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Trauma’s Impact

trauma.10 Among those disproportionately affected,
compared to their peers, children and youth:

Trauma can result in long- and short-term problems.
Research suggests that these can include physical and
emotional health conditions and put those exposed
to trauma at increased risk for chronic ill health and
premature death.1 For children and youth, in addition to health problems, other consequences of trauma
include difﬁculties with learning, ongoing behavior
problems, impaired relationships and poor social and
emotional competence.2 Children and youth exposed
to trauma, especially violence, experience more learning
and academic difﬁculties and behavioral and mood-related problems.3 Research also shows that the younger
children are when they experience trauma, the more
vulnerable they are to its effects on brain development.4



• American Indian and Alaska Native youth (2.5
times greater risk)11
• Adolescent Latinas (more than 1.5 times greater
risk)12
• Gay, Lesbian, Transgender, Bisexual and Questioning youth (2 times greater risk)13




Many children and youth experience trauma. Depending on their circumstance, between 25-90 percent of
children and youth experience events that leave them
traumatized.5 They include:









Up to 50 percent of children and youth in child
welfare6
Between 60 to 90 percent of youth in juvenile
justice7
Between 83-91 percent of children and youth in
neighborhoods with high levels of violent crime8
Between 59 to 91 percent of children and youth in
the community mental health system9

While trauma cuts across class and race, low-income
children, youth and their families and children, youth
and families of color disproportionately experience

With substance use disorders have a higher probability of trauma exposure (4 times greater risk)14

Also signiﬁcantly impacted are children and youth who
experience:

Trauma is Pervasive



With suicidal behaviors and risk factors are more
likely to experience trauma

Natural disasters or wars (they make up 20% of
those who receive treatment)15
Homelessness (50 to 66 percent of homeless youth
witness or experience violence)16

Current Policy and Practice Responses Inadequate
Current policy and practices are characterized by the lack
of comprehensive applications of strategies that work.
As with community-based mental health in general,
appropriate use of evidence-based trauma-related practices remains limited.17 Child-serving agencies and their
providers miss opportunities to identify children and
youth with trauma-related conditions, and to intervene
early and effectively.18
In addition some practices and policies serve to retraumatize or revictimize children and youth. For example
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research shows that the use of seclusion and restraints has
resulted in death and in increased mental health problems.19 Similarly, boot camps and unlicensed residential
schools have been associated with poor, even unorthodox
treatment practices that harm children and youth.20 Poor
quality of care in some programs for children and youth
has led to staff and peer abuse, thus traumatizing youth.21
Other practices and policies inadvertently cause harm. For
example recent immigration policies have not always taken
into account the impact of raids and detention on the
children and youth of those arrested. These actions have
led to abandoned and often traumatized children and
youth.22 In the same way, housing policies that split families up in order to provide housing contribute to trauma.23
Some policies while not harmful, serve to undermine
effective strategies. For example:
1) Finance policies that limit services beyond the “indicated child” or fail to cover trauma-focused services
and supports
2) Policies designed to introduce evidence-based
trauma interventions that neglect to provide sufﬁcient initial training, funding to support start-up or
continued training

Federal
The federal government has implemented effective
broad-based and targeted initiatives that are trauma-informed. These include:








Youth Suicide Early Intervention and Prevention
Strategies and Mental and Behavioral Health Services on Campus grant programs of the Garrett Lee
Smith Memorial Act25
National Child Traumatic Stress Network (a 70center network) that has generated new research and
expanded capacity26
National Call to Action to Eliminate Seclusion and
Restraint27
Fiscal policy that supports traditional healing practices among the Navajo nation for veterans (does not
currently apply to non-veterans)28

States/Tribal
Among state- and tribal-led efforts to embed traumainformed practices include:



3) Policies and practices that ignore the need to build
in resources for collaboration



4) Trauma-related screening policies that do not factor
in community-based service capacity



Effective Practices Exists
The core components of trauma-informed care include:24

Targeted legislation in Illinois and Massachusetts29
Culturally-based child welfare initiative across tribal
governments in North Dakota30
Infrastructure development and support in
Oklahoma and Oregon31
Reduction of harmful practices with a speciﬁc child
focus in Hawaii, Louisiana and Massachusetts32 (at
least 20 states have implemented laws, regulations,
or policies designed to reduce and ultimately eliminate the use of seclusion and restraint)33



Appropriate screening and assessments



Effective interventions and supports



Culturally and linguistically competent strategies

Other efforts to improve early identiﬁcation and
treatment through screening and assessment in states
include:



Family and youth engagement





Strong organizational capacity, including outcomes
monitoring

Some Policy Initiatives Support a TraumaFocused Approach
There are current strategies to build on. They need support and a commitment to expand as appropriate and
reach their full potential. New initiatives are also needed.



Screening and assessments in most states (60 percent
of states and territories) but the scope is limited and
less than 20 percent use standardized screening and
assessment tools)34
Training strategies to increase the clinical and
support capacity of those who deliver services to
children, youth, and their families who have been
exposed to trauma (40 percent of states)35
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Unaddressed Challenges
Although nationally there are examples of effective practices, far too many children, youth and their families do
not beneﬁt from them. For the vast majority of children
and youth, public policies, particularly federal policies,
lag behind the science on trauma-informed policies
and practices. Current policy and practice responses
do not reﬂect the urgency, depth or quality required
by the high level of need, low impact of many current
efforts, and, limited community-based service capacity. Funding restrictions and inadequacies in the supply
and quality of the workforce along with poor support
for prevention and early intervention thwart effective
trauma policies and reinforce poor practice. The federal
government’s targeted trauma initiatives represent solid
ﬁrst steps. Their impact would be magniﬁed were a
more robust, intentional national approach to trauma
implemented.

Key Recommendations for Policy Action


All federal, tribal, state, and local policies should
reﬂect a trauma-informed perspective. A traumainformed response encompasses a fundamental
understanding of trauma and how it shapes an
individual who has experienced it.
• Policies should support delivery systems that identify and implement strategies to prevent trauma,
increase capacity for early identiﬁcation and intervention, and provide comprehensive treatment.
• Policies should support and require that strategies
are designed to prevent and eliminate treatment
practices that cause trauma or retraumatization.
• Policies should reinforce the core components
of best practices in trauma-informed care: prevention, developmentally-appropriate effective
strategies, cultural and linguistic competence, and
family and youth engagement.



Policy and practice reﬂective of trauma-informed
principles must be developmentally appropriate,
based on a public health framework, and engage
children, youth, and their families in healing.
• Policies should focus on preventing trauma and
developing strategies to identify and intervene early for children, youth, and their families exposed
to trauma or at-risk of exposure to trauma.

• Policies should focus on enhancing child, youth,
and family engagement strategies to support
informed trauma care delivery.
• Policies should support strategies that encompass
family-based approaches to trauma intervention.


Trauma-informed related policies must include
responsive ﬁnancing, cross-system collaboration
and training, accountability, and infrastructure
development.
• Policies should ensure that funding is supportive
of trauma-informed care and based upon sound
ﬁscal strategies.
• Policies should make funding contingent upon
eliminating harmful practices that cause trauma
and retraumatization across child serving settings.
• Policies should support comprehensive workforce
investment strategies.
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