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INTRODUCTION

Thank you for this most-welcome invitation to meet with the Commission.

My presentation this morning on the impact of trauma on children’s mental health is made all the more palpable and poignant by my speaking on the anniversary of the events of September 11th.  The horrific loss of life, injury and destruction brought to the forefront of our entire nation an appreciation of the psychological reverberations of traumatic experiences and traumatic losses, and the challenge of living in an environment of danger and threat. 

I speak with you from two perspectives.  First, I have spent the past 25 years at UCLA working with colleagues in the field of child and adolescent traumatic stress to advance our understanding of the serious, often debilitating impact of children’s exposure to the most horrific of human experiences.  Within the past few years, the field has made important strides in developing reliable and valid assessment instruments and evidence-based effective interventions for traumatized children, adolescents and their families.  Second, I am here today representing the National Center for Child Traumatic Stress, the coordinating body of a national network of 35 sites, funded by Congress through the U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration.  The mission of this National Network is to increase the accessibility and availability of services for traumatized children and families and to improve the quality of care provided across all the different service settings that respond to their needs.

I will begin by highlighting a few salient findings after 9/11 from New York City, then providing a brief overview of the field of childhood traumatic stress, and concluding with several specific recommendations about ways to improve access and services for traumatized children, adolescents and their families.

STUDIES IN NEW YORK AFTER 9/11

As many of you are aware, there have been a number of studies regarding the psychological effects of 9/11.  These build on previous studies after natural and technological disasters, war and the bombing of the Murrah Federal Building in Oklahoma City in 1995.  Results from all of these studies need to be placed within a larger context of danger, trauma and loss, with many issues of separation and worry about significant others, as well as dislocation, loss of community and family resources and challenges to social supports.   9/11 has brought about a national reconsideration of threat, danger, protection, prevention and safety, with many objective signs of governmental and community efforts at protective intervention.  Many of the acute and intermediate reactions that have been reported overlap with ongoing family, community and social concerns about danger and more general fears of recurrence.

   On recommendation of the U.S. Department of Education, the New York City Board of Education conducted a citywide survey of 4th through 12th grade students in January of this year.  The following slide gives a sense of the degree of exposure of children and adolescents. [slide]  Enormous credit must be given to the principals and staff of the Lower Manhattan schools who, under horrific circumstances, conducted the largest evacuation of schools in the history of the United States.   The evacuation succeeded in getting every student home by, at least, late evening, thereby averting even greater psychiatric consequences.  There are several overall findings from the survey that I would like to highlight.  First, the series of events on 9/11, the subsequent anthrax bioterrorism and the Rockaways plane crash, along with frequent false alarms and signs of increased security, led to an envelope of fear that reached widely across New York City.  We know that danger and trauma engender incident-specific new fears and greater separation and reunion anxieties, especially among school-aged children. In New York, nearly one in five school-aged children experienced ongoing serious separation anxiety and intense fears of public places, subways and buses, accompanied by behavioral restrictions and impairments in their daily school and family life.  Second, for New York students, the near-escape, injury or death of a family member reverberated widely across the city and contributed to the overall rate of posttraumatic stress reactions.  Third, the study showed that this urban population of students had an enormous backlog of previous trauma exposures that also contributed to the overall rates of posttraumatic stress reactions.  The estimated rate of PTSD is 7% among 6-12th graders.  Importantly, this surveillance study has permitted the New York City Department of Mental Health and Board of Education to plan for a second wave of clinical screenings and interventions for those most affected that extends the initial, more general FEMA-supported crisis intervention.  We have also learned, as we did in Oklahoma City, that traumatic bereavement extends far more broadly, with concentrated areas within the region and across the country.  Finally, I would like to draw one conclusion from the many adult studies, especially those conducted by the New York Academy of Medicine that have demonstrated that there is an even larger group of parents with serious posttraumatic stress responses.  Along with appropriate concern for children’s reactions, greater attention needs to be given to helping traumatized parents in their parenting, as they meet the challenge of recovering from their own traumatic and loss reactions.    

OVERVIEW OF CHILDHOOD TRAUMATIC STRESS

 Let me now turn to a brief overview of the field of childhood traumatic stress.  In doing so, it is important to clarify what is meant by trauma and to dispel a number of widely prevalent misunderstandings.  By definition, traumatic situations involve extreme threat of violence, serious injury or violation of physical integrity, for example, as a result of sexual abuse.  Traumatic experiences also include witnessing of violence, injury or death, and are accompanied by extreme terror, horror and helplessness.  Over the past twenty years, we have gained information about the categories of traumatic exposure for children and adolescents.  [two slides]  

 We might all like to think that children are protected against such horrific exposures, however, recent statistics on children as victims or as witnesses continue to underscore the national scope of children’s exposure to trauma. [slide]  Urban children and youth have even higher rates of prior histories of exposure to, and witnessing of, extreme violence, injury and death.  Recent studies of students who have newly immigrated to the United States have found these students to be contending with victimization or witnessing of violence in their countries of origin and with subsequent exposure to additional violence in their new communities in the United States.  We have come to appreciate how often children witness extreme acts of violence, including the murder or rape of a parent, a parent’s suicide behavior, as well as the whole spectrum of domestic and community violence.  

It was once common to think that children did not take in or easily forgot these extreme experiences, or easily recovered without appreciable distress or developmental consequence.  However, this has turned out not to be the case.  Children can describe their worst traumatic moments during a traumatic situation and reliably describe their psychological distress. As it turns out, the distress is often quite severe and persistent.  Children and youth describe the full range of reactions that are associated with posttraumatic stress disorder, for example recurrent and intrusive trauma pictures coming back to mind, reactivity to a range of trauma reminders, having nightmares, being jumpy and nervous, not feeling as close to others, and restricting their thoughts and behavior to avoid being reminded.  Of special note, children are as vulnerable as adults to interference with concentration and attention, and increases in irritability and dysregulation of aggression, which have important implications for their academic, peer and family functioning.  [Slide] 

 In and of itself, PTSD among children and youth is a serious disorder associated with significant functional impairment and developmental disturbance. First, there is increasing evidence among children and adolescents for marked biological alterations underlying these symptoms. [slide].  These biological changes take on special significance in childhood where they can affect so many critical maturational stages.  Brain imaging studies of children abused in early childhood demonstrate profound effects on the structural development of the brain, including reduction in cortical growth.   Laboratory findings among school-aged children with PTSD who had been exposed to a major episode of extreme violence show interference with the proper maturation of the startle mechanism in the brain.  It takes until 8 years of age before a child can effectively mute their startle reaction in anticipation of a loud noise.  Children exposed to the murder of a parent, a sniper attack on their school, a terrorist attack, or accidental explosion, demonstrated delays in gaining this biological maturity.  Importantly, it is the ability to inhibit this kind of “being on alert” reaction that allows children to exclude external noises and cues in order to have the sustained attention required for studying and learning.  These same children may then remain “on alert” at night, with easy awakening, resulting in a profound sleep disorder that seriously interferes with daytime attention and learning. Neurohormonal studies among traumatized children and adolescents are showing persistent alterations in levels of stress hormones, for example, cortisol.  Scientists are beginning to investigate how these changes may be related to reported increased vulnerability to future stress and other long-term health risks.

Second, these psychological and biological sequellae are associated with major functional impairments and developmental disturbances.  By adolescence, chronic PTSD is associated with substance abuse, high-risk sexual behavior, reckless behavior, gang participation and academic disturbance.  [slide]  With support from the California Governor’s Office of Criminal Justice Planning, we have screened entire junior and senior high schools in an area of Los Angeles that have experienced chronic high levels of crime and adolescent victimization.  We found that approximately 5% of the adolescents had severe exposures, PTSD and significant ongoing functional impairments.  These students were over-represented among those who were failing classes and those receiving instruction in alternate classroom settings.  A major Los Angeles Unified School District study of recent immigrant children also found significant academic impairment among those with PTSD.  One conclusion to draw is that trauma exposures and chronic PTSD are of major societal importance, particularly as the U.S. Department of Education and school districts across the United States seek to promote academic excellence and motivation for learning in our public schools.

I know this Commission is addressing a spectrum of psychiatric conditions, impairments and disabilities.  As we learn more about the etiology, biology and course of trauma-related conditions, there is mounting evidence for an important interactive role of childhood trauma exposure and PTSD with other psychiatric disorders. For example, international groups studying bipolar disorders have discovered that early childhood history of physical or sexual abuse has a direct bearing on the course and complications of this illness. [slide]  In a major, ongoing collaborative study of the treatment of adolescent depression in primary care settings, trauma history and PTSD symptoms are being found to be associated with more severe and treatment-resistant depression.  Given the impact of trauma on brain mechanisms that underlie concentration and attention, it is not surprising that early studies are identifying a subset of children whose attentional symptoms may be brought on by or made worse by traumatic experiences.  The NYC Board of Education study illustrates the high degree to which a large-scale terrorist attack can contribute to incident-specific intense fears and separation anxieties that serve as a foundation for phobic or panic disorders.  Until recently, the compounded psychiatric disorders among children and adolescents in residential care have not always included comprehensive evaluation of trauma histories and current post-trauma reactions.  Such information can help clarify complex clinical presentations.  For example, careful detailing of reactivity to trauma reminders has been shown to underlie misdiagnosis of unexplained aggressive or even seemingly psychotic behavior. 

 I understand that you visited a juvenile justice facility yesterday.  Well-controlled studies of boys and girls in Los Angeles County probation camps and juvenile halls would suggest that these youth have even higher rates of exposure, PTSD and traumatic loss than comparison high school students.  Girls were found to have exceptionally high rates of sexual abuse, threat of rape and rape.  Among the unmet needs found in large scale studies of homeless children and those in foster care are evaluations and interventions for their exceedingly high rates of witnessing of violence.  We are learning from our National Child Traumatic Stress Network sites that children with disabilities, for example, girls who are deaf, are vulnerable to sexual abuse that often goes unattended.

It has only been twenty years since we began to develop interview guidelines for speaking to children about their experiences and reactions.  We now have available a number of psychometric tools to systematically evaluate traumatized children, adolescents and their caretakers.  We have well-documented effective child, group and family interventions for sexually abused children and good evidence for the effectiveness of trauma-grief focused treatment for children and adolescents exposed to community violence and disaster.  From a development perspective, there are concomitant improvements in academic functioning [two slides], in motivation for learning, in reestablishing a sense of a social contract and good citizenship.  Parent-preschool child interventions after domestic violence are proving beneficial, not only in reducing traumatic reactions but in restoring developmental competencies and improving intellectual functioning. The field is at the cusp of developing and adapting these structured interventions to the many different settings in which traumatized children and adolescents receive services.  At the core of these treatment approaches are a number of basic skills: addressing the traumatic experiences of the child or adolescent, helping them contend with the plethora of traumatic reminders now and in the future, improving skills to address the cascade of secondary stresses and adversities, reducing traumatic interferences with grief and facilitating the individual child’s or family’s grieving process, ameliorating posttraumatic symptoms, and restoring and promoting developmental progression.  There is beginning evidence for the selective use of medications to treat the biological alterations and their ramifications.  

In summary, we have a better appreciation of the range and extent of child and adolescent traumatic stress, we have a better understanding of the nature and course of childhood posttraumatic stress symptoms and their biological underpinning, we have better recognition of the scope and severity of development impairments, we have sound tools for evaluation, we are gaining more sophisticated understanding of the interplay of trauma symptoms and other serious child mental health problems, we have better and rapidly advancing interventions, and we have evidence that intervention leads to improvements in critical areas of child functioning, for example, academic performance.  It is therefore imperative that put into practice the achievements of the past two decades and to address the many barriers to access and integrated, continuum of care services. 

BARRIERS AND RECOMMENDATIONS

Many of the barriers to child mental health services in general also apply to traumatized children, adolescents, and their families.  There are also some special features that pertain to traumatized children and their families.  

Better education and training

Traumatic experiences often go unnoticed and unattended.  We have worked at high schools where more than 30 students had a history of being shot.  They had the worst chronic posttraumatic stress and functional impairments among students at the school.  Despite being at a school with a very good student health service, none had been identified nor received any mental health services.   The best remedy is both better education and training of school personnel, parents, students, community agencies, health and mental health practitioners, law enforcement, and others responsible for the care and supervision of children and adolescents. Child protective service workers, juvenile probation officers, foster parents, preschool providers, and the staff of victim witness assistance programs also need education and training about how to recognize signs of trauma in children.

Better surveillance and screening  

The Early Periodic Screening, Diagnosis and Treatment (EPSDT) component of Medicaid offers an important opportunity to screen for trauma exposures and posttrauma reactions, to identify children who are traumatized and are in need of mental health evaluation and potential treatment.  Many Medicaid-eligible children are at high risk for trauma exposure (i.e., all foster care children), and such screening would facilitate their care.  Teens are to have one EPSDT visit annually.  One of our sites, the Mount Sinai Adolescent Health Center, has shown how a one-visit computer administered screening can identify a subgroup of adolescents with trauma histories and current functional impairments, who can then receive a more in-depth clinical evaluation.  Similarly, children in Head Start are in a high-risk group, and there is mandatory health screening for this population; incorporating screening for trauma exposure could reach a substantial number of pre-school children.  Our Early Trauma Treatment Network, under the leadership of Alicia Lieberman of the University of California at San Francisco Medical Center, has been using a battery of pre-school screening tools that could be adopted for this use. 

We need to insure better systematic trauma screening in all child service settings, including juvenile justice facilities, schools, preschool and daycare facilities, foster care and residential treatment facilities. 

Expand resources and build capacity


After 9/11, members of the National Center for Child Traumatic Stress working as part of Red Cross response teams were struck by the lack of mental health providers familiar with grief and trauma to whom children and families could be referred for treatment. The UCLA Trauma Psychiatry Program receives calls from across the region, and there are very few providers to whom we can refer families. At times, we have to provide phone consultation to clinicians seeing trauma cases for the first time. There is a need to expand the skill sets of mental health professionals to develop a nationwide capacity to respond to traumatic events—from cases of sexual abuse in the rural frontier to mass casualty events in large urban areas. The National Child Traumatic Stress Network is well positioned to increase the capacity of child and family trauma services throughout the United States, by bringing together academic, research centers and frontline community practice sites. As the New York Academy of Medicine Study suggests, most children receive services through the schools. As I will discuss further, there is a need to improve the skills of those providing services in schools, as well as to identify better models of delivering care in school settings. The NCTSN provides an opportunity to address these issues as well. 

The integration of child and adult trauma services

 Many family members may be traumatized by the same situation.  Divisions between child and adult services, or caps on adult visits in child mental health settings, often impede effective intervention and coordinated care. There is evidence, especially with younger children, that combined parent-child forms of treatment are effective at improving adult, child, and family functioning.

Better funding of case managers

The cascade of secondary consequences—medical, financial, personal, judicial—weigh heavily on children’s caretakers, requiring much more available use of case managers than is often currently funded.  Case managers are especially helpful to meet the needs of culturally and linguistically diverse populations. With proper training, they can serve an additional, important function of helping to identify traumatized child family members and facilitate their evaluation and treatment.

Integration of within systems of care 

 The human agent of the trauma is often within the family, thereby engaging child protective services and the criminal justice system.  Over the past decade, Child Advocacy Centers have vastly improved the integration of early mental health services with the work of these agencies.  However, these Centers have not typically been integrated with a continuum of care, including traditional child psychiatry, that provides for a successful transition to more empirically-based treatment.

Juvenile justice agencies, health agencies, and schools typically do not integrate the care they provide for children and their families with that offered by community or academic mental health providers, which may result in a child and family having multiple assessments, therapists and case managers.  SAMHSA and the Center for Mental Health Services have made strides to address this issue through the Systems of Care Program, which encourages joint planning and funding of services in local communities.  We need to insure that these efforts include coordinated services for traumatized children and their families.

Providing school-based trauma-related services
Over the past five years, there has been an emerging national consensus that school-based intervention services and partnerships with child mental health and community based police are powerful means to counteract the devastating effects of community violence on our youth.  These programs can assist the recovery of individual children and their families, restore the school community and repair breaches in children’s trust in the social contract, thereby promoting child mental health, academic achievement, good citizenship and public safety.  School-based services are also proving to be the most cost-effective, efficient means of delivering trauma-focused services to large groups of children and adolescents, whether after community violence, catastrophic school violence or disaster.  Screening can be systematic, parental involvement is more easily assured, stigma can be minimized, compliance is significantly enhanced, and developmental recovery can be integrated into school life.  Two issues need further attention with regard to school-based services.  First, trauma-related school-based services must address issues in screening for abuse and domestic violence, developing appropriate procedures to comply with child abuse reporting laws.  Second, there has been a lack of attention and dedicated resources to assist teachers and other school personnel with their reactions to exposure to violence, disaster and traumatic death.  

Victim-witness Assistance Programs and school-based interventions

 Victims and witnesses to crimes have additional economic, medical and mental health benefits through their State Office of Victim-Witness Assistance, yet traumatized children and families often remain unaware of their eligibility to receive benefits through this program to help with mental health services. We have been most successful when we have included Victim-Witness Assistance staff in assisting school-based programs for traumatized children and their families. We would propose more funding to expand the outreach of victim assistance programs to school-based settings.  In addition, much better education is needed of pediatricians, family physicians and mental health practitioners about this program and proper referral procedures.

Integration of child trauma services with educational and support services  

Child and adolescent PTSD are often associated with disturbances in academic and social functioning.  There is a critical need to better unify child trauma services with already established tutoring and mentoring programs.  With effective trauma treatment, students may be able to better take advantage of these programs for academic rehabilitation and better resolution of peer and social functioning.

Integration of mental health services with school crisis planning, response and recovery programs 

Project SERV, funded by Congress, through the US Department of Education, Safe and Drug Free Schools Program is the only funding source for intermediate and long-term mental health services in schools for students and staff beyond the initial crisis response period after catastrophic school violence.  A recent expert panel, convened through funding from SAMHSA, including school administrators, teachers, school psychologists and counselors, chiefs of school police and a university educator, made the following recommendations from their experience with disaster and catastrophic violence.  

· Community mental health providers need training for intermediate and long-term mental health treatment of severely traumatized children and school personnel.

· Teachers need awareness training to recognize signs of trauma and emotional distress, and refer students to school mental health practitioners.

· Intermediate and long-term mental health services are needed for students and staff beyond the initial crisis response period.  More mental health funding is needed to sustain the level of funding to schools that often have thousands of students and hundreds of adult staff.

· Project SERV activities should include systematic surveillance, screening and monitoring course of recovery, as well as psychometrically sound clinical assessment and state of the art intervention.  The panel recommended that these goals can be best served through community and university partnerships.

Disaster preparedness and terrorism

In regard to disaster preparedness, response and recovery programs, public mental health professionals, who are the program intermediaries for FEMA, have to establish partnerships with their counterparts in the school systems in order to: (1) insure that school disaster planning conforms to modern principles of disaster mental health preparedness and response; (2) attend to the special needs of schools in regard to on-site services; and (3) insure that school disaster response plans are included in FEMA applications, with a proportion of funds dedicated to directly funding school-based mental health services.

As our country strengthens its preparedness and response to future acts of terrorism and mass casualty events, it will be critical to increase our capacity and resources to adequately address the mental health impact for children, their families and schools.  Representatives of child disaster mental health need to be included in discussions and preparedness planning with those agencies and organizations that will have principal responsibility for our nation’s homeland security.

Insurance parity for trauma mental health services  

As trauma mental health services for children and adolescents have established their effectiveness, there is a need for private insurers and HMO’s to properly provide eligibility and coverage for comprehensive evaluations and courses of treatment.  This includes recognition of the need for appropriate phased interventions as children are challenged by future traumatic reminders and trauma-related accommodations across developmental transitions.  We need to insure that PTSD, traumatic bereavement and other trauma-related conditions, along with the wider scope of child mental health conditions, receive insurance parity.   

THE NATIONAL CHILD TRAUMATIC STRESS NETWORK

The National Child Traumatic Stress Network (NCTSN) is a valuable national resource to assist in the implementation of many of these recommendations.  It provides the unique opportunity to integrate the strengths of academic centers dedicated to developing the most scientifically supported interventions, and community-based treatment and service centers, with their wisdom about providing effective care across the many settings that respond to the needs of traumatized children.  

· The NCTSN will raise public awareness of the scope and serious impact of child traumatic stress on the safety and healthy development of our nation’s children and families.

· We will improve the standard of care by integrating developmental and cultural knowledge to advance a broad range of effective services and interventions that will preserve and restore the future of our nation’s traumatized children.

· We will work with established systems of care, including the health, mental health, education, law enforcement, child welfare and juvenile justice systems, to ensure that there is a comprehensive continuum of care available and accessible to all traumatized children and their families.

· We will be a community dedicated to collaboration within and beyond the Network to ensure that widely shared knowledge and skills create a national resource to address the problem of child traumatic stress.
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