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I. Authority

The Commission on Youth is established in the legislative branch of state government.
Section 30-174 of the Code of Virginia directs the Commission on Youth to "...study and provide
recommendations addressing the needs of and services to the Commonwealth's youth and their
families." This section also directs the Commission to "...encourage the development of
uniform policies and services to youth across the Commonwealth and provide a forum for
continuing review and study of such services."

Section 30-175 of the Code of Virginia outlines the powers and duties of the Commission on
Youth and directs it to “[u]ndertake studies and to gather information and data in order to
accomplish its purposes as set forth in 8§ 30-174, and to formulate and report its
recommendations to the General Assembly and the Governor.”

In fulfilling its duty as set forth in the Code of Virginia, the Virginia Commission on Youth, in
partnership with the L. Douglas Wilder School of Government and Public Affairs at Virginia
Commonwealth University, hosted its sixth Family Impact Seminar on May 24, 2017 on the
Adverse Effects of Childhood Trauma. This report summarizes the activities of the Commission
on Youth related to its work on trauma-informed care.

Il. Members Appointed to Serve

The Commission on Youth is a standing legislative commission of the Virginia General
Assembly. It is comprised of twelve members: six Delegates, three Senators and three citizens
appointed by the Governor.

Members of the Virginia Commission on Youth are:
Senator Barbara A. Favola, Arlington, Chair
Senator Charles W. “Bill” Carrico, Sr., Galax
Senator David W. Marsden, Burke
Delegate Richard L. Anderson, Woodbridge
Delegate Richard P. “Dickie” Bell, Staunton, Vice Chair
Delegate Peter F. Farrell, Richmond
Delegate Mark L. Keam, Vienna
Delegate Daun S. Hester, Norfolk
Delegate Christopher K. Peace, Mechanicsville
Karrie Delaney, Chantilly
Deirdre S. Goldsmith, Abingdon
Christian Rehak, Esq., Radford


http://law.lis.virginia.gov/vacode/30-174/

[ll. Executive Summary

The Virginia Commission on Youth, in partnership with the L. Douglas Wilder School of
Government and Public Affairs at Virginia Commonwealth University, hosted a Family Impact
Seminar on May 24, 2017 on the Adverse Effects of Childhood Trauma. This report
summarizes the activities of the Commission on Youth related to its work on trauma-informed
care during the 2017 study year. Approximately 160 participants attended the Seminar,
including legislators, members of the executive branch, local officials, educators, advocacy
groups, service providers, higher education professionals, and stakeholders. Seminar
participants learned that youth exposed to trauma have a greater risk of experiencing disease,
violence, homelessness, and criminal justice involvement.

As a result of the Seminar and further study on trauma-informed care, the Commission
developed draft recommendations that were presented at the September 20, 2017 meeting.
After receiving public comment on these recommendations, at the November 8, 2017 meeting,
the Commission approved the following recommendations:

Recommendation 1 — Trauma-Informed Care Interagency Workgroup

Request the Governor to include in the proposed biennial budget, language directing the
Office of the Secretary of Health and Human Resources, in cooperation with the Office of
the Secretary Education, to create a Trauma-Informed Care workgroup. The workgroup
shall include representatives from the Department of Social Services, the Department of
Behavioral Health and Developmental Services, the Department of Criminal Justice
Services, the Department of Juvenile Justice, the Department of Education, the Office of
Children’s Services, the Department of Medical Assistance Services, the Virginia
Department of Health, the Family and Children’s Trust Fund of Virginia, other state agencies
as needed, stakeholders, researchers, community organizations and representatives from
impacted communities. The workgroup shall (i) develop a shared vision and definition of
trauma-informed care for Virginia; (ii) examine Virginia’s applicable child and family-serving
programs and data; (iii) develop an implementation plan for data-sharing; (iv) develop
strategies to build a trauma-informed system of care for children and families across the
Commonwealth; (v) identify indicators to measure progress; (vi) identify workforce
development opportunities around evidence-based and best practices; and (vii) identify
needed professional development/training in trauma-informed practices for all child-serving
professionals. In addition, the workgroup shall explore opportunities, including the creation
of public/private partnerships to expand trauma-informed care throughout the
Commonwealth. The Secretary of Health and Human Resources and the Secretary of
Education shall report to the Chairman of the Senate Finance and House Appropriations
Committees and the Virginia Commission on Youth by December 15 of each year. Include
an appropriation of $150,000 each year for staff support to coordinate and carry out the
duties of the workgroup.

Recommendation 2 — Establish a Small Grants Program

Request the Governor to include in the proposed biennial budget a General Fund
appropriation of $250,000 to serve as a dollar for dollar match for private, foundation and
nonprofit money raised to support a grants program of the Family and Children’s Trust Fund
(FACT). These dollars shall fund a competitive small grants program to prevent, mitigate or
help children ages 0-6 recover from Adverse Childhood Experiences across the state.
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Recommendation 3 — Virginia’s Tiered Systems of Support

Request the Governor to include in the proposed biennial 2018 budget, a General Fund
appropriation of $250,000 to increase the existing General Fund appropriation to the
Department of Education's Virginia’'s Tiered Systems of Supports directing the additional
funds to support Title | and Accreditation Denied Schools.

IV. Background

The Commission on Youth received a presentation from Dr. Allison Sampson-Jackson at the
October 20, 2016 meeting on how to build trauma-informed communities in Virginia. Using the
Substance Abuse and Mental Health Services Administration’s definition, individual trauma
results from "an event, series of events, or set of circumstances that is experienced by an
individual as physically or emotionally harmful or life threatening and that has lasting
adverse effects on the individual's functioning and mental, physical, social, emotional, or
spiritual well-being." Dr. Sampson-Jackson outlined the consequences of exposure to violence
during childhood. Adverse Childhood Experiences (ACEs) and how ACEs influence health,
learning, and unhealthy behaviors later in life were discussed. In addition, Dr. Sampson-
Jackson detailed the long-term consequences of ACEs including additional child and adult
medical costs, productivity losses, child welfare costs, criminal justice costs, and special
education costs. The importance of resilience was discussed in combating the effects of
childhood trauma. At the conclusion of the presentation, the Commission agreed to request that
Virginia Commonwealth University consider selecting Adverse Childhood Experiences as the
topic for next year's Family Impact Seminar. A letter was sent to Virginia Commonwealth
University with this request which received a favorable response.

At the Commission on Youth meeting on May 24, 2017, the Commission, in partnership with
the L. Douglas Wilder School of Government and Public Affairs at Virginia Commonwealth
University, hosted a Family Impact Seminar on the Adverse Effects of Childhood Trauma.
Approximately 160 participants attended the Seminar, including legislators, members of the
executive branch, local officials, educators, advocacy groups, service providers, higher
education professionals, and stakeholders. Seminar participants learned that youth exposed to
trauma have a greater risk of experiencing disease, violence, homelessness, and criminal
justice involvement.

The Commission members, invited guests, and seminar participants received the following
presentations at the Family Impact Seminar. Presentations may be found in the appendix.

The Impact of Adverse Childhood Experiences (ACES)
Allison Jackson, Ph.D., LCSW, CSOTP
Director, System of Care, Magellan of Virginia

Addressing Trauma’s Medical Impact

Michel Aboutanos, MD, MPH, Professor of Surgery, VCU School of Medicine
Chair, VCU Division of Acute Care Surgical Services

Medical Director, VCU Trauma Center, VCU Medical Center

Sexual Victimization of Children

Christina Mancini, Ph.D.

Associate Professor, L. Douglas Wilder School of Government and Public Affairs,
Virginia Commonwealth University
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Trauma among Youth in Corrections

Hayley Cleary, Ph.D.

Assistant Professor, L. Douglas Wilder School of Government and Public Affairs, Virginia
Commonwealth University

Seminar participants learned that youth exposed to trauma have a greater risk of
experiencing disease, violence, homelessness, and criminal justice involvement. The Family
Impact Seminar speakers provided participants with an array of recommendations with the goal
of preventing and addressing childhood trauma. Presenters offered suggestions in providing
services and supports to children who have experienced trauma; addressing trauma in the
medical community; increasing the awareness of sexual victimization of children; and
understanding trauma experienced by youth in corrections.

Following the Seminar, the Commission sent letters to members of the Governor’s
Children’s Cabinet highlighting recommendations presented by the seminar speakers. In
addition, the Commission requested a presentation from the Children’s Cabinet on trauma-
related initiatives. Specifically, the Commission requested information on any legislative or
budgetary actions that may be necessary to implement strategies in preventing or addressing
childhood trauma and its impacts. At the Commission’s September 20, 2017 meeting, the
Secretary of Health and Human Resources, William Hazel, and the Secretary of Education,
Dietra Trent, provided the Commission with an update of the activities of the Children’s Cabinet.
Their presentation may be found in Appendix E. Following their update, Commission staff
presented draft recommendations for trauma-informed care.

V. Findings and Recommendations

After presentation of the findings and recommendations at the Commission’s September 20,
2017 meeting and receipt of public comment, the Commission on Youth approved the following
recommendations at the November 8 meeting:

Findings:

A trauma-informed care interagency workgroup is needed to assist in the development of a
trauma-informed system in Virginia. All impacted state agencies, along with stakeholders,
researchers, community organizations and representatives from impacted communities
should be included in this effort.

Recommendation 1

Request the Governor to include in the proposed biennial budget, language
directing the Office of the Secretary of Health and Human Resources, in
cooperation with the Office of the Secretary Education, to create a Trauma-
Informed Care workgroup. The workgroup shall include representatives from the
Department of Social Services, the Department of Behavioral Health and
Developmental Services, the Department of Criminal Justice Services, the
Department of Juvenile Justice, the Department of Education, the Office of
Children’s Services, the Department of Medical Assistance Services, the Virginia
Department of Health, the Family and Children’s Trust Fund of Virginia, other
state agencies as needed, stakeholders, researchers, community organizations
and representatives from impacted communities. The workgroup shall (i)
develop a shared vision and definition of trauma-informed care for Virginia; (ii)
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examine Virginia’s applicable child and family-serving programs and data; (iii)
develop an implementation plan for data-sharing; (iv) develop strategies to build
a trauma-informed system of care for children and families across the
Commonwealth; (v) identify indicators to measure progress; (vi) identify
workforce development opportunities around evidence-based and best practices;
and (vii) identify needed professional development/training in trauma-informed
practices for all child-serving professionals. In addition, the workgroup shall
explore opportunities, including the creation of public/private partnerships to
expand trauma-informed care throughout the Commonwealth. The Secretary of
Health and Human Resources and the Secretary of Education shall report to the
Chairman of the Senate Finance and House Appropriations Committees and the
Virginia Commission on Youth by December 15 of each year. Include an
appropriation of $150,000 each year for staff support to coordinate and carry out
the duties of the workgroup.

Findings:
A small grants initiative is need to support communities in developing trauma-informed
systems and services.

Recommendation 2

Request the Governor to include in the proposed biennial budget a General Fund
appropriation of $250,000 to serve as a dollar for dollar match for private,
foundation and nonprofit money raised to support a grants program of the Family
and Children’s Trust Fund (FACT). These dollars shall fund a competitive small
grants program to prevent, mitigate or help children ages 0-6 recover from
Adverse Childhood Experiences across the state.

Findings:

Schools play a critical role in providing trauma-informed services to students and families.
Virginia’s Tiered Systems of Supports provides training, technical assistance, and on-site
coaching to public school teachers and administrators on the implementation of positive
behavioral interventions and supports program. This programming addresses both the
academic and behavioral needs of students including students impacted by trauma,
improves school climate, and reduces disruptive behavior in the classroom.

Recommendation 3

Request the Governor to include in the proposed biennial 2018 budget, a
General Fund appropriation of $250,000 to increase the existing General Fund
appropriation to the Department of Education's Virginia’s Tiered Systems of
Supports directing the additional funds to support Title | and Accreditation Denied
Schools.
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Impact of Childhood Trauma on Health
Adverse Childhood Experiences and Resilience

Presented by:
Dr. Allison Sampson-lackson, PhD, LCSW, LICSW CSOTP

» ¥

Defining Trauma

Individual trauma results from an event, series of
events or set of circumstances that is experienced by
an individual as physically or emotionally harmful or
life threatening and that has lasting adverse effects on
the individual’s functioning and mental, physical,
social, emotional or spiritual well-being.

-SAMHSA definition 2014

Magalin




* Emotional abuse

* Physically abuse

« Sexual abuse

* Mot loved, not important
= Poverty

* Usingdrugs/substances

* Separation/divorce

* Substance abuse

= Prison

= Mother- interpersonal viclence

« Mentally health diagnosis

Adverse Childhood Experiences—A Primer Video

*Remember thisisaresearchtool orfor your personal reflection now,
not intended to be read to someone and used independently as a screen.

* Alcohelismand akohol abuse

* Depression

* Fetal death

* Health-relsted quality of |fe

* Ilicitdrug use

* lzchemic heartdizeasze [IHD)

* Liver dizease

* Riskforintimate partmer violence
*  Multiplesexual partmers

v Sexually transmitted diseases (STD=)
* Smoking

* Suicide attempts

* Unintended pregnancies

* Early initiationof smoking

* Early initigtion of sexual activity

*  Adolescentpregnancy

hitp:/ www.coleva.n

* Chronic obstructive pulmonary disease (COPD)

¥

Consequences of a Lifetime Exposure to Violence and Abuse 3
i

Comsequences of Lifetime Exposure to

Vialence and Abuse

4

1




ACEs Score: Adoption of At-Risk Health Behaviors = .

http://www.iowaaces360.org/impact-of-aces.html =
ALE Score Rish
4 260% more likely to develop COPD
500% more likely to develop alcoholism
Females are 5004 maore likely to become victims of domestic violence,
Females are almost 900% more likely to become victims of rape
24 2% more likely to smoke
2220 more likely to become obese
A57% more likely to experience depression
#43% more likely to use illicit drugs
1133% maore likely to use injected drugs
298% more likely to contract an STD
1525% more likely to attempt suicide
5355% more likely to develop alcoholism
i 250% more likely to become adult smoker
A male child with an ACE score of & has a 4,600% increase in the
likeliliood that he will become an IV drug user Liter in life
More likely to die 20 years younger tham a person with no ACEs
T Adult suicide attempts increased 3000056
Childhood and adolescent suicide attempts 51009
5.000% more likely to develop hallucinations
Increased the risk of suicide attempts 51-fold among
childrenfadolescents
Increased risk of suicide attempts 30-fold among adults

ACEs and Leading Causes of Death
Linked to 7 out of the 10
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The 10 leading causes of death In the world
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Recommendations for Improving Youth and Family Hepffh

#1 —Get a Baseline on lmpact of ACEs in Vinginia VDH- BRFS5 added 2016

#2 —Dwer Sampling of BRF3S in key communities of conoem Morfolk, Petersburng, &
Richmeond 2017

#3 —Coondinate Cross Systemn Data Collection to Fooues Heglth Responss Lora Porter & Walla Walla
WA work

21 —lIntegrat= ACEs Professional Development Plan scross all Heslth & Human S=rvices ADEs Interfacs

Systems

#5 — Preventative Stratesies for Next Generation Heslth Washington NEAR HV
Fusniing

#6 —Engage Hospitals in Preventative HealthCare Approaches Bounce Back Campsign
Funediing

#7 = Reguire Pediztricians to Soresning for ACEs CYW-aCEs O

#8 —Integrate Tauma Informed Care into all 3 tiers of Schools WT55 and DC meode

#9 —Cregte Responsive HeglthlCane Systems for Super Utilizers via Enhanosd Cane Camden Healthozne T

Coordination Breniner Pilot Funeding

#10 — Integrate Treuma Informed Care into Jaill Soresning and Programs whils HARP program replication

Enhancing Care Coordination

Magellan

HEBLTHLARE

Recommendation One:
Get a Baseline on Impact of ACEs in Virginia




s 2015 Nemrter & Cordes

ACE interface
Master Trainers
Active in 2016
Minnesota
Wisconsin
Alzsia

South Carofing
Louisiana
Washington
Eastlowa
Colorado
Orezon g -
Indiana

Sonoma County. CA

N

Maggllan,...
Recommendation Two:
Over Sampling of BRFSS in
Key Communities of Concern
A \
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Population Attributable Risk

* A largeportion of many heaith, safety
and prosperity conditions is attributable
to Adverse Childhood Experience.

* ACE reductionrelably predictsa
decrease in all ofthese conditions

simultaneously

[ Martal Mealh | Dinsatietaction,
/  Concion(s)
| Datutod M » Days
of Work | Activity

Foundation for Healithy Generations .
{2014-2015). Heclth, Safety ond Resilience: Foundgtions for
Heglth Equity . Seattle: Foundation for Healthy Generations

Population Attributable Risk ;
. o |
Bb1% Incarceration for Adults
7% Fell z3x in 3 months
31% Current Smoker
3% Drinking and Driving -
51% High Risk HIV
15% Insulin Diabetes
17% Asthma
B69% Mental lliness

41% Chronic Depression

67% Suicide Attempts

653 Alcoholism

78% IV Drug Use

54% Painkillers to get high

14% Mot graduating college or tech
20% Ot of Work = 1 year

5% lob Injury (medical)

43% Interrupted activities = of 30 days

Foundation for Healthy Generations .
{2014-2015). Heglth, Sefaty ond Resiiance: Foundotions for Heclth Equity . Seattle: Foundation for Healthy Genetions
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BRFSS Data in Washington Example ' v

< PREVALENCE OF 6-8 ACES
~ AMONG WASHINGTON ADULTS AGE 18-44 v

http://www.tulalipnews.com/wp/2014/09/03/
adverse-childhood-experiences-aces-chronic-
health-and-addiction-in-indian-country/

Magellan

HEMTHEARE

Recommendation Three:
Coordinate Cross System Data Collection and
Thriving Maps in these Areas
to Focus Health Response

vii
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Building a Trauma Informed Community — ‘
Resilience Trumps Aces - 1
=

®F-8. -~ Resilience ‘raimes ACEs

I rmvars Revasca b

Walla Walla organizations that build resilience

P sty Lt iy

Bubmtanen Uee

v e VA

High Capacity Communities Ty P

Reduce Percent of Young Adults With = 3 ACEs 4 |
POSITIVE ACE

TREND MEANS
REDUCED CASES:

=k o S
== 1558
i Ay e
o) e
s 128
Canoe -]
e Dmnge | 1004 ACE REDUCTION IS A WINMABLE ISSUE
T ——
M e \:luil: el e /-' T .
M s e 1 3845 Youngest \
! ge Cohort
HV | 1254 . AgeC /
-L,_\_\_H__ _______/
Singe Crhiing 3727 i . . A
=T FEET) =T 185
s 10274
— W Aty g cazacity
fnma, xxr, FEs) fomz, Z2m S0
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Washington Community Capacity Building

Funded Community Metworks showed significant improvement in Severity Index
* Qut of home placement
* Loss of parental rights
* Child hospialization ratesfor accident and injury
* High School DropOut
* JuvenileSuidde Attempts
* Juwvenilearrestsfor alcohol, drugs, and viclent crime
* Juvenile offenders
* Teen births
* Low birth weights
* MNothird trimester maternity care
+ Infant mortality
* Fourth grade performance on standardized testing

Hail J, Porter L, Longhl O, Becker-Gresn J, and Drysfus 5 (2012) Reducing Advarse Chilchood Expaniances [ACE) by
Bulging Communily Capacity: A4 Summary of Washingron Family Policy Councll Ressarch Fincings, Journal of
Prsvantion & intervention in the Community 4004, 325-334 -

it S tandtoniine comddolpdfii0 1050 0SS 2352 M2 TOTIES

Magellan

Recommendation Four:
Integrate a ACEs Professional Development
Plan across all Health and Human Services

Systems

HEBLTHLARE




ACEs Interface Master Training v

VT
i [

Throughout the nation, people aretalking aboutthe ACE Study because study
findings reveal this is the largest public health discovery of our time. In any

great public health discovery the most important actions in the first decades
are:

To tell everyone — share the findings effectively and with fidelity, and
To change ourselves and promote changes within cur spheres of influence.

The ACE Interface Train the Maoster Trainer Progrom is designed to support
rapid dissemination of ACE and resilience science, and promote understanding
and application of the science to improve health and wellbeing across the
lifespan. In less than a year, the Master Trainer Program enables delivery ACE
information to diverse communities—with fidelity to science ond concepts—to
tens of thousands of people.

Magellan

HEBLTHLARE

Recommendation Five:
Preventative Strategies for Next Generation Health
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NEAR Science

* Meuroscience
* Epigenetics
*  Adverse Childhood Experiences

*  Resilience

http:/ fenernwhealthygen.org/resources/nearhome-toolkit

http:/ fenenwhealthyeen.org/resources/laura-porter-keynote-address-near-
science-wa-state-resilience-findings

NEAR: What Help actually Helps ?

Support: Feeling socially and emotionally supported and hopeful
* Social Emotional Competence Building
* Hope and aSenseof Future

Help: Having two or more pecple who give concrete helpwhen needed
* ConcreteSupports [not Facebook Friends)

Community Reciprocity: Watching out for children, intervening whenthey are in trouble, and
doing fawvors for one another

* Primary network of protection inyour community
* People you seeeachday and see you

Social Bridging: Reaching outside one's immediate circle of friends to recruithelpfor someone
inside that circle

* Asking for help

* Trusting Systemsand People outsideyour circle torespond and be safe

http:/fwww healthyeen.org/resources laura-porter-keynote-address-near-science-wa-
state-redlience-findings
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Creating the Virtuous Cycle
Promote Virtuous Cycle of Health

Moderate ACE Effects,
Improve Wellbeing

P. t
» Among Parenting Adults Prevent High

ACE Scores
among Children

s g

{
AL Interface
;

Magellan

Recommendation Six:
Engage Hospitals in
Preventative HealthCare Approaches
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Engage Hospitals, VDH and Health Clinics in
Statewide Resilience Campaigns

http:/ fwww.bouncebackproject.orgf

Magellan

HEMTHEARE

Solution Seven:
Require Pediatricians to Screening for ACEs

|
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What’simportant to know about the ACEs Tool ...
LY
*  |Important to note that at this time, there are no psychometrically tested and
validated ACEs screens for children

*  ACEs measure was developed originally as a research tool to gather history
from adults 18 years or older

* Dr. Anda and Laura Porter prefer to call ita history gathering tool versusa
“screening” tool

*  ACEs scores arenot predictive at the individual level therefore itshould not be
used to determine eligibility or diagnosisindependent of 2 comprehensive
psychosocial assessmentwith the use of valid and reliahletools that are shown
to help in predicting likelihood of mental health challenges in living

Laura Porter |personal communication 10/16,/2018)

CYW-ACE-Q Tool Kit Guidance ... v

“In the American Academy of Pediatrics (A4P) policy statement, “Fary Childhood
Adversity, Toxic Stress, and the Role of the Pediatrician: Translating Developmental v
Srience into Lifelong Health, * the AaP explicithy calls on pediatriciansto “actively
screen for precipitants of toxic stress that are commaon intheir particular practices”
6"

Burks Harris, M. and Renschis: T Garner A5, Shonbkoff IP, Segel B3, ot al. Early
|wersion 7,2015). childhoeod adwersity | toxic stress, and the role of
Center for Youth Wiellness ADE-Juestionnaine the pediatrican: Tanskting
{CYW ACE-0 Child, T==n, Te=n 5R). Center for developmental scisncs into falong hezith.
Wouth Wellness, San Francisoo, CA. Peadiztrics.
PziB 2011;1291)o=22 4-=231
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CYW-ACEQ

SECTION 1 Ten items ossessing exposure to the original fen ACEs
* Population level data for disease risk in odults

SECTION 2 Seven or nine items assessing for exposure to additional early life
stressors relevant fo children/vouth served in community clinics

* Hypothesized to leod to disruption in neuro-endocrine-immune axis
* Mot vet comrelated with population level data about risk of disease

Burks Harris, M. and Renschi=:, T
{wersion 7,2015).

Center for Youth Wellness ACE-Jussticnngine
{CVW ACE-0r Child, T=en, Te=n 5R). Center for
Wouth Wallness. San Francisco, CA.

Page 10

fowa

2015

* New patient recordsfor nine month well exams

* NCOA Requirements for a PatientCentered Medical Home
o Enhance Access and Continuity
o |dentify and Manage Patient Populations
o Planand Manage Care
o Provide Self-Care and Community Support
o Trackand Coordinate Care
o Measure and Improve Perfformance

WWWL.NCOa.0rg

*  Created lowa EPSDT Care for Kids Health Maintenance Recommendations for
Pediatricians

2016
* Resiliency Toolkit
hetoc Y wwwiowoaces360 org/individuals-and-families. itmigresiiency

XV
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Recommendation Eight:
Integrate Trauma Informed Care
into all Three Tiers of Schools

= ., % p ;’1

Be a F.O.R.S.E. in your community ' ":'7*_7:
4 i
mage by Lincoln High student Brendon Gilman
Focus ,
On

Resilience &
Social-Emotional

XVi



District of Columbia
Trauma Sensitive Process

[E:iﬁ'ﬁh d E_Rdth oth Grade
fiioa rade Repeaters

= |dentified via + |dentified via « Uni |
Gold Early Warning S s
Assessment Indicators creening

Early Warning Indicator System
Screening for MH and Trauma

Earty Warning Indicetors LA Sliding
[Tier 1} [Toer Wy
LR il [ 7-T-" PN g — 2430% wmdar 24 auazsiae

(oOrcr asapcraices:

ATTENDAMCE mizacd T 3-9% imatruciceal dap T 10% icatnacticeal S

ACADEVICE: MEADNG w2 M == s . Boaw tetoat e mdzw Ptz
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Tiered Trauma Sensitive Model

Tier liHntensive v

ndividislized intervention with community support for
children who hawe activs mental hezlth symptoms or
spacial sducation behavior support goals.

Tier IFlargeted Intervention

Early intervention for shudents who ane identified as ot risk
for developing mental hesith, behaviorl isswes or

educational isswes.

Tier F Universal Prevention

Social emotional leaming programs to support ALL STUDENTS.
Can be implemented by schood soc&l workers, teachers,

counsslors, nursss, stc.

Tier One

Tier I: Universal Prevention/Consultation and Mental Health Promotion:

Social Emotional Support services atthistierare provided universallyto the entire
student body, school staff, or parents/guardians. These servicesaim to preventthe ¥
development of serious mental health problems and to promote pro-social skill
development among children and youth.

Examples of interventions at this tier include:

*  School-wide PBISor classroom-based social emotional leaming programs, including
substance abuse andviclence prevention programs(i.e., bullying prevention; Good
touch, Bad touch; peer mediation; conflict resolution)

*  Staff professional development (ie., mental health awareness, classroom
management)

«  Mental health educational workshops for parents/guardians or students

* Mental Health Consultation®

*During Tier One: Consultation isfocused on increasing the general knowledge base of
general education teachers regarding social emotional development, impairments, and
the relationshipto the curriculum andfunctionin age-appropriate activities.
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Tier Two

Tier I Targeted or Esrdy Intervention/Prevention:
Students who are at elevated risks for developing a mental hesith problem are offered various early intervention services

to tanget specific risk factors. These interventions are defivered to children and youth who have socil emotionsl
challenges, behaviorml symptoms andfor mental heslth nesds that may not be severe encugh to mest disgnostic oritera
or efigibiity for specal eduction servioes. r

Evidence Based Interventions
=  Cognitive Behavior Therapy |CET-Bementary i

= anedl High Scheool)

=  Child Centered Play Thempy {CCPT-Bementary School)

=  Cognitive Behavioral Intervention For Teuma in Schools | CBTS-Middle and High Schood)

=  Structured Psychothermpy for Adol=scents Responding to Chronic Stress {SPARCS-Middle and High School)
=  Thestre Troupe/ Peer Education Project dil= and High Schood)
=  Cannabis Youth Tregtment {CYT-Middle and High Scheond

Bdditional interventions mey incede:

=  Support groups {ex., srief and boss, children of divoros, =te.)

*  Fooused skills training groups |socal skills, angsr manag=ment]

=  Crisis manzmement

- nt=rventions that target specific behaviors, swch as ageression, withdewal, sedness etc.

=  Attendanoe interventions, dropout prevention programs, and training o consultation for familes and teachers who
work with identified children.

- Mental Hezith Consultation

- FB& and BIP-Leve

Tier Two

Tier I Targeted or Easrly InterventionPrevention:

Stisdents who are ot slevated risks for developing & mental hesith problem are offered variows sarly intsreention ssrvices
to tanget specific risk factors. These interventions are defivered to children and youth who have socil emotionsl

challenges, behavioral symptoms andfor mental heslth nesds that may not be severe snough to mest diagnostic oriteria

or efigibifity for specal eduction servioss, r

Evidence Based Interventions

=  Cognitive Behavior Thermpy |CET-Bementary.  Middle and High School)

=  Child Centerad Play Thermpy {CCFT-Blementary Scheool)

=  Cognitive Behavicral Intervention For Teuma in Schools | CEME-Middle and High Schood)

=  Structured Peychothermpy for Adol=scents Responding to Chronic Strece {SPARCS-Middile and High School)

=  Thestre Troupe/ Peer Education Project {TT/PEP-Middle and High Schood)

=  Cannabis Youth Trestment {CYT-Middle and High Scheood

Bdditional interventions mey inclede:

=  Support groups {=z., srief and loss, children of divoros, =te.)

*  Fooused skills taining groups |socal skills, angsr manag=ment]

=  Crisis management

- nterventions that target specific behaviors, swuch as ageression, withdewal, ssdness =tc.

=  Attendance interventions, dropout prevention programs, and training o consultation for familes and teachers who
work with identified children.

- Mental Hezith Consultation
- FEA aned BIP-Leee
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Cognitive Behavioral Intervention for

”r( I I ] Trauma in Schools (CBITS)

LEADING CHANGE

TRANSFORMING LIVES + School-based
2016 NASW NATIONAL CONFIRINCE intervention
JUNE 22-25, 2016 3
WASHINGTON, BC Cognitive « Delivered by
Behavioral licensed mental
Intervention k- health
Trauma in fessi I
schiools professionals

* Proven effective
in research trials

= Visit: Rand.org OR

chitsprogram.org
r -: A -
Tier Three
4 ]

Tier lll: Intensive Intervention:

Studentswho have active mental health symptoms that meet diagnostic criteria are offered intensive
interventions to improve functioning inschool and decrease impact on academic achievemnent.
Interventions at this level are appropriate for meeting the needsof studentswho have specific mental ¥
health needs thatare impacting their functicning in the school, home, and/or community.

Evidence Based Interventions

*  Cognitive Behavior Therapy (CBT-Elementary, Middle and High School)

*  Child Centered Flay Therapy [CCPT-Elementary School)

*  Cognitive Behavioral Intervention For Trauma in Schools [CEMS-Middle and High School)

*  Structured Psychotherapy for Adolescents Responding to Chronic Stress [SPARCS-Middle and High
School)

* CannabisYouthTreatment [CYT-Middle and High School)

Interventions at this tier may include any combination of the following:

*  BehaviorSupportServiceson an IEP utilizing evidenced based interventions [listed above)
* Individualand or group counseling

*  Psycho-education

*  Crisis intervention

*  Referralto and Service coordination with community mental health providers

Magellan,
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@ , SupportforStudents Exposed to Trauma

LEADING CHANGE
TRANSFORMING LIVES

2016 NASW NATIONAL CONFERINCE CBITS

JUNE 22-25, 2016
WASHINGTON, BC

PROGRAM MANUA

Deliv X Support for Students Exposed

7 ered by: Teachers, to Trauma: The SSET Program
Graduate Interns and P P SRR
Sdl00| Counselors and Lesson Naterials and Werksheets

* Proven effective in
research trials

Magellan

HEALTHCARE .

Recommendation Nine:
Create Responsive HealthCare Systems for
Super Utilizers via
Enhanced Care Coordination
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Changesin Healthcare Systems

Camden Coalition of Healthcare Providers
A Video from Robert Wood Johnson Foundation

2003 - Physidan Jeffrey Brenner founds the Camden Coalition of Healthcare Providers, an
integrated health care system designed to provide preventive and primary carewhile also
addressing patients’ sodal needs.

2011 - Brenner isthesubject of a profile inThe New Yorker that describeshis use of data
and mapping to identify “hot-spotters’ —people with multiple and chronic ailmentswho
are the heavies users of health care—and respond with a team-based approach to help
those patients manage their health, improve their stability and reduce the costs of their
care.

Brenner receives a MacArthur “genius” grant for his modelof cooperative care, now being
replited by morethantencommunities acrossthe country.

Dr. Brenner’s Problem Arising From Data

Mearly half of the city's approximately 77,000 residents were visitingan
emergency department or hospital annually—maost often for head colds, viral
infections, ear infections, and sore throats.

¥

Thirteen percent of the patients accounted for 80 percent of hospital costs;
20 percent of the patients accounted for 90 percent of the costs.

XXii



Process of linking to a Care Management Team

-
g i o
¥ e
LY
Pro-Actively and as Part of a Readmission Reduction Team
L
*  The datahase identifies hospitalized patients with complicated medical and
social needs

A core management feam—consisting of a social worker, nurse, community
health worker and health "coach” (anAmeriCorpsvelunteer who plansto go
into medicine or nursing)—visitsthe patient inthe hospital, reviewing
prescribed medications, conferring with doctorsand nurses, and helping plan
the discharge

*  Team members visit the patient at home immediately after discharge and
provide ongoing support for two to nine moenths, including connecting the
patienttoa primary care doctor, accompanying him or her to appointments, and
helping line up needed social services. The goal isto leave patients with the
ahility to manage their health on their own

Improving Care Can Save Money

While Brenner's main purpose was to improve care, there is evidence that his -
model reduces costs.

The first 36 patients averaged a total of 62 hospital and emergency room visits
per month before the intervention compared to 37 visits per month afterward.

Their hospital billtotal fell from a monthly average of 51.2 million to just over
5500,000—savings that benefit the federal and state governments in reduced
Medicaid spendingand the hospitalsinreduced charity care costs.

XXili



Magellan

HEMLTHLARE

Recommendation Ten:

Enhance Integration of Trauma Informed Care
into Department of Juvenile Justice Screening
and Programs while Enhancing Care
Coordination

T
f'i**
-

Trauma and Juvenile Justice Population

Being abused or neglected as a child increased the likelihood of arrestas a -
juvenile by 59 percent and as an adult by 28 percent, and for a viclent crime by
30 percent. The abused and neglected cases were younger atfirstarrest,
committed nearlytwice as many offenses, and were arrested more frequently

(Widom, 1995; Widom and Maxfield, 2001).

sAccordingto NCTSN, each year 2 million children come into contact
with the Juvenile Justice System

*The majority of these youth have directly experienced or witnessed trauma

Trauma informed approaches totheir care inthe Juvenile Justice System can
reduce contact and recidivism

XXV



Crimeis a wound

Justice should be healing

The Balanced Approach

Accountability

XXV



Restorative Justice Practices at a Glance

O.DP: Balancs and Restorsthve Justics Training Restorative Justice Foundstions Moduls 1. Slids &5)

. Victim Impact
Restitution Panels/Classes
4o 0
i?&iﬁ,{‘ﬁ, Circle Victim/Offender ;—-31;35
' Sentencing Mediation 51N
,-}“'\&"1-’::. ;.I:cgnq.!
r';*;-‘ AN ?3
GNFERENCI‘I‘L}.
-
ARANSNODELS £ 0 A
Aaaal & v
Family Group Reparation
@rﬁ Conferencing Boards A S|
2 L P
Letters of Community
Apology Senvice

Additional Implementation Suggestions !

*  Continued enhancement of Positive Youth Development (PYD) Models -
focusing on protective factors and assets of youth

* Incorporation of Restorative Practices and Restorative Justice Models across
the Department of Juvenile Justice Continuum

* |ncorporation of Trauma Informed Organizational Assessments across
continuum of services offered

XXVi



Implications & Future Directions

Reduction of ACEs within linked lives context of parents and children

o Better assesament of factors that serve as mechanisms of stress proliferation,
coping and support erosion, disabilioy and health outcomes: Macro, Meso, Micro

o More dataonchildren’swelkbeing within parental trajectories
o Main directions of Interventions should be on:

o Strengthening “adaptive parental function”

o Interrupting stressprolferation and stressembod imert

o Resiliencecannotthrive at any one level alone: Individual, family,
community, structural needed

Paula 5. Nurius, University of Washington

ustrating NEAR-Related Findings from Suresillance . \.‘;\.
Population Data: £
Buikding Partnership Complementarity
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Appendix B

w Health.

30 YEARS OF EXCELLENCE & LEADERSHIP IN
TRAUMA CARE

1347 Ewans-Haynes Burn Center opens as the firstcivilian burn center in the US

1981 First desgnaied Level 1 Travma Center in VA

1984 Center for Trauma and Critical Care Education ({CTCCE) launched with the first university
affiisted, accredied paramedic program

M3 ACS Lewel 1 Trauma Center werficstion swarded

M0 Panamerican Trauma Sociey (PTS) headguarters move 0 VGU

M1 Evans-Haynes Burn Center verification

W13 ACS Lewvel 1 Pediatric Trauma Canter werification

014

= Ewans-Haynes Burn Center re-Verification

= ACE Level 1 Trauma Center re-Verificaton for the 4 time
= Paramedic Training Center- CoAEMSP Re-accraditation

15
= State redesignabon as comprehensive Level | Trauma Center

2016

= ACS Level 1 Pediafric Trawma Center re-verification
= State designaton of Pediatricand Burn Programs

Comprehensive & Optimal

Patient Care

L] Health.
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REGIONAL PROVIDERS

VCU Medical Center trauma serves
70 Virginia counties, D.C., NC and MD

m Health. 5

TRAUMA ADMISSIONS
Fiscal Year Trend

amik
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.' Health. n
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MECHANISMS OF INJURY*

AeriSenthy bit by

Toaillingfovtieer abject
. 3% Bicyde
Pedectrian %
%
Bodity =ssaulit = WV CMCC
%
u k=l
Gun Shot/ Stab
b u Burns
Eurns Gun Shotf Stab
11%
B Beperfi by o it
Fall
26%

* oo Srore Sratpvonon o Son 2N ol
ol po¥onpopabiiion (s Or I ooroior,
ATV, MopctSod, Spbaion, Srowning

. Health. 5

Clinical Care-An Orchestrated Process

Multidisciplinary team
= Attending Board Certified physicians
+ Nurses
Nurse practitioners
Case managers
Social workers
Pharmacists
Disticians
Fhysical therapists
Occupational therapists

+ Spesch therapists = g v N
« Psychiatrist = 5 "f::-"‘
3 v ks - e
« Trauma registry T AR TS
WY e s
: TSN =E =T
Comprehensive, Orchestrated, Q:‘% N Vgl '.',."
i~ = C
Evidence Based Collaborative Care S T e e e
from admission through discharge and il S S

recovery

@/ Health.
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VCU Level | Trauma Center

C

Centerfor Trauma & Critical Care Education

= Provides more than 20 different prehospital, trauma, nursing and

ritical care related courses

sl by CTELE

= 2015 Rural Trauma Team Development Course

= US Airforce Rescue Sqguadron-Clinical Training

Four coursesthrough 2016

University of Mew Mexico & VCU collaboration

] Health.

Studant Sources
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Center for Trauma & Critical Care Education

. -
+
¥
=
L™
S
.. o $a .
-

++ Paramedic programs now extended into to Fairfax, Rockingham, Spotsylvania, Williamsburg
<+ Sponsored students from: Australia, South America, Univ. of New Mexico/SOM/PJ’s| )

¢ Location - Regional Sites for Paramedic Courses & sponsored CE courses | |

.
- bl Health

VCU Level |l Trauma Center

Health. 10
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Trauma Center-Community Partnership Paradigm

Trauma centers active leading role in injury and violence
prevention activities, inform and collaborate with their
communities, and monitor the effect of prevention &

intervention programs

Community
Leaders

Leadership Law enforcement
Data registry

- Government
EXP-EmS? Research
. Epidemiology ‘ Youth senices
* Demographics ’
« Public health Local businesses

Funding agencies

Windows of
opportunities

J Frauma 21004, 561197-1245.

® Health. ~

Window of opportunity - susceptible moment

When does a gang member ever let any one this close to him

XXXiii




Injury/Violence-Trauma Center Outreach Model

collaborative
wotlshops

40 educational
programs.

/ Trauma

Center

13

INJURY AND VIOLENCE PREVENTION/INTERVENTION PROGRAMS
Hospital - Community Based

Education & )

FNETENESS Prevention Inter_'.'n_an_tnn
Support Programs Recidivism
Programs Reduction Programs

Emanging Lasdars -
EastEnd

“outh Vickenos Fraventon
“rogram

‘Eabs Fids Vinginls

] Health.

&
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Why Focus on
Violence
Prevention?

The firearm homicide fatality rate for Richmond youth exceeds state
and national rates.?
Homicide Firearm Deaths & Rates 2013, 0-24 Years

old

Locztion Dsaths Poputstion | CTUde Rate per

Richmond CRy® 14 70476 .

g ,g”%n. & 2693742 245

use© 3897 105043525 a7

e R e T e — 0
®VCUHealth.  mrmoammmmasse e

e o e ki it Perspective fromthe

VCU Trauma Center

4,300 trauma admissions/year
- 10-12%- Firearms/stabbings

= Over 75% of all intentionally injured
patients in the Richmond area are
treated at the VCU Health System

Richmond Times Dipain, Sunosy, Agti 19, D15

& 1‘“'“7" * 95% of assault related injury visits
‘ ;

were for youth less than 25 years.

« Five year re-injury rate for victims of
intentional injury ranges from 10-
50% - (VCU is 20%)

« -20% die of subsequent violence

2] Health. -
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BRIDGING THE GAP

In-hospital intervention with community case management

Youth Viclence Reduction Program foryouth hospitalized with
violence relatedinjuries s

Intervention program
Goal istoreduce recidivism

Channel atrisk youth into programs promoting
safe behaviors

» Health. 7

Legacy Program: Bridging the Gap
n-hosoRal ineEnention W communly  C358 Mansgement

Youth ages 10-24 “U\raparound® Czss Mansgement Ssrvicss
hospitalized with Mental Hoaith Wb Vocational
violence related '5"""" trainings
injuries _—

Sorvices

Brief Violence ‘

intervention

Case management

connects at-risk J"

¥a uth with Substance Hous
community-based Ll 3“""‘* &
programs Mo,

Goal isto reduce
recidivism T

XXXVI




What effect does a community-based intervention hawe
when supplemented with a hospital based brief
violence intervention to reduce youth viclence?

i
y

Reduction with short term risk factors
» 250 lkess Ikely o use alkeohal
= Significant reduciion In Dnug use

Hospital Service utilization

= Clinkc Visk 3.5 more Ikely o schedule,  [(92%pcompared B0 historical control (P05%:)
« EDwvisRs 2350 more lkely o hewe an approprise ED wisk

Community Service Utilization

= 25 M more Iksly W0 S0CESS COMPTUNR SENVICES 316 wesks

= 3 X more Ikl b0 3c0ess commnly Sences Al 6 monts

= = 5% were connected to community senvice programs within G month

» Recidivism: < 0.5 % peryear {<5% 2014)

o Health. "

Conclusion

One of the first hospital-community based violence prevention and intervention program
comparing a hospital BV alone to combination of an inrhospital BWI with community wraparcund
case managementintenventions

BV have a unigue rolein youth viclence prevention, especially interms of enrcliment andrapport
building

BV are not sufficient alone
Trauma centers cannot do it alone

The importance of incorporating the community intorisk  reduction strategies cannot be
overestimated

5 Health. "
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Follow-up

2007 : 1 patient enrclied
2010 : 70 patient enrclled
2018 : 143 patient enrclied

2014 : BTG became standard of care and all participants were
given the BVl + Community Case Management Services!

2015: AAST National Best Model for
hospital community based youth violence prevention program

] Health.

Increase in Hospital: Community Service Needs
Project Expansion

Admitied Patisnt: BV
E20 padisnis In the program

Hospial Vialenos .-'f.
' Consuliation I

. [Follow up Vislis ! Case managament | FTED
sarssning

Hiospital Awaramsss & ademion

&7 halih care workers iralmed

Eridging e AP i

\ ED - Easi End-
Emanging Lasdsrs

s Faliant Countalingprobsoiive ordars
E70 ps sarved

Peds ED + Boys £ Birls Club

f-_

Middls sohool program — 22 youth served

|

WEUH &'Psd s EDVCIinkos + Coemenunily Wrap
Arpu

7 High Echool program — 24 pouths seresd

] Health.
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Emerging Leaders
High Schoolers - Ages 14-18

YOUTH VIOLEMCE PREVEMTION —A Hospital-Community Based Program

||
-R:’MHIHB imu ﬁ

5 + 1 Components:
Identification of at-risk youth
» Case Managament
Educational development
= Skill buwilding
Exposure to health carssrs
+
Internship Opportunities

. Health. =

Inaugural Class of Emerging Leaders: East End Program

2] Health. 2

XXXIX




RVA Alternative Pathways Model

Come\? LIFE Case | er—y As——
QPS/ 8. Coordinator ) iy gy
_ Ll

@/ CUHealth
Emerging Leaders

@ ChildSovers——— |

Emerging
Leaders Case
Manager -
. Blidl
Education ‘V\frorl_(fgroer ) ‘ ! y
raining » |
o Vi @- 25

VCU Leadership Role : to help align community programs to
establish a coordinated system to support youth and families

ChildServer:

‘\\\'
4

5

Health.
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Program Sharing
I-_Dﬁl-hzlgihl-m"mnly wide program awareness Inkisthe
= WEU kedical Center Grand Rounds

» Miedla | NewsleSer | WelsheBents

Re-ginnal
» Wirginta Crepter of T Amerkan College of Surgary
» Vinginla Siate Trauma Owersight CommiBes
» I2nd Anmal Sate Pediatric Primary Cane Conference

Matignal:

« American AssoctEtion for Te Surgery of Trauma [AAST) natiral Congress
« Ezstem Assoclslion Tor Me Surgery of Trauma (EAST) natlral Congress

» ATS - American Trauma Soclkely

Internaticnal:
» X1 Colomiblan Matlonal Trauma Congress, 3t e Unkerskdad Jawerlana de Call, Gall, Colomibla, June, 2010
¢ EamEmercan TrasmE S0k [FTS) avusl Congress

- Unuguzy 2010 ;

- Paraguay 2011,

- Colomolz 2312,

- Chille 2013, Panama 2014, Bolkia 2013
» Trauma Braziilan Congress, 530 paol Brazll, 2015

. Health. =
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Qutreach & IMPACT :“....& who is my neighbor”

Richmond City Health District — CDC funded
Juvenile justice Prevention workgroup

Richmond Mayor Office - Mayor's youth academy

Office of Attorney Ganeral
Lisison - Gang Viokncs Inttiathves

Mational Metwork of Hospitsl besad
iokents Prawantion Programs

National |
Global

Panamerican Trauma society
Injury &Vioclence Prevention Committee

0‘ Health. 2

2009 Inaugural Shining Knight

Central VA

ey Gala
o
/ING K Recognizing the trauma system
: /[ at VCU Medical Center & in

@'/ UHealth. Supports Injury Prevention
programs

« All currently grant funded

Supports education and
outreach initiatives of the
Trauma Center

« Community trauma care

L) Health. %
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Christina Mancini, Ph.D.

Virginia Commonwealth University

Wilder School of Government and Public Affairs

Appendix C

Agenda

+ Nature and Extent of Sexual Victimization
* Risk Factors
+ Potential Remedies

(over ————

Nature and Extent—Prevalence

* Sexual victimization=a broad variety of experiences

* Sexual assault (touching offenses), abuse (“lewd and
lascivious”), rape (sexual battery, penetrative
crimes), “other” (child pornography offenses)

— Differing legal statutes

+ The harm and extent of these crimes cannot be
overstated!

(oves ——
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Nature and Extent—Prevalence

+ Lifetime prevalence estimates=surveys
— Official estimates vastly underreport.

*« Among 17 year-olds: 26% of females and 5% of
males report sexual abuse/assault (Finkelhor et al.,
2014, NatSCEV)

— For “rape” (penetrative crimes): 6.1%=females, <1%=males

* ltems: “touch your private partz" and “force you to have sex”

Nature and Extent—Patterns

* Victim-Offender Relationship
— Most sexual abuse committed by known perpetrator
— As high as 90% of cases (Greenfeld, 1995)

— Calls into question “stranger danger” myth

(over ———

Nature and Extent—Patterns

* Victim-Offender Relationship

— NatSCEV: ~17% of females report a peer sexually assaulted
them, compared to 11% reporting victimization by adult
(Finkelhor etal., 2014)

— Similar pattern for males
* 3.1%vs. 1.9%, respectively

(over ———
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Nature and Extent—Trends

+ “The Good": reports of child sex abuse have been in
decline.
— National Child Abuse and Neglect Data System [NCANDS):
Primary data source for sexual victimization trends
* “quasi-official”

— Caveats: underreporting, substantiated vs. unsubstantiated; policy
changes

* Rely on this source because surveys have not been regularly

® onducted to assesstrends

Nature and Extent—Trends

* Explanations: A genuine decline
— Mandated reporting
— Sex offender policies
— Greater education and awareness

— Economic changes
» steepest decline, 1990s, during period of prosperity

(over ———

Natuﬁre and Extent—Trends

E 85

= Neglect 10% decline

o

E "l

A s

.,

2 Prysical Abuse () B6% dedine

a5

E 1 Substantiated Abuse,

= MCANDS, 1990-2010
% {lones, 2012

I S S S

. ____‘_‘_‘_‘_-_‘_‘_-_‘_:':ir
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Nature and Extent—Trends

* Explanations: Artificial?
— Policy changes?
* More narrow scope of abuse?
» More difficultto find “substantiated” cases?

* Lack of consistent definitions and standards across jurisdictions
* |nvestigation resources?

(over ——

Nature and Extent—Trends

* The overall consensus concerning the decline in
sexual victimization, including offenses involving
minorsis “about as well established as crime trends
can be in contemporary social science”

— (Finkelhor & Jones, 2012 in a meta-analysis, p. 3; Mancini,
2014, in a review).

(over ————

Risk Factors—Family-Level

* Living without one of the biological parents
— having a step-parent, particularly step-father (20x=likely)
* Family distress, conflict

* Low SES/unemploymentin family
— (Sadleck et al., 2010)

(over
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Risk Factors—Child-Level

* Being female

* Reporting “extremely punitive discipline” or abuse

* Perceived as “quiet,” “passive,” or “lonely” (from
perpetrator surveys)

* Witnessing other forms of abuse in the household or
across social networks

(over ———
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Trauma among Youth in Corrections

Hayley Cleary, PhD

Virginia Commonwealth University

2017 Family Impact Seminar

Richmaond, VA

Appendix D

What is trauma?

@

Trauma rates in the JJ system

* Approximately 75-90% of justice-involved youth have
experienced trauma

* PTSD 3x to 10x more prevalent

* Complex trauma history: 35% of juvenile detainees
compared to 10-13% among community youth

(over ———
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Heightened arousal

Avoidance behaviors

Severe negative emotions

(over ————

Persistent negative thoughts

Symptoms and manifestations

Spontaneous memories/flashbacks

Polyvictimization

2. Experiencing multiple .
types of trauma

(over ———

Multiple forms Adapt to survive
1. Repeated/continuous * Aggression
traumatic incidents .

Risk-taking /impulsivity
Self-medication
Hypervigilance
Isolation

Affiliation with delinquent
DEErS

* The “plastic” brain

— Focusone's attention

(over ———

Trauma and adolescent development

* Trauma interferes with self-regulation

— Awareness of environment and own physical/emotional states
— Learn fromthe past to adapt to the present
— Maintain a balanced emotional state

xlix




The costs of poor self-regulation

* Traumatized youth develop mental health problems
— Conductdisorders (ADHD, ODD, CD)
— Personality disorders
— Behavioral dyscontroldisorders (psychopathy, SUD, IED)

* Implications for treatment

— Traumatized youth are amenabletotreatment
— Treatment of trauma as root cause

(over ——

Correctional environments can exacerbate
trauma effects

* Mental health triggers

Separation from family

— Stripsearches
— Isolation
— Physical orsexual abuse

* Inhibityouths’ ability to engage in programming

(over ————

Special populations: girls

Persistent victimization Increased risk for:

* 70-90% of incarcerated girls * Substance abuse

experienced trauma, often * Risky sexual behavior

polyvictimization + Teen pregnancy

* Higher rates of abuse,
sexual victimization=PTSD,
self-harm

* More likely to be

“crossover” youth

* Family/domestic violence

Unemployment/school
failure




Girls: correctional challenges

* Housing

* Sexual abuse

* |nappropriate/insufficient programming
* Medical health/basic needs

(over ——

Special populations: LGBTQ youth

Victimization = 1] system Increased risk for:

* Chronic truancy (to escape * Peer/family rejection
harassment) and/or abuse

* Running away (abuse at * Homelessness
home) * Victimization at school

* Survival crimes (e.g.,
prostitution)

(over ————

LGBTQ youth: correctional challenges

* Housing
* Further victimization
* Inappropriate use of solitary confinement

(over




Practice recommendations

* (Clear prioritization of community based treatment
* Ininstitutional placements:

— Groups, classes, counseling targeted toward self-regulation
— Focusedtraining for staff and support persons

(over ——

Policy recommendation #1

* Screen for trauma and implement procedural
protections
— Screening alone =netwidening
— Screening should match youth to services, not justdetermine
risk
— Trauma evaluations should not be admissiblein court without
consent of youth and counsel

(over ————

Policy recommendation #2

* Focusresources on the least restrictive environment

— Fund prevention and early identification programs

Support community-based programming (in-home, schoaols)

Community-based setting > residential setting
Juvenile facility »adult facility

(over




Policy recommendation #3

* Scrutinize, then reform or eliminate, procedures that
harmyouth

— Removal from community/family
— Transfertoadult court and corrections

Boot camps

Prolonged isolation

Physical and mechanical restraints

rip searches
L]

Policy recommendation #4

* Ensurethat youths’ trauma histories are used as
mitigating, rather than aggravating, information
— Diversion, not punishment, whenever possible

— Require judges to consider trauma history, future risk in transfer
decisions

— Statutesrequiring explicit consideration of trauma in other court
processes

(over ————

Policy recommendation #5

* Fund evaluations of interventions and respond to
findings

— All programs {community-based orinstitutional) need to be
evaluated for efficacy

— Measure state’s ROI

(over




Concluding thoughts

Build on VA's progress! Ultimate (shared) goals:

* Trauma-informed model * Reduce recidivism
touches all aspects of * Promote positive youth
system involvement development

~ LBwenforcement * Create law-abiding,

community-engaged
citizens

— Intake/screening
— Diversion

— Secure confinement

(ovcy ——

Thank you for your commitment to
Virginia’s youth

hmcleary@vcu.edu

Gender differences

Girls Boys

* PTSD * Aggression

* Anxiety * Delinquency

* Depression * Substance abuse

* Eating disorders

(over
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Why should state systems care about trauma?

Unintended consequences

* Createsrisk of harsher treatment
* (Can resultin youths’ self-incrimination
* May lead to stigmatization




Appendix E

Children’s Cabinet Presentation
to Commission on Youth

William A. Hazel, Jr, Secretary of Health and Human Resources
Dietra Y. Trent, Secretary of Education
September 20, 2017

Cabinet
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Michaele L White, Governor’s Office

William A Hazel S
CoCrar

Secretary of Hearn & Human
Resouces

Oleya Y. Treme,
CoCnar

Sacretary of Egucation

Doroy McAulte
Firs: Lady of Virginia

Erian Moran

Secretary of Pudiic Setey &
Homeland Sacurty

Todd Haymore

Sacreary of Commerce &
Trace

Raiph Norham

Llewnenant Governor of
Virginia
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The Value

Align children’s resources across Virginia

.
X L /N

Pockets of Excellence Shared &Qals, #
Disparate Acts of Partnership gp'\‘ii Actiy

\/"\

@ The Approach

Facilitating Communication, Forging Connections, and Fostering Collaboration

Clawstocoms

“d
T
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The Work

Lead the Challenged Schools Initiative

Enhance educational outcomes and workforce readiness in Petersburg,
Norfolk, and Richmond by facilitating a replicable model to improve student
achievement through high quality partnerships, including wraparound services

Lead the Classrooms not Courtrooms Initiative

Reduce student suspensions, expulsions, referrals to law enforcement, and the
disparate impact of these practices on minorities and students with disabilities

Advance policy

Enable greater access to prevention services, high quality physical and
behavioral health, nutrition, early childhood programs, stzhle housing,
workforce training, social services, and community supperts through schools
and other convenient points of service

The Ability to Convene

Virginia Department of
DMAS E_'!

Behavioral Health &
N ]
JV irginia’s

Developmental Services
‘ . ‘U' IRGINIA
Community Colleges

EDMMQINWED.LTH OF WRGF%

4

VIRGINIA DEPARTMENT OF

eruenr or s ¥ EDUCATION

VIRGINIA
m VIRGINIA DEPARTMENT OF VDHnemmem
OF HEALTH

SOCIAL SERVICES Protecting You and Your Environment
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Challenged Schools Initiative: Petersburg

- [ d -
Summer Feeding: VOH, VDOE, & Petersburg City Public Schools

partnered to make Petersburg Schoolsa Summer Food Service Program,
senving 26,746 mealsin 2016 and 27,632 meals in 2017.

Out of School Time: The Petersburg YMCA, librany, and public transit
collaboratedto provide atotal of 500 students free accessto all of their
facilmes over the summersof 2016 and 2017 combined.

Social Workers: The Virginia Department of Social Services provided a
grant to place 3 social workers in Petersburg City Public Schoolsto
addresschronic absentesism. They received 133 referrals since lanuary,
2017 with improved attendance and disdpline for students served.

Trauma Informed Care: 300 community membersand 70 students
participated in asummit, “Beyond ACEs: Building Community Resiliency”
to train Petersburg staff, citizens, andyouth on trauma & resiliency.

Stable housing: & pilot has been launchedthroughthe Department of
Heousing and Community Development, Department of Education, and
Petersburg City Public Schools to addressbarriers for high school seniors
at risk of being homeles to increass their opportunity to graduate. ;

Resources: The Childrern's Cabinet over 5615,000 of additionalresources
through untapped federal, state, and private dollars to Petersburg.

- QAR

Challenged Schools Initiative: Richmond

I N

Expanding access to high guality Out of School Time opportunities -
exploring how to leverage over 5292,000in available state grant funds and
reduce harriers forfamiliesto access existingchild care subsidies

Meeting the Health/Mental Health needs of more students — exploringa |
school division-university partnership with SocialWark majors, and -

accessing over $500,000 in untapped funding for non-mandated children’s
services for at-risk youth.

Early Childhood Family Engagement - exploring ways to connect early

childhood parenteducation, state programming, and cutreach programs to
family involvement efforts in public pre-K programs that can positively
impactstudent behavior and attendance throughout the K-12 continuum.

Improving educational opportunities for justice-involved youth —

conducting a process analysisand identifying prevention, educational and
policy alternatives that can continue and accelerate individual learningand [
keep students on track for graduation and success beyond




Classrooms not Courtrooms

Improve data quality and cross-agency data sharing
Develop joint training curricula
Expand PBIS-VTSS

Revise Model School Resource Officer Memorandum of Understanding and
Program Guide
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Advance Policy

Trauma-Informed

Ca re ﬁ;[’

Defining Trauma

Individual trauma results from an event, series of
events or set of circumstances that is experienced
by an individual as physically or emotionally
harmful or life threatening and that has lasting
adverse effects on the individual’s functioning and
mental, physical, social, emotional or spiritual
well-being.

- SAMHSA definition 2014
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Adverse Childhood Experiences

ADVERSE
S — CHILDHOOD
EXPERIENCES

The three types of ACEs include

ABUSE NEGLECT HOUSEHOLD DYSFUNCTION
% b 4 & '.' - A
“= D) il
Physical Prpsacal MUertsl Bress lacarcensted Friative
@ 'y S =
. - o -
{meticmal Erotionsl Mother treated vickeetly Scdatance Aouse

Consequences of a Lifetime Exposure to Trauma

NN\ BV /. / /.
W | — By 2 |G

Lack of physical activity Smokieg Acohelism Orug use Missed work

/' / / / /" PHYSICALE MENTALHEALTH N\ NN\
w =0 & &

Severe obesity Diabetes Depression Suicide attempts STos
Heart disease Cancer Stroke COPD Beoken bones

Ixiii




ACEs Score: Adoption of At-Risk Health Behaviors
http://www.iowaaces360.org/impact-of-aces. html

ALE Score

Risk

&

260% more likely to develop COP il
500% more likely to develop alcoholism

Females are almost 900% more likely to become victims of rape
242% mare likely to smoke

222% more likely to become obese

357% mare likely to experience depression

4438 more likely to use illicit drugs

1133% mare likely to use injected drugs

298% maore likely to contract an STD

1525% more likely to atbtempt suicide

555% more likely to develop alcoholism

250% more likely to become adult smoker

A male child with an ACE score of & has a 4,600% Increase in the
likelibood that he will become an IV drug user later in life

More likely to die 20 years younger than a person with no ACEs

Adult suicide attempts increased 3,000%

Childhood and adolescent suicide attempts 5,100%
5.000% more likely to develop hallucinations

Increased the risk of suicide attempts 51-fold among
children/adolescents

Increased risk of suicide attempts 30-fold among adults

lachapmic
haart digansa

Stroka

COPD

Lwarir
rasparatory infd...
Trachesa
bronchus, lun...
HIWV/AIDS
CHamrriomal
disoason
Criatrotos
rreEililuE

Road injury

Hypartensive. ..

Ormillicor

ACEs and Leading Causes of Death
ACEs Linked to 7 out of the 10

The 10 leading causes of death in the world
2012

F_admallicsr

& Fmillilsory
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1 Smillion

1. Brvllioe

1. Srnillicn

1 Arvsdllicars
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Females are 500% more likely to become victims of domestic violence.

2rmillicry Arrilbior Sl Borrillicrs

http:/Awwwwh o int/mediacentre/factshests/f=310/en/
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On Becoming Trauma lnformed

“U'm right there in the room, and no
one even acknowledges me.”

Trauma-informed care shifts the focus from:
‘What’s wrong with you?’ to
‘What happened to you?’
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Partners in this work

lﬂt@of ’IUOH
c solutions mwgmm

v Family & Children's Children
Trust Pund of Virginia

e 0

Greater Richmond
Trauma-Informed Community Network

Dedicated to supporting & advosating for
trauss~inforaed care for all childron & Mailies
in the Oreater Richacnd aren

FACT

+ TheFamily and Children’s Trust Fund (FACT)is a public-private
partnership established through legislation in 1986

+ Purpose: toraise and distribute funds forthe preventionand
treatment of family violence across thelife span

+ Funding provided through license plate sales, state tax check off
program and donations

+ Governed by a gubernatorial appointed Board of Trustees

+ Administrative support provided by the VA Dept. of Social Services
Coordinate the Child Abuseand Neglect Advisory Committee

formally the Governor’s Advisory Committee on Child Abuse and
Neglect
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