
to review selected states’ efforts to
support children affected by trauma.

This report describes (1) the
assistance that HHS and Education
provide to help state and local
agencies support children affected by
trauma; (2) how child welfare and
education agencies in selected states
support these children; and (3) the
challenges these agencies have faced
in selected states in supporting these
children.

GAQ interviewed state and local
officials in six states that were selected

T like: mental health, substance abuse, child welfare, and education—to
support their work with children affected by trauma. In terms of non-financial
support, state and local officials in six selected states all referred to the National
Child Traumatic Stress Network, which is funded by SAMHSA, as an important
resource for information, training, and technical assistance. Both HHS and
Education have also made other gui and i
1o states.

Officials in child welfare and in the six slales
reporied using a range of appmaches to halp children affected by trauma,
including training staff, screening children, and providing services and support
systems. To train child welfare workers, educators, and birth and foster parents
to understand trauma and its effects on children, agencies in the six selected
states used various approaches, such as leaming communities, which include in-
person learning and coaching, and online courses. Several state child welfare
agencies also used learning communilies to train clinicians in trauma-focused
therapies. In addition, child welfare and education agem:les in five states used
screening tools to identify children to and ibil of
uauma Children identified as experiencing trauma are ralerrad lnr a lrauma-

based on from
subject-matter experts and federal
officials, among other factors;

i ire to 16

mental health assessment. Also, to help children affected by trauma,
child welfare and education agencies in five of the six states provide support and
sarvices. For example, in one state, k provide dalized services,

a
slate agencies in the selected states;
interviewed federal officials from HHS
and Education; and reviewed relevant
federal, state, and local agency
documents, such as reports and
guidance. Although our findings cannot
be generalized to all states, they
provide insight into government
support for children affected by trauma,

GAD is not making recommendations
in this report.

View GAD-19-388. Fe

luding weekly visits, to children and families.

Officials in the six selected states reported facing various challenges in their
eﬁor!s to support children arlecied by trauma, and they emphasized the
of eng; pin and ining support for
Ihese children. In three states, Dfﬁcsals said that a lack of such leadership
hmﬁefed their efforts, and Ihay dascnbed cases mal included delayed,
or of i ives. Officials in all six states
also Ialked about limitations on lha|r agency's capacity to support children
affected by trauma, including:
= high rates of staff turnaover, especially in child welfare;
« limited staff time to dedicate lo trauma initiatives;
« lack of clinicians trained in trauma-focused therapies; and
« insufficient funding to support trauma initiatives.
Officials in some states reported strategies they have used to help address these

contact Kathryn A um at |2D2} S12-T215 or
larink@gao.gov.

g additional support to employees and coordinating
ta;clnlly g . expertise, and data.

with partrm '

Office



132

Contents
Letter 1
Background 4
HHS and Education Provide Grants, Disseminate Information, and
Fund Training and Technical Assistance to Help State and
Local Agencies Support Children Affected by Trauma a
Selected States Use Various Approaches to Support Children
Affected by Trauma 17
Child Welfare and Ed ion A ies i | States
Identified Leadership and Capacity Limitations as Challenges to
Supporting Children Affected by Trauma 22
Agency Comments 33
Appendix | Selected State Information 35
Appendix |1 Selected County Information ar
Appendix 1l GAO Contact and Staff Acknowledgments 39
Tables
Table 1: Selected Evidence-Based Treatments ¥
Table 2: Selected Federal Funding Sources Used to Support
Children Affected by Trauma as Cited by Selected State
Officials 12
Table 3: Summary of Substance Abuse and Mental Health
Services Administration’s Trauma-Informed Care
Framework for State, Local, or Nonprofit Organizations 16
Table 4: Examples of State Child Welfare Agencies’ Initiatives to
Support Children Affected by Trauma in the Six Selected
States 35
Table 5: Examples of State Education Agencies' Initiatives to
Support Children Affected by Trauma in Selected States 36
Table 6: Examples of County and Local Agency Initiatives to
Support Children Affected by Trauma in the Six Selected
States 37

Page i GAD-19-388 Children Affected By Trauma



133



134

mummmwmwn QFFICE

441 G St. NW.
Washington, DC 20548

April 24, 2019

The Honorable Danny K. Davis

Chairman

Subcommittee on Worker and Family Support
Committee on Ways and Means

House of Representatives

The Honorable Richard J. Durbin
United States Senate

Trauma is a widespread, harmful, and costly public health problem, and
its effects are particularly detrimental to children, according to the U.S.
Department of Health and Human Services (HHS). Children can be
exposed to various types of trauma. Any frightening, dangerous, or violent
event that threatens the life or safety of a child or their loved ones can
potentially be traumatic. For example, in fiscal year 2017, HHS reported
that there were approximately 674,000 victims of child maltreatment,
including neglect and physical and sexual abuse.! In addition, in 2016,
students ages 12 through 18 experienced an estimated 749,400
victimizations (theft and nonfatal violent victimization) at school and
601,300 victimizations away from school.? While not every child who
experiences trauma will suffer lasting effects, studies have shown that for
many there are serious short- and long-term consequences. As GAO has
previously reported, trauma significantly increases the risk of mental
health problems, difficulties with social relationships and behavior,
physical illness, and poor school performance.®

'U.S. Department of Health and Human Services, Administration for Children and
Families, Administration on Children, Youth and Families, Children's Bureau, Child
Maltreatment 2017 (Washington, D.C.: Jan. 28, 2019),

For the estimate of victimizations at school, the 95 percent confidence intervals range
from 585,000 to 913,000; and for the estimate of victimizations away from school, the 95
parcent confidence intervals range from 460,000 to 743,000 for students ages 12-18. See
L. Musu-Gilette, A. Zhang, K. Wang, J. Zhang, J. Kemp., M. Diliberti, and B.A. Qudekerk,
Indicators of School Crime and Safedy: 2017, NCES 2018-036 / NCJ 251413 (Washington,
D.C.: U.S. Department of Education, National Center for Education Statistics & U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, March
2018).

*GAD, Children’s Mental Health: Concems Remain about Appropriate Services for
Children in Medicaid and Foster Care, GAO-13-15 (Washington, D.C.: Dec. iO 2012).
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increase the likelihood of chronic ill health conditions, such as obesity,
diabetes, heart disease, cancer, and even early death. Not all children will
experience all of these effects. Children’s responses to traumatic events
are unique and affected by many factors, including their age at the time of
the event, the frequency and perceived severity of trauma, and the child's
innate sensitivity, as well as protective factors such as the presence of
positive relationships with healthy caregivers, physical health, and natural
coping skills. "

While all children can be affected by trauma, trauma is common amaong
children who enter the child welfare system.'® Many of these children
have been abused or neglected, and involvement in the child welfare
system, primarily through placements into a foster care home, may cause
additional trauma due to the separation from family; changes in school
placement, neighborhood, and community; as well as fear and uncertainty
about the future. Child wetfare axperts genefaily believe that child welfare

y that use trauma-informed app hes'® are better able to
*Child Weifare " o] ing a b informed child welfare system,
*Other subpopulations may also be likely o exp trauma, such as
children, children who live in unsafe and alien children—

those under 18 years old with no lawful immigration status and no parent or legal guardian
in the United States available to provide care and physical custody. During the 201516
school year, there were 1.3 million homeless students enrolled in the nation's public
school districts. Also, in 2017, GAO reported that the safety of a child's environment,
including their neighborhood, can affect a wide range of health, functioning, and quality-of-
life cutcomes and risks, including a child's sense of security and well-being. See National
Center for Federal Data : School Years 2013-14 to 2015-
16, Education for Homeless Children and Youth :Brm Summit, NC: Dec. 2017}, GAQ,
Child Well-Bging: Key Considerations for Policymakers, Including the Need for a Fedaral
Cross-Agency Policy Goal, GAD-18-415P (Washington, D.C. Nov. 9, 2017); and
Staternent of Jack P. Shonkoff, M.D., Director, Can‘ar on the Developing kai at Harvard
University, before the Energy and Ci on Oversight and
Investigations, United States House of Represe!mm Fabmaqr 7.2018.

"According to SAMHSA, a program, organization, or system thal is trauma-informed: (1)
realizes the widespread impact of trauma and understands potential paths for recovery;
{2) recognizes the signs and sympboms of trauma in .:nm families, staff, and others
involved with the system; (3) ds by fully i ledge about trauma inte
policies, procedures, and practices; and (4] seeks fo acnvely resist re-traumatization,
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address children’s safety, permanency, and well-being needs. ™ Although
trauma-informed frameworks may vary, they generally include
interventions as well as a change in culture; thus if an agency or
organization is taking a trauma-informed approach, it is incorporating
knowledge of trauma and its effects into its policies, procedures, and
practices. A trauma-informed child welfare system may offer services to
help identify and mitigate the effects of trauma, including screening and
assessing children for trauma, and providing or referring children to
services. These approaches may produce improved outcomes for
children in the child welfare system, including fewer children requiring
cnsus ser\rlces such as residential treatment, and fewer foster home

f =nis, [ ptions, and tries into foster care. Other
t hes may result in reduced lengths of stay in
foster care and mproved child functioning and increased well-being. "

In addition to child welfare agencies, school staff and members of the
school community can play a key part in recognizing and responding to
children who have experienced trauma. In a 2017 report on child well-
being, GAQ reported that an expert noted that health and human service
agencies are not the only entities needed to address child well-being and
suggested that community stakeholders work together to determine what
resources are needed for the children in their community. ™ A trauma-
informed school, characterized by an understanding and a commitment of
teachers and staff to an awareness of how trauma affects students, is an
example of a coordinated approach to trauma. Trauma-informed teachers
and staff are aware of trauma’s impact on students’ behavior, their
relationships, their ability or inability to self-regulate behavior, and how it

"Federal funding is available 1o states 1o support their child welfare and foster care
programs under Titles IV-B and IV-E of the Social Security Act. In 2018, the Act was
amended fo enable stales to use federal funds provided under Tithe 1V-B and Titke IV-E to
provide enhanced support to children and families and prevent foster care placements
through the provision of mental health and abuse and
services, in-home parent skill-based programs, and kinship navigator services. The law
requires that any such services provided under Title IV-E be trauma-informed. Bipartisan
Budgel Act of 2018, Pub, L. No. 115-123, §§ S0701-50734, 132 Stat. 64, 232-253, ACF

bished program instructions about the Titke IV-E prevention and family services

in 2018. Dy of Health and Hurman Services, Administration
on Children, Youth and Families, Administration for Children and Families, Children’s
Bureau, Program Instruction: Stats Requirements for Electing Title IV-E Prevention and
Family Services Programs, ACYF-CB-P|-18-09 (Washington, D.C: Nov. 30, 2018).

VChild Welfare Information Gateway. Developing a frauma-informed chitd welfare system.
"GA-18-415P.

Page & GAD-19-388 Children Affected By Trauma



140



141



142



143



144



145



146



147



148

identification of trauma-related needs of children and families. * Also, two
state child welfare agencies told us that they use the Resource Parent
Curriculum to train foster parents and others about trauma, and another
used the Think Trauma curriculum to prepare trainers of group home and
residential center staff; both curricula are provided through the NCTSN.*
In addition, the NCTSN makes other resources available to state and
local cc ities on its ite. For ple, NCTSN offers fact sheets
about various including those mentioned in
table 1, as well as two avndence-based treatments for use in school
seltlngs o

In addition to information and training provided through the NCTSN, in
2012, HHS's ACF issued guidance to encourage state child welfare
directors to focus on imp behavioral and social ional outcomes
for children who have expenenced abuse or neglect. In 2013, SAMHSA,
in collaboration with ACF and CMS, issued joint guidance to encouraga
the integrated use of t focused ing, functional

and evidence-based practices in child-serving settings.™ Also, in 2014,
SAMHSA, in an effort to help service sectors, such as child welfare,
education, and juvenile justice, become more trauma-informed, released
Concept of Trauma and Guid: for a Trauma-Inft d Approach. This

*The NCTSN also offers a Child Trauma Toolkit for Educators.

¥The Resource Parent Curriculum helps foster parents to understand how traumatic
evenis may impact chiddren and to recognize behaviors as symptoms of those
experiences. Think Trauma provides an ovendew for juvenile justice staff of how to work
towards creating a trauma-informed juvenile justice residential setting. According to a
summary of the cunculum :mahng a lrauma mbmmd ssﬂlng i5 a process that requires
not only but also cultural and
organizational pera(igm shifts and ppolicy and procedural change al every level of the
facifity.

*'The two evidence-based treatments, Bounce Back and Support for Students Exposed to
Trauma, are aimed at relieving symptoms of child traumatic stress, anxiety, depression,
and functicnal impairment among children, ages 5-11 and 10-16, respectively. Bounce
Back includes group sessions where children leam and practice feelings of relaxation,
problem solving, and conflict resolution, among other activities. Support for Students
Exposed to Trauma includes 10 lessons in which chitdren leam about comman reactions
to trauma, practice reftaxation, learn problem solving skills, build social support, and
process the traumatic event. Between sessions, children practice the skills they have
learned. For more information, see NCTSN fact sheets on Bounce Back and Support for
Students Exposed to Trauma.

ag GAD noted in a previcus report, enhancing the well-being of children requires a
coordinated federal

that takes into account the interrelatedness of federal actions and policies that aim to
improve the lives of children, See GAD-18-415P.
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because of the need to change an organization's culture. In 2013,
NCTSN reported on takeaways from a learning collaborative in which
nine teams led by child welfare agencies developed, implemented, and
tested trauma-informed child welfare practices.*® Based on the
experiences of the teams, the NCTSN report stated that strong and
consistent leadership is necessary to implement trauma-informed practice
because it requires a shift in organizational culture. SAMHSA's 2014
guidance for a trauma-informed approach similarly suggests that
organizations consider the importance of leadership to initiate a systems-
wide change.® In addition, HHS officials, who worked with states on a
series of trauma-related grants awarded between 2011 and 2013, also
told us that leadership commitment was important for their grantees in
building organizational and worker resiliency, acting upon data and
evaluation, and sustaining initiatives. These dc and its
echo previous GADO work on organizational transformation; for example,
in 2003 we reported on key practices found at the center of successful
transformation afforts, noting that leadership must set the direction, pace,
and tone and provide a clear, consistent rationale that brings everyone
together behind a single mission.®'

In addition to discussing the important role that leadership plays in
establishing and sustaining support for children affected by trauma,
officials in three states highlighted instances in which a lack of leadership
hindered their efforts to support these children. The cases they described
included delayed, incomplete, or unsuccessful implementation of trauma
initiatives.

+ Delayed implementation. Officials in one school district said they
had developed policies around multi-tiered system of supports in 2009
but did not receive support from political leaders or funding for the

40, Agosti, L. Conradi, J. H. Goldman, and H. Langan, u&mg Traums-—fn!omedcm
Weifare Practice to Improve Pl

Promising Pracfices and Lessons Leamed {Los Angeles, CA & l'Jumam NC: NCTSN,
June 2013).

“Zubstance Abuse and Menlal Haaﬂh Sennces Administration, SAMHSA's Concept of
Trauma and fora

"GMJ Results-Oriented Cuttures: rmpfamanra'mn Steps to Assist Mergers and

3569 [ D.C.: July 2, 2003). For more
leoeru work in this area, see Gulo Governmen! Reorganization: Key Questions to Assess
Agency Reform Efforts, GAO-18-427 (Washington, D.C.: June 13, 2018).
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‘Secondary Traumatic Stress
According o the National Child Traumnatic

education agencies. Child welfare officials in all six states talked about
high rates of staff turnover, while education officials did so in two states
(Colorado and Wisconsin).* Staff turnover resulted in difficulties

lated activities, according to

Traumatic Stress (STS) is the emational maunlammg staff trained in trauma-informed approaches and sustaining
e oy jonal trauma knowledge and

with children affected  officials. Colorado university officials partnering with a county child
gmm m‘;mm a®  \elfare agency said that staff turnover forced them to invest additional
comj these atility toda  time in training replacement staff and made it more difficult for child
gﬂ%‘“ may """i‘"""‘ toleavether  welifare officials to conduct regular follow-ups. Similarly, one education
R R e T pc official in another part of Colorado said that high turnover at many
increase the risk for developing agencies, including education and child welfare, hindered the county’s

efforts to maintain institutional knowledge about trauma-informed
ices and sustain the services these agencies were providing to

children

i by trauma. Some state and local officials in three states
d high rates of staff turnover to fatigue and secondary traumatic

stress, which is the emotional duress that staff may experience when they
hear about children’s traumatic experiences (see sidebar). Some
agencies said that they sought to address staff turnover by supporting
employees through training on secondary traumatic stress; at least one
agency in each of the six states offered such training. Officials from Ohio
and Wisconsin told us that another way they were addressing the issue
was by participating in an HHS-funded project to improve child welfare
workforce outcomes. ™

In four states, officials from other agencies and organizations parinering with child
weifare agencies also commented on the high rates of staff turnover in that field. GAD has
previcusly reported on the high rate of stalf turnover in child welfare and its associated
challenges. In 2003, we reporied that child welfare staff turnover had been estimaled at
between 30 and 40 percent annually nationwide, with the average tenure of child welfare
workers being less than 2 years. We found that tumover hampered agencies’ attainment
af some key fedsrul safety and by

g staffi
staff, We further found that Ihne’;e increased
wnﬂdoads Ieft Inss hm for slal\‘ to establish relationships with children and families, to
conduct frequent and meaningful home visits, and 1o make thoughtful and well-supported
safe and stable GAQ, Chitd Welfare: HHS Could Play &
Greater Role in Helping Chitd Welfare Agencies Recruit and Relain Staff, GAQ-03-357
{Washington, D.C.: Mar, 31, 2003).

5*The Quality Imp Center for Workforce D in 2016

under a S-year cooperative nt with HHS's Children's Bu!eau This center is

working with eight public and tribal child welfare agencies in different states to dwelup
far i g child ml(-ara Quality

the Child | Ware %r!f!ome

Jan. 31, 2019, hitp

fecige to S

qic-wd
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Limited Staff Time

Many agencies also said they faced limitations on the time that staff could
dedicate to trauma initiatives. This issue was more commonly raised by
education agencies than by child welfare agencies. Education agency
officials reported this limitation in three of four states that had education
initiatives, * whereas child welfare officials reported it in two of the six
selected states. Some of these officials explained that lack of staff time to
focus on trauma may have limited the implementation of their trauma
initiatives. State education officials in Washington and local education
officials in Massachusetts told us that they have the expertise to provide
trauma training to schools and ity groups, but time limitations
restrict their abnlnly to do so. A Colorado county child welfare official told
us that some caseworkers see trauma screening as an additional burden
due to their already large workload, and a child welfare official in another
Colorado county told us that many caseworkers forget to do trauma
screening because they are busy. At least one agency we interviewed in
each of the six states has or had a staff position dedicated to trauma
work, which could help address this limitation.

Lack of Clinicians

Officials in all six selected states said that there were not enough
clinicians trained in trauma-focused, evidence-based therapies to serve
children affected by trauma.® GAO has previously reported on difficulties
finding specialty care for children.* For example, in 2017 we found that
limited access to mental health services was a challenge for several

®State education officials in two of our six selected states told us that they did not have
statewide trauma initiatives.

55Though this issue was raised in all six states by child welfare or Medicaid officials, it was
not reparted by any education officials.

™1n a 2010 national survey of physicians, in which GAQ asked about difficulties referring
children to specialty care and the parficular specialties for which making a referral is
difficult, one of the specialist types most frequently cited was mental heallh spaaaﬂs
such as p glsts, drug and other th

y d offered various ions fior why making referrals is difficult, mduding the
short supply of specialists in their area and long waiting Bsts for specialists. GAO,
Medicald and CHIP: Most Physiclans Serve Covered Chifdren but Have Difficully
Referring Them for Specially Care, GAO-11-624 (Washington, D.C.: June 30, 20"] GAD
has also reported on i health forh adults, see
GAD, Behavioral Heaith: Options for Low-Income Adulls to Receive Trealment in Selected
States, GAD-15-448 (Washington, D.C.: June 19, 2015).
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selected states due to a variety of factors, including insufficient numbers
of providers in certain specialties, such as child psychiatrists.” Some
officials indicated that a shortage of clinicians trained in t focused,
evidence-based therapies can limit the ability of child welfare agencies to
address trauma. For example, state child welfare officials in
Massachusetts specifically noted that identifying children affected by
trauma is not helpful if there are not enough clinicians trained in these
therapies to treat them. County child welfare officials in Massachusetts
and local healthcare partners in Ohio said that providers sometimes rely
on interns to address the of clinici but M:

officials viewed this as problematic because interns have short tenures
that prevent them from establishing relationships with the children.
Officials in five of the six selected states told us about initiatives to
address the shortage by training clinicians in trauma-focused, evidence-
based therapies, and university officials in Massachusetts described an
initiative to make trained clinicians more accessible, (See text box.)

“"Thig challenge was identified by state and county officials in four of the seven selected
states and five of the nine naticnal izations that were it i fior the report,
GAD, Foster Care: HHS Has Taken §nsnsro Support State’ Oversight of Psychotropic
Medicati Adclitional Assi Could Further Collaboration, GAQ-17-129
(Washington, D.C.: Jan, 5, 2017).
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and confidentiality laws and regulations, though the reasons they cited for
these difficulties varied.® State child welfare officials in Massachusetts
told us that the state has strict privacy laws in addition to federal laws
such as the Health Insurance Portability and Accountability Act of 1996.5"
These officials said that data sharing is possible but generally requires a
specific memorandum of understanding because of privacy laws. In
contrast, a state child welfare official in North Carolina said they had
difficulties with counties not understanding what data they are allowed to
share. That official told us that the state tries to mitigate this challenge by
helping counties understand what they can share and encouraging them
to share screening information with mental health and medical providers.
Additionally, a North Carolina university has published state-specific
guidance on sharing education, mental health, and other records.

Systems incompatibility and technology issues were also sometimes seen
as barriers to sharing data about children affected by trauma. Child
welfare officials in three of the six selected states, and state health

®Various GAQ reports have outfined challenges states have faced in navigating federal
privacy and security protections for health, chitd welfare, education, and other data. These
challenges have included uncertainty over the types of data that states are able to share
under these laws. See GAO, Foster Care: H‘HS Has Tak\m Steps fo Support States’
Ovarsvghf of but A Could Further
GAD-17-129 i D.C.: Jan. 5, 2017); Human Services: Sustained
and Coordinated Efforts Cowld Facilitate Data Sharing While Protecting Privacy,
GAD-13-108 (Washington, D.C.. Feb. 8, 2013).Wl’osrsecondary Education; Many
States Caltect Clearer Guidance on Student
Privacy Mqtumm.nss Is Needed, GAD-10-927 M'ahnglon D.C.: Sept. 27, 2010). In
aGAD from GAO-13-106, HHS published a “Confidentiality
Toolkit” in .mgus! 2014 that aims to support state and county data sharing efforts by
bringing graaw clarity to the rules goveming mﬁdmallly n certain human services
o a GAD from GAQ-10-827, the Department of
Education rwsed its Family Educational Rights and Privacy Act regulations in December
2011 to, among other things, clarify the means by which states can collect and share
o with federal req
a data-sharing ool kit for civic and community leaders

of
'I1 March 2016.

#1The Health Insurance Portability and Accountability Act of 1996 required HHS to
promulgate regulations addressing the privacy and security of health information. Pub. L.
No. 104-191, 1it. Il, subtit. F, 1105tal 1936, 2021-34 (codified at 42 U.S.C. 8§ 13204-
1320d-8). HHS has i for Privacy of Heal
Infarmation (the Privacy Rule) and Security Standards for the Protection of Elodrome
Protected Health Information (the Security Rule). 45 C.F.R. pts. 160 and 184. The Privacy
e i Tor Bty Stk oot

national 'y
information that is or maintained in any form or medum (protected health
informaticn). The Security Rule ’ dards for sateguarding
health i ion that is held or icalty.
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community and relationship building.® County child welfare officials in
Ohio also mentioned restrictions on pru\rldsrs they said that potential
peer support specialists with a ground and interns could not
bill Medicaid. % However, Medicaid officials in these states generally said
that such services were billable to Medicaid, and Ohio Medicaid officials
said that interns and those with a criminal background could bill Medicaid,
under certain circumstances. For example, they said that while certain
severe criminal offenses, such as homicide, could exclude someone from
providing services, those with lesser offenses could become eligible after
a waiting period. Colorado and Chio Medicaid officials we spoke with
offered some alternative ways to use Medicaid to support children
affected by trauma in cases where services could not be billed to
Medicaid. For example, a Colorado Medicaid official and a child welfare
official both said that Medicaid does not pay providers for travel time or
mileage and that this can be a problem in rural areas; however, the state
Medicaid official said that telehealth is available to address this issue and
that reimbursement rates for services in rural areas can be higher to
reflect the additional cost of travel.”

Finally, child welfare and Medicaid officials in Coloradﬁ and Narth
Carolina also had different persg

reimbursement rates. Child | welfare and uther ofﬁcsa1s in these states said
that certain services for children affected by trauma, such as trauma
assessments and trauma-focused, evidence-based therapies, are
expensive, and that Medicaid reimbursement rates are too low to
incentivize providers to offer these services. However, Colorado and
Morth Carolina Medicaid officials explained that most children in Medicaid
in their states receive mental health care through managed care, where

“While the theme of certain services not being billable to Medicaid was reported by child
weifare officials across these three states, the spacific senices the officials mentioned
varied by state. The variance of reimbursable services across states is consistent with

in state to ing children affected by trauma and with the
state-by-state variance of Medicai id, by design, allows
significant flexibility for states to design and implement their programs, which has resulted
in over 50 distinct state-based programs. Federal law requires siate Medicaid programs to
cover a wide array of mandatory senvices, such as p and p
services, and permits states lo cover additional services at their option. GAD,
Key Issues Facing the Program, GAD-15-877 (Washington, D.C.: July 30, 20'5)

%0fficials noted that individuals who have gone through the criminal justice system may
have life experiences that make them uniquely well-suited to be peer support specialists.

The official said that Colorado id does pay for ion for children to
receive medically necessary services covered by Medicaid.
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the state pays a sel rate per child to managed care organizations (MCOs)
to provide or arrange for any mental health services a child may need,
including trauma-related care. MCOs, in turn, reimburse providers for the
services they deliver, and MCOs set the rates they pay providers for
those services rather than the state. Medicaid officials in Colorado and
North Carolina noted that MCOs have flexibility to negotiate rates with
providers and may choose to reimburse at a higher rate.®® North Carolina
Medicaid officials said that some MCOs in their state were reimbursing
providers at a higher rate for comprehensive, trauma-informed mental
health assessments, and a Colorado Medicaid official also noted that
MCOs in their state may vary reimbursement rates based on provider
availability, offering higher rates in areas where there are shortages.

Agency Comments

We provided a draft of this report to HHS and Education for review and
comment. HHS did not provide written comments. Education provided
technical comments, which were incorporated into the report as
appropriate.

“Used effectively, Medicaid managed care may help states reduce Medicaid program
cos!s an:l better manage utilization of health care services. However, GAQ has also

rted on 3 with care. For example, in 2018 we
lepomed that rnanaged care payments have the potential to creale program integrity risks
and that there exist multiple challenges to program integrity oversight for managed care.
GAD, Medicaid Managed Care: Improvemants Needed lo Beller Overses Paymen! Risks,
GAD-18-528 (Washinglon, D.C.: July 26, 2018}, We also found that CMS has provided
states with limited information on how to fulfill d
of MCO data, and we recommended that CMS provide states with additional information
on this topic. GAQ, Medicaid M; d Care: Addilional CMS Actions Needed fo Help
Ensure Data Refiabillty, GAD-18-10 i D.C.: Oct. 19, 2018).
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As agreed with your offices, unless you publicly announce the contents of
this report earlier, we plan no further distribution until 30 days from the
report date. At that time, we will send copies of this report to the
Secretaries of HHS and Education, congressional committees, and other
interested parties. In addition, this report will be available at no charge on
the GAO website at https:iiwww.gao.gov

If you or your staff have any questions about this report, please contact
me at (202) 512-7215 or larink@gao.gov. Contact points for our Offices of
Congressional Relations and Public Affairs may be found on the last page
of this report. GAQ staff who made key contributions to this report are
listed in appendix IV,

Kathryn A. Larin
Director, Education, Workforce, and Income Security Issues
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Kathryn Larin, (202) 512-7215 or larink@gaoc.gov
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In addition to the contact named above, Elizabeth Morrison (Assistant
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Cometto, Kelsey Kreider, Hannah S. Locke, Jean McSween, Mimi
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N C T S N The National Child
Traumatic Stress Network

Creating, Supporting, and
Sustaining Trauma-Informed Schools:

A System Framework

BACKGROUND AND OVERVIEW
This framework will help schools
The primary mission for schools is to support students in educational achieve- 21 Sites who partner with schools

3 have a better sense of the areas to
rent. To reach this goal, we know that children must feel safe, supported, and ad " K ropmrs

ready to learn. As schools strive to ish this for all

of strbhgri. riaAds. 8 SR Es the bk of a mone trauma-nformed school.

the | their learning and achievement. Children

are exposed to viclence and trauma at an alarming rate In the United States. By age sixteen, two-thirds of children In the
United States have ap it ic event such as physical or sexual abuse, natural disaster or terrorism,
sudden or violent loss of a loved one, refugee and war experiences, serious accident or life-threatening iliness, or military fam-
ily-related stress. Many children, with support, are able to heal and such i However, a recent
report examining the impact of adverse ACEs) on found that ies with
higher ACE scores had higher rates of ion and and lower rates of graduation from high school
and progression to post-secondary school than ities with ively low of ACEs. Not only are individual
children affected by i but other the adults on campus, and their can be i

by interacting or working with a child who has experienced trauma. Thus, as schools maintain their critical focus on education
and achi they must also dge that mental health and well are d to SuCCess
in the classroom and to a thriving school This why g “t should be

an essential compenent of the overall mission of our education system.
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What Does It Mean to Be “Trauma-Informed

The National Child Traumatic Stress Network (NCTSN) defines
all trauma-nformed child- and family-service systems as

“ one in which all parties involved recognize and respond to the impact of traumatic stress on
those who have contact with the system including children, carsgivers, staff, and service pro-
viders. Programs and agencies within such a system infuse and sustain trauma awareness,
knowledge, and skills into their cultures, and policies. They act in
collaboration with all those who are involved with the child, using the best available science,
o maximize physical and psychological safety, facilitate the recovery or adjustment of the
child and family, and support their ability to thrive, ’,

In erder to create, support, arld sustain these elements specifically in schools, a llered approach is suggested to create an envi-
renment with clear for open ication, and a to a safe and nurturing school
culture. The tiered il tra be applied bath asa
and 1o help those in need of more intensive support. The aim of a trauma-informed tiered approach is to create a schoolwide
environment that addresses the needs of all students, staff, administrators, and families who might be at risk for experiencing
r.mumanc strass symptoms. There are many ways to weave trauma-informed approaches into the fabric of schools, including
by infe d policies, staff training, direct intervention with traumatized stu-
dem.s. and bullding knowledge and in a variety of domains, all with a focus on creating and supporting academic

and mental health of all students, families, and staff.
The Challenges

‘While healing from trauma and loss exposure Is possible with the appropriate level
of support, before these supports are present many students may experience a
range of g ioral changes, distress, grief, diffi-
culties with i ic failure, nigl ar iliness. These reactions
sometimes develop into iatric di i it stress dis-
order (PTSD), anxiety, and depression.” It is critical to highlight that even when a
traumatic event does not result in clinical symptoms/behaviors consistent with
traumatic stress, it can have a serlous impact on the developmental lra]acmry ol'
a youth across all major domains of (e.g. , cognitive/
learning. behavioral, social/emoticnal).

Trauma and stress ions such as the and de-
scribed above can disrupt the school routine and the processes related to teach-
ing and learning not only for the child who experienced the event, but also for his

or her peers, as staff. The ability to read,

write, solve math probl and engage in dis ion requires ion, organi-

zation, comprehension, memary, the ability to produce work, engage in learning,

and trust. These also require 1o have the 1o regulate their own and behavior.”

by to violence are at risk for displayi

declines in attendance and grade point averages, and more negative remarks in their cumulative records than othm students.
They may have difficulties. g and leamning and may engage in unusually reckless or aggressive behavior.”
It is important to note that recent research mgm-gms the unique impact of grief and loss when youth are exposed to traumatic
events. Grief and loss worsen such as feeling from

athers, strong ions to and general di from school.”
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R d chil d exp L] i ts can affect the doping brain and nervous system, such that the brain is more
easily triggered into survival mode even when there is no actual danger present. When areas of the brain associated with survival
are triggered and highly activated, the thinking and learning areas of the brain are bypassed and largely “go offline.” Further, expo-

sure to chronic trauma Is assoclated with an increase in health-risk such as eating use,
and high-risk sexual behaviors leading to teen pregnancy and sexually i ' In the result-
ing from exposure to trauma can lead to reduced i i time, i and Long-term results of exposure
1o violence include reduced graduation rates, along with inci of teen pregnancy and poverty.”
School environments that do not ize when izi iors and of a student are a result
of trauma and loss may respond in a punitive and harmful way. who have been exposed to trauma are at
i d risk of receiving out-of-school J schools and districts have responded to a broad range of student
behaviors by Zero ol policies, Iting in jons and for drug use and violence as well as
minor such as “willful defi m gh zero policies are aimed at improving safety on school campuses,

can result such as greater school dropout and justice system involvement of those who are suspended
or expelled from school. Out-of-school also tionately affects African L who are four times
more likely than their White peers to be suspended, a trend that begins in Schools may also p respond to
defiant behavior by relying on a show of force by police.” C: these welli i policies and practices can undermine
feelings of safety for students by trauma and ibute to a school climate counter to many principles of
a trauma-informed approach.

The Opportunitie:

Traumatic stress can arise from a variety of sources, both internal to the school environ-
ment and external, such as bullying, school shootings, dramatic weather events, com-
munity or domestic violence, grief due to loss of a loved one, and even the day-to-day
exposure to events such as divorce, poverty, homelessness, abuse and/or neglect. Chil-
dren and adults can be affected by traumatic stress. Having the tools and strategies to
identify, address, and manage i¢ stress all involved with
the school community, and supports their primary pursuit of educational achievement.”

School personnel are uniquely situated to identify, respond to, and be impacted by stu-
dents’ traumatic stress symptoms due to their central role in children’s lives and their
continued assessment of children’s learning abilities and relationships with peers and
school staff. The goals of schools that pertain to student learning, test scores, and suc-
cessful are directly | d by children's 50 add!

ing trauma and | : for meeting those goals. School per-
soennel have the ability to change the course of children's lives while meeting their own
systems' goals through teaching children skills to regulate their emotions and behaviors,
partnering with families to gt children’s with adults in and outside
of the school, and allowing them to develop their 4

T fi schoots build resili by schoals to be responsive 1o the
needs of their with ible social, beh |, and ]
supports imolving all school b as well as access to evidence-based,

developmentally appropriate, child and family services. This requires the engagement of
all administrators, educators, and staff, as they are each involved with the daily life of
students who have experienced trauma and loss.

4 E is hy when working with di
student i i and diverse youth, sexual minorities,
delayed and youth with linguistic diversity. Trauma-i
P are most effective when i during a student’s initial encounter

with early learning systems {e.g., pre-school, head-start) and are sustained throughout
their educational experience.
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What Does a Trauma-Informed School Look Like?

T infi d approaches within any system aim to adhere to the “4 Rs"™:

® Realizing the widespread impact of trauma and pathways to recovery

®  Recognizing traumas signs and symptoms

® R ding by dge about trauma into all facets of the system

® Resisti i trauma-i indivi by de the of
unneeessary triggers (i.e., trauma and loss remi and by trauma-inf
policies, procedures, and practices.”

More specifically, a trauma-informed school system (pre-schoal - 12th grade) is one in which all administrators, staff, students,
families, and ize and respond to the negative lational, and impact
of traumatic stress on those within the school system Including children, ) h other school staff, as well as on
the system itself. Such a school system provides trauma awareness, knowledge, and skills as part of the fabric of the school
culture, practices, and policies and acts in collaberation with those who are involved with the child, including students’ families,
community aeencias. leade!!. and law enforcement, using the best available science to facilitate and support the recovery and

of th atrauma: school fe and '3 ite; seeks b i

a and learning envi that minimi y trauma and loss focuses on building
positive and attuned i ips between and and among school staff; has anti-bullying and suicide preven-
tion and uses a bal ive justice (a.k.a. restorative practices) approach to conflict and conflict mediation
with appropriate disciplinary action.
In essence, a school that is trauma-inf izes the ip between and ali of trauma-inf core areas
with social, i and ioral leaming i isi ¥ and student and pro-
fi It the mpact that mental health can have across all major ch (physi
health, itive/leami I} both inside and outside of the classroom, as well as how the scholastic
experience can influence mental health. Gl\lsn that the relationship between mental health and academic achievement is bidi-

tional and highly at school this while Its primary focus on edu-

cational outcome.

The Role and Goal of this Framework

The NCTSN System F for Trauma-Inf Schools provi i in order to achieve the vision of a trau-
ma-informed school described above. It is not a prescriptive roadmap for a one-size-fits all approach. Instead, it includes core
areas that will help to focus system and | changes. These core areas can be applied to

each of the three Intervention tiers to create a trauma-informed emvironment within the school system while identifying those who
are at risk or might need more intensive support to address thelr traumatic stress or loss symptoms.

System Framework

Although the framework attempts to break down the complexity of a school system and its environment into discrete components,
no smgle core area should be viewad in isolation. Only in totality can the framework serve to help create, support, and sustain a

i school.” The f rk for inf d schools that follows applies to Pre/K-12. It is rooted in the Multi-
Tiered Systems of Support (MTSS)"” framework pyramid, which is a multl-tiered approach for the early identification and support
of students with learning and emotional/behavior needs. The framework not only infuses all three tiers of the MTSS (see diagram
below) with t { pts and but it also g and the broader contexts in which these
tiers operate: school envi t/culture, ity, and family par i

4
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Within each of these tiers are strategies that are critical to creating a trauma-informed school. These include practices that in-
fluence the day-to-day i ions among staff, and families, organizational policies and procedures, and
community capacity-building strategies. All of these—inside the school and in the family and contexts—are

1o support the overall culture, practice, and structures for a trauma-informed school. While it is noted that education and mental
health perspectives for serving student social/emotional needs may differ, the is o these
perspectives and highlight the core areas necessary to implement and sustain trauma-nformed practices in a school,

Tier 1
Safe ts and L y Healthy Students /
Creating and Supporting a Trauma-Informed School C
Schools transform on a number of levels to create and support safe environments that promote healthy and successful students
and staff, This foundational work is Tier | of the MTSS pyramid and necessary to support strategies across the entire pyramid.

Tier 2

Early Inter ion/ldentifying Students and Staff At-Risk
Schools identify and respond to students and staff who are at-risk or have been exposed to trauma and/or loss
in ways that meet their unique 1, and | needs,

Tier 3
Intensive Support
Schools provide support to those whose and
and aim to meet their unique exp P and p needs.

TIER 2: EARLY INTERVENTION/IDENTIFYING
STUDENTS AND STAFF AT-RISK
KEY STRATEGIES:

Treeat

TIER 1: CREATING SAFE ENVIRONMENT
AND PROMOTING HEALTHY AND SUCCESSFUL STUDENTS
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CORE AREAS OF A TRAUMA-INFORMED SCH

Atra B that trauma affects staff, families, d syste Thus

support, partnerships, and capacity-building are ial. The 10 Core Areas for a trauma-informed school
system and refevant tiered approaches within each area. Note: A 1-119¢ 1; 4 2=Tier 2; A3=Tier 3

Identifying and Assessing Traumatic Stress

The school izes and values ifi of that are to o evants as an m-
portant prevention and intervention strategy with an i ional and plan to use inf ]
help a student attain educational goals. This requires impls ing a tiered h to identifyl
for tated mental health when indi d. Such l'amrs include thur.are not limited to) signif-
icant changes in key domal 5 soclal/ as well
as disruption in the student's P or pattern of school engagement. A tiered
includes a diversity of g g with parent and family engagement and sustaining engage-

ment throughout the process.
A1s School-Wide Tr. i [ The schoal employs
assessment that requires identifi of tra f policies, i and/or to support
students and staff.
A 1 Standard Protocols for Tra School | are d routinely to con-
sider the presence and,/or impact of trauma exp on student and per This
includes observing signs, symptoms, and risk factors related to a p it ic event, and
barriers to support youth facing these challenges. Staff use t:auma-mlahecl and/or routinely collected data ln
inform decisions about ina manner (e.g, attendance, grades, nursing visits, behavioral
Incid ). Staff i student reviews, and other dard for regularly
student p while

2 Trauma g for The school includes as a primary response to behavioral refer-
ralsa for i and ic/loss stress using evidence-based screening
tools. When i i i are i fied, a more P ive assess-
ment is to direct future i
A 3 Ongoing of Stress The school makes avallable ongoing assessment that
Is aligned with ongoing of stress for stud ongoing

behavioral, and mental health challenges.

Addressing and Treating Traumatic Stress

Adequate supports are available for all school stakeholders who have directly or indirectly axpetlenoed trau-

matic events or are at risk for include families, and

additional school personnel, Referral and access to evidence-based prevention and intervention resources are

available and adapted to the needs of service F f services linked to proto-

cols for identifying individuals exposed to trauma and loss. Routine reviews of service referral and provision are
to

A1 De-stigmatized Self-Referral Options. Students and school personnel are made aware of support services
available. Schools provide options for self-referral that reduce stigma about mental health. Individuals are en-
couraged to connect with services when necessary. Service options are made available in the community to
support privacy preferences.
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2 Early Inter Based on results, the school provides trauma-inf L based,

il building early i ions. Interventions for schools may include cognitive-behavioral or mindful-
ness for youth ified at risk for ic stress grief, or depression; or referrals to
trauma-informed services that address behaviors such as substance abuse. Schools also provide opportunities
for educators to employ in-class supp that address in a trai inif d manner.

2 A 3 Trauma-informed Behavior Support Plans. The school’s behavioral support planning team incorpo-
rates an understanding of trauma, trauma and loss reminders, trnuma 's impact on key developmental domains,

and evi based lices for supporting children experi g ic stress into its behavior support
planning process.
2 A 3 Trauma-informed Special Education Services. Schook-based Individualized Education Plan (IEP) team
an of trauma, trauma and loss reminders, trauma’s impact on key devel
| domaing, and evids based ices for supporting children experiencing traumatic stress into its
IEP planning process.
A3 for Servi and school staff refer o based t
treatments as needed when the school is unable to meet their trauma-based mental health needs. The school
strong relati with of trauma-i care.

Trauma Education and Awareness

for ed and allied and p Is routinety of-
femd with the goal that the entire community will share the understanding of trauma’s Impuct on leaming and
will build student coping and protective skills. This will be done by using a whole-school inquiry-based approach
to creating trauma-sensitive schools. Schools and districts work to create local policies that support trauma-in-
formed practices and hawadequme st.afﬁngw perform screenings, provide services, alld create an effective in-
frastructure to achieve the y for effective of trauma-i
policies, practices, and procedures.

A 1 School Mission and Vision. The schools’ mission i ly and in that
g trauma and i with 1o trauma and Ioss is key w improving academic

nutr»mes,

limfmmlmmnpmenr.‘rrauma literacy is a key of professi for school ad-

ff. Building on a strong di of i and crisis practice

in schools, trauma literacy helps staff recognize the continuum of trauma In children and its impact on academic

hi and Leadership and staff share an understanding of trauma’s stress on the brain

and body, student learning, their behavior, and the need for a school-wide approach to develop skills for coping
with such stress.

A 1 Psychoeducation for Students on the Effects of Stress and Trauma. The school provides health and
psychoeducation to students about the effects of stress and trauma on the body; how to develop healthy coping

skills for stress; iations and acti that nurture healthy peer and family relaunn-
ships and ions to i and ices to i
and protective factors. Foryoum who Muemeemlgmuperienced a loss, the school provides grief-specific psycho-
ducation and supp P youth to seek services when necessary.
2 Trai The school that trauma i
A child’s level should be s when ing their needs, in-
cluding and individuali . For younger students, the recognition that the adults in

these children’s lives may have to provide additional support to help them thrive. It also recognizes that certain
may have delays or isabilities that require alized traum
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Parti hips with Students and Families
Trauma and loss involves of and ion that can make students and families less
likely to trust school institutions and authority figures or to fully participate in programs created to support their
trauma recovery. It is to emp and family bers as partners in the creation
of a trauma-informed school as well as in the of t Infc d p ‘While limits exist for who
the school can engage within the student’s family directly, a t i lens g the impact of care-
giver, sibling, and other important family member’s life in an effort to a school's ability to
address adverse life experiences for the student and find practical to il address -
es facing i this student £ and trau-
ma-elated factors that are i at home. Particular efforts should be made to build meaningful
par hips among families, and school staff in order to better support students who have
experignced trauma and loss; and to create, implemant, and sustain ti inf d progr and
Students and families are actively in studs pecii of 1gths and needs and the de-
of and plans. and families are also actively engaged in
schookwide planning and implementation efforts to address trauma, the of school-widk
pelicy, protocol, and guidelines to create a t school climate and to implement trauma-informed
practices. Schools should that incorp peer and parent support and guidance.

A1 for Parents/ The school, together with community partners, teach parents about the
effects of stress and trauma on children's brains and bodies, and instructs them in how to develop skills for cop-
ing with stress to bolster student’s learning-readiness and a sense of psychological safety (feeling and believing
one is safe).

A 1 Education for Students. The school provides education to students about the effects of stress on their

brains and bodies, as well as stress such as slow g mi
problem-solving, and asking for help.
A 1 Engagement in Program Planning and The schocl engage and families’

glvers in the process of creating trauma-informed schools at all levels. School staff and administrators collab-
orate with students and families to develop practices that will best address their needs and implement those

practices in ways that make them most useful, effective, and On an organi. leved, schools
partner with students, families, and caregivers when making garding the and imple-
mentation of programs.

2 Families are an imp Source for Identifyi ch In Need of More Support. Parents and care-
glvers want their children to succeed in school and often need assistance themselves in leaming ways to help
their child. Therefore, they are a primary source for identifying students in need of more individualized planning
and support.

A 3 Engaging Families in Treatment. The treatment process must engage both youth and families as actively
as possible. Providers should partner with families to address safety issues and concemns, define their needs
and hopes for treatment, explore their role in their child’s treatment, and regularly provide input about how their
child is doing. A general understanding about issues parents may face such as managing personal stresses,

ifficulties sleeping. or should inform interventions. Families should have an easy and
il hanism for providing frequent feedback to the school and to the treatment provider.

Creating a Trauma-Inf d L ing Envi (Social/ Skills and

The school creates a safe envil by ing heatthy i among and staff and teach-

ing socialy i skills and self-regulation skills. In a trauma the school the
of all they feel safe and supported socially, and i

Iy. School model healthy social/ skills and i trauma: ices with other
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schookwide behavioral programming. Protocols to address bullying, identify threats, harassment, bigotry, inequi-
ty, and other behaviors that compromise the safety of the learning environment are clearly outlined and emplay
a trauma-informed perspective.

A 1 Promoting a Safe School Climate & Education about Trauma. By promoting. heamly activities and utilizing

protective factors that include fons to and p re-
sllience and coping skills, schools create an environment that leads to healﬂllersludam Interactions with others
and a school that feels i and i safer for all its

A1r and Learning The school uses an understanding of trauma to deep-
enand vide ices to create a L and supportive ing that minimiz-
es y trauma and loss

A 1 Developing Sense of School Community. The schoal explicitly connects students and teachers to each oth-
&r, to the schools’ programs, and to the rest of the school including the of teacher peer
consultation and support models.

A1 ' 2 Teaching Social Skills. The school provides training for staff and curriculum implementation for stu-
dents on creating, sustaining, and promoting a wuﬂ\leaﬂd sefe learning environment. Content includes conflict

resolution, problem-solving skills, social ioral literacy, bullying prevention, and
suicide The school that social conflict between peers can have serious devel-
opmental consequences and negammmpactmo mental health of all youth involved. Consequently, the school
bullying/ by staff, and families in bullying awareness,
relevant social skills (empathy, friendship, assenimemss}and flecti and repair jes. Providing
targeted supports for youth at risk of that y impact the hological and physical
safety of others is an imps o pports.
A 3 Safe Spaces for The school and safe spaces inside and outside of the class-
room for to calm after exp to trauma and loss triggers. Safe spaces provide opportu-

nities for students to self-regulate when and

Cultural Responsiveness

The school recognizes that there are cultural dif in i i and 1o trau-
ma. For students seeking help after a trauma, the school ensures that responses of school staff are culturally
appropriate. The school also works to actively counteract the eﬂecisd nlsmdcal trauma, societal oppression in-

cluding implicit and explicit bias, and pp tionality in punitive

el v (out-of-school)

A 1 Cultural gr School-Wide. F and supervision of

school personnel are mfused wﬂh gies for i wltural and of

and their families, as well as gies for actively g the eﬂ‘em of implicit and explicit bias on an
level and in indivi i Ci with who can enh: cultural

responsiveness and support cultural ing (p ing with a member to ion trauma-in-

formed practices) is a priority.

2 Address Practices ( Cultural-R The school reviews policles and pro-
cedures to identify and address dard p that may and dk y impact specific
groups and or loss The school also pays particular to

cultural practices of families, such as disciplinary practices, in @ manner that protects the student while respect-
ing and understanding the cultural frame of the family.

Az pting Inter Using Cultural E\ndenoebesecl practices are adapted to the
students and their families in an attempt to reduce stigma and i of service utilization, Cul-
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tural brokers of the student’s tasked with ing cultural for school) engage
with the school to act as a bridge schoal and i when a family is gage
in health and trauma-informed services. Interventions recognize and address the impact of traumatic stress that
can result from societal oppressions such as racism, xenophobia, homophobia, and sexism.

@

Emergency Management/Crisis Response

The school has clear and well-communicated procedures to address emergencies before, during, and after an
event. Trainings and drills that involve students and school staff must be delivered in a trauma-informed man-
ner, which includes special attention to those who have been L ized and il L]
reduce the impact of these ises. The school a ive protocol for all hazards and trains
staff, students, and partners in those procedures.

Al 0 1 Plan. Schools consider all threats and hazards, provides for the
access and functional needs of the whole school community, considers all settings and all times, and creates a

ive process for reg) revising this plan. Schools Emergency Operations plans should be developed
and ined by various from i staff, parents, and community representatives
{e.g., law enforcement, fire officials, mental health practitioners),

A 1 Staff and Partners | of Staff and partners should be well informed about
the Plan, i the protocol for communications with individuals inside the school
and their parents/ g The whale should regularly practice the plan using different drills and
exercises. Staff should also be trained in iate early for when an takes place,

such as Psychological First Ald.

2 Threat-Assessment. The school should create and a P ive threat protocol
which includes a multidisciplinary school threat assessment team for early identification and intervention of
potential targeted acts of violence.

Az Y In the of a crisis, a team of trained professionals, which may include

school staff, based and trauma igs and intervention following the crisis

to ensure support for i by the crisis. To facilitate recovery, when necessary, the

school provides both short-term o stabilize affected by an crisis and long-term
in the aft to faci recovery and adjustment.

5

Staff Self-Care and Secondary Traumatic Stress

The school trains staff in soclal/emotional skills that promote the physical, soclal, emotional, and academic
wellness of all teachers and staff, and support school climate of physical and psychological safety. Additionally,
schools identify sources of secondary traumatic stress (STS) for teachers and staff and intervene to mitigate
and/or manage stress.

A 1 Work Self-Care P School admini and key decisi kers con-
sider the impact of school stalf assi general and to isplayi i
stress reactions on staff mental health. Plans for barriers to a supporth ife

and Incorporating feedback from school staff should be Well are and
offered regularly to reduce staff stress,

Alr and of y Stress (STS) In Educators. Schools provide training
for staff to the signs of i and the ways to prevent STS and bumout, A sup-

port structure that promotes help seeking should be available to support the self-care of its staff, teachers, and
administrators. Offerings of wellness activities and promoting routine health care is another critical component
to supporting staff well-being.
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2 In-School Supports for Educators. Peer supports and stress are provided for dis-
playing signs of burnout and,/or STS. Schools i for ing in with fina puniti
manner) to assess their level of need.

A 3 Support Services and Employee Assi F School staff have access 10 resources
after i life events or exp to levels of stress in their professional
or personal lives. Access and utili of these are i in ways. Ensure that

Employee Assistance Programs (EAPs) and insurance companies offer trauma and loss-specific evidence-based
practices.

School Discipline Policies and Practi

The school includes a trauma-informed lens In the review and revision of discipline policles and practices. The

impact of life on behavior and home life is considered when administering disci-

pline., D liens should be aimed to address the safety of these in the school envirenment and to utilize
1o help learn skills that support reintegrating into the school,

A1 Are Trauma and Schools refrain from using zero
tolerance policies and outof-school discipline procedures as a primary disciplinary tool. Schools also refrain
from unnecessarily calling on school resource officers (SRO) for punitive responses to student behaviors and

SROs into punitive school ities to trust. Schools should consider whether traumat-
ic event exposure plays a role in student behavior and and disciplii
acﬂons in a clear and manner. D d are imph d In an way that

proportionality in P
2 v Actions by Trauma Inter iring frequent dis-

ciplinary actions are assigned appropriate support services to address underlying causes of the behavior. The
school coordinates support services with the student’s family and gives appropriate referrals as available when
required.

A3 Practices in Best for engaging in re-
pairing situations and relationships harmed by their behemr are 8l into discipli {ie.,
restorative justice practices).
cms syltam Collaboration and Community Partnerships
PP span all aspects of the school health services,
school ipline and Euk and ext ing. Staff
to ensure trauma lices across student services. Tlle school routinely collaborates
with family and community partners for trauma-i Schools to part-
ners, including community mental health organizations, community diversity and human rights organizations,
youth-focused groups, law child welfare, groups, military family izati and others
to (1) increase their knonledge of the impact of trauma exposure on children and youth, (2) share strategies for
ic stress, (3) i their | dge of stress
and the personal and professional impact of working with trauma-impacted children, youth, and families, and (4)
share for ing health and well In and school staff. School leaders participating

in community advisory boards or taskforces ensure that schools contribute to collective efforts toward building
a trauma-informed community.

A1 and Trauma- Policies and Practices. Laws, policies, and funding streams
are aultlvated and maintained to support ﬂm in the development of an action plan to create whole-school
trauma-i thatare ing to core school operations. The ultimate goal is to pro-
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ide clear and i 265 among 5 ing all levels of school governance, federal agencies,
state and local X ing a clear, strong, ge that tr itive schools are
a priority. Schools and districts build and maintai izati inf i the support of local
“champions,” to sustain trai fi i These ices include ongoing assessment of the effec-
tiveness of trad infe d policies, and d

A 1 Resource Mapping and Service Access. Schools, community agencies, and state and local governments
collaborate to ensure support services are an integral part of trauma-sensitive whole-school ervironments and
that they connect to their school i Further, schools and p hould

a catalogue of services available at the school and in th Th vices based on screen-
ing and and deli to with fidelity to evidence-based principles.

2 Multidisciplinary Team-Based Approaches. The school uses team-based approaches for problem-solving,
decision-making. and action o support studh iving Tier 2 level intervention efforts. Teams fa-
cliitate student eligibility and placement into Tier 2 group monitor progress and of
Inter and collectively o make 1o the student’s plan.

A 3 Consultation and Partnership with School Staff and Members. ra
school-based L and family i should include lion with school staff and wrap-around
services. F ips in the ity that can maintain youth safety and where youth may utilize services

should be established in child welfare and residential settings, justice settings, or law enf




186

REFERENCES

* Blodgett, C. & Dorado, J. (2016). A sel review of school practice and alignment with ed-
ucational practice. California Endowment: San Francisco, CA.

*Chafouleas, 5. M., Johnson, J. H., Overstreet, S., & Santos, N. M. (2016). Toward a blueprint for trauma-infarmed
service delivery in schools. School Mental Health, 8:144-162.

T Briggs, E. C.. Greeson, ). K. P, Lane, C. M., Fairbank, J. A., Knoverek, A. M., & Pynoos, R. S. (2012). Trauma ex-
posure, ial functioning, and needs of youth in residential care: Py inary findings from the
NCTSN Core Data Set. Journal of Child and Adolescent Trauma, 5(1), 1-15.

*Foy, D. W., & Goguen, C. A. (1998). Community violence-related PTSD in children and adolescents. PTSD Re-
search Quarterly. 9, 1-6.

®Cohen, J. A, Mannarino, A. P., & Deblinger, E. (2016). Treating trauma and traumatic grief in children and ado-
lescents. Guilford Publications.

*National Task Force on Children Exposed to Violence (US), Listenbee, R. L., & Torre, ). (2012). Report of the
Attorney General's National Task Force on Children Exposed [o Vielence, Attorney General’s National Task Force
on Children Exposed to Violence,

" Perfect, M. M., Turley, M. R., Carison, J. S.. Yohanna, J., & Saint Gilles, M. P. (2016). Schootrelated cutcomes
of ic event and ic stress in A ic review of from
1990 to 2015. School Mental Heaith, B(1), 7-43.

#Smolkowski, K., Girvan, E. J., Mcintosh, K., Nese, R. N., & Horner, R. H. (2016). Vulnerable decision points for
i office discipli C i of discipline for African ican and Whits ¥
school students. Behavioral Disorders, 41(4), 178-195.

* Substance Abuse and Mental Health Services Administration (2014). SAMHSA'S Concept of Trauma and Guid-
ance for a Trauma-nformed Approach. SAMHSA's Trauma and Justice Strategic Initiative.

¥ Sulkowski, M. L. & Michael, K. (2014). Meeting the mental heaith needs of homeless students in schools: A
Multi-Tiered System of Support framework. Children and Youth Services Review, 44, 145-151.

National Child Traumatic Stress Network, Schools Committes, (2017). Creating, supporting, and sustaining

trauma-indormed schools: A system framework. Los Angeles, CA. and Dusham, NC: National Center for Child
Traumatic Stress.

This praject was funded by the Substance Abuse and Mental Health Services us of Health and Human
Services (HHS), The views, policies, and opinians expressed are those of the authors and do not necessarily reflect thase of SAMHSA o HHS.,




187

School Psychology Quarterly

K. Vel N1, Mo I, 137- 446
i ooy 10101 ThpugExEi28e

The Association Between Adverse Childhood Experience (ACE) and
School Success in Elementary School Children
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Jane D. Lanigan
Washington State University Spokane
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We explored the feasibility dmuxhdmlumhmhmhmhm
the bevel of adverse childhood
whokhmudm»m Weukcudlmwdilmchﬂdmhwkm

hools. Students were S0% mabe, 78% White, and
55% free and reduced meal program pasticipants. School personnel reporicd their Factual knowledge of
10 ACEs and scademic risk in a database controlled by the schoals. Data were de-identified prios 1o
analysis. A high prevalence af ACEs expasure was reporied (445%), with 13% ofmdrmexpu:nen:-]
3.0¢ more ACEs. Bisary loge revealed a dose
umwmwmwam &huhﬂmhwhlmwmwk'ﬂm
in mathematics. reading, or writing. Using clementary school personnel reports of child ACE expasure
minmized family burden and polential intrusson while producing prevalonce cstimases consistest with
ibase of caregiver repont from the National Survey of Children's Health, Results sugpest that under-
standing and responding 10 & child’s ACE profiks might be an important strategy for improving the
academnic rajectony of at-risk children.

Impact and Implications

Although fewer than half of chementary schoal stsdents had adverse childhood oxperiences (ACEs)
exposure, 13% of sudemts expericnced 3 or mone ACEs. As ACE exposure increased, students were
more likely o have poor school attendance, behavioral jssues. and failare to meet. grade-level
standards. Staff ropon of known ACE exposure in sudents is usefisl for describing the prevalence of
ACEs im the schoal population and detecting acadensic and behavionml sk,

Keywords: adverse childhood exporience, academsic ik, school sucoess, trauma-informed system

materials: hpids. doi

Adverse childhood experiences (ACEs) refer 1o the prolonged
expasure of children to potentially traumatic events that may have
immediate and lifelong impact (Felimi et al., 1998). ACEs can

Kok, 2005}, The public health implications of ACE arc auppnlled
Iy & substartial literature that the dose-resy
tionship between ACE exposure and a large variety of negad\-c

occur scross the child, family. or community ccologies and may
include child maltreatment (¢.g.. verbal, physical, or sexual abuse),
family siress or dysfunction (e.g.. a family member that is mentally
of physically ill, incarcerated or substance abusing: the absence or
loss of a parent because of death, divorce, or separation; domestic
violence), community viokence, and natural disasters (van der

physical and memtal health ostcomes in adulthood (Centers for
Disease Comtrol and Prevention, 2010; Felitii & Anda, 2010).
Thase studies, however, rely on retrospective adult repons. The
proximal effects of ACE exposure on childhood physical healih,
mental health, and academic owicomes have received limited re-
search attention. The current study advances the ACE literature by
using school personnel rather than parent o child repon 1o exam-
me the prevalence of ACE exposure in a nonclinical sample of

Chri , Department of Hurman Development, Washingson
Seate University Spakane; Jane [ Lankgan, Department of Human Devel-
apment, Washingion State Usiversity Vum
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Comespondence concerning this amiche should be adidressed 1o Chiisio-
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through sixth grade (K-6) public elementary school-
children and the association between student ACE profiles and the
risk of scademic, behavioral, and atendance problems.

ACE Prevalence

ACE exposure is widespread in the United States. Retrospective
recall among a representative adull population using the ACE
module of the Behavioral Risk Factor Surveillance System found
that 59% reported having one or more ACE, with almost 9%
reporting five or more ACEs (Bynum et al., 2000). The 2011-2012
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National Survey of Chikiren's Health (NSCH) added nine items to
examine ACE exposure in children @ 10 17 years of age, NSCH,
which uses parent repon, found that 485 of children experienced
one ACE and 22.6% experienced two or more ACEs (Bethell,
MNewacheck. Hawes, & Halfon, 2014). Economic hardship was the
mast frequently reported ACE, followed by divoroe or separation
of a parent and living with a parcat who has 3 substance abuse
issue (Sacks, Murphey, & Moore, 2014). No siudics were identi-
fied that examined ACE prevalence in a represemtntive sample

using school personnel reponting.
ACE, Cumulative Risk, and Trauma
Predating thy of ACEasa rk for describy

risk. the cumulative risk (CR) model suggesis that increasing
mumbers of concurrent risk foctors are predictive of a higher
s of negative de outcormes in childnen
(.Salml'rseik mm&am 1987). Risk factors
variables, which are summed to
create a CR metric. The model. which focuses on the cumulative
number of risks experienced rather than the nature of the sk
exposure, has received robust empirical suppont fos its predictive
ability, but has been criticized as being atbeorctical—lacking the
power o explain the observed effects (Evans, Li, & Whipple,
2013). In addition, the CR model permits identification of a varkely
of specific risks, which limits comparability across studics. By
contrast, the original ACE questions represent a specific constel-
Tation of CR factors lenked by their emergence specifically in
childhood and their potential o induce a chronle stress response
requiring frequent mobilization of physiological systems. This
increased allostatic load can result in disruptions in typical neural
development (McLaughlin, Sheridan, & Lamben, 2014).
It is important 10 nose that ACE exposure does not inevitably

of ACE and trauma can support & continuum of comprehensive
and conceptually aligned responses contributing o educational
efforts o create multitiered systems of support (Freeman, Miller,
& Newcomer, 2015), in which a common undersianding of risk
permits consistent responses adjusted 10 children®s needs.

Effect of ACE Exposure on Children

Health, Behavior, and Quality of Life Outcomes

Although o multitude of studies have examined the effects of ACE
exposure in adulthood, the lierature regarding children remains lm-
ited. In o swrvey conducted by the Notional Child Troumatic Stress
Network, 63 clinicians treating 1,699 chikiren reponied that patients
had been exposed 1o a mean of 2.9 childhood traumas, with the most
frequent types being child emotional abase, Joss, impakned caregiver,
and domestic violence, Three quarters of the chibdren experienced
multiple events or contiming trauma exposure. The most froguent
postiraumatic sequelac reponed wene affect dysnegulation, atention/
concentration, negative self-image, impulse control, and aggression/
risk-taking (Spinazzola ot al.. 20021 Although this stody id not wse
the ACE framework, several of the ACE indicators are embedded in
the adversity exposures cxamined.

Two studies used adapied versions of the original ACE question-
naire 1o wsess ACE exposure and the incidence of problematic
behaviors during childhood. Both found a positive relationship be-
tween ACE exposure in children and developmental or health issues.
Higher ACE cxposure was positively associated with behavioral
problems, a higher incidence of mental health disorders, special health
cane noods, and an increased risk of obesity (Bethell et al, 2014;
Burke, Hellman, Scott, Weems, & Carrion, 2001}

result in an increased allostatic load, problems, or Risk and Ch
trauma because p factors such as individs i Student are known 10 aca-
m.sa!:nmwhs and family or demic risk and have complex. associations with ACE exposure risk.

ponts can mitigate ACE risk (Brown & Shillington. 2017; H.llivy

& Banyand, 2018). The variable contribution of ACE w0
trauma risk is funther complicated in childhood because of the
emergent nature of adjustment problems. These problems may be
precursors 10 mental heatth disorders from trauma, or they may
never meel the diagnostic thresholds but still interfere with a
child’s academic success and soclal skill development.

In education, the discussion of ACE effecis is ofien used inter-
changeably with discussions of trsuma, even though the concepts
of ACE exposure and childhood tranma disorders are distinct.
‘When referring to trauma-related mental health problems, cument
Diagmastic and Starisical Marnial of Mental Disorders (5th ed.;
American Psychiatric Association. 2013) inclusion criteria align
only with original ACE questions for direct or witnessed threat of
death, severe physical injury. or sexual violence. Although not
elements in a trauma-related diagnosis, ACE ilems like caregiver
mental health, family member incarceration, and diverce are po-
tential comribwors o peﬁlm and damagmg sress and dis-
rupted adj The overl is by shared
concerns with the mvelowwd ﬂuuls resulting from per-
sasling stress and shared intervention targets 1o improve affect
sell-regulation, atachment quality, and resilicnce in affected indi-
wviduals. Recognizing the distinet but complementary implications

Girls perform betier than boys in school, with differences in self-
regulation as a suggested mechanism contributing to these sex differ-
ences (Duckworth & Selipman, 2006). The evidence for sex differ-
ences in ACE ex however, is inconsistend depending on the
specific ACE and type of outcome (Mersky, Topitees, & Reynolds.
2013). Racial group membership has been associated with ACE risk
as well as hower academic achievement, with non-Hispanic Black and
Hispanic populations s greatest risk (Cenens for Disease Control and
Prevention, 201(; Duncan & Magnuson, 2005). Poverty increases the
risk for lower academic achicvement (Duncan & Magnuson, 2005)
and was positively correlated with ACE exposun: (Tomes, 2014),

Academic Outcomes

A higher incidence of ACE was associated with greater risk of
repesting a grade, ahsentecism, and lower school engagement (Bethell
et al., 2014). Burke and colleagues (2011) found that i ACE expo-
sure increased, dearning and behavior problems in schools also in-
creased. Single and co-ooourming adversities have been shown o
negatively alfect reading ability (Delaney-Black et al., 2002; Duple-
chain, Reigrer, & Packard, 2008). Muilevel risk factors can have o
cumulative effect on schood owcomes. In a sty involving 10,639
wrhan third graders, researchers used mudtilevel modeling to examine
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how school concentrations of carly risk factors affected
anel achi in reading and (Fanturzo, LeBoeuf, &
Rouse, 2014). igh the stud d on school i

risk factors rather than individual risk profiles, and the risk factors
cmlewllmwmmmmmlb

hdnmadlhl high of children wha i T3
four risks (displac homel child or it
oquae parental cane) were with lower il
and school attendance.

Current Study

Thumﬂymrihuwlhﬂmbyummuﬁupm-ml

area. Five Titke 1 (an indicator of high
poverty pemn;nﬁ} and five non-Titke 1 schools participated,
Fifty percemt of children were male and 50% female, with T8%
identifying as White, 6% more than one race, 4% Native Ameri-
can, 4% Hispanic. 3% African American. 2% Asian, 1% Pacific
Islander, and 2% mot reported or other. Free and reduiced meal
(FRM) program cnrollment was used as a proxy measure for
poventy. In the wotal sample, 55% of sudents were FRM enrolled.
11urwe|| pelul:nfﬂ\euulewnsm classified as special edwca-
reflect the public schoal

population of the mgmn.

elfect of ACE exposure in
pnblrrlcﬂmﬂxysdmlclﬂdmaﬂd!h:ﬂd&n{mthﬂm hehv—
ioral, and aendance problens. This study explores the utility of using
educators as reporters of ACE exposure in their students. The use of
of risk, referred 10 as sentine!

i National Incidence Study
othIdedeqbd!SeMelLNlﬂ’l We adopied this
strategy to examine ACE exposure in schools because it is minimally
invasive, relatively bow cost, and a stratcgy that bocal schools could
adopt 1o determine the impact of ACE exposure on their school
success. Documenting the utility of professional report would provide
an shemative 1o other assessment sirtegics, soch s screening for
trauma. that could minimize family burden and limit the level of
sensitive information maintained in school reconds. Professional re-
port compiles information that may suggest the need for additional
ineuiry ahout whether increasing adversity poscs a baavier 1o individ-
ual student and overall school smccess.

The literasune addressing scope of adversity exposure in the general
populstion and the potential school effects i limited. This study
provides an added estimation of adversity exposure and impact in

aged children. The p f ACE exposure has been
estimated from the NSCH parent survey, Awmshpumwem
Iikedy to have knowledge of ACEs across comexis, a social desi

reponting their

Student risk. We adapted the original ACE survey into a
Iikitem questionnaire (Felitti et al., 1998), The original ACE
survey included 10 questions adapted from previously validated
survey instraments (Felitd et al., 1998). With the permission of one
of the original ACE study authors, we retained original wording on
all questions except for those addressing neglect. physical abuse,
emational abuse, and sexual abuse. A positive answer 1o any of
these four questions could require a mandased report 1o child
welfare by the school, with resulting disclosure risk 10 families.
These four questions were replaced with questions addressing any
contact with child welfare services, homelessness, or homelessness
risk, and significant concerns about basic nesds related 1o food and
clothing as proposed indicators of abuse and neglect risk, These
ibems are consistent with the recommendation by Freisthler, Mer-
ritt, and LaScala (2006) that specific challenges to resources and
suppons can serve &s indicators of child maltreatment rigk. In
addition, we added exposure 1o commaunity violence, which was
not part of the eriginal ACE questions but was chasen 1o provide
an sdditional indicator of violence exposure risk. The adapled
ACE questions are included in the online supplemental appendix,

Prior nudmmﬁm-un. school profiessionals {teachers, school

ity confound risks underestimating ACE prevalence. National data
may have limited application in local school decision making, bat
school collection of local data from familics is complicated by man-
dated reporting requirements and the need o prosect seasitive infor-
mation. School personned report of factual knowledge of ACE expo-
sure eliminates the passible pareat socal desirability confound while

children snd families from intrusive data collection that
risks disclosure to mandsted reporters.

Two hypotheses guided the curment study: (a) A dose effect should
be found, in which the total number of ACEs should be positively
mmedwlmmdnnfoﬂwm—sdm absence, Hnm
probdems, 1o achieve grade-level i
reading, or writing; and (b} The prevalence of ACE exposure deter-
mined by local school professional repon should underestimate the
prevalence of ACE exposune when compared with the NSCH survey.

Method

Sample

“The sample consisted of 2,101 children randomly selected from
de-idemtified K-6 classroom rosters provided by 10 elementary
schoals distributed across four school districts in a medium-sized

hologis received | hr of wraining regarding
the snmy Ind definition of factual knowledge, which included
child or parental report of experiences disclosed direcily o school
personncl or notification by social service agencies such as Child
Protective Services (CPS; the term in this community for the child
maltreatme response system) 10 school personnel. The data col-
lected consisted of existing knowledge of school persoanel, nol
suspicions. No additional information was solicited from caregiv-
ers or children. The rescarch team did not participate in the reviews
of sclected children and only received categorical information as
de-identified data with a numeric code. School peofessionals re-
corded their factual knowledge of the following 10 ' for
two time periods, during the previous 12 months and since the
child's birth: () Has this child ever been homeless or highly
mobile (an education term indicating homelessness risk)?; (b) Has
this child ever had a CPS referval or out-of-home placement™; (c)
Has this child ever had unmet basic needs that interfere with
school adjustmen?; (d) Have this child's parents been divorced or
separated?; (e) Has this child experienced the death of a primary
caregiver?; {f) Has any member of this child's family ever been
incarceraled?; (g) Has this child ever witnessed or been the victim
of domestic violence?; (h) Has this child ever witnessed or been
the victim of community violence™; (i) Has any member of this
child’s familly been diagnosed with mental iliness?; and (j) Has any
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member of this child"s family had a substance sbuse problem? An
affirmative response was scored as | and no kpown exposure was
seored 0. The sum of scores across the 10 questions represented the
child’s ACE exposure score.

Academic status.  School stafl rated academic concerns as
currently true or not tree on three separate dimensions producing
three ratings of each susdent reviewed: academic failure, signifi-
cant atlendance copoems, and significant school behavior prob-
lems. Academic concerns were based on school records and de-
fined as not meeting grade-level standards in reading, writing, or
math as reported on the most recent student repost cand. Anen-
dance and school behavior concemns were based on school stafl
reporting these issues #s existing arcas of the schoal’s concemns for
the specific sudent. Attendance problems were defined as a pat-
tern of absent days, late arrivals, or early dismissals that imerfered
with the student’s leaming. School behavior problems were de-
fined as a pattern of behavior either in the classroom or the school
that interfered with the student’s leaming or disrupted the chass-

i izing ch istics. Student academic,
atendance, and behavior concerns were based on the categorical
ignation not a by the educators that one or
more of these three areas was a focus for needed additional

have access 1o identifiable student information. The lisis of se-
lested students were then entered in a Microsoft Access database
that allowed the schools 1o reidentify students for reporting while
assuring that the rescarch team did ot have access 1o identifying
stisdent data. The stafl then used the Access data collection ool on
schoal computer systems 10 respond 1o the student risk and aca-
demic stanss questionnaine for cach selected student. The resulting
stndent data repons were exported from the Access database a5
individually de-identified data sets for analysis.

School professionals received a I-hr training regarding the
survey and definition of factual knowledge. In order to reduce the
burden of data collection and maximize flexibility, schools deter-
mined how data would be collected. Some schools had the class-
room teachers complete the reponts individually, with supplemen-
tal information then added for each student by other personnel
(principals, educational specialists). In other schools, data collec-
tion was integrated into student planming meetings in which sev
eral staff and building leadership completed the data reporting in
small growps. Regardbess of data reporting strategy. the classroom
teacher first provided their responses, and school lesdership and
education specialists then added information but could not change
the reports of the classroom teacher.

Anal

supports based on the lative p i of the
child,

Procedure

‘This study was spproved by the Washington State University
Institutional Review Boand (IRB). Data collection involved de-
identified categorical ratings of student status. (e.g.. known risk
exposure, attendance concerns as yes-no resposes) based on
school records or professional knowledge. Data collected was
comsidered as existing data. The IRB approved a waiver of in-
formed consent from caregivers and children given there was no
contact with either caregivers or children and the research team
received de-identificd data, Informed consent was requined for
school personnel panticipating in the data collection,

Schools wene provisionally recruited through the building prin-
cipal following professional development workshops for elemen-

Student demographic, academic success measores, and adver-
sity exposure were analyzed using SPSS Version 22 1o describe
the nature of ACE exposure in the sample and explore the predic-
tive ulility of ACE exposure in understanding academic risk. The
scope of risk exposure was assessed using descriptive and non-
parametric statistical tests 1o examine the imeraction of ACE and
student demographic ch istics. The explanatory utility of
ACE a5 a comelate of stsdent concerns was tested separaely for
academic success, atfendance, school behavior, and total concerns
using binary logistic regression analyses, analysis of variance
(ANOVA), and generalized estimating equations (GEE) analyses.
Binary logistic regression permitted examining the unique predic-
tive power of ACE after accounting for the risk contributions of
school program l and student demographics. GEE is a
related & that is useful for
group effects (school districts, schools, teachers) that are highly
d with the variables we are interested in testing (Hanley,

tary sbout ACE. district sup "5 office
provided final for sehools that vol d 1o partic-
ipate. School teachers, and other i

specialists (counselor, keaming support, literacy specinlist, psy-
chologist, and nonclassroom teachers soch as physical education,
muste, or media) who voluncered 1o participate in the study
provided informed consent. Greater than 95% of personnel in the
10 study schools agreed to paticipate, including 179 classroom
teachers as well as an additional 100 school leaders and educa-
tional specialists.

Swadents were randomly selected from de-identified student
rosters provided by the schools from consented teachers’ class-
rooms. Half of the students in each elassroom were selected based
on alicmating positions (first, third, cic.) of the students on the
classroom roster and given a unique study identifier. The key list
linking identifiable student information and the unigue study iden-
tifier were generated by a Microsoft Excel program provided o the
participating school, At no time did members of the research team

Negassa, Edwardes, & Fomester, 2003). For the GEE analyses.
school district, school site, and teacher were entered s the fixed
effects and the level of ACE exposure was compared in turn with
student grade level, student gender, student race (While or other
race), FRM enrollment status, and special education enrollment as
other variables of imerest. District, school, and reponting teacher
were included as fixed factors in the GEE analyses, with the goal
of controlling for possible policy and practice dilferences across
the 10 schools and participating classroom teachers. Swodent de-
i isli i Program stalus ane -
tinely collected data known 1o comelate with academic sicoess or
the incidence of behavior and sitendance concerns.

For academic sucoess, school atiendance, and school behavior
concemns, the predictive significance of each variable was repre-
sented as an odds ratio (OK) controlling for the ather variables.
s for ACE refleet the relative risk of academic, attendance, or
school behavior concerns after controlling for the school program
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enrollment and demographic variables. The odds 1ables represent
the relative ri he school concems by children with
increasing known ACE to children for whom there were no known
ACEs.

Results

Demographic Characteristics and ACE
Exposure Prevalence

A frequency analysis was conducted 1o examine the prevalence
of known exposune for cach of the [0 types of adversity reporned.
Among children with reported ACE exposure, divorce was the
most frequent ACE (36%) and Joss of a primary caregiver (29%)

Thineen percem of students had significant sttendance prob-
lems, Students with identified atendance problems had a signifi-
cantly higher ACE score (M = L8, 5D = 1.3) compared with
students without sttendance concerns (M = 08, SD = 19).
Twenty-cight percent of stsdents had significant school behavior
concerns; 16% of the overall sample were idemtified with exter-
nalizing behaviors, 6% with intemalizing behaviors, and 6% with
both internalizing and extemalizing behaviors. The type of school
behavior concern was significantly related 1o known ACE expo-
sure. ACE exposure increased for all types of school behavior
concerns bul was greatest for the children identified with both
internalizing and externalizing behavior concems.

ACE as an Indicator of Academic Risk

was the rarest. Table | presems the ACE frequency

ANOVA analyses examined mean ACE expasure for five child
demographic characteristics (race, grade level, gender, special
education enrollment, and FRM enrollment). ACE exposure was
coded as po known ACE (36%, N = 1.170), one ACE (2%, N =
457), two ACEs (10%. N = 209), three ACEs (5%, N = 112), and
four of more ACEs (7%, N = 153). ACE exposure was not
significantly related to grade level or student gender. However,
ACE risk was significantly related 10 student’s race (White or
other racial groups). special education enrollment, and FRM en-
rollment. Tabde 2 presents the results of ANOVA comparisons of
mean ACE scores for these variables.

School Performance Concerns and the Dose Effect of
ACE Exposure

Fifty-one percent of the studems had no reponed school perfor-
mance concerns (academic failure, atiendance problems, school
behavior problems), 27% had one of the three areas of concern,
17% had two areas of concern, and 5% had all three arcas of
concern identified. Table 3 summanizes the ANOVA comparisons
for mean ACE score by level of school performance concern.

Thirty-four percent of students were failing 10 meet grade-level
standard in one or more of the three beaming areas. Students with
two and three arcas of school performance concems were com-
bined because of the comparatively small number of students (N =
97) with all three areas of concern.

Table |
Percent of Children With Reported Lifetime Exposure to 10
Adverse Experiences

Tupe of adverse experience n k3
Residential instabiliy 182 9
CPS invalvement 188 9
Basse meeds 164 7
Parents divorced 62 36
Primary caregiver died 41 2
Family member menial healih 00 5
Family member substance abese 153 7
Domestke violence 180 Ll
Parent incarcerated 6 4
Comemunity viokenee 54 i

ACE exp in a linear fashion with
greater rtes of academic failure, sttendance problems, and school
behavior problems after controlling for the school the student
attended, grade level, ender, race, FRM enrollment, and special
education enrellment. As ACE levels increased, the percent of
children with two or more areas of school problems increased,
Twelve percent of students with no known ACEs had two or more
arcas of school problems compared with 52% of students with
three or mare ACEs, Academic failure was meaningfully corre-
laed with both attendance, 2101) = 0.24, p < 001, and school
behavior comcems, n2101) = 034, p < 001, Anewdance amd
schoal behavior concemns were weakly comelated, n(2101) = 0,16,
< 001 As the mmmber of school performance concerns in-
creased, the mean ACE scores of children also increased, F(1,
2098) = 1699, p < 0001, The mean scores by level of school
problems wene (0,47 ACEs with no reported school concerns, 1.04
ACEs with one area of school problem, and 1.75 ACEs with two
or more areas of school problems,

Schools in the study differed significantly in terms of ACE
exposure, with higher mean ACE scores in Title | schools, Fil,
2091) = 232, p < 0001, The range in mean ACE scores by
school was 0L17 to 1.5 ACEs. In the GEEs, the student’s school
was used s the grouping variable to control for podential differ-
ences across the 10 schools, Comparing students with four or more
ACEs 10 stadents with no known ACES, the observed ORs were as
follows: academic fuilure (OR = 34, p < 0001), atiendance
problems (O = 49, p < 0001), and school behavior problems
(OF = 69, p < 0001). Table 4 presents the progressive ACE
level's ORs for academic fallure, stendance problems, and school
behavior problems.

Discussion

Recent studies provide limited confinmation that children’s ACE
expasure is associated with academic success (Bethell et al., 2014;
Fanturzo et al, 2004). The present study resulis replicate this
relationship and provide 2 more nuanced description of the rela-
tionship between ACE and academis failure in clementary school-
children—as known ACEs increase, the risk of a broad range of
school-related problems also increases. The results suggest that an
understanding of ACE risk is not only useful for the most vulner-
able children bot may alse be prohuctively used 10 understand and
respond 1o children who struggle with academic success as a
critical process but who may never be formally

Newe. N = 2100, CPS = Child Prosective Services.

diagnosed or referred for services,



192

142 BLODGETT AND LANIGAN
Table 2
ANOVA by Demographic Variables
Srudent demographics " Mean ACE score F df P
Race
‘White L1647 9 03 1.2099 o001
Onher racial groups 434 12
Girade level
K 298 a5 23 12004 03
1 s 76
2 208 o4
3 29 100
4 L 14
5 36 .
(1 2 »
Gender
Male 1033 141 260 12100 L
Female L6 132
Special education enrolled
1LE4 k) 418 12099 0001
¥ m 15
Free and reduced meal enrollment
938 4 216 1.2099 0001
Yes 163 14

Note,  ACE = adverse chalibood experience: off = degroes of freedois: K = Hmm=mml&w

* Because of the lange sample size, statistical test results greater than p < .01 were considercd

The Utility of and Constraints on Educator Report
of Adversity

The original ACE questions have demonstrated significant con-
struct and predictive validity across multiple research stsdies.
Although adult retrospective recall of childhood events has been
eriticized as ummmmahud.lhcmmpal impact according

Ex-

nomsignificant,

The present strategy wsing educators as reporters is likely (o
undemrepon the scope of adversity in the lives of children, pantic-
ularly those functioning well in the school environment. Parents
and children may be caneful abowt disclosure. Stafl receptiveness
1o, and recall of, adverse disclosures may vary. Despite these
mmmmMstmmmw
reporting o identify relative risk in & manner that

10 Hardi and Rutter (2004) is
amining adversity exposure in children presents m[mnpilca—
tions because of mandated reporting laws regarding child maltreat-
ment and the complexities of safely introducing the purpose of
these questions in ongoing relationships between schools and
jparcnts.

minimizes burden. potemial intrusion, and unintended conse-
quences in familics. Because the reponiing strategy employed in
this study organized information already known 1o educators,
school burden concems were minimized and the ethical duty to
protect panticipants when collecting new information was main-

Tuble 3
ANOVA of Mean ACE Scores by Level of School Performance Concerns
Scheol performance concem " Mean ACE score F of r
Total school perfornmaece concens. 1078 3 150.5 22098 =.00001
No reported concens
One concern 562 5]
Two or three concemns. 461 19
Academic faflure
Mecting grade level standards 1375 b 133 12099 <0001
Mot meeting grade kevel standands 726 14
A concems.
None 1831 £ 1417 12099 <.00001
Angedance concerms 20 (B
Behavior comcerns®
None reported 1.546 A LY 2007 < 00001
Estemalizing only s 17
Iternalizing m, 1S 14

s

behaviors were all

*For

Note, AUE = adverse childhood expericnes; df = ﬂwd‘m
behavior comcerns, and

ugwﬂeuudlmhmnnwmwmmdﬂmulammlmmm



193

ACE AND ELEMENTARY SCHOOL SUCCESS 143

Table 4
s Ratios for Child ACEs as a Predicior for Three Measures of Academic Risk

5% C1
Wald » Odds ratio Lower Upper
Academic faihire
ACEs 10t 6i4 D001
Four or more ACEs. 30 D001 34 22 52
Theee ACEs 268 0001 an 0 45
Two ACEs 18 0001 25 1LE T
ACE 27 o0 L& L2 an
Special education 1720 a1 73 i 183
1 ool 14 12 L7
Free and reduced meal enrollment 179 XK L7 13 2
Anendance
ACEs total 0.0 001
Four or more ACEs 487 D001 45 Eal 16
Three ACESs 406 a0 45 29 72
Two ACEs 08 D001 r 18 41
One ACE 158 e i) 20 14 28
Spevial education 89 a3 L7 L2 24
s 001 L& 12 20
Free and reduced meal enrollment 9% o2 1LE 13 23
School hehavior problems.
ACEs total 1308 0001
Four of mose ACEs. 801 D001 68 43 03
443 001 45 a0 7.7
Two ACEs 612 0 48 i 2
One ACE 440 D001 24 19 32
Special education 49.7 0001 34 24 48
Geniler 832 001 8 23 is
Free and reduced meal enrollment B35 004 (& 12 21

Mote, ACE = adverse childhood experience; C1 = confidence imcrval.

nained. However, we strongly caution that schools should consider
similar efforts to understand the impact of ACEs in their students
only afier carcful planning 1o protect the resulting information and
prepare educatons 1o wnds ACEs as a popalati Tl

of risk. Panicularly, educators need to understand that the evidence
for population risk cannot be used to describe individual risk.
Finally, we strongly endorse the principle that understanding ad-
wersity requires understanding the social and material resources
that build resilience and mitigate the effects of adversity. A con-

Just under half of clementary school students have experienced one
or more ACEs is notable, as the studies used differem data col-
lection methods—NSCH relied on caregiver repon and the curment
sty wsed school personnel repont of factual data,

A notewonhy result was that the association between ACE
exposune and school success remained significant even after ac-
counting for some of the most widely accepted threats 10 school
success, including gender, variability across schools, race, and
overall school poverty. Although these factors remain important

straint of the present study is that we focused on i the
value of ACE as a risk indicator bat did not incorporate resilience
measures in this initkal study.

Known ACE did not differ meaningfully across grade levels.
This appears to contradict the NSCH data finding that ACE expo-
sure increased with child age (Sacks et al, 2014). The cusrent
study, however, included a more restricted age range that excluded
adolescents. Another discrepancy with the NSCH data was that
divorce rather than economic hardship was the most prevalent
ACE. Insiead of using generalized poverty, the cumrent study used
two specific indicators of economic hardship: homelessness and a
Failure w0 meet basic needs, This is not imended 10 negate the
profosnd potential impact of poverty but rather 1o align with
predominam practice in the ACE literature, in which poventy is

i an important stressor but is not listed as
an ACE. This treatment of poverty differs from the CR madel and
the NSCH survey, Given the high rate of FRM enrollment in our
schools, it is likely tha poverty would have been the most common
risk if we had included it a5 an ACE. The consistent finding that

for ACE reduced their respective ex-
planatory power in the current study, This finding at the individual
Tevel is similar 10 results of the school-level analysis conducted by
Fantuzzo and colleagues (2014). Focusing on the individual sw-
dents” ACE profile may provide an effective framework for prac-
tice and policy changes in education to potentially alier the aca-
dembe and  d ' tated with ACE
exposure (Guiman, Sameroff, & Cole. 2003).

ACE risk and childhood trauma disorders are distinet but com-
Plementary concepts with the potential to inform a multilayered,
comtinuum of response 1o student academic and social challenges.
Schools respond 1o normal development variations, adaptive be-
haviors that are barriers to develop bat do not i for
diagnesis, and severe disuptions for which formal diagnesis and
mental health intervention are needed. Estimates of children whoe
struggle with adjusiment problems are twice as high, with an
estimated 10% of children expencacing severe emotional disor-
ders compared with an sdditional 206 of children with functional
limitations that do not meet dingnostic standards (Committee on
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Psychosocial Aspects of Child and Family Health and Tusk Force
on Mental Health, 2009), From educators” perspectives, students’
trawma disorder risk is a critical student owlcome, bat one consid-
ered in addition 1o concerns with academic achievement, atien-
dance, and school behavior problems that are markers of both
trauma and ACE effects. Because of the emergent nature of many
children's mental health needs and because the effects of ACE are
on a gradient, linking the ACE and wrauma comversation may
provide a coherent Tor risk mitigation and
intervention targets that addresses the peeds of the mog affected
children and the adaptive struggles of children with subclinical
problems,

Implications

Given the prevalence of adversity in childhood, the present
findings indicate that educators will benefit from broad literacy
and skills in managing the developmenial challenges that can
result from ACE exposure. Our findings demonstrate a dose-
related risk affecting over one fifth of the general school popula-
tion, Many children who have significant ACEs are at risk for
academic problems but likely will not meet the diagnostic and
access-io-care standards that define most of our intervention sys-
tems. Although access 1o specialized services necds to be par of
the contimitim of respanse, adoption of trauma-informed responses
and resilience-building experiences within natural sysiems sup-
porting children is likely to be the mest practical and effective way
1o respond 1o the scope of ACE exposure,

Exposure o adversity is a risk, not a guarantee, that problems
will emerge. Educators need to be cancful not to assume that school
success challenges are inevitably related 1o ACE exposure, Rather,
this study eonfirms the broader finding in the ACE literature that
ACE exposure is an indicator of risk and may provide wseful
concepls about the needs of children Ilw in turn, may guide more

trauma-informed school practices. Crealing a responsive educa-
tional climate that understands the potential effects of adversity
necessitates a paradigm shift based on a decper consideration of
how adversity may affect child development. Changing the com-
pex school organizational culure will require commitment from
leadership, educators, and other personnel who interact with chil-
dren and their families, as well as inlensive, ongoing training and
technical suppon (Walkley & Cox, 2013). Swdies suggest that
teachers vary in their need for additional skills development to
identify how ACE exposure and possible trauma-related symptoms
may manifest in their classroom (O Neill, Guenette, & Kitchen-
ham, 2010} and are uncertain abowt how to assist chikinen effec-
uvcly (Ainac. Bus, Dulack, Pennings, & Splinter, 2012). ‘I‘Iv.-
itive, whole-school approach is il
by Lincoln H-y\ School in Walla Walla, Washington. After a year
of ongoing itive training, the ive school saw
mlmmm:mm!nkmmww
nate that the empirical foundation for a trauma-sensitive approach
within the education system has yet to be established. as the
literature contains very few controlled evaluation studies, This is a
eritical area for future rescarch, In the context of public healih,
several states are implementing trauma-sensitive child and family
systems {Kramer et al., 2015; Overstreet & Mathews, 20115 Walk-
ley & Cox, 20013), Although the extant litermure is sparse, these
level hes appear ising.

Limitations

There are limitstions 1o the present study. Although using edu-
cator report of known ACE has severnl benefits with respect to
minimizing risk, it is likely o conservative sirategy. with a resuli-
ing underestinuate of ACE prevalence, especially among students
who are functioning well. Despite this constraint, the level of
known exposure is consistent with other published results, Both

effective school responses, 1 g the prodective
resitlience of the individual child and family are critical mediators
of whether adversity results in significant barriers to school suc-
cess,

The K-12 and early education systems are well positioned to
meet the developmental needs of children whose ACE exposure
has cansed distress by implementing trauma-informed practices
system-wide (Bilins-Lolis, Gelber, Rispoli, Bray, & Maykel,

the indep and dep variahbes are based on educator
report. To mitigaie the possibility of inroducing bias, educators
were trained to repont factual knowledge hased crlhﬂ on ohjective
reports {e.g., child welfore i
measures, atiendance records) or family sell-repont (e.g.. disclo-
sure of violence exposure). Although we employed six of the 10
quﬁlums from the original ACE study, four new questions were

d, and the istics of the revised

2017), Well-cstablished Tor the devel Fart b
havioral effects of adversity are available (National Child Trau-
matic Stress Network, n.d.). The Trauma and Leaming Policy
Initiative (TLPI) Idmlfad l'our u'nnma impacted domains that can
interfere with sch physical

mmmToincmcomﬂm‘mmm
operational definitions were provided for the ACE items and
schoal performance measures, Because multiple school personnel
conributed to each child repon, the study design did not allow

relationships. and academics (Tishelman, Hamey, Greenwald
O'Brien, & Blaustein, 2010), TLP suggests adopting a “wrauma
Jens™ that ses the four domsains as a framework for school-focused
child assessments, Cognitive Behavioral Intervention for Trauma
in Schools (Jaycox, 2004) and Support for Students Exposed o
Trauma (Jaycox, Langley, & Dean, 2009) are cxamples of
evidence-based intervention programs designed for school deliv-
ery (Jaycox, Langley, Stein, ct al.. 2009; Kataoka et al., 2011)

of interrater reliability, as differcnt informants con-
tribwsted different information. When there was a discrepancy.
schoal personnel met and reached consensus. In addition, it is
likely that studens who straggle in school are more likely 1o be
students for whom risks are better understood, with the resulting
risk that feachers may overrepon for high-need students and un-
derreport for students who arc less challenging. Studies indicate
that classroom teachers are more accurate reponcrs of student
cltmul:ulg behaviors and that imemnalizing behavior often goes

The prevalence of ACE exposure suggests [x strategies
aimed at the school level might yield even greater hmern and
reach those children whose ACE exposare is d. Such

dshaw, Buckley, & lalongo, 2008). This suggests
that report of student 1mnludng behaviors is likely an underes-

changes in practice are typically refermed 10 as trauma-sensitive or

I, 2008} The study and its reporting strategy
are limited (o elementary schools. [t is likely that the structune and
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level of teacher—student relationships in middle and high schools
may limit the extension of this data collection strategy. Also,
although the study includes a large randomly selected group of
stisdents, the community in which the study was conducted is not
racially or cihnically diverse, and gencralization of resulis o mare
diverse communities may be restricted. Finally, this study did not
address resilience and protective factors in the lives of children,
and the moderating effects of these personal resources were nol
addressed in the design.

Conclusion

The cunnent stsdy confirmed that the incidence of ACE exposare
within the general elementary school population is relatively com-
mon, with nearly half of chikden experiencing one or more ACEs.
Higher numbers of reporied ACEs exponentially increased chil
ren’s risk of poor school amtendance. behavioml issues, and fail-
ure to meet grade-level standards in s, reading, or
writing. Resulls suggest that understanding a child's ACE profile
and associated risk for the development of persisting trauma-
related problems and the potential impact of adversity on school
success may be important strategies for improving the academic
trajectory of at risk children.
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Helping Children Cope with Violence and Trauma

A School-Based Program That Works

iolence is one of our most significant public
healthissues. Between 20 percentand 50
percent of children in the United States are
touched by violence, either as victimsor,
even more commonly, as witnesses, Even more
are exposed to natural disasters, accidents, and
traumaticlosses. Theemotional impactmay be
profound. Children exposed to violence fre-
quently develop post- ttaumatac stress sympm&
They likely tohavel
poorer school performance, more days of school
absence, and feelings of depression and anxiety.
\'1clenccaffeclsallracsal.elhmc,nmioccmm1c
groups, butits burden falls di on
poorand minoritychildren— Lheverych.lldren
whosemental healthneedsareleast likely tobe
mek by the health care system. School officials are
oﬁmwﬂhng to pmv:de helpatschool. But these
face an img Juestion: What
works?Until recently, there was noevidence base
for determining the effectiveness of interventions.

to address these problems.
Tofill thlsgap a teamcrfclmman-researthers
12k A tardevel;

tniu:lp children traumatized by violence. The
team included professionals from the RAND Cor-
poration, the University of California, Los Angeles
{UCLA), and the Los Angeles Unified School
District (LAUSD) and has expanded over time to

Key findings:

itive-Behavioral

reach poorand mmunty chﬁdrm And the pro-

&
omed by hers,school

ofhcl.als, and parents.

The First Randomized Controlled Study
of a School Progi to Help Chil

include colleagues at the University of South
California and many community partners.
The program works. Students who partici-
pated in the pmgram had 5|gn|f'cantly fewer
lessd

Tre tized by Viol
RAND, UCLA, and LAUSD began tamllaborale
in1998toconduc

nitude of viclence exposure and post- traumatic

and Iesspsv:hcsocnaldysfunctm ‘Iheprog‘am
was implemented successfully by school-based
mental health clinicians. ‘l'he pamcnpatmg

schools, located in

stress symp among LAUSD schoolchildren
and to develnp effective mlervervhons. The team
developed and impl d an earlier prog

dﬁlgned speﬂhcall)' for lmrrugrant Cl‘l.lldrEIl.

ighborhoods, haveal
B BeF
e

fL '\lmn

s ability to

el

many of jeck
country of origin, during their immigration to the
United States, and  or after their arrival (often to
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a disad d neighborhood). Building on the earher nepormdbeingavnchmof2.3violemevenlsanddireﬂly
work, the team desngmd and conducted a randomi W violent inth year. Themean
controlled study inthe 2000-2001 academicyear. Students CI’SSsmn: was 24, indicating moderate to severe post-
in the study attended one of two Los Angeles public middle ymp Ther ignificantdiffer-
schools in largely Latino neighborhoods. Psychiatric social encesk the early-inter and late-intervention
workers from LAUGD dministered a screening quest groups at the start of the program.

ireto English I destudentsinthetwo hree ths: At three th lents in the early-
schools. Students wemehgmlctopeﬂmpa!em rhepmgram intervention group had completed the d
if they (1) had sut ial direct exp e, (2) had inthe Ia.he—mten'emlun group had mtyetbesun Figure1
post-traumatic stress symptoms in Ihecllrura] mnge{asmm comp scores for thet ps. Theearly-
of 14orhigheronthe Child Post-Th i inter d dsut iali .The
Scale [CPSS]). and(B)weremllmghndlscuss&ieﬂsymp gnitude of the difference b lhetwogmupsmaans
tomsinagroupsetting, Participantsexperiencedarange that86p fthe early-intervention groupreported less-

of viol from ing serious physical fights to being
attacked witha knifeor gun Atotal of 159students were
eligible to participate; 126 actually participated (the parents

of 28 children did not gi and five child
not to parti ', ). All 126 students compl thebase[me
'} 12 th th foll

and Wpaoent:nmple!ed both the three-month and the slw
momh follow -ups.

dtotwog

severe post-traumatic stress symptoms than would have been
expected without intervention. Figure 2 shows depmsswc

itude of the diff t

two gmups RS that é?pemmt ut'f]le eaﬂy-mlﬂ'venllon

SRR TEE ¢l

-
(CBITS) Session Outline

for Trauma in Schools

group (Ihe early—mhenrentmn gmup} started I]:e

for later in the schoo| year. The intervention pmgram. called
the Cognitive-Behavioral Intervention for Trauma in Schools
{CBITS), was developed at RAND in close collaboration with
mental healthcliniciansat LAUSD. Itconsistsof ten group
sesmons des:g:ned for inner-city schools with a mulhn:ultural
Activities include traini
dealmg with negahve Ihcushts. sclvmg real -life problems;
approaching g d coping with the
ok Ihmnuh Iking, d g pic ,and writing.
'l'hepmgmmsalso dﬁlgnedmbuﬂdboﬂlpeerand paren-

gchildreni

Broup

ine m' Puld.fan.r
Broup
for teachers. The LAUSD school clinicians who delivered the
program received two days of training and weekly supervision
from the other members of th hteam. Tohelp

that the program was standardized, the clinicians foilomfd the

CBITS treatment manual (see the text box).

gs, and an

P p d Significant Mental
Health Improvement
Data from students, parents, and teachers were collected
atbasetine,thmmonths,andsumonths Theseinmals
enabled both early-and late-i
the program and to be tested lmhesameacadem:cyear
Baseline; The 126 stud lled in the p had
substantial levels of exposure to violence. On avmgf,swdenls

ventiongr

Session 1: of group fi

ality, and group i I of

using stories; of reasons for

{kinds of stress or trauma).

Session 2: about to stress

or trauma, relaxation training to combat anxiaty.

Individual Session: Batween sessions 2 and 6.

Session 3: Thoughts and feelings (introduction to cog-
“fear

nitive th * linkage b
thoughts and feelings, combating negative thoughts.

Session 4: Combating negative thoughts,

Sesskon 5: Avoidance and coping (Introduction to real-
life of fear y, afterna-
tive cnping strategies.

Sessions 6 and 7: EXposure 1o Stress or trauma memaory
through imagination, drawing, and writing.

Session 8: Introduction to social problem solving,

Sesslon 9: Practice with social problem solving and hot
seat.

Session 10: Relapse p and

SOURCE: Jayeox LH, Cag Trauma
im Schools, Longmont, Colo.: Sopris West Educational Services,
2003.
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Figure 1 Figure 2
Post-T Stress at Baseline, Three P at Three Months, and
Months, and Six Months Six Months
S @ Early-intervention group P @ Early-intervention group
O Late-intervention group O Late-intervention group
—— Intervention
b1 === Observation k-

Baseline J.month &-month
assessment assessment

Baseline 3-month &-month
assessmant assessment

SOURCE: Stein BD, Jaycox LH, Kataoka SH, Wong M, Tu W, Elfiott MN, and Fink A, “A Mental Health Intervention for School Children Exposed to Violence,”
Journal of the American Medical Assoclation, Vel, 290, No. 6, August 6, 2003, pp. 603-611. Copyright © 2003, American Medical Association, All rights
reserved.

NOTE: CDI = Childs

Inventory, an

expected without intervention. Inadditi f
dents in the early-intervention group repm'ted that their
children were functioning significantly better.

Six months: At six months, both groups had com-
pleted the program. The group thatreceived CBITS after
thewaiting periodalsos dsub iali
symptoms, and the group that had received CBITS earlier
maintained their gains.

in

Classroom Behavior Stayed Abou! the Same

Teact d eachstudent”: d anxiety, learn-

mgsk]lkandachng—nulkhuwurmtheclmﬁadwrs

observed only slight improvements throughout the study

period. Possible expl include the following: A stu-
ent’scl behaviorisaffected by many factors, not

just the child's mental health; there maybea hmelagbefure

school counselors, clinicians, and national experts on how
to make their program easier for schools toimplement. The
resultwasanadaptation of CBITS: Support for Students
Exposed to Trauma (SSET). SSET keeps the same cognitive-
behavioral approach and ten group-session structure as
CBITS, but the clinical aspects of the original program have
been modified to allow them to be used by teachers and
other noﬂl:llnlclans\ Glanges include the following:
+ Instructors use th familiar to teachers.
+ Individual student sessions sand optional parent sessions

are eliminated.

* Studentsd iteabout their icexperiences
ratherﬁ\anmnuntmg withac
SSETPilot Test. Beginningin2003,5SET was il

tested for two years in two Los Angeles middle schools, one

improved mental health 1 intheSan Fi Jo Valley and the other inSouth Central
teachers maybemomattumd mdlsrupnve behavborthantn Losnngeles Moslcmm students were Lahnnandca.mc
amnet)'u. P prog I does SOCTH Mv {5, and 1If
not affect classroom behavior. English learners. Of the stud reened for participa-
lBoninSSET Hpmntmtthinitialmdymlma T‘hey
SSET: A Version of CBITS for N linical School
Personnel [I"'ISD) Theﬂnaipilnthestsampleconsistedn(?ﬁsludenls
As the CBITS program began to be disseminated I withapprop topartici
theCBrTSmearchteamsoughtfeedbackfrmteadwrs, inthestudy. Threeteach d hoolc
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withoutany specific mental health clinical background were
trained todeliver SSET. Eachof the fourinstructorsled four
SSET groups; each group met once a week during the school
dayand recewedatatalofhenlessm'\s Hall‘uf thesfudents
were givenSSET i tof th
halfwasdelayed until the firstintervention group had ended.
The latter group of students served as controls.

Students were surveyed to measure their trauma symp-
toms albaselme.anhree monthsafter the fi f'rstgmup had

CBITS Update

The new CBITS training website is available for mental
health professionals interested in learning to deliver
the CBITS intervention:

http://chitsprogram.org

The CBITS manual is available from Cambium Learning:
hitto: /s il
tpiffs

L d SSET, and atsix ths after thec Broug CBITS was used successfully to help children who were
hadi pleted th Additional focused affected by Katrina with post
unthemsu'ucwrs’ ahhty to fa:llu"ully delwerquahtySSEl’les— URER YR
e foapen po et and are available for special
In foster care and spe-
YeY dab ul:ll d beh fal

Pmmwmg Results, Even in this small pilot wst, the
dicate that SSET can be impl ted successfully
by teact dschoolc lors without Ihealth
training to address viol Jated PTSD and d
espec;ally in 1ow -income, urban students, The pilnt test
1 ] small reduc-
tions in trauma symptoms, with those having a high level of
symptoms before ta.kmgSSEl'benef'hngthe maost. In addi-

overall,

Waork is ongoing to study different ways to disseminate
programs like CBITS to schools.

CBITS resources are disseminated through the Trauma
Services Adaptation Center for Schools and Com-

part of the Child Stress
Network.

The RAND CBITS website includes a list of CBITS and
SSET f OUL USEr P %
aﬂd related links:

tion. both stud, Jlm'r“"‘ d Abrnhich cak
factmmththepmpam'r«- dsmalli
ments instudent behavior, all.hou,gh parents did not,

A CBITS Di inati Making CBITS
Training More Accessible

In March 2011, the CBITS team made CBITS training

materials available online. Districts and schools now have
the option of in-person or online training for mental health
professionals who intend to deliver CBITS. The program’s
website (http:/ /cbitsprogram.org/) allows mental health
pmfesswnalstnmgﬂerﬁte o[charge foran onllne CBITS
supportresources, i i k-the-
expert feature, quick tips, and implementation materials.

1 1: ru 1

Conclusions
Extensive research since 2000 has supported the team’s
initial study resull&C‘B]TShas mgmﬁcanlly helped students
cope with the d g effects of vi who
particif POTHIEMES Sy fpost:
traumatic stress, depressiun, and psychosocial dysfunction.
CBITS is now recognized as a recommended practice by sev-
eral national agencies that assess the quality of mental health
ions, including the C for Disease Control and
ion Ry h Center, the Sut e Abuse

inter

r i 5F

program
i rand.org/health/; febits. htm)

and Mental Health Services Administration’s (SAMHSA’s)
National Registry of Evidence-Based Programs and Prac-
tices, and the U.S. Department of Justice’s Office of Juvenile
Justice and Delinquency Prevention.

CBITS has been 1mp1mnwd w1dely across Ihe I.lmled

dabroadandi

St vely di
through SAMHSA's National Child T H
Since 2001, the CBITS team has supported use in several
statesinthe United Statesand in othercountries, including
+ California, Colorado, the District of Columbia, Illinois,
Louisiana, Maryland, Mississippi, Missouri, M
New Jersey, New Mexico, Tennessee, Washington, and
Wisconsin
+ Australia, China, Guyana, and Japan.

‘l"hepmgram:s designed to build resilience and coping

skills, soiti: hort-termeffectsidentified
bymsearv:hwlll‘ lasting. The team b hat B
will form the basis of continuing to provide long-term

help to victims of violence..
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WHEN NEIGHBORHDODS
AND SCHOOLS ARE

NOT SAFE FROM GUN
VIOLENCE, ENTIRE
GENERATIONS OF
AMERICAN CHILDREN
ARE AFFECTED.
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THE IMPACT OF GUN VIOLENCE
ON CHILDREN & TEENS

“I'M GLAD | MADE IT TO SEE 18"

When Davante was asked whal he wanted for his birthday, he didn't ask for o big celebration, he anly

said, *I'rn glad | mode It to see 18." He waos shot and killed less than one week after tuming 18. He hod
spaken before the Ball City Council om youth vialence prevertion.

Children and teens in the US experience staggeringly high rates of gun deaths and injuries, They
are also harmed when a friend or family member is killed with a gun, when somecne they knaw
Is shot, and when they witness and hear gunshots. Gun homicides, non-fatal shootings, and
exposure to gun violence stunt lives and, because of their disproportionate impact, reflect and
Intensify this country’s long-standing racial Inequities.

Black and Hispanic children and teens are impacted by gun violence at higher rates than their
white peers, in part because of deliberate palicy decisions that created segregated neighborhoods

n d 5 in their ! Exposure to gun violence has an impact on children’s
and teens’ psychological and mental well-being and affects their school performance, among other
factors. When neighborhoods and schools are not safe from gun violence, entire generations of
American children are affected.

KEY FINDINGS
THE DEADLY IMPACT OF GUNS ON AMERICAN CHILDREN AND TEENS

Annually, nearly 2,900 children and teens (ages 0 to 19) are shot and killed, and nearly 15,600 are
shot and injured — that's an average of 51 American young people every day.* And the effects
of gun violence extend far beyond those struck by a bullet: An estimated three million children
witness a shooting each year,” Gun viclence shapes the lives of the children who witness it, know
someone who was shot, of live in fear of the next shooting,

Child and teen gun deaths per year, by Intent*

UNINTENTIONAL 4%
112 deaths

UNDETERMINED 2%
46 deaths

Firearms are the second leading cause of death for children and teens.* This is a uniquely
American problem. Compared to other high-income countries, American children aged 5 to 14 are
21 times more likely to be killed with guns, and American adolescents and young adults aged 15 to
24 are 23 times more likely to be killed with guns®

When American children and teens are killed with guns, 58 percent are homicides—
about 1,700 deaths per year.” Children are particularly impacted by the intersection of domestic
violence and gun violence, For children under age 13 who are victims of gun homicides, 85 percent
of those deaths occur in the home, and nearly a third of those deaths are connected (o intimate
partner or family viclence.* Between 2009 and 2017, 86 percent of child victims (17 and under)

of mass shootings died in incidents connected to domestic violence. Data drawn from 16 states
indicate that nearly two-thirds of child fatalities imvalving domestic violence were caused by guns.™

everytonwreeseanch ong June 2019 1



NINETY-TWO PERCENT OF
ALL HOSPITALIZATIONS
OF CHILDREN FOR
FIREARM INJURIES
OCCUR IN URBAN AREAS.
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Another 36 percent of child and teen gun deaths are suicides—over 1,000 per year."
And firearm suicide has been rising dramatically: Over the past decade, the firearm suicide rate
amang children and teens has increased by 76 percent." For people of all ages, having access to
a gun increases the risk of death by suicide by three times " Research shows that an estimated
4.5 million American children live in homes with at least one gun that is loaded and unlocked ™
The combination of sulcidal |deation and easy firearm access can be lethal. When children under
the age of 18 die by gun suicide, they are likely to have used a gun they found at home: Over 80
percent of child gun suicides involved a gun belonging to a parent or relative.”

Gun viclence manifests in a myriad of ways in American schools, and school shootings
have created new for the younger g of According to an
Everytown analysis, there have been at least 405 incidents of gunfire on school grounds from
2013 to 2018 Of these, 260 occurred on the grounds of an elementary, middle, or high school,
resulting in 109 deaths and 219 injuries."” While mass shootings like the incident at Sandy Hook
— and, more recently, Parkland and Santa Fe — are not commanplace, schools are more |ikely

o experbence homicides and assaults, unintentional shootings resulting in Injury or death, and
suicide and self-harm injuries, All incidents of gun violence in schools, regardless of their intent ar
wictim count, compramise the safety of students and staff.

Children and teens who live In cities are at a significantly higher risk of gun

and p to their peers in rural areas. Ninety-two percent of all
hospitalizations of children for firearm injuries occur in urban areas (counties with over 50,000
residents)™ These injuries have lifelong consequences: Almost S0 percent of the wounded have
adisabllity when they are discharged from the hospital.” Fifteen- to 19-year-olds in urban areas
are hospitalized for firearm assaults at a rate eight times higher than 15- to 19-year-olds in rural
areas.® Urban and low-income youth are much more |ikely to witness gun violence than suburban
and higher-income youth.”!

THE DISPROPORTIDNATE IMPACT OF GUN VIOLENCE ON BLACK AND HISPANIC CHILDREN
AND TEENS

As with gun viclence generally, impact among children and teens is not equally shared across

lati Fil are the leading f death for Black children and teens
in America,® and they are 14 times more likely than their white counterparts to die by gun
homicide.” Black children are 10 times more likely to be hospitalized for a firearm assault than
white children.® Hispanic chiidren and teens are three times more likely to die by firearm homicide
than their white peers.®

White and Black children may live in the same city yet experience it differently. Due o

palicy decisions that result in racial segreg; and di in certain gun
violence is n Black neigl within cities, mary of which are marked by high
levels of poverty and | and low levels of i in n.* A high conc i

of these factors in a neighberhood is referred to as "concentrated disadvantage” and is a strong
predicior of violent crime. Youth in neighborhoods that experience concentrated disadvantage can
be isolated from institutions such as schools and jobs, increasing the risk that they will engage in
crime and viclence, thus feeding inta this vicious cycle.””
Black and Hisg hildren in cities are d to viol at higher rates than white
Exps includes violence, hearing gunshots, and knowing indlviduals
who have been shot. Black children in Columbus, OH, were exposed to 66 percent more violence,
an average, than white children.™ In Chicago, Hispanic children had 74 percent greater cdds of
exposure to viclence, and Black children 112 percent greater odds, than white children. ™ When
children in these cities are exposed to gun violence, their cammunities and schools often lack the
resources to help them heal ®
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FROM VIOLENCE

= drug and alcohal abuse
= depression and anxiety

* postiraumatic
stress disorder

= aggressive and
violent behavior

= criminal activity

= poor performance
inschoal

= reduced physical acthvity

HIGH SCHOOL
STUDENTS WHO HAVE
BEEN EXPOSED TO
VIOLENCE HAVE LOWER
TEST SCORES AND
LOWER RATES OF HIGH
SCHOOL GRADUATION.

206

The disproportionate impact of gun violence on Black and Hispanic children and teens
extends to schools. Among the 253 incidents of gunfire at K-12 schools between 2013 and 2018,
where the racial demographic infarmation of the student body was known, 64 percent otcurred in
majority-minarity schools.” Although Black students represent appmimmly 15 percent
of the total K-12 school p in America, they of the K-12
student victims ofmm!'lri who were killed or injured on school wlrndl."

Black students represent
15% 2%
total K12 school K12 student victims of
population in America gunfire who were killed or
injured on school grounds
 — =

While the above discussion shows the disparate experiences of gun violence by race and

ethnicity, the data further shows that gun violence is mwm'md In specific nul;ilbwhoods
in cities, with some schools and certain with an
alarming frequency.

Of the schools covered by gunshot detection technology in Washington, DC, just 9 percent
experienced nearly half of all gunfire incidents, Four schoals, including two middle schools and
two high schools, had at least nine incidents of gunfire within just 500 feet of the school ®
Similarly, in Los Angeles, 34 percent of middle school students in one neighborhicod with high
rates of violence reported exposure to firearm violence.™

At certain urban middle schools in Texas, nearly 40 percent of boys and 30 percent of girls have
witnessed a gun being pulled.®

A study of 7.year-olds in an urban neighborhood found that 75 percent had heard gunshots,
18 percent had seen a dead body, and 61 percent worried some or a lot of the time that they
might get killed or die.®

THE FAR-REACHING EFFECTS OF CHILDREN'S & TEENS' EXPOSURE TO GUN VIDLENCE

Children are harmed in numerous ways when they witness viclence. Children exposed

to vialence, crime, and abuse are more likely to abuse drugs and alcohol; suffer from depression,
anxiety, and posttraumatic stress disorder; resort to aggressive and ulolen( behavlor and engage
In criminal activity.” Exp o y violence, Including h g5 and hearing
gunshats, makes it harder for children to succeed inschool ™

to gun can also erode health. When children live in
nelgh‘homnods where gun viclence nsmrnmor\. they spend less time playing and being physically
active, with one study finding that children said they would engage in an additional hour of physical
activity every week if safety increased in their neighborhood.™
Stress related to gun affects student per and well-being in schools.
School-aged children have lower grades and more absences when they are exposed to violence
High school students who have been exposed to violence have lower test scores and lower rates
of high school graduation.* One study estimated that Black children in Chicage's most violent
neighbarhoods spend at least a week out of every manth functioning at lower concentratian
levels due to local homicides.  In Syracuse, NY, elementary schools located in areas with high
concentrations of gunshots had 50 percent lower test scores and higher rates of standardized
test failure compared to elementary schools in areas with a low concentration of gunshots.®

F B U

Black high school students in the US are over twice as likefy as white high schoal students to
miss school due Lo safety concerns.* In Chicago, following spikes in neighbarhood violence,
students reported feeling less safe, experiencing more disciplinary problems, and having less
trust in teachers.*

everytowreesearchong June 2019 3



207

RECOMMENDATIONS

Qne essential way to protect American children and teens from gun violence in their
communities and schools is to prevent people with dangerous histories from ever getting a gun.
Rec d for campreh gun safety laws include:

Background checks on all gun sales: The dation of any gun viclence
prevention strategy must be background checks for all gun sales. Unuer current federal law,
criminal background checks are required only for sales conducted by licensed dealers. This
loophole i easy to exploit and makes it easy for convicted felons of domestic abusers 1o acquire
guns without a background check simply by finding an unlicensed seller online or at a gun show.

Extreme Risk laws: These laws, increasingly being adopted by states, empawer family members
and law enforcement to petition a judge to temporarily block a person from having guns if they
pose a danger (o themsetves or others, Extreme Risk laws — also known as Red Flag laws — can
help prevent suicide, too. That is meaningful because suicide accounts for nearly two-thirds of
gun deaths in this country,* and the suicide rate among children and teens has been Increasing
exponentially in the past 10 years.

Responsible gun storage and child access prevention laws: Responsible storage laws require
people to store firearms responsibly to prevent unsupervised access to firearms. A subset of these
faws. known as child access prevention laws, specifically target unsupervised access by minors.
Responsible firearm storage practices are associated with reductions in the risk of self-inflicted
and unintentional firearm injuries among children and teens — up to 85 percent depending on the
type of storage practice.*!

i out of the hands of di ik Children are frequent casualties of
domestic violence homicides when a gun is invalved. Research also shows that the presence of a
gun in & domestic violence situation makes it five times more likely that a woman will be killed.*
Itis imperative to keep guns out of the hands of domestic abusers to keep women, children, and
their families safe. When abusers are convicted of domestic violence or subject to final restraining
orders, they should be blocked from purchasing guns and required to turn in those they already
own. We also need to close the "boyiriend loophole” by making sure those laws apply to abusers
regardiess of whether the violence is directed towards a spouse or a dating partner.

In addition to evidence-based gun safety laws, there are a number of programs and strategies
that communities and schools can adopt to keep children and teens safe from gun violence, some
examples of which Include:

Threat Threat like the Everytown and AFT-
endorsed Virginia Suﬁeru Threat Assessment Gulderm_r. {VSTAG)*—help schools identify
students who are at risk of committing violence and get them the help they need in order to

resalve student threat * The progr ly consist of multi ¥ that
are specifically trained to intervene at the eafllesl ‘warning signs of potential violenoe and divert
those wha would do harm to Ives or others to appropriate Several studies have
found that schools that use mrealassessmntpmgramsee fewer students carry out threats of
violence and e fawer and arrests* Importantly, studies have
shown that VSTAG threat proge ly do not have a portlonate iImpact.
on students of color™
Safe and eq) chools: Schaol ¢ ities st inokirtside their schaols to make: sun
they are effective p b and adults, while also looking
externally to ensure that they. are akey (ﬂml’rl.lﬂll}' resource. Schools should review discipline
practices and ensure threat are not adh iy affecting school discipline.
They should work to become 'ounrmnlty schools' by building effective community partnerships
that provide services that suppart studk families, and neigl If and when ying
school resource officers (SROs), schools should take steps to build relationships between

ities and law
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Youth-centric intervention programs: A variety of programs exist to help children cope with
witnessing firearm violence. School-based programs, including social emotianal leaming, have

been shawn to reduce the negative effects of violence

at improving academic performance and reducing youth violence. Chicago's Safe Passage

are effective

Prograny
makes children feel safer on their way to and from school and may increase school attendance. To

learn more about two specdfic orga

violence,

that help childre:

please explore these resources about the Hip Hop Heals and Becoming A Man programs.

fyou of somec h posed to gun violence, there ar :
that can help. mmmsgmmmwmum pmidesinﬁomatiﬁn !ot
pumuandldullsamm and
shooting or are upset by Im
nmmmmmnﬁamhﬁmqmmd;mmmhrmwwhw
communities is on our Resources page.
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Ten Things to Know About Trauma and Learning

from ghlights that 3. Students aged twelve to eighteen years experienced
represents a critical period for brain development—second 827,000 total victimizations, such as theft and nonfatal
inimp iy to early chil This research shows viclent victimization, at school and 503,800 total
that adolescence is a period when the human brain victimizati away from school in 2017. Alsc in
the capacity to engage in key elements of learning, such as 2017, 20 percent of students aged twekve to eighteen
critical thinking and problem solving. In fact. the degree to years reported being bullied, which undermines their
which adults can engage in analytic thinking depends largely confidence and emotional well-being.*
upon the degree to which this capacity develops during
adolescence. While it is well known that adal s a period Stud of Color and Those from Low-Income
of heightened risk for behaviors such as truancy and substance  Families Disproportionately Experience
use, the “risk” of adolescence is not solely about problem Trauma and Victimization
behaviors. It also is about potentially limiting the ability to thrive 4. African American children aged two to seventeen years
as.an adult. are pearly twice as likely as white children (12.8 percent
Traurna' can impede this development by interfering with wversus 7.7 percent) to experience muitiple types of
critical processes that comprise the gi i victimization, such as sexual or physical abuse, bullying.
for leamning. The adolescent brain is malleable, which makes or expasure to family violence. Children from low-

parti to the impact of traurma. income families are nearty twice as likely as more affluent

Yet this malleability also presents an opportunity. Since the children (7.3 percent versus 4.7 percent) to experience
brain undergoes dramatic changes during adolescence. this multiple types of victimization* Just to be clear—no
period of development offers the chance to heal from trauma matter the group, such trauma is never acceplable,
experienced early in life when young people receive targeted 5. Latino children between the ages of twelve and fourteen
support and intervention. years are twice as likely as white children of the same

ages to be victims of robbery (6.1 per LOOO versus 2.9 per
1,000) or aggravated assault (7.3 per 1,000 versus 3.8 per
1,000).* Once again, these types of experiences must be

Trauma and Victimization Are Prevalent
A g the Nation’s Child and Youth

1. The gun homicide rate for fifteen- to twenty-four-year- addressed for all children as the impacts of trauma are
olds is forty-nine times higher in the United States than in too significant to ignore.
wther high-income countries.”

. The Adol Brain Is Vul ble to Ti

2. Among children aged one month to seventeen years, G i
60 percent have been exposed to violence, while mare 6. Adolescence is a significant period for brain plasticity, or
than one in ten children report five or i e ility. during which a burst of neural connections
dolence? develop that Lay the foundation for students to engage

in learming and complex mental tasks for the rest of their

wY

ALLIANCE FOR.
EXCELLENT EDUCATION




212

7. During this pericd of brain growth, adolescents have a
heightened vulnerability to stress hefauue smral parts

of the brain are still the p
cortex, which is responsible for allmlnon. working
memary. and the expression of and app
social behavior®

Trauma Impedes Learning
8. Brain scans show that trauma and stress impact regions
of the adolescent brain engaged in learning. These effects
include changing gray matter volume —which can inhibit
working memory—and reducing the size of the anterior
cingulate cortex—the portion of the brain that engages in
memory formation and responds to arcdety and fear®

9. Chronic stress can increase the size and sensithvity of
the amygdala—the portion of the brain that stimulates
the body’s “fight-or-flight” response—and triggers the
production of cortisol. Elevated levels of cortisol may
impede learning because the parts of the brain engaged in
learning {as described previously in bullets 7 and 8) are still
and can be by ive cortisal

10. Neurological changes to the brain caused by stress affect
students’ abilities to leam by limiting their capacity to pay
attention to things other than what is causing them stress.
These changes also make it more difficult for students
to remember concepts and impede students’ abilities to

respond approp ly to in their ding  For additi i ion about the science behind adolescent
and in key X learning and development, visit allded.org/SAL
Endnotes
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POLICY STATEMENT organizational Principles to Guide and Define the Child Health
Care System and for Improve the Health of all Children

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

The Impact of Racism on Child and

Adolescent Health

Maria Trent, MO, MPH, FAAP, FSAHM,* Danielle G Dooley, MD, MPhil, FAAR" Jacqueline Dougé, MD. MPH, FAAR® SECTION 0N
(COMMITTEE ON ADOLESCENCE

ADDUESCENT HEATH, COUNCHL ON COMMUNITY PEDIATRICS.

The American Academy of Pediatrics is committed to addressing the
factors that affect child and adolescent health with a focus on issues that may
leave some children more vulnerable than others. Racism is a social
determinant of health that has a profound impact on the health status of
children, adolescents, emerging adults, and their families. Although progress.
has been made toward racial equality and equity, the evidence to support
the continued negative impact of racism on health and well-being !.hmunb
implicit and explicit biases, i and i
relationships is clear. The objective of this policy statement |a to provide an
evidence-based document focused on the role of racism in child and

and health By the role of
racism in child and adolescent health, pediatricians and other pediatric health
professionals will be able to proactively engoge in sirategies (b optimize

clinical care, fo ion, systems
engagement, and research in a mmmmummmm health effects
of mediated, and internalized racism and improve the

health and mlwng of all children, adolescents, emerging adults, and their
families,

Racism s a "system of ity and assigning value based
on the social interpretation olhwone looks [which is what we call "race’)
that unfairly some and unfairly
iges other | and and saps the strength of
the whole soclety through the waste of human resources™" Racism is
a social determinant of health® that has a profound impact on the health
status of children, adolescents, emerging adults, and their families.
Although progress has been made toward racial equality and equity,” the
evidence to support the continued negative impact of racism on health and
well-being through implicit and explicit biases, institutional structures,
and interpersonal relationships is clear"® Failure to address racism will
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continue to undermine health equity
for all children, adolescents, emerging
adults, and their families.

The social environment in which

214

The objective of this policy statement
is to provide an evids -based

of low birth weight have been
1 with e

document focused on the role of
racism in child and adolescent
and health

racial discrimination and maternal
siress 253334

Investments in policies to address
social determinants of health, such as
poverty, have yielded improvements
in the health of children. The Food
Stamp Program, a War on Poverty

children are raised shapes child and  This poelicy statement will allow
adolescent development, and pediatricians to implement
pediatricians are poised to prevent recommendations in practice that will
and respond to environmental hetter address the factors that make
circumstances that undermine child some children more than
health. Pediatrics as a field has yetto  others.”® The statement also builds
address the Infl on existing AAP policy
of racism on child health d with
and to prepare pediatricians to other social determinants of health,

identify, manage, mitigate, or prevent
risks and harms. Recognizing that
racism has significant adverse effects

such as poverty. housing insecurity,
child health equity, immigration
status, and early childhood

on the individual who receives, mwm?—n
commits, and observes racism,'"!?

substantial investments in ren -
‘“’"“r::“‘sr:;]l:cmml racism are CHILD ml: ORE DETERMINANT
m;i "ec':;g,. fl:e“::::ldeml Racism Is a core soclal determinant of
development .;fm.d,.,n In the United health that Is a driver of health
Mesp:e Academy of inequities.™** The World Health
Pediatrics (AAP) Is d to Org: dm t?::"m!
reducing the ongoing costs and

burden of racism to children, the mdk?uns in wlﬁclldpm'pl-! are born,
health care system, and society.'*'* grow, live, work, and age” These

‘Today’s children, adolescents, and
emerging adults are increasingly
diverse. Strategies to address health

determinants are influenced by

economic, political, and social factors
linked to health Inequities (avobdable
inequalities in health between groups

and developmental issues across the of people within populations and
pediatric life span that T between These health
ethnicity, culture, and circumstan Inequities are not the result of

G eritoal b wct el eotlon i i ‘behavior choices or genetic
AR e ol i but are caused by

gly
pediatrics should be at the forefront
of addressing racism as a core social
determinant. The inclusion of racism
is in alignment with the health equity
pillar of the AAP strategic plan.'® In
a serfes of workshops in 2016 during
national tings of 3

aconoumte; polikiest: 40 bactal
conditions, including racism.**

The impact of racism has been linked

to birth disparities and mental health

problems in children and

adolescents. %2+ The biclogical
chanism that emerges from

strategic actions were identified: (1)
development of a task force within
the AAP to address racism and other
ferms of discrimination that impact
the health status and outcomes of
minority youth, (2] development of
a policy statement on racism, and (3)
integration of evidence-based
anticipatory guidance about racism
into Bright Futures®

chronic stress leads to increased and
prolonged levels of exposure to stress
hormones and oxidative stress at the
cellular level, Prolonged exposure to
stress hormones, such as cortisol,
leads to inflammatory reactions that
predispose individuals to chronic
disease’ As an racial
disparities in the infant mortality
rate remain,*? and the I

initiative first developed in the 1930s
«during the Great Depression and later
revived in the 1960s, is linked to
improvements in birth outcomes.*®
Efforts in education, housing, and
«child health insurance have also led to
improved health outcomes for Issues
such as lead poisoning, injuries,
asthma, cancer, neurotoxicity,
cardiovascular disease, and mental
health problems.®**** Expansion of
child health insurance has improved
health care access for children, with
significant gains for African American
and Hispanic children in terms of
access to well-child, doctor, and
dental visits.™ Despite these
improvements, it is important to
recopnize that children raised in
African American, Hispanic, and
American Indian populations
continue to face higher risks of
parental unemployment and to reside
in families with significantly lower
household net wealth relative to
white children in the United States,
posing barriers to equal opportunities
and services that optimize health and
wvocational outcomes,” %

Juvenile justice involvement is also

a critical social determinant of health.
Because racial inequity continues to
shape the juvenile justice system, this
area is a modern example of race
being an important determinant of
short- and long-term outcomes, The
AAP published a statement In 2011%*
focusing on key health issues of
Justice-Involved youth, which was
recently revised to include an in-
depth discussion on racial and ethnic
inequalities for this population.*”
Although the overall rates of youth
incarceration have decreased, African
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Indian youth continue to be
" 1 448
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discovery, innovation, and medical-
P A AR 7Y

While incarcerated, youth experience
additional adverse experiences, such
as solitary confinement and abuse,
that have the potential to undermine
socloemotional development and
general developmental outcomes.***!
Differential treatment of youth
offenders on the basis of race shapes
an individual's participation and
ultimate function in society. This type
of modern racism must be recognized
and addressed if the United States
seeks to attain health equity™

Race as a social construct is rooted in
history and remains a mechanism
through which sockal class has been
controlled over time. Flawed science
was used to solidify the permanence
of race, reinforce the notions of
racial superiority, and justify
differential treatment on the basis of
phenotypic differences as people
from different parts of the world
came In contact with each other™
Race emerged as a sockal
classification used to assign
dominance of some social classes
over others * Scientific,
anthropologic, and historical inquiry
further solidified race as a social
construct.* Modern science,
however, has demonstrated that there
is only 1 biological race and that the
clines (phenotypic differences in skin
and eye color, hair texture, and bone
structure] at the core of early
anthropologic research were
insufficient to establish different
races among human beings. Dr
Francis Collins, former director of the
National Human Genome Project and
presently the director of the National
Institutes of Health, has affirmed that
humans are 99.9% the same at the
level of their genome.™ Despite this,
efforts to collect, organize, and
categorize individuals on the basis of
the plausibility of the 0.01% human
variation remain a force of scientific

PEDWTRICS Volume 144, number 2, August

Rather than focusing on preventing
the social conditions that have led to
racial disparities, science and society
continue to focus on the disparate
outcomes that have resulted from
them, often reinforcing the pasited
biological underpinnings of flawed
racial 7 Although race

Through these underpinnings, racism
became a socially transmitted disease
passed down through generations,
leading to the inequities observed in
our population today. Although the
endemic nature of racism has
powerful impacts on percelved and
actual health outcomes, it is also
important to note that other forms of

used in these ways has been
institutionalized, linked to health
status, and impeded our ability to
improve health and eliminate health
disparities, ™ it remains a powerful
measure that must be better
measured, carefully used, and
potentially replaced to mark progress
in pediatric health disparities
research, 2441

As such, it is important to examine
the historieal underpinnings of race
used as a tool for subjugation.
American racism was transported
through European colonization. It
began with the subjugation,
displacement, and genocide of
American Indian populations and was
subsequently bolstered by the
importation of African slaves to frame
the economy of the United States.
Although institutions such as slavery
were abolished more than a century
ago, discriminatory policies, such as
Jim Crow laws, were developed to
legalize subjugation. As the United
States expanded west in North
America and into Alaska and the
Pacific Islands, the diversity of

the United

(eg, sex, religion,
sexual orientation, immigrant status,
and disability status) are actively at
play and have created a syndemic
with the potential to undermine child
and family health further. It is
important to address racism’s impact
on the health and well-being of
children, adolescents, and emerging
adults to aveid perpetuating a health
system that does not meet the needs
of all patients.”* Pediatricians are
uniquely positioned to both prevent
and mitigate the consequences of
racism as a key and trusted source of
support for pediatric patients and
their families.

Children can distinguish the
phenotypic differences assoclated
with race during infancy™ 7%
therefore, effective management of
difference as normative is important
in a diverse society. To identify,
address, and manage the impacts of
racism on child health, it is critical
that pediatricians understand 3 key
levels through which racism operates:
(1) institutional, (2] personall

States also expanded. Native
Hawaiian and Pacific Islander,
Alaskan native, Asian American, and
Latino have

diated, and (3) lized. The
ri of race is also i d by
other identities that people have
related to ethnicity, sex, religious

experienced oppression and similar
exclusions from society*2**
Although some racial and/for ethnic
groups have received reparations™®
and fared better than others over
time, remnants of these policies
remain in place today and continue
to oppress the advancement of
people from

status, family
composition, sexuality, disability, and
others that must be navigated
alongside race. Much of the
discussion to date related to the
historical underpinnings of race deals
with institutionalized (or structural)
racism, expressed through patterns of
social institutions (eg, governmental

groups®7 e
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B schools, banks, and
courts of law) that implicitly or



explicitly discriminate against
individuals from historically
marginalized groups.?*5=7477
Children experience the outputs of
structural racism through place
(where they live), education (where
they learn), economic means (what
they have), and legal means (how
their rights are d). R
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is repetitive, causing stress levels to
increase because of anticipation of
future events.'! Internalized negative
stereotypes related to race can

{nasly érode self

sleep and time spent at home,
children spend a significant portion of
their time in educational settings.** "
Educational achievement is an

and capacity and may later play out in
the form of stereotype threat or the
fear of confirming a negative

pe of one's race.”’ Stereotype

has identified the role of implicit and
explicit personally medlaned racism

threats can undermine academic and
vocational attainment, key

dictor of long-t
Iwaml and economic outcomes for
children, Adults with a college degree
live longer and have lower rates of
chronic disease than those who did
not graduate from college.™ It is
critical for pediatriclans to recognize

(racism ch i for the the institutional, personally mediated,
about the abilities, motives, or intents victim. Underachievement then and internalized levels of racism that
of others on the basis of race)™ as reinforces the stereotype held by both  occur in the educational setting
a factor affecting health care delivery ths pu'pemr and victim, further muse education is a critical social
and general health outcomes.”™ Inerability of the of health for children®™
‘The impacts of structural and vtcﬁmandthehystnnd.erm repeated
personally mediated racism may acts of overt or covert vi in educational access and
result in Internalized racism ‘I"!Iasu obsemﬂms suggnst that attainment, along with racism

g racial Lyp: limi d in the
about one’s racial group). A positive  racism (experienced as a vlcthn or setting, affect the trajectory of
racial identity ) from the lives of children  academic achievement for children
of discrimination and generatu and to engage in active societal and adolescents and ultimately

optimal youth development
outcomes.'**7#% The importance of
a prosocial identity is critical during
adolescence, when young people
must navigate the impacts of social
status and

antiracism bystander behavioral
intervention may optimize well-being
for all children and the adults who

impact health. Chronic absenteeism,

defined as missing =10% of school

days in an academic year, is a strong
of

care for them. For |
intervention to occur, however,
must identify critical

of p
medlahed discrimination based on
race.

Although children and adolescents
who are the targets of racism
experience the most significant

situations, view them as an
emergency, develop a sense of
personal responsibility, have self-
efficacy to succeed with the
intervention, perceive the costs of
nonintervention as high, and

Iimpact, b ders are also ad 1
affected by racism. As an example,
young adults who were bystanders to
racism and other forms of

decide to help. "2
has i that

Chronic absenteeism
disproportionately affects children of
«color, children living in poverty,
children with disabilities, and
children with chronic diseases.'™ In
high school, 21.2% of Hispanic, 23.4%
of African American, and 27.5% of
American Indian children were
chronically absent in 2013-2014

racism has an effect on health across
racial groups in communities

as youth exp high levels of racism® but
profound physiologic and tlm racially diverse environments,
psychological effects when asked to such as sdlmla. can benefit all youth
recall the memory of a past by imp: gnitive skills such as

event as a victim or bystander dlat
are comparable to those experienced
by first responders after a major
disaster. Three core features that
characterized the abusive event(s)
were as follows: (1) an individual gets
hurt psychologically or physically, (2)
a power differential exists (eg, age,
size and/for stature, or status) versus
the target individual resulting in
domination and erosion of the
target's self-esteem, and (3) the abuse

critical llllnldng and problem-
solving ™

pared with 17.3% of white
children.'™ Immigration enforcement
and the fear of apprehension by
authorities can negatively affect
school attendance for Hispanic and
black immigrants, thereby
perpetuating inequalities in
attendance.'™ According to the
Mational Center for Education
Statistics, the graduation rate for
white students nationally in

RACISM AT :mﬁr oF 2015-2016 was 88% compared with

EDUCATION CHILD 76% for African American students,

ADOLESCENT HEALTH 72% for American Indian students,

Educational and vocational and 79% for Hispanic students.'™
are key develop I jties in chronic at

outcomes that pediatricians monitor
to assess for successful growth and
development. After accounting for
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and can increase the development of
chronic disease and reduce overall
life expectancy.'™

Although the landmark US Supreme
Court case Brown v Board of
Education banned government-
sponsored segregation and laid
a foundation for equal access to
a quality public education, the US
Department of Education continues to
report institutional or structural
inequality in educational access and
outcomes,"™ even in the most diverse
and well-resourced communities in
the United States. Students from
historically aggrieved groups have
less access to experienced teachers,

i d k, and
and are also more harshly punished
for minor behavioral infractions
ocourring in the school setting.'*
“They are less likely to be identified
for and receive special education
services,'® and in some states, school
districts with more nonwhite children
receive lower funding at any given
poverty level than districts with more
white children.'”

Children may also experience
personally mediated racksm early in
their schooling, which may be
internalized and ultimately affect
their Interactions with others."™
Early teacher-child interactions are

217

teachers’ expectations of their
students, with data demonstrating
that white and other nen-African
American teachers are more likely
than African American teachers to
predict that African American
students would not finish high
school."' Similarly, data Indicate that
teachers may the

suspended 3 times more and expelled
1.9 times more than white
students.”™” To mediate the effects
. tonal and 1t Afates
racism in the educational setting and
prevent internalized racism, studies
show that a positive, strong racial or
ethnic identity and parental

ability of African American and Latino
students, which can lead to lower
grade point averages and fewer years
of schooling.!'* African American
students who have 1 African
American teacher in elementary
school are more likely to graduate
from high school and enroll in college
than their peers who do not have an
African American teacher; the
proposed mechanism for this
improved long-term educational
outcome is the exposure to a role
maodel early in the educational

in families is protective
against the negative effects of racial
discrimination on academic
wml?l-li!

HOW PEDIATRICIANS CAN ADDRESS
AND AMELIORATE THE EFFECTS OF
RACISM ON CHILDREN AND
ADOLESCENTS

Pediatricians and other child health
professionals must be prepared to
discuss and counsel families of all
races on the effects of exposure to
racism as victims, bystanders, and

experience."'* These findings indicate
the importance of ensuring a diverse
teacher workforce, particularly as the
population of students in US schools
continues to diversify.!'® School racial
climate, which refers to norms,
curricula, and interactions around
race and diversity within the school
setting, also impacts educational

for A 17

pér 124-126 p, S
implement systems in their practices
that ensure that all patients and
families know that they are welcome,
that they will be treated with mutual
respect, and that high-quality care
will be delivered regardless of
background using the tenets of
family- and patient-centered care.'*”
To do this, it is critical for

to examine their own

who had a positive | P of
school racial climate had higher
+ 3 iid

p for long-term acad
outcomes. The relationship of teacher
to student across ages and grade
levels influences school adjustment,
literacy, math skills, grade point
average, and scholastic aptitude test
scores.' ™' Given the critical
nature of the student-teacher
relationship, it s important to explore
how racism and implicit bias affect
this dynamic. Student-teacher racial
mismatch can Impact academic
performance, with studies showing
that African American children are
more likely to receive a worse
assessment of their behavior when
they have a non-Hispanic white
teacher than when they have an
African American teacher.'* This
finding may result from racial bias in

PEDWIRICS Volume 144, number 2, August

al
disciplinary issues."" Racial
inequities in school discipline begin
early, and school discipline has long-
term consequences for children.
Although federal civil rights laws
prohibit discrimination in the
administration of discipline in public
schools, the US Government
Accountability Office found that

blases.'®® Pediatricians can advocate
for community initiatives and
collaborate with government and
community-based organizations to
help redress biases and inequities in
the health, justice, and educational
systems. These strategies may
optimize developmental outcomes
and reduce exposure to adverse
events that dramatically alter the
lived experiences, health, and

d self-value of youth, 12130

Alrican and Ameri

Indian students are overrepresented
among students experiencing
suspension.’'” Data from the US
Department of Education confirm

Optimizing Clinical Practice

In practice, pediatricians and other
«child health care providers encounter

that a disproportionate number of children every day who have
African American children receive experienced racism. There are

‘more than 1 out-of-school itions available for use in the
in preschool and overall in ‘medical home that can identify and
kindergarten through grade 12 are potentially ameliorate inequities.
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# Create a culturally safe medical
home'*! where the providers

218

youth and families for protective
factors,” such as a

» Encourage policies to foster

ded family network, that can

dge and are sensitive to
the racism that children and
families experience by integrating
patient- and family-centered
communication strategies and
evidence-based screening tools that
incorporate valid measures of
perceived and experienced racism
into clinical practice,'*-13%

» Use strategies such as the Raising
Resisters approach during
anticipatory guidance to provide
support for youth and families to
(1) recognize racism in all forms,
from subversive to blatant displays
of racism; (2) differentiate racism
from other forms of unfair
treatment and/or routine
developmental stressors; (3) safely
oppose the negative ages and,

help mitigate exposure to racist
behaviors,'*®
= Infuse cultural diversity into AAP-

recommended early
147

learning
that promote cultural humility (eg,
self-awareness, lifelong
commitment to self-evaluation, and
commitment to managing power
imbalances)**'%! and provide
o ensure

literacy-p p to
ensure that there is
a representation of authors, images,
and stories that reflect the cultural
diversity of children served in
pediatric practice.

= Encourage pediatric practices and
local chapters to embrace the
challenge of testing best practices
using Community Access to Child
Health grants and participation in
national quality-improvement
projects to examine the
effectiveness of office-based

or behaviors of others; and (4)
counter or replace those messages
and experiences with something
positive,' 5138

# Train clinical and office staff in
culturally competent care
according to national standards for
culturally and linguistically
appropriate servipes, 140

# Assess patients for stressors [eg.
bullying and/or cyberbullying on
the basis of race)'*" and social
determinants of health often
assoclated with racism (eg
neighborhood safety, poverty,
housing inequity, and academic
access) to connect families to
mmmﬂlu

« Assess patients who report
experiencing racism for mental

health conditions, including signs of

posttraumatic stress, anxiety, grief,
and depressive symptoms, using
validated screening tools and

a trauma-informed approach to
make referrals to mental health
strvices as needed.'**

» Integrate positive youth
development approaches,'**
including racial socialization,'****¢
to identify strengths and assess

d to address
the impact of racism on patient
outcomes.

= Encourage practices and chapters
to develop resources for families
with civil rights concerns, including
medicolegal partnerships and

new pedlan‘\lg.ms are competent to
deliver culturally appropriate and
patient- and family-centered

care, 152155

Integrate active learning strategies,
such as simulation'®® and language
immersion,”*” to adequately
prepare pediatric residents to serve
the most diverse pediatric
population to date to exist in the
United States'™ and lead diverse
and interdisciplinary pediatric care
‘e’ml 5%

Advocate for policies and programs
that diversify the pediatric
workforce and provide ongoing
professional education for
pediatricians in practice as

a strategy to reduce implicit
biases and improve safety and
quality in the health care delivery

referrals to agencies responsible system,190-162
for enforcing civil rights laws.
» Encourage p ving Systems Through

organizations within local

communities, Including pediatric. ™™ Fubli Policy

practices, hospitals, and health » Acknowledge that health equity is
to unless racism is

conduct Internal quality ddressed through

assessments that include analyses interdisciplinary partnerships with

of quality of care and patient other organizations that have

satisfaction by race and to initiate developed campalgns against

racism.'03164

improvement protocols as needed
to improve health outcomes and
community trust.

« Engage community leaders to
create safe playgrounds and
healthy food markets to reduce
disparities in obesity and

and Professional Education
#» Advocate for pediatric training

in neigh
affected by poverty.
» Advocate for iImprovements in the

programs that are girded by quality of education in segregated
ies and sub i urban, and rural
related to effective patient and communities designed to better

family communication across
differences in pediatric
populations, 414
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# Support local educational systems » Collat with first resp p to begin ling the
by g with and supp T3 and police to enhance thread of racism sewn through the
school staff. The AAP Council on positive youth engagement by fabric of society and affecting the
School Health provides resources to sharing expertise on child and health of pediatric populations,
help physicians engage and interact ol develop and P must examine and
with their school system and mental health, considering acknowledge thelr own blases and
provides guidelines around the role potential differences in culture, sex,  embrace and advocate for innovative
of school physicians and schoel and background.'™ palicies and cross-sector partnerships
health personnel. !4 « Advocate for fair housing practices,  designed to improve medical,

» Advocate for federal and local including access to housing loans ~ &conomic, enviranmental, housing,
policies that support fmplicit-blas and rentals that prohibit the judicial, and educational equity for

persistence of historic optimal child, adolescent, and

training in schools and robust

training of educators in culturally “redlining”'™
to improve disparities in academi
m} L i * Ad for funding and
rates of and d of rigorous research

among students of color, reflecting
a systemic bias in the educational
mlﬁ!

» Advocate for increased access
to support for mental health
services in schools designed
to help teachers better manage
students with disruptive
classroom behaviors and to
reduce racial disparities in school
expulsion, 1 H168169

* Advocate for curricula that are
multicultural, multilingual, and
reflective of the communities in

that examine the following:

1. the impact of perceived and
observed experiences of
discrimination on child and
family health outcomes™’;

2. the role of self-identification

wversus perceived race on child

health access, status, and
outcomes™;

the impact of workforce

development activities on

patient satisfaction, trust, care
use, and pediatric health

161,

w

which children in their practices DREOMLE:
attend school.'™ 4. the impact of policy changes and
it
gt dl,,,::‘,":ﬂ::,ﬁ' ¥ on reducing the health effects of
workforce to mitigate the effects of """""""""“"“f“"“t:“'
the current i ::;W“
of teachers and students that evelopment;
affects academic attitudes and 5. integration of the human

attainment for all students! %™
» Advocate for evidence-based
programs that combat racism in the

genome as a way to identify
critical biomarkers that can be
used to improve human health

o g s 0 s sl

eyl minor genetic differences and
* Encourage community-level countries of origin**

advocacy with members of those

communities disproportionately

affected by racism to develop CONCLUSIONS

p"“‘"‘.a‘fg advance social Achieving decisive public policies,

yistice. optimized clinical service delivery,
» Ad fior B and change with an

to incarceration for ma ntof  activated, engaged, and diverse

nonviolent youth behavior™* 777 pediatric workforce is critically
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House Education & Labor Suk ittee on Early Childhood, El y, and dary
Education

Hearing on “The Imp ce of Trauma-infe d Practices in Education to Assist Students
Impacted by Gun Violence and Other Adversities”
September 11, 2019

Warman Hall, Principal
Aztec High School
Aztec, NM
Member, NASSP Principal R y N ‘

Cong Sablan, Congl Allen, and bers of the subcommittee, thank you for the
opportunity to submit the following testimony for the record on behalf of the National
Association of Secondary School Principals (NASSP). My name is Warman Hall, and | am the
principal of Aztec High School in Aztec, NM, where | have served as the principal for 10 years and
before that as an assistant principal, athletic director, and dean of students. | am also a member
of the NASSP Principal Recovery k., a national k of current and former school

leaders who have experienced gun violence tragedies in our buildings.

On December 7, 2017, a former student opened fire in two of our hallways and a classroom at
Aztec High School just as school was getting started. The violence that day resulted in the
gunman's suicide and murder of two precious student lives, As an active shooter situation, the
entire event lasted roughly 15 minutes or less—but also caused a response that immediately put
our school and district into lockdown and then generated a very swift response from law
enforcement and emergency Our « ity is a relatively ote and rural
community compared to a lot of places in the country, and shelter-in-place, if not lockdown, was
issued in a number of schools around San Juan County that day.

Immediately after the event, my biggest recollection is how much of that day was swept up in
the tidal flow of trying to work and coordi with gency responders as they came to our
aid and conducted a room-by-room sweep. Then, at our site, the day culminated in an evacuation
to the county fairgrounds—roughly 12 miles away—and a final reunification for families at the
fairgrounds.

The shooting occurred at roughly 8:15 a.m., and | recall catching the last bus at 4:00 p.m. as we
were evacuated. | also remember returning to the district office in Aztec by 7:00 p.m. after all the
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kids had gotten picked up and after helping the ongoing effort to make contact with students
marked absent on our evacuation roll.

As the kids had been evacuated from our gym, we had crossed names off and tried then to make
contact with them that evening. The campus didn't get released back to us until two days
afterward, on a Saturday, and we i diately began planning the process of opening school
back up and supporting kids and staff as they returned.

The other district schools returned to classes the following Monday or Tuesday. We were not
able to have kids back on campus at Aztec High for a number of days after that. The first thing
that we had to do administratively was meet with school psychologists and counselors from all
over the region. They encouraged us to not fully open back up for school right away. Instead, we
first brought the staff in and brought them through a debriefing process.

One of the interesting tasks in the initial on-campus recovery effort was identifying backpacks
and different belongings that the kids had to leave in the classrooms and hallways when they
were evacuated. We brought the kids and their parents in for an afternoon and an evening where
they could pick up their belongings and just reconnect with their teachers. That was literally the
only goal those days: to have them reconnect with their teachers and reestablish those ties. After
a couple of evenings of that, we did reinitiate our term and actually finished up the semester,
telling families that we understood if kids couldn’t physically or emotionally get back to campus.
We felt it was important to reestablish and finish up our term. Students returned for three full
school days before they were released again for Christmas break.

Although it's been almost two years since the tragedy at Aztec High School, our entire community
is still recovering from the trauma of that day and trying to establish a new normal for our school.
And unfortunately, I'm not the only principal in the country going through this experience. Earlier
this year, | attended the first meeting of the NASSP Principal Recovery Network. Invitations were
extended to school leaders who had been principals at the time of 87 school shootings that
resulted in fatality or injury since 2013. Attendees included the principals of Columbine High
School and Marjory Stoneman Douglas High School—but also the principal of a school near St.
Louis where a student committed suicide on campus during school hours. While each of our
tragedies was unique, we shared similar challenges of restoring a learning focus after a shooting,
and we discussed the fine line of ations (not “annin ies”) that can either advance
healing or recpen emotional wounds.

Conversations also revolved around the need for additional mental health services for schools,
both to prevent violent incidents and to help schools recover from them. Our school counselors
were amazing in the aftermath, but they weren't adequately trained to deal with trauma. Like
the teachers and other adults in the building, they also felt traumatized by the shooting. My
colleagues discussed the need for additional mental health services and the various strategies
they used to access those resources. Our students and staff had different levels of need based
on their proximity to the incident and their relationships with the sk or the victims. And our

need for mental health services didn't end once we got back to school. The annual

2
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commemorations and recent school shoootings and other violent tragedies trigger an
response for our school communities, even for those principals whose incidents occurred years
ago.

It was an emotional day of sharing, but it was also cathartic to talk about our incidents and
recovery effort with colleagues who are also navigating the healing process. Our goal with the
Principal Recovery Network is to assist principals in the immediate aftermath of a crisis and well
beyond. Our members will reach out directly to our colleagues to provide much-needed support,
share the combined wisdom of our ience with the larger principal community, assist schools
during recovery, and advocate for national school safety enhancements and gun violence
prevention policies.

Following the school st ing at Sandy Hook Elementary School, NASSP came together with five
other national organizations to author A Framework for Safe and Successful Schools in 2013, The
document outlines evidence-based policies and practices for improving school safety and
increasing access to mental health supports for children and youth, Efforts to improve school
climaue safety, and learning are not separate endeavors and must be designed, funded, and

pl as a compret choolwide approach. The document outlines specific policy
reg dations on the integration of services and initiatives, implementation of integrated
multitiered systems of support, access to school-based mental health supports, integration of
school safety and crisis preparedness efforts, balance of physical and psychological safety, and
use of effective discipline practices. | urge the subcommittee to support this guidance to shape
meaningful policies that will genuinely equip America’s schools to educate and safeguard our
children over the long term.

This coming November, the NASSP Board of Directors will consider a new position statement on
Trauma-Informed Schools. While the focus of this hearing is on children who are traumatized by gun
violence, data from Child Trends indicate that 45 percent of children in the United States have
experienced at least one adverse childhood experience (ACE) that could be trauma-inducing. These
include abuse or neglect, violence, discrimination, bullying, natural di ora death of a loved one,
but the two most common ACES are economic hardshlp and the separation or divorce of parent or
guardian. Nationwide, 61 percent of black children and 51 percent of Hispanic children have
experienced at least one ACE compared to only 40 percent of their white peers.

Physiological changes to children’s brains as well as emotional and behavioral responses to trauma
have the potential to interfere with children’s learning, school engagement, and academic success.
Researchers have also identified a “cycle of trauma” in schools when teachers’ rules and consequences
are viewed as punishment by children, increasing the likelihood of ization and exclusi y
discipline practices. Schools with higher incidents of ACEs also have higher rates of suspensions and
unexcused absences, with lower graduation rates and postsecondary participation.

In the position statement, NASSP will offer guidance for school leaders and recommendations for state
and local policymakers, but we do feel that the federal government has an important role in helping
schools to be trauma-informed. First, we feel that the U.S. Department of Education should conduct

3
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mare research on how childhood trauma affects student learing and their behaviors in schools as
well as provide technical assistance to help schools and educators address the educational needs of
children. Congress should increase funding for Title Il of the Every Student Succeeds Act (ESSA), which
can be used for professional development for principals and school staff to better assist children
affected by trauma. Congress should also assist schools in recruiting and retaining school counselors,
social workers, and school psychologists to support school-based interventions and coordination of
services, Finally, NASSP urges to Congress to adopt the Trauma-Informed Schools Act, introduced by
Reps. Katherine Clark (D-MA) and Brian Fitzpatrick {R-PA). This bipartisan legislation would define
“trauma-informed practices” and require state ESSA plans to address how states and districts will
support efforts to increase the prevalence of trauma-informed practices in our schools.

By understanding and responding to trauma, principals, teachers, and staff can help reduce its
negative impact, support critical learning, and create a more positive school environment. Trauma-
informed schools can help students overcome trauma and build resilience by helping educators be
responsive to the needs of their students and ensure that they can be successful in their learning.
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Chairman Scott, Ranking ber Foxx, and bers of the C i the Alliance for Excellent

Ed ion (AlMEd) apprec your ing a hearing about the impact of trauma on learning. In light
of the numerous shootings taking place across the country that receive attention in the press, and the
innumerable instances of child victimization that do not, it is critical for policymakers to understand the
impact of trauma on our children and equip educators to address it.

The nation's economy, and our democracy, depend upon our ability to educate the next generation of
workers, citizens, and leaders. While our nation has achieved its highest high school graduation rate on
record—84.6 percent'—only 37 percent of twelfth graders are actually prepared for postsecondary-level
reading and math.? Students who come from privilege—those in the top socioeconomic quintile—enroll

in college at a rate that is 50 percentage points higher than their peers in the lowest quintile.? Among
students who do enroll in higher ion, persistent inequities in exist. Only 60 percent of

first-time college freshmen graduate within six years.® Moreover, major gaps exist between college
graduation rates for white students (64 percent) and students who historically have been underserved
(e.g., 21 percent for African American students and 32 percent for Latino students).*

Despite innumerable reforms and billions of dollars in investment, our nation’s education outcomes

have yet to see the dramatic improvement at scale necessary to ensure that all students are prepared

for postsecondary education and the workforce. One reason for this is that most of our efforts to close
i ety

achievement and opportunity gaps have lacked a comp pp b, one that I
students have significant social, emotional, and physical needs in addition to academic ones.

The activities and experiences students encounter in school are not the only factors that influence their
learning and well-being. Students also are affected by their families, communities, and their own

biol and social Typically, though, education policy efforts focus on students’
academic needs in isolation and fail to consider these additional—and critical—influences. Yet this focus
on instruction and ic achi must be rej d by P ive support that

what science now tells us about learning and development, particularly for adolescents, according to
analyses recently released by the National Academies of Science® and All4Ed.”

One area that is vital to address is the impact of trauma® on learning. Neuroscience finds that trauma
can have a detrimental impact on the ability to learn. However, this impact can be mitigated through
effective support, which p an opportunity for policymakers and practiti to intervene,
especially during the middle and high schoaol years.

The Prevalence of Trauma and Victimization

Addressing the effects of trauma on learning requires a systemic approach because trauma and
victimization affect a large portion of our nation’s children and youth. Among children aged one month
to seventeen years, 60 percent have been exposed to violence, while more than one in ten children
report five or more exposures to violence.?

Students of color and those from low-income families disproportionately experience trauma and
victimization. For example, African American children aged two to seventeen years are nearly twice as

2|Page
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apponumtres for pmspectwe educators to learn about the science of learning, child and youth
p and t instructional practices.

4. Education Sciences Reform Act: The autharization of the Education Sciences Reform Act expired
in 2008. When Congress reauthorizes this law, it should include research on trauma-informed
education.

5. Trauma-Informed Schools Act {H.R. 4146): Congress should include the Trauma-Informed
Schools Act in the eventual reauthorization of ESSA, H.R. 4146 defines trauma-informed
practices and calls upon states and districts to implement efforts to increase the prevalence of
trauma-informed practices.

6. Federal Guidance: The U.5. Departments of Education and Health and Human Services should
issue guidance to states and school districts about ways in which schools and communities can
use federal to expand t inf d and other services, building upon
the guidance released by the Substance Abuse and Mental Health Services Administration, the
Center for Medicaid, and CHIP Services regarding mental health and substance use in schools. '

Conclusion

Federal attention and support are warranted to address the impact of trauma on learning due to the
prevalence of trauma and victimization nationwide and its impact on students’ abilities to learn.
Neuroscience demonstrates that trauma can physically impact hram development and impede a
student’s capacity for learning. Because the brain und. ial devel during
adolescence, the adolescent brain is particularly vulnerable to trauma and stress. However, the
malleability of the adolescent brain presents the opportunity for intervention and support to effectively
help young people heal from trauma and fully engage in learning. Therefore, Congress has the ability,
and responsibility, to support trauma-informed approaches to education that will allow students to
thrive, Our children—our future leaders—deserve no less.

L] h ional high school btained from the L. 5 Deparlmem a(EducatIons National Center for
Education Statistics Common Cove of Data, hitps:/fnces ed.go, R P
{accessed September 5, 2019).

7115, Department of Education, National Center for Education Statistics, “The Nation's Report Card 2015: Mathematies &

Reading at Grade 12, math g12 2015/8 [accessed September 4, 2019).

4 ===, The Condition of Education 2015 (NCES 2019-144) [Washington, DC: LS. Government Printing Office, 2015),
finces.ed.govf, f the.asp

 Ibid.

* Ibid.

®R.J. Bonnie and E. P. Backes, eds., The Promise of . Realizing for ANl Youth ington, DC: Mational

Academies of Sciences, Engineering, and Medicineg, 2019).
T R. Harper et al., Selence of Adolescent Learning: mmyummwmwsmrmm :wnhmgt,nn I:I:
Alliance for Excellent Education, 2018), https:/fallded. ongv

Bodyv-and-Bral Affect-Student-Learning, pdf; ———, Science of Adolescent Learning: Risk Taking, Rewards, and
i it i DC: Al for Excellent ion, 2018), https:/falided orgfwo-
/ d4/2018/09/Science-of- Learning-Risk-Taking-Rewsrds-and- ionships pdf; ———, Science of
Adolescent Learning: Valuing Cufture, h and DC: Alliance for Excellent Education, 2018),
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September 10, 2019

The Hi ble Gregorio Kilili C ho Sablan
Chairman
Early Childhood, El yand ary Educati i

Committee on Education and Labor
U.5. House of Representatives
Washington, D.C. 20515

Dear Chairman Sablan:

On behalf of the 1.7 million members of the American Federation of Teachers, we are
grateful that your sul ittee is initiating a ion around addressing trauma
in educational settings, specifically trauma caused by gun violence.

Tragically, too many of our nation’s schools and communities are being terrorized by
the effects of gun violence. Gun violence, including in school, is the biggest fear faced
by young people ages 13-24. The depth of trauma and anxiety that gun violence has
wrought upon a generation will not go away, and schools are struggling to provide
mental health supports to children and their communities.

AFT bers have wi d and experienced the results of gun violence at Marjory
Stoneman Douglas High School in Florida, Sandy Hook Elementary School in
icut, and less other schools where the viol does not make the nightly

news. Our nurses and healthcare professional members work to heal both bullet

is and psychological ds. Our social workers comfort children and families
torn apart by loss, Our e Kids see their friends, parents, siblings, cousins and neighbors
shot, but they do not experience the love and outpouring of support from a nation
sharing their suffering.

Congress can help, or it can continue to do nothing and allow children across this
cuuntry to live in fear of, and even die from, gun violence. We must work to pursue and
1 to reduce viol and p | with

pport after P 2

The AFT calls on Congress to provide the ded to fully staff every school in
America with qualified mental health professionals who can support students affected
by violence. Congress must also invest in community schools, after-school activities,
like peer ling and well prog; and other social supports such

Progt

and
et
especially

EXRCUTIVEVIC

Antheny \1 Harmaon
David Hecker
Jan Hochadel

Toedan
I| d Kirsch
ederick E. Kowal

e M. Ml .II




240

Chairman Sablan/Addressing Gun Violence Trauma/Page 2

as schoolwide practices to reduce bullying behavior, which are all crucial initiatives
needed to decrease the impact of violence in and around schools.

We have a collective responsibility to ensure that our schools are safe and welcoming
places for teaching and learning—not armed fortresses. While the precautions many are
taking to protect children from gun violence can be helpful, when we harden schools,
conduct active shooter drills, buy kids bulletproof backpacks and raise the idea of
arming ed weare p them even more trauma and anxiety.

As we work to address existing trauma, we must also focus on the underlying causes of
gun violence. The AFT supports expanding the background check system, banning both
assault weapons and high-capacity ition i blishi risk

ion order sy and rescinding the gun industry’s immunity.

We look forward to continued discussions and will support you in developing
legislation to support our nation’s children.

Sincerely,

i L

Randi Weingarten
President

RW : emc opeiu#2 afl-cio
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National Indian Education Association

House Committee on Education and Labor
Statement for the Record
In Support of Trauma-Informed Education Practices in Native Communities

On behalf of the National Indian Education Association (NIEA), the most inclusive national
organization advocating for culturally relevant educational opportunities for American Indians,
Alaska Natives, and Native Hawaiians, we write today to highlight the importance of
implementing trauma-informed practices throughout our education systems.

Native students serve as the foundation of NIEA's work, from early childhood to postsecondary
education. Despite the vibrant cultures, traditions, and languages of Native cormmunities, our
students continue to bear the burden of historical events that began centuries ago. Federal
policies developed an education system that removed Native children from their homes and
communities to boarding schools that prohibited the practice of traditional lifestyles and
mandated the acceptance of mainstream Christian and English ways. In the words of Carlisle
Boarding School founder Robert Pratt, these schools endeavored to “kill the Indian and save the
man." Such practices persisted until the 1970s, creating ions of Native famili
traumatized by the very education systems that promised opportunity to their peers. Today,
Native youth continue to experience the impacts of these policies through historical and
childhood trauma. Our students still attend classrooms where, a generation ago, their parents
were punished for their languages, traditions, and cultures,

Historical trauma now manifests through nationwide performance metrics. For example, Native
students are disciplined and held back more frequently than their peers. Native youth also
make up a disproportionate amount of those in juvenile facilities. These trends continue
through graduation, as only 72 percent of Native students graduate from high school compared
to the national average of 85 percent. These barriers have led to the lowest college
participation rates in the nation, at 19 percent. From there, approximately 39 percent of Native
students who enroll in a four-year, post-secondary institution actually graduate, the lowest rate
of any group in the United States.

Congressional action and support for trauma-informed education practices in schools that
serve Native students is critical to reversing centuries of federal policies that resulted in the
genocide of Native cultures, traditions, and languages. Native students must have access to
educators that have the professional training and experience to create safe classrooms where
our youth can thrive. In addition, funding and programs that support Native language
instruction, assessments, and preservation are critical ensuring that Native students are able to
learn and speak their languages for generations to come. Curriculum and education practices

] (202 144-72%0
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should value and encourage the expression of Native languages and cultures in the classroom.
Finally, tribes, policymakers, and schools must have access to data that accurately measures
student progress to ensure that programs fully serve the unique needs of Native students.

NIEA looks forward to working with legislators to address educational disparities through
trauma-informed education practices for the only students that the federal government has a
direct responsibility to educate— Native students. If you have any questions, please contact
NIEA Legislative Analyst Adrianne Elliott at aelliott@niea.org.

] (202} Sa4-T290
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.
= 4340 East Wast ighvway, St 402, Bethesda, MD 20814
s 301-657-0070
NATIONAL ASSOCIATION OF

School Psychologists

The Honorable Gregorio Kilili Sablan The Honorable Rick Allen

Chairman Ranking Member

L.S House Sul irtee on Early Childhood U.5, House Sut ittee on Eardy Childhood,
and 5 dary Fducati El and S Jyev Bkt

2176 Rayburn House Office Building 2176 Raybumn House Office Building

Washington, DC 20515 Washington, DC 20515

Dear Mr. Chairman and Ranking Member,

Thank you for holding this critical hearing o diseuss the imy of twauma-infe d ices 1o assist and
support students who are affected by adverse events, On behalf of the more than 24,000 members of the National
Association of School Psychologists (NASP), we know firsthand that schools play a eritical and irreplaceable role
supporting students’ menal health. Our members regulary work with students and families who have experienced
adversity, stress, and trauma, and we undcmand :hc Impaces of those experiences on their daily lives and leasning.

Gun violence in potent stressor, among many potential adversities that pose a
serious threar o the well-being of;\mmcn s children and }cmh (..hlldn:l‘: and ;'Outll do nm leave the resulting isswes
at the classroom door, 0 our schools must respond with i comy and ding of the rrauma

that may come from adverse life evenrs.

il b " 1

Adverse ¢ and rrauma negatively affect a significant proportion of the sch
Nearly 61% of youth yuung:r than age 17 repor t')cpusuu: o violence in the past year alone fl*lnktlhor Turmr
(}rmmd & Hamb! 2009; Sickmund & Puzzanchera, 2014}, Smdents ages 12-18 were vicims of 749,200 serious
violent erimes and simple assaults in 2012, and 7% of students in grades 9-12 reported being threatened or injured
with & weapon, such as a gun, knife, or club, on school properry in 2011 (Robers, Kemp, Rathbun, & Morgan, 2014).
Evenrs such as these, in addition o rrauma resulting from child abuse, bullying, narural disasters, homelessness,
poverty, gun violence, food insecurity, immigration, and/or parental issues undermine students” ability to leaen, form
relationships, and manage their feelings and behavior, and place them at increased nsk for trauma and a range of
negative academic, social, emotional, and eccupational outcomes (Rossen & Hull, 2013).

Although research shows thar a sngmi‘cam number of school-age children have experienced a violenr or

event, many ed and other | Is pemain unaware and/or are unable 1o meer the complex needs of these
students. There is, however, an m:n:ssu\g mngmmn that stress, adversity, and trauma can have a detrimental impact
on learning—uwhich is why adop a fi d approach is so :nmcsl o student success.

Trauma- informt.\l schools are Il prised of four P (a) a school-wide focus, (b) a i ]
building a physically and pooholgianlly safe school envi {c)ani ional focus on building student capacities,
and (d} an intention to focm on building seaff capacities. A trauma-informed approach benefits all students, seaff,
families, and the communiry, whether or nor they have been directly impacred by traumatic evenrs themselves. This
approach reduces burnout of administators and staff, and it provides for an envi that leads to i i
family engagy and ¢ I Even children without a significant history of trauma benefit from

this nppmach as they contribute o building more connected, safe school environments that enable teachers to weach
and students to leam.

Trauma-informed schools also recognize observab]e behaviors of our students as developmental and even adaprive
o their Inau d school, adults in the building have a shared awareness and
scﬂsu:mw 1o the lecrm:! impact of trauma and adverse expenences on studenrs’ lives. In this sense, a trauma-
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informed school approach does not represent a new program; rather, in irs simplest form, it represenis a framework
or an approach ro how we interace with our studenes, families, and each other.

of specialized i ional support p ] h as school psychologists, school Jors, and
school social workers—is critical in these effors, especially gl\'cn thar few pmscn"jc: reacher preparation programs
include components 1o help educarors develop the skills and coping straregies needed ro derect and reach rravmarized
students.

Several states, including Wisconsin, Washingron, and Massachusetts, have sunu:ssfu]l:{ made statewide commirments
to helping integrare a rrauma-informed approach into everything from i msm.n:unn o disuplmxn policies o cnsls
response and § mn':rw:nnon pnoocdurcs Several districts in these states feport i lemic and behavi

reduced di blems, and better Jance among both staff and students, Other states have
passed resolutions or Ie-gns]auon dedicating funding or resources o integrating trauma-informed approaches within
schools, amidse linde to no controversy.

Tk Tyl

The trauma-informed approach fits well into other mental health i positive
and supports and multiticred systems of support, Schools that have already implemented comprehensive school safery
policies and practices are already naturally trauma-informed, 1o some dcglu: Multitiered systems of supports, positive
school climares, and well- :mm:d staff contribure 1o positive ourcomes for students while fmlmng rrauma-informed
school envi Just as imy Fair, consi and culturall discipline policies thar

positive student behaviors, while avoiding overly punitive responses, remain central 1o u'np!em:nnng a traumi-
informed approach in schools,

Ty Iy, when a single ic event, such as mass violence or a natural disaster, affects multiple

of a school ity, schools will need more intensive acute erisis mental health response capabilitics,
This includes 4 trained crisis response team that involves schoal-cmploved mental health professionals, who can help
aszess and triage tauma and other mental health needs among stadents and saff. School-employed mental health
professionals can also provide puidance to school administrators on best practice response interventions and supports
for the school community, provide guidance (psychoeducation) for eachers and other saff on how o suppore
students with menral health concerns, and facilitare collaboration with any needed addional community menral
health suppores. Three things are eritical to keep in mind: (a) being prepared and properly trained ahead of time is vital
to effectively meeting mental health needs in the short- and long-term; (b) the mental health consequences of a
traumatic event can last a long time and ripple out across 4 community; and (¢) using a trauma-informed approach on
an ongoing basis greatly improves the ability of a school to meer acure and more long-term needs.

A trauma-informed approach requires a stained commitment, It requires an intentional focus to ensure access to
qualified teachers and school-employed mental health g ls, such as school psychologists. And it requires
sustained funding and ongoing evaluation as part of a scaled implementation.

In order to make our schools sensitive and © F of students and families, we must
provide the resources, high-quality training, and school-employed mental and behavioral health p 1, such as
school psychologists, to creare a safe and supy i As Congress prop gies to work with

students and families who have experienced trauma, we urge any legislation to be grounded in research and best
practice. If you have any questions or would like 1o follow up, please contact me ar kminke(@naspweb.org,

Sincerely,

Honke
Kathleen Minke, PhD, NCSP
Executive Director
Narional Association of School Psychol
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Miﬁ Research Summaries
Psychologists

School

Creating Trauma-Sensitive Schools: Supportive
Policies and Practices for Learning

Children and adolescents in the U.S. experience high rates of stress and adversity from a wide variety of
sources. These include physical, emotional, and sexual abuse; neglecr; exposure to community violence;
bullying; natural di ; poverty; | I ; immigration; and parental issues such as domestic
violence, incarceration, dearh, meneal illness, involvement in substance abuse, and military deployments.
Such experiences undermine students’ ability to learn, form relationships, and manage their feclings and
behavior and place them at increased risk for trauma and a range of negative academic, social, emaotional,
and occupational outcomes (Rossen & Hull, 2013). Thus, there is increasing awareness of the need to
create frasma-sensitive schoals.

Trauma-sensitive schools have the potential to increase positive outcomes among aff students, regardless
of wrauma history, This is imporant given that not all sredents who experience adverse childhood
experiences will go on to suffer symptoms of rauma, Designed to be safe and attuned to the needs of
students, families, the community, and school staff, rauma-sensitive schoels support the academic
competence of students, provide tools to support students and staff in ing emotional and
behavioral challenges, and support teachers and other staff in negotiating difficult sitations (Blaustein,
2013).

Adverse childhood experiences and trauma negatively impacr a significant proportion of the school-aged
population. Yer many educators and other professionals are still unaware of these children’s complex
needs and how to meer them during the school day (APA Presidenrial Task Force on PTSD and Trauma
in Children and Adolescents, 2008; Rossen & Hull, 2013). Although some argue that such efforts are
secondary to the goal of educating children, the increasing recognition of the impact of stress, adversity,
and trauma on learning has brought a sense of urgency to the creation of trauma-sensitive schools (Cole,
Eisner, Gregory, & Ristuceia, 2013).

SCOPE OF THE PROBLEM

The list of potentially trauma-inducing issues that impact children and adolescents is very long, precluding
a full presentation of prevalence rates in this document.

o Child abuse awd weglet: There are more than 3 million referrals involving 6 million children each year for
child abuse and neglect in the U.S. (Institute of Medicine and the National Research Council, 2014},
An estimated 679,000 children were victims of abuse and neglect in fiscal year 2013 (LS, Department
of Health and Human Services, 2015).

o Exposnre to tiolence: Nearly 61% of youth younger than age 17 report having been exposed ro violence
in the past year (Finkelhor, Tumer, Ormrod, & Hamby, 2009; Sickmund, & Puzzanchera, 2014).
Students ages 12-18 were victims of 749,200 serious violent crimes and simple assaults in 2012, and
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7% of students in grades 9-12 reported being threatened or injured with a weapon, such as a gun,
knife, or club, on school property in 2011 (Robers, Kemp, Rathbun, & Morgan, 2014).

Buflying: During the 2009-10 school year, 23% of public schools reported thar bullying occurred
among students on a daily or weekly basis (Robers et al,, 2014),

Natural ditasters: Nearly 14% of U.S. children aged 2-17 report having been exposed to a disaster in
their lifetime, and more than 4% report having experienced a disaster in the past year (Becker-Blease,
‘Turner, & Finkelhor, 2010).

Homelessness, poventy, and food insecurity: More than 1.6 million American children, one in 45, are homeless
during the course of each vear (National Center on Family Homelessness, 2011). During the 2008-09
academic year, schools across the ULS. identified 956,914 students who were homeless, a 41% increase
over two years (National Center for Homeless Education, 2010). In 2013, 21% of school-age children
were living in poverty (Kena et al,, 2015). More than one in five U.S. children is food insecure (ETS
Cenrer for Research on Human Capiral and Education, 2013).

Immrigration: In 2013, there were 7,255,000 U.S, children under age 18 who are foreign-born or who
have at least one foreign-born parent, in which neither resident parentis a U.S, citizen (Kids Count
Data Center, 2015). The number of unaccompanied children ing the U.S. grew dramatically from
6,000 in 2011 o an estimated 60,000 in 2014 (L1.5. Department of Health and Human Services,
Administration for Children and Families, Office of Refugee Resertlement, n.d.).

Parental isiwes. Approxi ly 8.3 million children in the LS, have parents under correctional
supervision (prison, jail, parole, or probation), and nearly half of those children are in or approaching
adolescence (Correctional Association of New York, 2009). There were 700,000 children with at least
one military parent deploved to a war zone in 2007 (American Psychological Association Presidential
Task Force on Military Deployment Services for Youth, Families, and Service Members, 2007).

CONSEQUENCES

An abundanee of empirical evidence reveals that childhood i iences can chronically and
extensively alter social, psychological, cognitive, and biological dcwluprncnr (Cook et al., 2005}, Here are a
few of the many empirical findings:

Childhood rraumatic experiences can produce negative changes in the structure and function of the
brain that are pervasive and lasting (Anda et al., 2006; Lupien, McEwen, Gunnar, & Heim, 2009;
Teicher et al., 2003).

Childhood traumatic experiences have the power to undermine child and adolescent development in

myriad areas that th demic success: ication skills, col sense of self, coping
qlulls, peer and adult relationships, the abllln to attend to classroom tasks and instructions, organizing
and remembering informartion, and g d-cffect relationships (Briggs-Gowan, Carter, &

Ford, 2011; Cole et al,, 2005; De Bellls, \Voollr:} & Hooper, 2013; (‘mdl.man Miller, & West-Olatunii,
2012; Madrid, Grant, Rcﬂ]y. & Redlencer, 2006; Williams, 2007).

Adverse childhood experiences increase a child’s risk for a arange. of health problems as an adolescent
and adulr, including aleohol and sub abuse, dep parmer violence, multiple
sexual f suicidality, uni led pregnancy, and adolescent pregnancy (Centers for Disease
Conrrol and Preventon, 2014).
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+  Negative health outcomes for children and adolescents are a function of the amount and degree of
exposure to stress and adversity, with the risk for negative outcomes increasing with each cumulative
adverse experience (Feliti ex al., 1998).

ASSESSMENT

Although adversity and rauma are pervasive among students, service providers regularly attempr 1o
address the symptoms rather than the source of distress (Cooper et al,, 2007). Several screening measures
have become available to examine exposure ro adverse childhood capcncm:cs, and the National Child
Traumatic Stress Network (n.d.) has compiled a compendium of Jardi for use in
assessing complex trauma. However, it is important to note that not all individuals experiencing adversity
or stress develop trauma, and assessing the development of trauma symptoms poses several challenges.

+ A single psychiatrie diagnosis does not exist that can aceount for the cluster of symproms that
rescarch has shown occurs frequently in children exposed to trauma (I Andrea, Ford, Stobach,
Spinazolla, & van der Kolk, 2012),

*  There are few psychomerrically sound diagnostic instruments for directly assessing trauma in children,
and those that are available do not appropriately consider children’s developmental levels (Hawkins &
Radcliffe, 2006; Strand, Pasquale, & Sarmiento, 2011).

. A is often acc lished using parent questionnaires, and research indieates that parents may
be less aware of their child’s symptoms of internalizing disorders, such as anxiety and depression
(Teagle, 2002), and those of their older children, since their symptoms may become less overt and
occur in settings outside of the home (Achenbach, Dumenci, & Rescoria, 2002).

+  Only 16% of adolescents developl"TSD after exp to adverse experiences. Rates also manged
from 8% among boys experiencing nor personal adversity to 33% of girls experiencing
interpersonal adversity (Alisic et al 2014).

INTERVENTIONS

Trauma-informed care is based on these core principles: creating a sense of safety; practicing
trustworthiness and transparency; employing collaboration and liry; practicing emy

fostering voice and dmicc; and recognizing cultural, historical, and gender issues (Substance Abuse and
Mental Health Services Administration, 2014), School-based p and hes have been
developed o sddmss the i impact of childhood wraumatie cxpenmces by mducm.g emotional and behavioral
problems and fi li For progr that involve g for trauma, students are selected
for parumpsmon \:a four major avenues: mfmls from school- emp]a)cd mental health professionals or
teachers, by parents, targeted screening at school, and general screening at school (Jayeor,
Morse, Tanielian, & Stein, 2006). Given the complex and varied presentation of trauma symproms,
however, no single intervention is appropriate for all children and adolescents. Although many have not
ver been evaluared, some have demonstrated positive results and many are based on evidence-based
techniques (Jayeox et al., 2006).

«  Empirical studies have demonstrated the positive impact of trauma-focused cognitive behavioral
therapy (TF-CBT) o help children, adolescents, and their carcgivers overcome trauma-related
difficulties. Findings consistently demonstrate its effectiveness in reducing symptoms of posteraumatic

MNASP Research Summaries. 3
A resource from the National Association of School Psychologists | wwwngsponlinegrg | 301-857-0270 | B66-331-6277



251

Creating Trauma-Sensitive Schools

stress disorder, symptoms of depression, and behavioral difficulties (Child Welfare Informarion
Gateway, 2012).

+  An evaluation of trauma-sensitive practices in high school }lc]ded v idence that it -ngmﬁcanrl\
increases student resilience overall and on each of its comy ions: supportive
problem solving, and optimism, Grades were uniformly higher among 70% of students whose
resilience scores had increased, irrespective of initial trauma levels (Longhi, 2015).

+  The Auachment, Self-Regulation, and Comp v (ARC) model for addressing the impact of trauma
experiences is grounded in child development theory and empirical knowledge about the effects of
trauma. It emphasizes intervening with the child-in-context and the creation of effective and
sustainable outcomes through sy ic change (B in & Kinniburgh, 2010; Kinniburgh, Blaustein,
& Spinazzola, 2005),

+ The Head Start Trauma Smart program is used in Head Start classrooms to decrease the stress of
chronic trauma, foster social and cognitive develop and create a infi d culture for
young children, parents, and staff. An evaluation revealed statistically significant improvements in the
ability to pay atention, externalizing behaviors, internalizing behavior, and oppositional defiance
(Holmes et al., 2014).

SCHOOL-BASED MENTAL HEALTH SUPPORTS

Research has shown that social support, resilience, and hope are important in helping children suceessfully
cope with the mental and behavioral chall that often accompany exposure to trauma (Hines, 2015).
To ensure the academic success of these students, it is necessary for schools to address their health and
emotional well-being. Specific school-based interventions are most effective when they are implemented
within the context of integrated and coordinated mental and behavioral health services for all snad
(Adelman & Taylor, 2013; Huang et al., 2005). Involvement of specialized instructional support personnel,
such as school ps\chult}gasts school counselors, and school social workers, is critical given that few pre-
service teacher T include comp 1o help educators develop the skills and coping
strategies needed o detect and reach traumatized students (Wong, 2008). School-based mental health
supports take a variety of forms:

+ Interventions usmg pusmvc behavior supports have been shown to improve academic performance
and d (Caldarella, Shatzer, Gray, Young, & Young, 2011; Luiselli, Putnam,
Handler, & Feinberg, 2005, Waasdorp, Bradshaw, & I;:af 2012).

+  Students who participate in school-based zoeial and emotional learning programs show significant
improvement in grades and standardized test scores, social and emotional skills, caring attitudes, and
positive social behaviors, and a decline in disruptive behavior and emotional diswress (Bierman et al,,
2010; Dutlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011).

+ Interventions thar foster Eag in school have been shown o reduce high school
dropout (Reschly & Chri 2006) and improve academic performance (Battistich, Schaps, &
Wilson, 2004; Caralano, Haggerry, Oesterle, Fleming, & Hawkins, 2004).

o Interventions that foster strong and supportive relationships with teachers help students o feel more
safe and secure in school, feel more competent, make more positive connections with peers, and
achieve greater academic success (Hamre & Pianta, 2006).
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SCHOOL POLICIES

Policies to supporr tra informed care are relatively new, bur ing rapidly within some
organizations. Several areas are ripe for policy development, including the need to develop practice
standards and collect evidence of the impact of interventions (Yatchmenoft, 2015). Yet, schools that have
already implemented comprehensive school safetly policies and practices are already natrally trauma
sensitive to some degree. Multitiered systems of supports, positive schoul climates, and well- trained staff
conrriburte to posit s for students while fostering For some
m:h()ol’», even small steps can pn)ducc slgmfcxm progress toward the creation of trauma-sensitive leaming

Y Broad is ing which policics support the creation of trauma-
sensitive schools, such as the fu]low-mg.

5 TegA

»  The ecologies of trauma-sensitive schools have these interrelated characteristies: 1) Staff understand
trauma’s impact on learning and the need for a school-wide approach; 2) the school helps students feel
safe (physically, socially, emotionally, and academieally); 3) the school addresses students’ needs in
holistic ways that take into account their relationships, self-regulation, academic T ce, and
physical and emotional well-being; 4) the school connects stud to the school ity and
provides them with multiple opportunities to practice newly developing skills; 5) staff work as a team
and share responsibility for all stadents; and 6) staff anticipate and adapr to students” ever-changing
needs (Cole et al., 2013).

+  Effective discipline policies can be especially important in counteracting the effects of trauma
(Ristuccia, 2013), Zero tolerance policies, in particular, have been shown to be ineffective and even
counter-productive in terms of supporting appropriate behavior and i ing student eng; in
school (American Psychological Association Zero Tolerance Task Force, 2008). Supportive
approaches to discipline involving fair and consistent enforcement efforts and the availability of caring
adults are more effective, while avoiding the negative ¢ juences of punitive approaches (Gregory
etal., 2010).

+ Interventions based on positive behavior supports have been shown o decrease behavior problems
and improve academic performance (Caldarella et al., 2011; Waasdorp, Bradshaw, & Leaf, 2012).

«  School codes of conduct should promote positive student behaviors and include graduared systems of
developmentally appropriate TESPONSES 1o student misconduet that hold studcnrs responsible for their
actions. FExamples include making sure interventions are ¢ lrurall engaging stud in
efforts to improve the code of eonduct, making use of restitution, cmplm ing cooling off periods, and
ensuring that students continue to receive quality instruction when they are removed from the
clssroom for disciplinary reasons (Morgan, Salomon, Plotkin, & Cohen, 2014),
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Chairman Gregorio Sablan

Early Childhood, Elementary and Secondary Education Subcommittee
Education and Labor Committee

U.S. House of Representatives

Washington, DC 20515

Dear Chairman Sablan:

On behalf of the 3 million members of the National Education Association and the 50 million
students they serve, we thank you for recognizing that violent events—Ilike school shootings and
everyday community violence—can leave lasting scars on our students’ minds, as well as their
bodies. It is important to discuss ways to help them. We would like to submit for the record
timely materials from our flagship publication, NEA Today, in connection with the September
11 hearing, “The Importance of Trauma-Informed Practices in Education to Assist Students
Impacted by Gun Violence and Other Adversities.”

A workshop developed by teacher Melodie Henderson—potentially a model that could be used
nationwide—provides basic information, tips, and strategies on ways to improve leaming
atmospheres for students with mental ilinesses. For more information, please see the attached
excerpt from “Are Schools Ready to Tackle the Mental Health Crisis?” The full article is
available at http://neatoday.org/2018/09/13/memal-health-in-schools/

Professor Janet Shapiro, dean of the Graduate School of Social Work and Social Research and
director of the Center for Child and Family Wellbeing at Bryn Mawr College, discusses the
challenges facing both students and educators in the attached article, *Helping Students Cope
with Active Shooter Drills,” also available at hup:/neatoday.org/2019/08/29/helping-students-
cope-with-active-shooter-drills

We thank you for the opportunity to submit these materials and stand ready to help address these
vitally important issues.

Sincerely,
Marc Egan

Director of Government Relations
National Education Association

Chairman SABLAN. Again, I want to thank the witnesses for their
participation today. What we have heard is very valuable. Mem-
bers of the committee may have some additional questions for you,
like I said, and we ask the witnesses to please respond to those
questions in writing. The hearing record will be held open for 14
days in order to receive those responses.

I remind my colleagues that pursuant to committee practice, wit-
ness questions for the hearing record must be submitted to the Ma-
jority Committee Staff or Committee Clerk within 7 days. The
questions submitted must address the subject matter of the hear-
ing.

I now recognize the Ranking Member for his closing statement.
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Mr. ALLEN. Thank you, Mr. Chairman.

I want to thank the witnesses for coming today. And I do want
to clarify that, first, I am not talking about stigma or shaming. I
am talking about the importance of faith and family in this culture.
As we said in the beginning of the hearing, the testimony today
makes it clear that trauma has a detrimental impact on student
lives.

We heard a lot of statistics about children suffering as a result
of trauma. In fact, I am amazed at the numbers we are talking
about here. But the bottom line is that each one of those numbers
is a child, a child that needs to be helped and given the attention
they need to succeed in life. I think Ms. Hofmeister shared some
interesting information about projects she has undertaken in her
State to help these students.

One of the reasons I ran for Congress is an experience I had in
my district. I supported a school there. I actually built the school.
It is a great example of what it takes in children who have experi-
enced trauma to transform their lives.

I was proud to be a part of a local movement in Augusta, Geor-
gia, which created the Heritage Academy. The Heritage Academy
is a mission-based school that serves inner city school kids who
have been labeled losers in the public school system. Their moms
have no choice but to send these children to Heritage School. And
they have been given up on by everybody but their mom.

One of the key elements of this school is that kids are given a
faith-based education. These children come from broken homes and
through their education they learn their value and worth, taught
by loving teachers, who are free to share their values so these stu-
dents can learn the truth about what is right and what is wrong.

These kids grow up to go to the best schools in Georgia and this
Nation. I have never seen anything like it. It is a complete miracle.
Heritage Academy is one of the many reasons that I believe fami-
lies need options in education, options that help them connect with
individuals who will care about them and help trauma not be a life
sentence. It is not for everybody, but there are young people that
need this. Considering what we have learned today about trauma,
I believe this even more so.

I did share earlier about this book, Death on Hold. This gen-
tleman experienced everything that you described out there today.
In fact, his life would be the capital T trauma. He was on death
row. This man made a covenant with God, if God would let him
live that he would make a difference. I ask you to read this book.
It will tell you a lot about what is going on in this culture and
what he says needs to be done to turn it around, because, like I
said, he made a covenant to do that. And I encourage you to do
that. In fact, he is now on life without parole, and I am going to
do everything I can to get him pardoned, to get him out there talk-
ing to young people about his experiences and the consequences of
those experiences. He is an amazing, amazing individual.

Thank you again for being here today and helping us to learn
more about this issue.

And, with that, Mr. Chairman, I yield back.

Chairman SABLAN. Thank you very much, Mr. Allen.
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I now recognize myself for the purpose of making my closing
statement.

Again, thank you again to our distinguished witnesses for being
with us. The insights and expertise you shared today make clear
that childhood trauma is a pervasive public health crisis that de-
mands our attention.

Far too many children suffer from trauma that prevents them
from healthy growth and success in school. Without adequate care,
these child victims of trauma can become life-long victims. Yet,
when a child struggling with toxic stress acts out in class, many
of our schools resort to harsh discipline that not only fails to ad-
dress the student’s trauma but can even elevate it. Even schools
that understand the care needed for traumatized children lack the
resources and assistance to offer adequate student services. That is
why Congress must invest in trauma-informed school practices that
ensure children coping with trauma can look to their schools for
support, not further harm.

Before I close, let me reiterate again that our children’s trauma
can be prevented if we are able to recognize and address the root
causes. If we can come together to stop the school shootings, end
the separation of families at the border, and address widespread
poverty, we can not only care for victims of trauma, but prevent
children from becoming trauma victims in the first place. Only
then can we truly ensure that all children have a chance at reach-
ing their full potential.

Thank you very much, again, to all of you. Thank you, Mr. Allen,
for being with us today. And if there is no further business, with-
out objection, the committee stands adjourned. Thank you.
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[Questions submitted for the record and their responses follow:]
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SUBAn LD PEET U.S. HOUSE OF REPRESENTATIVES
. 2176 RAYBURN HOUSE OFFICE BUILDING
et e WASHINGTON, DC 20515-6100
JAHANA HAYES. W
ﬁé&% September 19, 2019

Ms. Ingrida Barker, Ed.D.
Associate Superintendent
McDowell County Schools
30 Central Avenue

Welch, WV 24801

Dear Dr. Barker:

. SEAITH CAKDTA
FRED KELLER. PERNSYLVANIA

I would like to thank you for testifying at the September 11, 2019 Early Childhood, Elementary,
and Secondary Education hearing “The Importance of Trauma-Informed Practices in Education

to Assist Students Impacted by Gun Violence and Other Adversities. "

Please find enclosed additional questions submitted by Committee members following the
hearing. Please provide a written response no later than Friday, September 27, 2019, for
inclusion in the official hearing record. Your responses should be sent to Lakeisha Steele of the
Committee staff. She can be contacted at 202-225-3725 should you have any questions,

1 appreciate your time and continued contribution to the work of the Committee.

Sincerely,

ROBERT C. “BOBBY"” SCOTT
Chairman

Enclosure
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[Whereupon, at 12:33 p.m., the subcommittee was adjourned.]
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