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Introduction

Imagine walking through a jungle and coming face-to-face with a tiger. The hair on the 
back of your neck rises, you start breathing quickly, and a shot of adrenaline spreads through 
your bloodstream. This reaction pathway is the handiwork of millions of years of evolution 
designed to help you survive in circumstances of extreme stress. It is a brilliant system, but 
designed for brief durations of activity. What if you had to spend your every waking hour on alert 
for that tiger? How long do you think you would last?

Children who are experiencing trauma often have their own tigers in their life. This could 
take the form of an abusive family member, insecure housing, or having to escape a war-torn 
country. These kids carry their tigers with them, trapped in a state of hypersensitivity that causes 
difficulty in distinguishing threatening stimuli from innocuous ones. A teacher may find it strange 
when a student jumps if they touch them on the shoulder, but that child may have been sexually 
abused and is thus sensitive to unexpected contact. Their tiger has taken up their focus, making 
it hard to discern the real tigers from the paper ones. 

Paper tigers come from an old Chinese idiom, which describes something that seems 
menacing but in reality is harmless. They are often used as a metaphor to help explain the 
complex nature of trauma. Youth trauma results when a child experiences lasting adverse 
effects on their physical, emotional, and psychological well-being due to stressful stimuli. As 
such, it is not the event itself, but rather how the child perceives the event that dictates whether 
or not trauma develops. The number of such potentially harmful events a child has been 
exposed to is measured by Adverse Childhood Experiences (ACEs). The rates of ACEs among 
youth in America are startling. 26 percent of children in the U.S. will experience an ACE by the 
age of 4, the brain’s most critical period of development.  As explained by Dr. Robert Block, the 1

former President of the American Academy of Pediatrics, “Adverse childhood experiences are 
the single greatest unaddressed public health threat facing our nation today.”2

However, broad scientific consensus states that trauma is treatable, and that outcomes 
are best when caretakers intervene early and use trauma-informed practices. These practices 
work with the child in a holistic manner, understanding the impact of environmental factors in 
their psychological well-being. While the science is clear, much of the data on trauma is 
relatively recent. Because research is still forthcoming and not yet widely understood, many 
policies and programs that aim to serve at-risk youth do not always follow the best treatment 

 National Center for Mental Health Promotion and Youth Violence Prevention, "Childhood Trauma and Its 1

Effect on Healthy Development," July 2012 (http://sshs.promoteprevent.org/sites/default/files/
trauma_brief_in_final.pdf)
 Levins, Hoag. “The Cost-Saving Potential of Trauma-Informed Care.” University of Pennsylvania 2

Leonard Davis Institute of Health Economics. Accessed on 03.09.17 from: http://ldi.upenn.edu/news/cost-
saving-potential-trauma-informed-primary-care
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models. In fact, many traditional interventions actually run the risk of retraumatizing children. 
However, Charlottesville and Albemarle are making great strides to apply trauma-informed 
practices across their care systems. With these changes, there is good reason to be hopeful for 
the future of care at the local level. By reducing the impact ACEs have on a child’s life, 
communities of care will be able to break the cycle of trauma and prevent future abusive, 
neglectful, or otherwise unsafe conditions for children. To achieve this future, it is crucial all 
actors have a better understanding of the problems around trauma and corresponding solutions. 
This report aims to explore the landscape of trauma, tracing the history of our understanding; 
federal, state, and local policies, as well as current efforts being made on a local level to change 
the nature of how we address trauma. 
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Defining Trauma

The Substance Abuse and Mental Health Services Administration (SAMHSA) defines 
trauma as a condition resulting:
 

“from an event, series of events, or set of circumstances experienced by an 
individual as physically or emotionally harmful or life-threatening with lasting 
adverse effects on the individual’s functioning and mental, physical, social, 
emotional, or spiritual well-being.”3

This definition highlights a key aspect of trauma in that it is not uniform. Rather, trauma 
focuses less on the damaging event and more on how it is experienced by the individual. As 
such, a diagnosis for trauma cannot come with a checklist but rather must account for a host of 
factors such as the individual’s temperament, past experiences, and current environment. Thus, 
any exploration of trauma cannot be examined in isolation, instead requiring a holistic and 
nuanced approach. Much like other mental health issues, trauma’s less visible nature has made 
it more difficult to recognize and treat than most physical ailments. This subtle nature has led to 
a relative lack of understanding of what trauma is and the implications trauma early in life can 
have on an individual’s life. Only with the recent rise in understanding of the impact mental 
health can have on one’s well-being have we been able to make major advancements in our 
understanding of trauma. As a result, there has been a rapid proliferation of research and 
services addressing trauma, but much of our understanding is relatively nascent and requires 
refinement.

However, certain key features have been made clear. The earlier a stressing event 
occurs, and the more extreme it is, the greater the likelihood that it will lead to trauma. Trauma 
can manifest itself in a myriad of ways, meaning treatment is most effective when tailored to the 
individual, often frustrating large-scale, more uniform solutions. Perhaps most importantly, while 
trauma can be treated, early intervention is unequivocally most effective.   4

 "Trauma." SAMHSA Center for Integrated Health Solutions. SAMHSA, n.d. Web. http://3

www.integration.samhsa.gov/clinical-practice/trauma.
 "Five Numbers to Remember about Early Childhood Development." Center on the Developing Child. 4

Harvard University, n.d. Web. http://developingchild.harvard.edu/resources/five-numbers-to-remember-
about-early-childhood-development/.
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Physiological Impact

It is important not to conflate stress with trauma. In secure environments, stress can 
actually be a tool that leads to growth and increased resilience to future stressors, much like 
how a muscle is strengthened by repeated exertion. But what if that muscle is never allowed to 
rest and becomes overworked or has a tear that cannot heal? This is what leads to a toxic 
stress response (Figure 1). As defined by the Center for the Developing Child at Harvard 
University, a toxic stress response occurs when a child experiences “strong, frequent, and/or 
prolonged adversity—such as physical or emotional abuse, chronic neglect, caregiver 
substance abuse or mental illness, exposure to violence, and/or the accumulated burdens of 
family economic hardship—without adequate adult support.”  With prolonged activation of stress 5

response systems, development is put on hold, potentially disrupting the developing brain and 
organ systems. 

�
Figure 1. Graphic illustrating the three types of stress one can experience. Efforts should 
focus on cultiave environments that keep stress in the positive or tolerable range to 
prevent the development of trauma.   6

Barking Dogs

The human brain develops from the bottom up, starting with more emotional (limbic) and 
impulsive decision making centers. The body’s threat-response system is largely governed by 
these more basal hindbrain regions. In an emergency, the fight-or-flight system is prepared to 
act quickly, before the slow but rational cerebrum can process stimuli. When consistent thoughts 

 "Toxic Stress." Center on the Developing Child. Harvard University, n.d. Web. http://5

developingchild.harvard.edu/science/key-concepts/toxic-stress/.
 Ibid.6
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of violence or other traumatic events flood a child’s mind day by day, the primal portion of the 
brain stays activated, flooding the body with cortisol and forestalling brain development.7

As a result, the child may fail to develop sufficient neural connections in crucial forebrain 
regions, like the prefrontal cortex, which regulates long term planning and higher order judgment 
and decision making faculties.  This can lead youth to develop misanthropic attitudes and 8

approach the world from a more limbic perspective, hindering opportunities and increasing the 
likelihood of engagement in risky behavior. 

�          �
      Full Brain                        Barking Dog Brain

Figure 2. These hand motions are used to illustrate the “barking dog” method of 
understanding how trauma affects a child’s brain. Multiple trauma-informed care training 
models use this hand motion to educate caretakers.

Imagine a child’s brain is a closed fist with the thumb tucked inside. The outer layer of 
four fingers represents the prefrontal cortex in the brain, the decision-making epicenter. When a 
traumatic event occurs, this layer is not utilized, leaving the primal brain behind. This occurrence 
is represented by lifting the four fingers, leaving an exposed thumb to represent the small 
portion of the brain that stays alert during an emergency. Experts call this leftover primal center 
the “barking dog.” When the prefrontal cortex is continually circumvented, children’s brains 
erode to leave only the barking dog, forestalling the proper development of many of the child’s 
executive functions.9

 "Toxic Stress." Center on the Developing Child. Harvard University, n.d. Web. http://7

developingchild.harvard.edu/science/key-concepts/toxic-stress/.
 Perry, Bruce. "Impact of Abuse on Brain." Oklahoma University, n.d. Web. http://www.ou.edu/cwtraining/8

assets/pdf/handouts/2010/Impact percent20of percent20Abuse percent20on percent20Brain.pdf.
 Interview with Stephanie Carter. 9
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A Bear in the Forest  10

Dr. Nadine Burke Harris offers a similar model of trauma’s effect on the brain in her TED 
Talk on child trauma. She explains that:

“[Exposure to early adversity] affects areas like the nucleus accumbens, the 
pleasure and reward center of the brain that is implicated in substance 
dependence. [Exposure to early adversity also] inhibits the prefrontal cortex, 
which is necessary for impulse control and executive function, a critical area for 
learning. And on MRI scans, we see measurable differences in the amygdala, the 
brain's fear response center.”

Without the prefrontal cortex’s inhibitory effects, combined with a depressed nucleus 
accumbens, individuals are governed to a greater degree by their impulsive desires, leading to a 
higher tendency of engaging in risky behavior. Harris adds that trauma-exposed adults, even 
without engaging in risky behaviors, still exhibit higher rates of heart disease and cancer. She 
links this health outcome to trauma’s effect on the hypothalamic-pituitary-adrenal axis, the fight-
or-flight system in the body. This life-saving system can easily become maladaptive, or health 
threatening, when it becomes overstimulated. Like the paper tiger metaphor, she compares 
these situations to being in a forest facing a bear, “which is great, if you’re in a forest, and 
there’s a bear.” When that bear could possibly make a reappearance at any moment, like an 
alcoholic parent or a mentally ill relative, the episodic problem becomes an ongoing crisis, 
hardwiring the child for conflict.

Toxic stress brought on by traumatic events has a deep influence on the neurological 
functions of a child, and consequently their physical and emotional health. With these 
revelations of how trauma leaves the brain in its primal state, actors in social work, public policy, 
and academia have taken strides to further understand trauma and how to treat the dogs, tigers, 
and bears it creates.

Measuring Trauma

Early advocates addressing adverse childhood experiences had difficulty quantifying 
trauma and establishing consensus on how to measure it. This difficulty in identifying the scope 
of the problem frustrated attempts to build coalitions and policies that properly addressed 
trauma and its causes. However, a landmark study by Felitti et al of 8,056 patients receiving 
services from Kaiser Permanente’s San Diego Health Appraisal Clinic found particular childhood 

 Harris, Nadine Burke. "How Childhood Trauma Affects Health Across a Lifetime." TED Talks. N.p., n.d. 10

Web. https://www.ted.com/talks/
nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime.
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experiences had profound predictive ability on adult risk behaviors.  Felitti et al surveyed those 11

receiving services about childhood experiences across seven categories: whether they had 
lived with substance abusers, mentally ill, or suicidal household members, had witnessed 
violence against their mother, or had any imprisoned relatives. They then explored whether 
these experiences were predictive of the top ten leading risk factors for poor health later in life. 
These risk factors include: smoking, severe obesity, physical inactivity, depressed mood, suicide 
attempts, alcoholism, any type of drug abuse, parenteral drug abuse (i.e. non-oral 
consumption), a high lifetime number of sexual partners (greater than 50), and a history of 
having a sexually transmitted disease. 

Felitti et al gave individuals an Adverse Childhood Experience (ACE) score based on the 
number of categories of experiences they had faced. They found that the score was statistically 
significant with all measured adult risk factors and had a dose-dependent response; the higher 
an individual’s ACE score, the higher the odds ratio for each risk factor. While effect sizes 
varied, all were statistically significant. These odds ratios can be found in Figure 3. 

�

Figure 3. Odds ratio for risk factors by number of ACEs.

 Relationship of childhood abuse and household dysfunction to many of the leading causes of death in 11

adults. The Adverse Childhood Experiences (ACE) Study. US National Library of Medicine National 
Institutes of Health, n.d. Web. https://www.ncbi.nlm.nih.gov/pubmed/9635069.
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Felitti et al sparked a new, more holistic approach to addressing childhood trauma. Their 
findings showed a clear linkage between early childhood experiences and poor health and risky 
behavior later in life. Ultimately, this seminal work showed how events in early childhood have 
profound effects, some as extreme as early death. These findings led to unprecedented levels 
of national interest in trauma research, such as the previously described Barking Dog study and 
Dr. Burke Harris’ clinical work, which resulted in a flurry of research that has helped demonstrate 
the impact of trauma on life outcomes.

Many of these studies have also gone onto expand the definition of what is considered 
an ACE, such as socioeconomic hardship or the divorce of a parent.  While many will argue 12

that these additional risk factors are less extreme than those studied by Felitti et al, it is 
important to analyze them without placing subjective weight on their impact, as trauma is 
experienced differently by each individual. Further, many of these studies have shown that not 
all individuals are equally likely to have ACEs. A survey by the U.S. Department of Health and 
Human Services called the National Survey of Child and Adolescent Well-Being (NSCAW) 
explored the increased risk felt by those who had interacted with children welfare services.  13

More than half of children in their population reported four or more adverse childhood 
experiences, compared with only 13 percent of the general population studied by Felitti et al. 
Almost four out of 10 of the youngest children in the NSCAW study had already experienced 
four or more adverse experiences. In the oldest age group (11 to 17 years old), more than two 
thirds (68 percent) of youth had four or more adverse childhood experiences. As a point of 
comparison, in the Felitti et al study, only about one in 10 people reported four or more 
experiences. These discrepancies in risk between the NSCAW study and the general population 
can be viewed in greater detail in Appendix A.

Felitti et al themselves found there were significantly fewer categories of exposure 
among whites, Asians, and college graduates (P<0.001). Other studies have gone on to find 
that socioeconomic status has strong predictive power on the number of ACEs a child will 
experience, which is of particular importance considering these same children are those least 
likely to have access to adequate treatment services (Figure 4).14

For example, Dr. Burke Harris found that poor urban youth have rates of ACEs well 
above the national average. In her study, 67.2 percent of all patients in her data set exhibited at 
least one ACE, 15 percent higher than the general population. This led to her founding the 

 Stevens, Jane-Ellen. "Nearly 35 million U.S. children have experienced one or more types of childhood 12

trauma." ACES Too High. N.p., n.d. Web. https://acestoohigh.com/2013/05/13/nearly-35-million-u-s-
children-have-experienced-one-or-more-types-of-childhood-trauma/.

 "No. 20: Adverse Childhood Experiences in NSCAW ." National Survey of Child and Adolesct Well-13

Being. NSCAW, n.d. Web. https://www.acf.hhs.gov/sites/default/files/opre/
aces_brief_final_7_23_13_2.pdf.

 Ibid.14
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Center for Youth Wellness in San Francisco, CA and becoming a major advocate for prevention, 
screening, and treatment programs.  15

Felitti et al and successors like Dr. Burke Harris have allowed us to better map and 
understand the scope of trauma. However, we still have not been able to elucidate in full detail 
how to measure the progression of trauma once it begins to impact the individual, as seen in 
Figure 5.  This is a primary focus of current research.16

Figure 4. Results from the National Survey 
of Children’s Health indicate the strong 
relationship between socioeconomic status 
and ACE incidence.

The Chapin Hall Midwest Study: Tracking the Trail of Trauma17

Seeking to better understand the impact of childhood experiences across a broader 
array of sociocultural measures, several research organizations collaborated to examine the 
outcomes for individuals from the time they left the foster care system until the age of 24. Their 
population included all foster care children in the states of Wisconsin and Iowa, as well as two 
thirds of children in Illinois, making it one of the most comprehensive studies of its nature to 
date. They then compared the demographics of their foster population to data on the general 
population using the results of the Adolescent Health Study, a study that has been following a 

 Burke, N. J., et al. The impact of adverse childhood experiences on an urban pediatric population. Child 15

Abuse & Neglect (2011), doi:10.1016/j.chiabu.2011.02.006
 "Adverse Childhood Experiences." SAMHSA, n.d. Web. https://www.samhsa.gov/capt/practicing-16

effective-prevention/prevention-behavioral-health/adverse-childhood-experiences.
 Courtney, Mark. Chapin Hall. University of Chicago, 2011. Web. https://www.chapinhall.org/sites/17

default/files/Midwest percent20Evaluation_Report_4_10_12.pdf.
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Figure 5. The relationship between adverse 
childhood experiences and long term life 
outcomes. There remain many gaps in our 
understanding of the progression of trauma 



nationally representative sample of adolescents that were in grades 7-12 in the 1994-1995 
school year to now. 

The results are staggering. By the time of their final interview, 74 percent of the men in 
the study had been incarcerated, as opposed to 23 percent in the general population. Over one 
third had experienced homelessness that lasted at least a month, and their educational 
prospects, widely regarded as the path to socioeconomic mobility, were poor.  Compared to 18

their Adolescent Health Study counterparts, Midwest Study participants were over three times 
as likely not to have a high school diploma or GED, half as likely to have completed any college, 
and one-fifth as likely to have a college degree. Further, unplanned pregnancies occurred with 
startling frequency. Nearly 80 percent of the 25- and 26-year-old young women in the Midwest 
Study had ever been pregnant; 65 percent of those pregnancies were unplanned.

This study illustrates the patterns Felitti et al identified between ACEs and life outcome in 
clear detail, demonstrating how early trauma can have a snowballing effect, limiting lifetime 
potential. Its authors use these findings to support a claim that, in general, these former foster 
youth exhibit “less tangible evidence of resiliency,” highlighting the need for wise interventions 
that provide children services that fit their needs. 

 Venator, Joanna. "Three Reasons College Matters for Social Mobility." Brookings. Brookings, 6 Feb. 18

2015. Web. https://www.brookings.edu/blog/social-mobility-memos/2015/02/06/three-reasons-college-
matters-for-social-mobility/.
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The importance of early, effective intervention is three-fold. First, development of a 
trauma-defined response is typically a gradual process. Early intervention helps to address the 
trauma experienced before it becomes cemented as a critical feature in the child’s perspective 
(Figure 6). 

�
Figure 6. Variance in brain plasticity over time.19

Second, this report has already shown that development is delayed when a child 
experiences trauma and that proper interventions can help limit the duration and severity of this 
delay, giving the child a better opportunity to grow and develop normally. Finally, related to this 
developmental delay, there is an accumulative nature to ACEs, where those who have one ACE 

 "Brain Architecture." Center on the Developing Child. Harvard University, n.d. Web. http://19

developingchild.harvard.edu/science/key-concepts/brain-architecture/.
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“Trauma-informed care is now the expectation, not the exception, in 
behavioral health systems.” 

—National Council of Behavioral Health 



are statistically more likely to have multiple.  By helping mitigate the effect of a child’s ACE, 20

they are better protected and more resilient to future challenges.  21

Value of Trauma-Informed Care

 For an intervention to be effective in reducing an ACE’s impact, it must take place in an 
environment conducive to healing and development . When a surgeon excises a tumor outside 22

of a clean OR, his good intentions run the risk of doing more harm than good due to subsequent 
infection. Treating childhood trauma is no different; if solutions are implemented in poor 
contexts, their value is grossly undermined. This concept is the key feature that distinguishes 
trauma-informed care from other types of interventions. SAMHSA defines a trauma-informed 
approach as one that (1) realizes the widespread impact of trauma and understands potential 
paths for recovery, (2) recognizes the signs and symptoms of trauma in clients, families, staff, 
and others involved with the system, (3) responds by fully integrating knowledge about trauma 
into policies, procedures, and practices, and (4) seeks to actively resist re-traumatization.23

This final criterion of SAMHSA’s definition in particular has guided this report’s efforts. 
Organizations working to reduce childhood trauma have realized that their efforts are hamstrung 
by retraumatization when youth exit their care or are living in environments that are not 
conducive to their growth. As such, emphasis has been placed on creating trauma-informed 
networks that pool resources and strategies to make not just trauma-informed workers, NGOs, 
parents, or schools, but entire trauma-informed communities. As explained by the National 
Council for Behavioral Health, “trauma-informed care is now the expectation, not the exception, 
in behavioral health systems.”  24

Many traditional responses to behavior associated with a child experiencing trauma can 
inadvertently amplify the effects of trauma, or even cause what would have otherwise been a 
passing incident to develop into a traumatic experience.  For example, a child who has 25

 "Overcoming Adverse Childhood Experiences: CREATING HOPE FOR A HEALTHIER ARIZONA." 20

Child Health Data. Child Health Data, n.d. Web. http://childhealthdata.org/docs/drc/arizona-aces-
efinal.pdf?Status=Master.

 "Building Resiliency Preventing Adverse Childhood Experiences [ACEs]." Oregon Health Authority. 21

N.p., n.d. Web. 26 Mar. 2017. https://public.health.oregon.gov/HealthyPeopleFamilies/DataReports/
Documents/OregonACEsReport.pdf.

 Burrell, Sue. "Trauma and the Environment of Care in Juvenile Institutions." National Child Traumatic 22

Stress Network. NCTSN, n.d. Web. http://www.nctsn.org/sites/default/files/assets/pdfs/
jj_trauma_brief_environofcare_burrell_final.pdf.

 "Trauma-Informed Approach and Trauma-Specific Interventions." SAMHSA. SAMHSA, n.d. Web. 23

https://www.samhsa.gov/nctic/trauma-interventions.
 "Trauma-Informed Care." National Council for Behavioral Health. N.p., n.d. Web. https://24

www.thenationalcouncil.org/areas-of-expertise/trauma-informed-behavioral-healthcare/.
 "Trauma-Informed Care: A Sociocultural Perspective." NCBI. SAMHSA, n.d. Web. https://25

www.ncbi.nlm.nih.gov/books/NBK207195/.
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experienced violence in his neighborhood may react violently during normal interactions among 
classmates. A teacher may punish the child by making her sit in the corner or sending her to 
detention at each occurrence without ever asking why the child continues to act out. In another 
case, a social worker may ask a child repeatedly about life in his home. If the child is forced to 
relive neglectful or abusive moments in describing these instances, the child may feel more 
scared or nervous about his home life than he did before. An example of a traditional 
intervention and a corresponding trauma-informed intervention can be found in Figures 7 and 8. 

Examples of Interventions

What does trauma-informed care really look like? Take the story of Max, a hypothetical 
child whose story is based in real-life events as told to the authors during interviews. Max's life 
looks very different when he receives a non-trauma-informed intervention as compared to a 
trauma-informed one.

Max is eight years old and lives at home with a single mother. Max's mom has violent 
episodes on occasion that make Max afraid to come home. Without a strong support system in 
his family, Max develops low self-worth, which leads to a buildup of anger and anxiety. His pent-
up angst starts to manifest itself in Max's behavior, leading Max to have his own violent 
outbursts on the playground and in the classroom. When Max's teacher thinks there might be 
something more serious going on at home, she and the principal call Child Protective Services, 
who remove Max from his abusive mom’s house and place him in a group home. The group 
home, a residential service run through the foster system, houses six to ten kids at a time, 
though they tend to come and go. He doesn’t connect well with the other kids because he 
doesn’t know if his next roommate will stay or leave, so his friendships are unstable. Max 
doesn’t connect with any of the staff who work there since their shifts change from time to time, 
so he keeps to himself. Max develops even lower self-worth in isolation and starts making bad 
choices outside of school and the group home. Depression compounds with substance abuse, 
which compounds with teen pregnancy, which make it increasingly harder for Max to get back 
on track. When he’s a father himself, he is very likely to make the same parenting mistakes that 
his own mother made when he was eight years old, setting the stage for the experience of 
trauma across generations.

Figure 7. Max's story shows 
how the cycle of trauma 
hurts both himself and future 
generations.
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What if Max's teacher made a trauma-informed decision, and the Department of Social 
Services never put Max in the group home? When Max's teacher noticed aggressive behaviors 
in class, she could have pulled him aside and asked what was going on outside of school, 
offered to have him go speak to the guidance counselor, and worked with him to develop 
strategies for how to handle his anger and excess energy when he feels a violent outburst 
coming on, like raising his hand and asking to take a moment in the hall. If the teacher came 
across the bigger problem going on at home, she could work with Child Protective Services and 
give them more information about Max's personality and needs as she knows them as his 
teacher. CPS could work to place Max in a “kinship home,” a temporary residential situation in 
which Max would live with a non-offending family member, friend, doctor, teacher, or other more 
familiar figure to make Max's transition out of his mom’s house smoother. Max could then 
benefit from a supportive home environment and trauma-informed social workers that help Max 
through the move. Having nurturing, reliable adults in his life makes Max feel like he can relax 
for once, and normal development can resume. Through his hardships, Max can even become 
more resilient with the guidance from his support system  because he now knows who he can 
trust and reach out to for future support. This resiliency sets Max up to have a better chance for 
a successful future and to be better able to handle stressors that may come his way, providing 
for the opportunity for a happier, healthier life. 

F i g u r e 8 . M a x ' s s t o r y 
changes when t rauma-
informed interventions enter 
his life.

Trauma-informed responses can dramatically change outcomes for a child across 
community services. Instead of repeatedly sending a child to detention for bad behavior in class, 
schools can adopt restorative justice practices, alternative discipline measures that include 
breathing exercises, counseling, and other de-escalation tactics to help a child return to 
emotional stability before re-entering the learning space. Child welfare advocates can question 
youths in the juvenile justice system differently, shifting the conversation from the frame of, 
“What’s wrong with you?” to, “What happened to you?” While these types of responses require 
more from caregivers, understanding the importance of environmental factors on a child, and 
hesitating to cast blame on him or her for exhibiting a normal response to abnormal conditions, 
is the first step toward positive change.
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Return on Investment26

In addition to the personal benefits that patients acquire when organizations and 
communities make the transition to a trauma-informed system, multiple studies have shown the 
economic value of trauma-informed care. According to researchers at Georgetown University in 
a report compiling results from several other studies, children receiving mental health services 
comprise less than 10 percent of the overall child population under Medicaid, but account for 
about 38 percent of all Medicaid child expenditures. The authors of this study state that this 
relationship shows the clear value that investing in preventative measures can have on reducing 
Medicaid expenditures. Additionally, a national study performed by ICF International found that 
improved systems of care resulted in a 42 percent drop in the average cost per child served for 
inpatient services among member providers of the Child Mental Health Initiative.  Over an 27

eight-year period, the study estimated more than $37 million in savings were derived from 
improved outcomes for all children touched by this initiative’s centers of care across the country. 
State and local implementations of systems of care saw dramatic positive results as well:

● In 2012, Georgia implemented trauma-informed systems of care, resulting in a 45 
percent decline in the average cost of a youth in a juvenile correction facility. 

● Data from the THRIVE System in Maine, a trauma-informed system of care, showed a 
50 percent decrease in inpatient mental health services.

● After Nebraska implemented trauma-informed care training for its family services 
workers across 22 counties in 2012, 90 percent of at-risk youth who entered the child 
welfare or juvenile justice system returned to their families upon exit, avoiding state 
custody. Cost savings for these children who avoided state custody was estimated at 
nearly $7 million.

Finally, local level studies showed similarly remarkable savings due to the 
implementation of trauma-informed care. In Monroe County, NY, savings to the county averaged 
approximately $38,000 per youth, with overall savings around $500,000, in just the first year of 
implementing a trauma-informed system of care. In the second year of the program, savings per 
child increased to about $45,700, or nearly $1 million total. This study helps to outline the 
financial benefits of trauma-informed care to both the patient and the taxpayer.

Yet these figures fail to capture human costs and the untold preventable suffering that 
occurs as a result of ACEs. As mental health and trauma come into focus both in academic 
circles and the public eye, these concerns are becoming a greater priority in terms of research 
and new policy interventions to address trauma’s negative consequences.

 Stroul, Beth. "Return on Investment in Systems of Care for Children With Behavioral Health 26

Challenges." National Technical Assistance Center for Children's Mental Health, Apr. 2014. Web.  https://
gucchdtacenter.georgetown.edu/publications/Return_onInvestment_inSOCsReport6-15-14.pdf.

 ICF International. (2013). Avoided costs of system of care-related outcomes: 2005–2010 communities 27

funded by the federal Children’s Mental Health Initiative. Atlanta, GA.
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Challenges to Wide-Scale Implementation

Why has it taken so long for such an effective treatment model to come to prominence? 
Despite child trauma’s urgency, a few critical factors have stalled the rollout of national trauma-
informed care initiatives.

First, research on ACEs and their effects is still a young field of study. Though Feletti et 
al published their landmark study on ACEs nearly 20 years ago, research on models of trauma-
informed care did not become widely published until ten years ago,  and only within the last five 28

to seven years have calculations on trauma-informed care’s return on investment been widely 
explored. The good news is that curiosity about trauma-informed care is growing. As more 
current, supportive data becomes available, many policymakers have begun to enter the fray. 
However, scarce top-down instruction and funding, coupled with the high upfront costs of 
training,  has made implementation of trauma-informed care models difficult and costly for small 
communities. Until more comprehensive trauma-related legislation becomes law and 
administrative agencies increase funding, local actors will continue to be the driving force of the 
conversation about trauma-informed care implementation.

In addition, long-time professionals are at times resistant to changing old ways of trauma 
treatment. One educator this group interviewed, who requested to remain anonymous, 
discussed the complications of adding trauma-related care responsibilities onto a teacher’s 
plate. On top of combatting language barriers, struggling to meet state academic standards, and 
following district and school policies, being a counselor to a child can seem above a teacher’s 
pay grade. Other caretakers share this sentiment, sometimes seeing trauma-informed care as 
another box to check on their already long lists of tasks to complete. Some institutions are 
already content with the training they offer their staff and are hesitant to change something they 
think works. Additionally it is very easy for administrators of various systems to relegate trauma-
informed care training to one sect of an institution, leaving all child trauma caretaking to a 
specific group of people. 

A final aspect of trauma-informed care that prevents organizations from immediately 
joining the movement is the time and energy it takes to administer a trauma-informed response. 
Organizations and agencies on limited budgets have finite space in their offices and hours in 
their days to treat clients. Trauma-informed care requires careful attention to detail from 
caregivers, ensuring that everything, from the lighting in an office to the questions they ask a 
child, is trauma-sensitive and in-tune with a child’s emotional and mental state. For counselors, 
doctors, social workers, and other professionals, this attitude toward care puts much more work 
on their part as they must adapt to the child, rather than the child to them. Hunter Smith, a 
program coordinator in the Charlottesville foster care system, described the difficulty that comes 
with bending a caretaker’s mindset toward humble listening and intentional relationships, as 

 Hodas, G.R. Responding to childhood trauma: The promise and practice of trauma-informed care. 28

Pennsylvania Office of Mental Health and Substance Abuse Services, 2006.
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opposed to transactional client-caretaker relationships and checking off boxes for behavioral 
and mental health. Smith ensures that his staff can keep up with a kid and continue to listen to a 
child even in their darkest hours. He asks, “Can you hang with them while they’re cussing you 
out, crying to a staff member, or threatening to hurt themselves or others?”  Moreover, he 29

challenges his employees to give this level of compassion to every kid who walks through their 
doors. Simply showing up, listening, and checking in can be powerful acts in a child’s life if done 
consistently and from an early age.

Trauma-informed care invites caretakers to go the extra mile for a child because that 
presence of a sound relationship might be the best part of a child’s day, week, or month. Though 
budget and time constraints are real challenges for organizations that want to implement 
trauma-informed care, the goal is for more groups to adopt trauma-informed practices so 
systems of care can divide the work more evenly across organizations and serve the greatest 
good for the greatest number. No one organization can do everything, but if everyone does 
something, then individual cases become much easier to manage. Despite these barriers to 
trauma-informed care, consensus among experts that it is best practice has influenced the 
crafting of policies that are beginning to help local organizations better adapt to trauma-informed 
care models. 

 Interview with Hunter Smith.29
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The large number of trauma-affected youths across the country calls for national 
attention. Legislation regarding child trauma from the last two decades has made substantial 
progress to addressing child trauma, creating the foundations for state and local action. Through 
various improvements of existing programs and the establishment of new initiatives, the federal 
government has played an integral role in helping put mental and behavioral health policy on the 
agenda, from Washington to the local level.

Victims of Crime Act (1984)30

 
The Victims of Crime Act (VOCA) establishes the Office for Victims of Crime within the 

Department of Justice. This office oversees the Crime Victims Fund that is financed primarily by 
fines paid by convicted federal offenders as well as donations from private citizens.  As of 
September 2013, the fund balance had reached almost $9 billion. This fund provides grants that are 
devolved to state and local agencies and organizations to implement services for those affected by 
criminal activity. As such, these grants are often used to help court-involved youth. While many 
VOCA funded efforts have helped children such as court-involved youth, VOCA fails to address 
youth trauma in its many forms.

Children’s Health Act (2000)31

The Children’s Health Act was the first major piece of federal legislation that specifically 
addressed the issues of child trauma. This act authorized SAMHSA to form the National Child 
Traumatic Stress Initiative (NCTSI) that coordinates efforts among those organizations and 
agencies involved in addressing trauma. One of the most significant outcomes of this initiative is 
the National Traumatic Child Stress Network (NCTSN), designed to advance “state of the art, 
empirically supported strategies to raise the standard of care and improve access to services for 
traumatized children, their families, and communities throughout the United States.” The 
network started with 17 member organizations and has since grown to include over 150 funded 
affiliate centers. Members of the network include leaders in systems of care, such as education, 
law enforcement, child welfare, juvenile justice, military family service, and physical and mental 

 Rodino, Peter. "H.R.6403 - Victims of Crime Act of 1984." Congress.gov. Congress.gov, n.d. Web. 30

https://www.congress.gov/bill/98th-congress/house-bill/6403.
 "H.R.4365 - Children's Health Act of 2000." Congress.gov. Congress.gov, n.d. Web. 13 Mar. 2017. 31

https://www.congress.gov/bill/106th-congress/house-bill/4365/text/pl.
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“We can be hopeful if we start recognizing the impacts of childhood 
trauma…and the effect they have on the ability to achieve.” 

—U.S. Senator Heidi Heitkamp 



health programs.  The network is the primary vehicle through which best practices and 32

strategies are disseminated to state and local actors. Through raising the standard of care and 
improving access to services for traumatized children, the NCTSN aims to raise professional 
and public awareness of child trauma and its negative effects on families, communities, and 
society. For more information on how the NCTSN’s programs help its member organizations 
achieve their goals, see Appendix B.

Child Abuse Prevention and Treatment Act (2010)33

        
The Child Abuse Prevention and Treatment Act (CAPTA) was reauthorized in 2010 

(originally enacted in 1974) and provides grant funding with the ultimate goal of strengthening 
and supporting families with children by protecting children from abuse, neglect, and 
maltreatment; improving the services for victims of and children exposed to domestic violence, 
and improving adoption assistance.

CAPTA is relevant to the dynamic legislative approach to alleviating the effects of child 
trauma because child abuse and neglect are forms of trauma that over 794,000 children in the 
U.S. face. Similarly, this bill addresses the negative impact that domestic violence has on 
children, reporting that child abuse occurs in approximately 30-60 percent of the houses in 
which there is domestic violence, often leaving children at a greater risk of “psychiatric 
disorders, developmental problems, school failure, violence against others, and low self-
esteem.” High levels of trauma are likely to accompany child abuse and neglect, and CAPTA 
helps establish the necessary funding for services that may alleviate some of the long-term 
effects of trauma.

One unique amendment in this reauthorized legislation is that CAPTA requires states to 
prepare and submit a state plan to remain in effect for the duration of their participation in the 
grant program. The state plan must be prepared and submitted annually to describe how funds 
appropriated from CAPTA were used to  achieve the objectives of the grant program.  It also 
requires states “to have a law mandating reporting by specified individuals of known and 
suspected instances of child abuse and neglect.” This holds states accountable in supporting 
the necessary programs with federally allocated funding. Funding is appropriated among Child 
Abuse Prevention and Treatment, Family Violence Prevention and Services, Adoption Reform, 
and Abandoned Infants Assistance. More information on these programs can be found in 
Appendix C.
 

 "The National Child Traumatic Stress Initiative: Helping Kids Recover and Thrive ." The National Child 32

Traumatic Stress Initiative: . SAMHSA, n.d. Web. 18 Mar. 2017. https://www.samhsa.gov/sites/default/
files/programs_campaigns/nctsi/nctsi-trifold-brochure.pdf.

 U.S. Department of Health and Human Services. "The Child Abuse Prevention and Treatment Act." The 33

CAPTA Reauthorization Act of 2010. N.p., n.d. Web. 18 Mar. 2017. https://www.acf.hhs.gov/sites/default/
files/cb/capta2010.pdf.
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21st Century Cures Act (2016)34

 
The 21st Century Cures Act updates the Children’s Health Act of 2000, establishing long-

term funding for the NCTSI, which appropriates funding towards evidence-based and trauma-
informed services for children who have experienced trauma. More importantly, the act expands 
the focus of trauma prevention to include the mental, behavioral, and biological aspects of 
psychological trauma response. The act’s focus on the positive long-term effects of mental 
health resources and services on child trauma helps broaden the approach that community-
based services consider in the treatment of a child. By focusing on the mental, behavioral, and 
physiological components of trauma that had previously not been present in federal legislation, 
the 21st Century Cures Act increases resources for pediatric mental health services.
  

Within the act, Title X provides pediatric health care grants to strengthen mental and 
substance use disorder care for children and adolescents. Title X also outlines the expansion of 
statewide and regional programs for access to pediatric mental health care. Most notably, 
pediatric mental health care programs can only receive Title X funding if their services support 
the “early identification, diagnosis, treatment, and referral of children with behavioral health 
conditions.” 
  
U.S. Department of Justice: Defending Childhood Initiative
 

In 2010, Attorney General Eric Holder launched the Defending Childhood Initiative, 
which provides  grants aimed to develop strategic plans for community-based initiatives that 
provide services to children exposed to violence.   As a component of the initiative, the 35

Department of Justice’s Office of Juvenile Justice and Delinquency Prevention provided funding 
for the creation of the National Task Force on Children Exposed to Violence. The goal of the 
Task Force was to recommend ways in which the U.S. may prevent, reduce, and treat children’s 
exposure to violence.  Two years after its launch, the National Task Force released its 36

recommendations and a blueprint for preventing children’s exposure to violence and for 
reducing the negative effects experienced by children exposed to violence.  The central 37

findings of the Task Force indicate that not only must there be coordination across federal 
agencies, but also a localized community response to adequately respond to this issue. 

  "H.R.34 - 21st Century Cures Act." Congress.gov. Congress.gov, n.d. Web. 13 Mar. 2017. https://34

www.congress.gov/bill/114th-congress/house-bill/34/text#toc-H646806A0231C41E98274D433291C5E42
U.S. Department of Justice."About the initiative." United States Department of Justice. N.p., n.d. Web. 35

18 Mar. 2017.  https://www.justice.gov/defendingchildhood/about-initiative.
 Holder, Eric H., Jr. "Report of the Attorney General’s National Task Force on Children Exposed to 36

Violence." Defending Childhood. N.p., n.d. Web. 18 Mar. 2017. https://www.justice.gov/
defendingchildhood/cev-rpt-full.pdf.

U.S. Department of Justice."About the initiative." United States Department of Justice. N.p., n.d. Web. 37

18 Mar. 2017.  https://www.justice.gov/defendingchildhood/about-initiative.
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Similarly, while addressing the importance of  federal funding and support, many of 
these policies acknowledge that a solution is not found simply through federal legislation, but 
that efforts must be collaborative across organizations, agencies, and institutions, highlighting 
the importance of community-based endeavors.  For this reason, the lion’s share of how policy 38

regarding youth trauma is experienced by the individual is shaped by state and local action. 

 U.S. Department of Justice."About the initiative." United States Department of Justice. N.p., n.d. Web. 38

18 Mar. 2017.  https://www.justice.gov/defendingchildhood/about-initiative.. 
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21st Century Context for Mental and Behavioral Health Policy in Virginia

The state of Virginia is familiar with the unfortunate realities of untreated mental health 
issues. In 2007, 25 students and five faculty members were fatally shot at Virginia Polytechnic 
Institute by Seung Hui Cho. Cho was a socially withdrawn student who had a history of mental 
illness and showed many signs of cognitive disturbance in his school work and public YouTube 
videos. One of the deadliest shootings in U.S. history, the Virginia Tech massacre sparked a 
new wave of government action in mental health affair that affects the way both the national and 
state governments treat trauma today.39

Soon after, another violent event in Virginia brought mental health back into the policy 
spotlight. State Senator Creigh Deeds was stabbed by his son, who then took his own life, in 
their Millboro home in November of 2013. Despite a long-time experience with mental illness, 
mental health workers were unable to find a hospital psychiatric bed for Deeds’ son, leading to 
his dangerous release from state custody and the subsequent attack. After Senator Deeds’ 
recovery, he became a major advocate of changing the way Virginia cares for its mentally ill 
citizens. He was key to the establishment of the Joint Subcommittee to Study Mental Health 
Services in the 21st Century. The four-year committee has since done extensive research on 
the treatment of mental health patients in the medical sphere, justice system, and other care 
administrations across Virginia.40

These major events in Virginia’s history provide the context within which state 
policymakers have taken recent action related to mental health and trauma. The following 
selection of relevant policies have been mentioned by local actors in interviews to have direct 
influence on the way they operate.

State Policy

Virginia’s legislative and executive branches have made strides over the last decade to 
improve the health and life outcomes of their constituents upon whom trauma has the greatest 

 "Massacre at Virginia Tech leaves 32 dead." This Day in History. History.com, n.d. Web. http://39

www.history.com/this-day-in-history/massacre-at-virginia-tech-leaves-32-dead.
Martz, Michael. "Virginia mental health panel begins work today." Richmond Times Dispatch. N.p., 20 40

July 2014. Web. 26 Mar. 2017. http://www.richmond.com/news/virginia/government-politics/virginia-
mental-health-panel-begins-work-today/article_60dfea02-fe73-5304-8cd2-de11dd11d312.html.
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impact. Some of the most important policies are outlined below.  Relevant state definitions of 
key concepts can be found in Appendix D.

Virginia Department of Social Services 

In 2003, the Virginia Department of Social Services (VDSS) implemented a Differential 
Response System, giving local departments of social services (LDSS) the flexibility to respond 
to reports of child abuse and neglect with either an investigation (the traditional protocol) or a 
family assessment.  Under this system, when a LDSS receives a report of abuse or neglect, 41

the staff determines the urgency and validity of the report and then determines whether a family 
assessment or investigation is most appropriate. 

In Virginia, an investigation is conducted in cases where there are immediate safety 
concerns, or when Child Protective Services (CPS) receives a report that is required by law to 
be investigated.  During an investigation, a CPS worker will conduct interviews and observe the 42

family environment in order to determine whether or not abuse has occurred.  In completing 43

CPS Investigative Procedures, the CPS worker will determine whether the report was founded, 
which means that the information gathered reveals a preponderance of evidence to support that 
child abuse and/or neglect has occurred.  In these cases, CPS will determine whether home 44

removal is necessary. 

Family assessments, on the other hand, are used in low to moderate risk cases that 
have no immediate safety concerns. These assessments involve the “collection of information 
necessary to determine the immediate safety needs of the child, the protective and rehabilitative 
services needs of the child and family that will deter abuse or neglect, risk of future harm to the 
child, and alternative plans for the child’s safety if the family is unable or unwilling to participate 
in services.”  Family assessments are intended to engage families, reduce the tension that 45

accompanies a traditional investigation, and utilize community resources and the family’s 
natural support network.  This change in protocol to include family assessments in these types 46

of situations recognizes the potential damage of investigations as well as the nuance of child 
abuse or neglect cases.

 Voices for Virginia's Children. A Portrait of Virginia’s Child Welfare System. Issue brief. N.p., May 2011. 41

Web. http://vakids.org/wp-content/uploads/2015/12/A-Portrait-of-Virginia-Child-Welfare-System.pdf.
 "A Guide To Investigative Procedures." Child Protective Services. Virginia Department of Social 42

Services, n.d. Web. 26 Mar. 2017. https://www.dss.virginia.gov/files/division/dfs/cps/intro_page/
publications/investigation/B032-01-0974-09-eng-07-14.pdf .

 Ibid.43

Code of Virginia §63.2-100. Retrieved from http://leg1.state.va.us/cgi-bin/legp504.exe?000+reg44

+22VAC40-705-10
 Ibid.45

 Voices for Virginia's Children. A Portrait of Virginia’s Child Welfare System. Issue brief. N.p., May 2011. 46

Web. http://vakids.org/wp-content/uploads/2015/12/A-Portrait-of-Virginia-Child-Welfare-System.pdf.
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2008 Mental Health Reform

In 2008, following the Virginia Tech massacre, Virginia began a massive overhaul of its 
mental health infrastructure. Within a year of the massacre, the Virginia legislature “improved 
the emergency evaluation process, modified the criteria for voluntary commitment, tightened 
procedures for mandatory outpatient treatment, and increased state funding for community 
mental health services.”  $42 million was added to the state’s community health care budget to 47

add caseworkers and psychiatrists. This reform was also seen by many as a down payment. 
Unfortunately, the impact of the recession decreased focus on these issues, and Virginia began 
again to lag behind. However, the incident with Senator Deeds’ son reignited focus on the issue. 
This led to the creation of the Joint Subcommittee Studying Mental Health Services and has 
also been credited with the creation of the Children’s Cabinet. 

The Children’s Cabinet 

In 2014, Governor Terry McAuliffe created the Children’s Cabinet to develop and 
implement a comprehensive policy agenda related to the education, health, safety, and well-
being of youth throughout the Commonwealth.  While 33 states have similar cabinets, 48

Virginia’s is one of  very few whose membership is comprised of top level policymakers such as 
the Lieutenant Governor, the First Lady, and the Secretary of Health and Human Resources, 
demonstrating a commitment to advance child welfare and opportunity in the state.49

 
The Children’s Cabinet is tasked with evaluating and recommending strategies to 

optimize and align local, state, and federal public resources, along with public-private 
partnerships, to enhance current and prospective programs and services for Virginia’s children 
and their families, particularly those at highest risk.  One of its biggest projects has been the 50

“Classrooms not Courtrooms Initiative,” an interagency effort to curb the number of students 
referred to law enforcement and subjected to exclusionary school discipline.  Beyond the 
Classrooms Not Courtrooms initiative, the Children’s Cabinet’s Annual Report identifies two 
other priorities: leading the Challenged Schools Initiative, and advancing policy related to 

 Bonnie, RJ, JS Reinhard, P. Hamilton, and EL McGarvey. "Mental Health System Transformation after 47

the Virginia Tech Tragedy." National Center for Biotechnology Information 28.3 (2009): 793-804. Web. 
<https://www.ncbi.nlm.nih.gov/pubmed/19414889>.

 McAuliffe, Terence R. "CHAMPIONS FOR VIRGINIA'S CHILDREN: VIRGINIA CHILDREN'S 48

CABINET ." Executive Order NUMBER TWENTY ONE (2014) . Commonwealth of Virginia Office of the 
Governor , n.d. Web. 26 Mar. 2017. https://governor.virginia.gov/media/3326/eo-21ada.pdf.

 "Governor McAuliffe's Children's Cabinet." Virginia.gov. Virginia.gov, n.d. Web. 26 Mar. 2017. https://49

hhr.virginia.gov/childrens-cabinet/.
 McAuliffe, Terence R. "CHAMPIONS FOR VIRGINIA'S CHILDREN: VIRGINIA CHILDREN'S 50

CABINET ." Executive Order NUMBER TWENTY ONE (2014) . Commonwealth of Virginia Office of the 
Governor , n.d. Web. 26 Mar. 2017. https://governor.virginia.gov/media/3326/eo-21ada.pdf.
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enhancing educational outcomes and workforce readiness in targeted communities.  As the 51

Children’s Cabinet becomes more established, it is likely to play a continually increasing role in 
shaping the field of youth trauma as it becomes more established. 

Virginia’s Five Year State Plan for Child and Family Services, 2015-201952

The Virginia Child and Family Service Plan is a five-year strategic plan submitted to the 
U.S. Department of Health and Human Services by the VDSS that provides the vision, 
outcomes, and goals for strengthening Virginia’s child welfare system. The report identifies 
areas of potential improvement, with current critical areas of focus including the safety of 
children, permanency for children, well-being of children and their families, and enhancing 
existing child and family related social services. Other highlighted goals included strengthening 
the formation and functioning of the family team, reducing waiting lists for services, and 
increasing resources to ensure that the unique needs of children and families can be met, 
particularly for non-English speaking families. 

Vision 21: Linking Systems of Care for Victimized Children and Youth Demonstration Initiative
 

The Vision 21 initiative is the first comprehensive assessment of victim services in 15 
years,  promoting a systematic approach to permanently alter how the needs of victims are 53

met.  Its projects encourage a broad spectrum of service providers, advocates, criminal justice 54

professionals, allied practitioners, and policymakers to “address crime victim issues through a 
broader lens than their everyday work.”  In 2014, $12.5 million was allocated in the 55

Congressional Consolidated Appropriations Act to the initiative, allowing the Office for Victims of 
Crime (OVC) at the U.S. Department of Justice to provide competitive funding opportunities for 
state Victims of Crime Act (VOCA) administering agencies.56

 "Governor McAuliffe's Children's Cabinet." Virginia.gov. Virginia.gov, n.d. Web. 26 Mar. 2017. https://51

hhr.virginia.gov/childrens-cabinet/.
 Commonwealth of Virginia Department of Social Services, Division of Family Services. Virginia’s Five 52

Year State Plan for Child and Family Services, 2015-2019. Rep. N.p., June 2014. Web. https://
www.dss.virginia.gov/family/cfs_plan.pdf.

 Ibid.53

 "Linking Systems of Care for Children and Youth." Vision 21: Transforming Victim Services Initiative. 54

Vision 21, n.d. Web. 26 Mar. 2017. https://ovc.ncjrs.gov/vision21/pdfs/Vision-21-linking-systems-of-care-
for-children-and-youth.pdf.

  Ibid.55

 "About Vision 21." Vision 21: Transforming Victim Services Initiative. Office of Justice Programs, n.d. 56

Web. 26 Mar. 2017. https://ovc.ncjrs.gov/vision21/.
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In June 2015, Virginia was one of two states to receive a grant from OVC to implement 
and operate the Vision 21 initiative.  The VDSS received an initial award of $398,000, which 57

will be followed by two additional awards to support the five-year implementation of the 
program. The VDSS’ goal is to use this program to ensure that “every child entering any of 
Virginia’s child-serving systems is assessed for victimization and provided comprehensive and 
coordinated services to fully address their needs.”  Although the VDSS is the lead agency for 58

this initiative, it has also partnered with several agencies to ensure collaboration, so that “no 
matter where a child or youth victim enters the system, they are identified and directed to 
appropriate and trauma-informed services.”  This collaboration will better allow agencies to 59

assess and remove barriers such as governmental jurisdiction and the lack of cross-systems 
knowledge, ensuring no child falls through the cracks.

Scale of the Problem

Though Virginia is clearly taking an active role in addressing mental health and youth 
trauma, most of these policies are relatively recent and their full effect has not yet been felt. 
While the number of Virginians with an ACE score of 1 or more mirrors the national average, 
Virginia is close to the bottom in terms of care.  In a ranking of all fifty states, Mental Health 60

America placed Virginia at 38th for overall rates of accessibility of care, and 49th in the number 
of children with major depressive episodes that did not receive mental health services.  This 61

translated into only one out of four youth with major depression receiving the treatment they 
needed. Thus, while Virginia may not exhibit an abnormal rate of mental illness by national 
standards, the state lags behind in care for its mentally ill population.

An additional challenge Virginia faces in treating mental illness is the large population of 
children living below the poverty line, 15.24 percent of all children. As previously explained, 
income level strongly correlates with a child’s likelihood of having a non-zero ACE score. 
Families exposed to poverty face the effects of trauma at significantly increased rates as 
compared to their more affluent counterparts. Difficulty providing basic needs such as food, 
shelter, and clothing, puts families in poor homes at a remarkable risk of experiencing multiple 
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  Ibid.58

 Ibid.59

 2011/2012 National Survey of Children’s Health. (n = 95,677) Tables compiled by Data Resource 60

Center for Child and Adolescent Health.
 Kleiner, Sarah. "Virginia is No. 38 in Mental Health America ranking." Richmond Times Dispatch. 61
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ACEs in their lifetimes.  According to U.S. Census data, there are 3,464 minors in the greater 62

Charlottesville region living below the poverty line, 9.6 percent of children in Albemarle County 
and 20.73 percent of children in the City of Charlottesville.63

Local experts in child trauma frequently point to four cross-sections of Virginia’s low-
income youth population that are most vulnerable to ACEs and the unique challenges they face. 
They include English language learners, children involved with the foster care system, court-
involved youth, and homeless children.

English Language Learners (ELLs)

Roughly one in ten public school students in the U.S. identifies as an English Language 
Learner, about 4.5 million students.  The vast majority of ELLs speak Spanish as their mother 64

tongue (76.5 percent). All other languages are spoken with much lower frequency; the next most 
common primary languages spoken are Arabic, Chinese, Vietnamese, each making up only 
about 2 percent of ELLs. In Virginia, ELLs make up about 8 percent of total public school 
enrollment, but that figure rises to 10 percent in Charlottesville and Albemarle public schools.  65

This region also has higher levels of non-Spanish speaking ELLs due to the International 
Rescue Committee, which brings refugees from all over the world to the greater Charlottesville 
region each year. As a result, Charlottesville City School’s ELLs speak 46 different languages, 
and Albemarle County Public School’s ELLs speak over 70 languages, complicating efforts to 
provide services.  66

Compared to non-ELL children, a greater proportion of these children have experienced 
major stressors such as refugee status, home removal, and community and school violence. 
These students already exhaust themselves juggling two languages and cultures during the 
school day, leading to extensive ego depletion that can allow otherwise innocuous events to 
have traumatic impact, especially if their home lives lack stability. While the neurological 
damage resulting from trauma can lead to devastating emotional and behavioral breakdowns in 
any child, this damage is particularly problematic for youths whose ability to learn English as a 
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second language  and adapt to another culture is impaired by stress-induced developmental 
lags.

Foster Children

Child abuse and neglect are the two most commonly cited parenting failures that lead to 
referrals to Child Protective Services (CPS). In 2011, U.S. Child Protective Services received 
3.4 million referrals, representing 6.2 million children. Of those cases referred, about 19 percent 
were substantiated.   According to Prevent Child Abuse America, the American public spent 67

approximately $80 billion on the effects of child abuse in 2012.  In substantiated cases of child 68

abuse or neglect, children shift into state custody, moving into a foster home, group home, or 
psychiatric care facility. The local foster system cares for about 300 children in Charlottesville 
and Albemarle annually, spending about $33,000 per child each year.  These figures 69

demonstrate how child abuse does not simply affect those who are abused, but the community 
at large.

Like other subsets of traumatized children, those in foster homes are more likely to be 
subjects of physical and sexual abuse, as well as mental, emotional, and financial manipulation, 
exposed to substance abuse, and collect other adverse childhood experiences. After spending 
extended periods of time in foreign households and group homes, children may also face re-
traumatization when they return home if the initial situation that caused them to be removed has 
not improved dramatically if their parental attachment has weakened.

Court-Involved Youth

“Court-involved youth” as a population includes both children whose parents or 
guardians have committed crimes, and those who have committed crimes themselves. In 
Charlottesville alone, approximately 150 juveniles have been arrested since 2010 (Figure 9).

Virginia’s rates of juvenile intake for property and violent crimes is well below the 
national average.  While juvenile arrests have decreased approximately 70% since 2001 in 70

Charlottesville, children whose parents are going through the justice system are similarly 
exposed to trauma. 76 percent of children surveyed in the juvenile justice system have 
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experienced some sort of trauma in their lifetime, and over half of all juvenile delinquents have 
two or more ACEs.71

�

Figure 9.  Juvenile arrests at the local level have decreased dramatically since 2000.72

On top of the traumatizing events court-involved youth experience that lead them to the 
court, involvement with the legal system can be re-traumatizing. Retelling stories, culturally 
insensitive questions, language barriers, and unwelcoming government and law offices can all 
have negative effects on a youth’s mental health. Additionally, children involved with the juvenile 
justice system often overlap with the foster child population since the actions their parents or 
they have committed often are what lead to their unsafe home lives, and subsequent home 
removal. This complex population consists of the most traumatized, yet often most alienated 
children in the community.

Homeless Children

Virginia ranks 16th in child homeless populations with over 24,500 homeless children 
across the state. Furthermore, according to a 2010 study by the National Center on Family 
Homelessness, Virginia ranked 46th on policy planning for its homeless population.  However, 73

according to a 2016 HUD report, homelessness has decreased by 35.7 percent from 
2007-2016, demonstrating Virginia’s improvements to homeless policy in recent years. Within 
the Charlottesville area, approximately seven percent of homeless people are children, a 
uniquely at-risk population for trauma.74
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Children without stable housing experience ACEs on an astoundingly frequent basis. 
Homeless children go hungry twice as often as children who are not homeless. Half of all 
school-aged homeless children experience serious mental health disorders, compared to 18 
percent of children who are not homeless. Their exposure to violence, substance abuse, and 
unstable family lives put them at major risk for trauma-related negative health and behavioral 
outcomes.  Compounded with shelter insecurity, these children have many types of trauma to 75

deal with, though with little support to help them cope.

From English language learners, to homeless children, to impoverished kids across the 
state, Virginia’s population contains a number of groups and individuals at a high-risk of trauma. 
As policymakers begin to acknowledge the scientific realities of trauma, both state and local 
governments have started to make major strides toward supportive systems of care for their 
constituents. However, local actors remain the primary force for providing auxiliary services.

Local Actors

The local region’s care system for traumatized youth is comprised of three main bodies: 
government actors, school actors, and nonprofit organizations. All three branches of 
Charlottesville and Albemarle County’s care systems actively seek to gain more trauma-
informed care training and make positive change for disenfranchised groups of children in the 
local region.

Trauma-informed care has evolved into a larger conversation in the greater 
Charlottesville area as a result of government, school, and nonprofit collaboration in pursuing a 
trauma-informed community. To narrow the search for pioneers in this pursuit, this report has 
identified five key qualities that institutional leaders with the greatest potential for advancing best 
practices in the community present: (1) accessibility for low-income families, both in cost and 
location, (2) attitude of cultural humility, (3) child friendly space, (4) proven program 
effectiveness at producing positive outcomes for the traumatized population, and (5) prior 
implementation of trauma-informed care. Due to their excellence in meeting these criteria, the 
authors of this report find the following actors to be particularly exceptional candidates for high-
impact philanthropy dollars.

Government Actors

Community leaders have begun to show more outright support for trauma-informed care 
initiatives in the last few years. Charlottesville Mayor Mike Signer has spoken more frequently 

 "Facts on Trauma and Homeless Children." NCTSNET.org. National Child Traumatic Stress Network, 75
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about the importance of addressing child abuse and its causes and consequences.  While no 76

members of the Albemarle County Board of Supervisors have put forward concrete plans to 
combat this issue, representatives from both Charlottesville and Albemarle’s Departments of 
Social Services are active in the local child trauma prevention scene.

Community Attention Partners

One major leader in implementing trauma-informed care 
training in local government systems is Charlottesville’s 
Community Attention Partners. Community Attention 
includes three models of support: foster care, group 
housing, and community engagement programs.

Community Attention Foster Families (CAFF) works with 
CPS to place children removed from their families into 
supportive, welcoming homes that best meet their needs. 
CAFF strives to place children in “kinship” homes, rather 

than “resource” homes. In other words, a child would ideally live with a non-offending relative, a 
close family friend, a teacher, doctor, or other familiar individual to provide the smoothest 
transition possible between the  biological family and new home. The screening and training 
processes for “resource” families (families outside a child’s familiar network who volunteer 
through CAFF to temporarily foster children) rigorously examine a family’s stability and 
willingness to adapt to various child backgrounds and behaviors. Foster families receive trauma-
informed care training before they receive clearance for a child’s placement in their home.

The Community Attention Home, or A-Home for short, is a group home that serves up to 
12 kids at one time. The A-Home works with primarily short-term stays, with a 90-day intended 
maximum, aiming to help children and families in emergency situations. All staff members 
receive trauma-informed care training. Hunter Smith, the A-Home’s program coordinator, 
detailed the measures their staff takes to ensure kids have as normal of an upbringing as 
possible while living in the home. From securing prom dresses to adjusting pick-up vehicles to 
blend in more with other family cars, staff at the A-Home understand how much the little things 
go a long way in these traumatized kids’ lives. Their focus on relationships with their residents 
echoes the key advice of trauma-informed service models.

The Community-Based Services branch of Community Attention offers “diversion 
services,” designed to keep kids involved in the juvenile justice system from recidivating or 
participating in other risky behaviors. Their programs range from life skills groups that promote 
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confidence in child ex-offenders, to internship and service programs. The Community Attention 
Youth Internship Program (CAYIP) and Teens Give offer extracurricular experiences for low-
income kids and teenagers who may otherwise, without these time commitments, become 
involved in risky behaviors. While Teens Give provides invaluable life experiences for children to 
better understand and meaningfully give back to their communities, CAYIP is a particularly 
unique opportunity for low-income kids because all internships are paid. This payment can help 
kids become more self-sufficient, allows kids to contribute to household payments, and 
facilitates financial learning and responsibility. Community-Based Services also offers additional 
accessibility for low-income families by providing transportation passes to children in their 
internship programs.

All three parts of Community Attention’s service model embody the five key qualities for 
leadership in trauma-informed care. Residential services are free of charge to families, as are 
educational services for children and families. Through their family training and child intake 
process, they avidly seek families with adaptive abilities for children from other backgrounds 
and cultures to feel safe in their homes. As a result of their efforts, Community Attention has 
seen great success. In 2015, 66 percent of children discharged from the foster care system 
achieved permanency, living with a stable, welcoming, long-term family.  Most importantly, 77

Community Attention’s three branches meet quarterly to check in on how previously 
implemented trauma-related programs are going, discuss new findings in trauma-informed care, 
and chart a course for improving the way their trauma-informed programs serve their clients.

School Actors

Schools have slowly begun to look into trauma-informed care, both nationally and locally. 
For example, the Lincoln Alternative High School in Walla Walla, WA implemented trauma-
informed care in 2010 and saw tremendous results. Lincoln was one of the lowest performing 
schools in the state before the trauma-informed intervention. Trauma-sensitive training helped 
administrators and faculty at the school realize that the reasons kids could not perform 
academically related in large part to their life experiences. One in four Walla Walla children lives 
in poverty, and gangs and drug use are rampant in the city. Further, at the time, one in three 
female students at Lincoln were survivors of sexual assault. Instead of fighting these barriers to 
in-school success, teachers began to work with these issues and let kids use their emotions. 
Educators achieved these outcomes by educating their students about ACEs and mechanisms 
for coping with unfortunate circumstances at home. Staff began to focus on personal 
relationships with students and adjust the way they administered discipline. After the switch to a 
trauma-informed model, Lincoln saw 75 percent fewer fights, a 55 percent increase in math 
assessment scores, and a threefold increase in seniors bound for college. Tailoring teacher 
practices to help students cope with trauma in a safe environment and provide unconditional 
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love and support, while still upholding high expectations for learning, has set the standard for 
trauma-informed schools across the country.78

Local schools need interventions like the one seen at Lincoln High School. 
Charlottesville City Schools (CCS) and Albemarle County Public Schools (ACPS) educate a 
racially and socioeconomically diverse population of students. 46 percent of CCS students are 
black or Hispanic, though only 23 percent share that racial makeup in county schools.  Two 7980

CCS elementary schools offer free breakfast and lunch for their whole student body, and nearly 
30 percent of all ACPS students receive free or reduced-price lunch, a common metric for low-
income student populations.  With the variety of backgrounds and stories to embrace 81

throughout the school system, it is essential that local districts begin to more seriously 
implement trauma-informed care to help individual students with their unique traumas.

CCS and ACPS currently only mandate trauma-informed care training for teachers of 
English for Speakers of Other Languages (ESOL) classrooms. Since ESOL teachers touch 
some of the most challenged populations in the school system, this program seems effective on 
the surface. However, trauma training for ESOL teachers is limited, often given in under a few 
hours during a one-time workshop, limiting the quality of trauma-informed care teachers can 
give. Additionally, English Language Learners (ELLs) take classes and interact with 
administrators and faculty outside of their ESOL classrooms. Without a comprehensive trauma-
informed care system, ELL children may still face re-traumatization in schools when they step 
outside the trauma-informed “bubble” of their ESOL classrooms. Finally, increasing the number 
of staff and faculty members who receive trauma-informed training, instead of just ESOL 
teachers, improves a school’s capacity for care for all, not just a targeted subset of the 
population. As much as ESOL teachers can track the traumatization of refugees and 
immigrants, it may take an extra set of eyes to catch abnormal behaviors from foster kids, 
homeless children, and victims of neglect, which are less visible populations.  Thus, this report 82

finds the lack of school-wide training to be a major gap in current policy. However, some schools 
in Charlottesville have already begun to take additional steps towards being fully trauma-
informed. 
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Lugo-McGinness Academy

The Lugo-McGinness Academy (LMA), an 
alternative public high school in Charlottesville, is 
a great leader in the local movement toward a 
trauma-informed community. The school’s mission 
aims to achieve students’ personal and academic 
growth in a therapeutic and trauma-informed 
environment. Their principal, Stephanie Carter, 
has spoken on panels across Virginia about the 

social and academic success of her students, attributing much of their growth to the nurturing 
environment the school promotes, including small class sizes, ample time for recreation, and 
personal relationships with faculty and staff members.

LMA at all times receives at least 10 percent of its students from group homes and an 
additional 10 percent from foster care. At one point, 100 percent of all students at LMA were 
involved with the juvenile justice department. Prior to 2014, behavioral and academic 
performances from LMA’s students were less than desirable. Before relocating to their current 
location in the 10th and Page neighborhood, students had no space to let loose and engage in 
stress-free play. Charlottesville Tomorrow quoted Cindy Nelson, LMA’s English instructor when 
she said: “The old building looked like a warehouse and sent the subliminal message to 
students they were being warehoused… Lugo-McGinness is a positive place. Being sent here is 
not a punishment. It is an opportunity to change the course.”  It is important not to undervalue 83

the subtle messages we can send to youth in the way we arrange services.

In the same year as the relocation, trauma-informed care became the standard of 
practice for the school. With Carter as the new principal, all staff and faculty received trauma-
sensitive training that initiated a culture change among faculty, staff, and students alike. Since 
then, LMA has seen significant reductions in the number of kids suspended per month, as well 
as the length of suspensions when they occur, a 78 percent decline in the number of students 
who drop out, and dramatic decreases in the number of courses failed. Last year, every child at 
LMA passed at least one class. Figures 10 and 11 provide further context for changes in number 
of suspensions and class performance as measured by credits.84

 Paine, Grace. "Lugo-McGinness Academy ends first year on optimistic note." Charlottesville 83
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Figure 10: This graph shows the 
number of students suspended at 
LMA per month over the course of 
three years. From the first year of 
trauma-informed care implementation 
to today, LMA has seen dramatic 
d e c r e a s e s i n t h e n u m b e r o f 
suspensions distributed.

Figure 11: Students earn credits by 
passing required classes or passing 
SOL tests, the state standardized 
assessment in Virginia. Nine Lugo-
McGinness students passed zero 
classes in 2014, but each child 
passed at least one class in 2016.

As a free public school with a culturally aware staff, newly opened play space, and 
trauma-informed practices, the Lugo-McGinness Academy serves as a testament to the change 
trauma-informed care can make in Charlottesville and Albemarle County schools. While the 
authors of this report realize making such wide infrastructural change across the school system 
is difficult and may raise challenges not faced by LMA due to its small size and special 
population, there are still many translatable elements of their success that can be brought to 
benefit the broader student population. 

Nonprofit Actors

Nonprofit organizations in Charlottesville and Albemarle County work closely to ensure the 
security, health, and self-sufficiency of community members across the local region. The three 

!41



most prominent trauma-informed organizations for child welfare in the local region include 
Foothills Child Advocacy Center, ReadyKids, and Piedmont CASA.

Foothills Child Advocacy Center
 
The Foothills Child Advocacy Center is a trauma-
informed, coordinated response and intervention 
system for alleged child victims of trauma. Their main 
function is to assess the behaviors of children who 
have undergone trauma, per Child Protective Services 
(CPS) referrals, and also to provide supportive services 
and educational resources for caretakers of 
traumatized children. Law enforcement and CPS use 
the Foothills office space to conduct forensic interviews 

with children in lieu of taking them to a police station or another more intimidating, potentially re-
traumatizing environment. After a child undergoes assessment, Foothills often refers children 
and families to counseling resources, like ReadyKids. Foothills also organizes the 
Charlottesville and Albemarle Multidisciplinary Team, comprised of 14 local agencies, that 
serves to increase cross-agency collaboration and communication, and decrease duplication of 
child welfare services.85

Foothills meets all five key qualifications of leadership in trauma-informed care. The 
Foothills office is centrally located in the Charlottesville community with ample parking and close 
proximity to three bus route stops. Assessments, counseling referrals, and educational materials 
are free of charge to families. The organization exhibits cultural humility both in their 
interpersonal actions and organizational structure. Educational resources from Foothills come in 
low-literacy and Spanish formats to accommodate parents of different linguistic abilities and 
backgrounds. In 2011, Foothills became a member of the National Children’s Alliance, a network 
of 795 child advocacy organizations that works to combat the effects of child abuse. The 
National Children’s Alliance emphasizes cultural competency and diversity as two of their 
standards for membership. Additionally, Foothills’ mission is to advocate and care for children 
and families in the local community in a safe and welcoming space. With light blue and light 
yellow walls, a quiet office environment, and cozy furniture, Foothills has created a warm and 
comfortable environment for children and families, eliminating negative distractions from the 
outside world as services are administered.86

Lastly, Foothills’ ten years of operation in the community have proven to be effective for 
families as shown by the local and national recognition it has received. After serving more than 
2,000 victims of child abuse, Foothills earned national re-accreditation for its services in 
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February 2017. Accreditation requires compliance with high standards of efficient, effective, and 
consistent services for children and families. Foothills’ renown is derived from its outstanding 
care, produced as a result of their trauma-informed values.87

Ready Kids

ReadyKids provides counseling services for 
ch i ldren coping wi th adverse chi ldhood 
experiences such as abuse, neglect, and refugee 

trauma. Referrals come primarily from the Department of Social Services as well as the Foothills 
Child Advocacy Center. The average age of a ReadyKids client is 10 years old, though they 
have recently initiated new programs specifically tailored for children under five, a crucial 
addition for trauma-informed practices.88

As such, ReadyKids also meets the five key qualifications of leadership in trauma-
informed care. 73 percent of ReadyKids clients identify as low-income. Low-income families 
have access to ReadyKids’ services due to their free counseling and its proximity to stops for 
three bus routes. Although the wait list for services can stall family treatment up to six weeks, 
ReadyKids is well-connected in the community and can often refer families who can afford 
counseling to other services for faster clinical help. For every child who comes through their 
doors, ReadyKids adopts a posture of cultural humility in service to their clients. ReadyKids 
employs two bilingual counselors to help treat Spanish- and French-speaking clients and offers 
direct outreach programs to the Southwood neighborhood in Charlottesville, where a large 
refugee population lives. They also operate in a child-friendly space. ReadyKids provides a 
flexible outpatient model for children under the age of five that allows the child to receive 
services in their home or in school, instead of an office environment. Counseling also takes 
place in their clean and welcoming headquarters just off of the Charlottesville Downtown Mall.

Finally, ReadyKids has seen success in its counseling efforts due to their model of care 
that keeps children in counseling until counselors, caretakers, and kids all agree that they have 
met the goals of treatment. Staff do not have a maximum number of visits a child can make for 
services. As such, while their average duration of treatment is 9 months, they have followed 
individual cases for as long as three years.  ReadyKids has trained staff members in trauma-89

informed, evidence-based treatments such as Eye Movement Desensitization and 
Reprocessing, Theraplay, and Art Therapy.  In 2021, ReadyKids will celebrate 100 years as an 90

organization leading child welfare work in the Charlottesville and Albemarle area. Any resources 
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directed towards ReadyKids should be done so with the purpose of reducing the average wait 
time for services. 

Piedmont Court-Appointed Special Advocates (CASA)

Court-appointed special advocates are trained 
volunteers whom a judge appoints to advocate for the 
best interests of a child in court. Children aided by 
Piedmont CASA, the local chapter of the volunteer 
organization, include victims of abuse and neglect 

whose custodial and home placement decisions are processing at the juvenile court. CASA 
does not require volunteers to have a legal background, though they do undergo an intensive 
screening and a 32-hour training program upon consideration for partnership with the 
organization. While some case workers interact with a child for a short period of their court 
involvement, CASA volunteers work with kids throughout the entirety of the process, sometimes 
across many years, providing consistency in a child’s otherwise hectic life.

Although primarily an advocacy organization, CASA has recently ventured into providing 
direct service. Recognizing a lack of resources for older foster care youths (those ages 14-18+) 
who are close to aging out of the system, last year CASA created the Bridges to Success 
program using funds obtained through a VOCA grant.  This program trains coaches to engage 91

kids in the life-planning process, working with them to develop a “comprehensive, holistic and 
measurable plan and to guide and support youth in their transition to self-sufficiency and living 
an independent, interdependent life.”  The goals of the program are to improve academic 92

performance, develop soft and hard skills to maintain employment, and increase youth 
engagement. The ultimate goal of the program is to produce self-sufficient, resilient problem-
solvers who are built for success after their involvement with the court system is over. Despite 
being a such a young program, this endeavor demonstrates how CASA is evolving to fill the 
gaps and provide important services to children who have experienced trauma.

Since opening its doors in 1995, CASA has been a key player in the local area’s 
movement toward a trauma-informed community and demonstrates all five leadership qualities 
for trauma-related service organizations. CASA volunteers work with court-involved youth free of 
charge. They visit kids in court, at home, in school, or wherever else is a safe and supportive 
environment for their clients to learn about their case’s progress. In this way, CASA’s services 
are both accessible and child-friendly because meetings are personal and built on trusting 
relationships, rather than a strict advocate-client basis. CASA’s mission promotes the need to 
include all children in its efforts towards a safer community for all families. Volunteers practice 
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cultural humility by embracing the range of ages, races, and socioeconomic and cultural 
backgrounds of their clients, knowing that “each one deserves a safe and permanent home.”  93

CASA’s work with trauma-informed care in the local legal system falls into a larger trend 
of successful child advocacy across the U.S. Studies have shown that trauma-informed judges, 
lawyers, and other court-involved specialists work more collaboratively than non-trauma 
informed groups towards effective home placements, shorter jail sentences, and family 
engagement in the legal process.  CASA’s commitment to trauma-informed care is best 94

displayed by their co-founding of the Greater Charlottesville Trauma-Informed Care Network 
alongside ReadyKids.

The Greater Charlottesville Trauma-Informed Care Network

�

While they have their own initiatives, community leaders, schools, and nonprofits come 
together in the Greater Charlottesville Trauma-Informed Care Network (TICN) to pursue 
community awareness of trauma. The overall network model and many of their resources come 
from the Greater Richmond Trauma-Informed Care Network, the first and best-established 
trauma-informed care network in Virginia.

The Greater Richmond TICN functions as a subset of SCAN (Stop Child Abuse Now), a 
nonprofit dedicated to the prevention and treatment of child abuse and neglect in the Greater 
Richmond area.  While SCAN was founded in 1991, its trauma-informed community network 95

was initiated in fall 2012. Seven professionals representing three different agencies established 
the network to raise awareness of and enhance the knowledge base for local professionals to 
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learn about implementing trauma-informed child-welfare practices.  The network grew rapidly, 96

and it now leads and convenes 113 members from 61 different nonprofit, for-profit, and 
government agencies on a regular basis.  One of its main services is providing free trainings to 97

local organizations on a host of trauma-informed care subjects, including how to implement 
trauma-informed care in schools, trauma and resilience basics, how to build individual and 
community resilience, and how to prevent vicarious and secondary trauma.98

Local actors saw the success of the Greater Richmond Trauma-Informed Community 
Network. Recognizing the growing local interest in trauma-informed care, but lack of training 
and top-down information-sharing, two key actors—ReadyKids and CASA—came together in 
2016 to form the Greater Charlottesville TICN. The network strives to create a shared language 
and procedure for administering trauma-informed care trainings to school, government, and 
nonprofit staff. Though new, the organization has attracted more than 70 individuals 
representing 24 organizations in the area to attend network meetings and is growing. For a list 
of current members, see Appendix E. The network seeks to continue expanding and hopes for 
the capacity to educate and train anyone who interacts with a child. With this training, they 
believe the Greater Charlottesville area will be a community in which children in high-risk 
environments have the support system they need in place to help them cope with potentially 
traumatic events.99

The Greater Charlottesville TICN has committed to the following goals in 2017:100

1. Implement organizational and community assessment.
2. Develop network membership and structure.
3. Develop communication strategies.
4. Provide community training and education.
5. Advocate for improved trauma-informed care across the Charlottesville area community.

These goals demonstrate that although the network is still establishing itself, it has 
identified the key first steps for creating a supportive and trauma-informed community in 
Charlottesville and Albemarle. Nearly every local expert the authors interviewed were aware of 
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the Greater Charlottesville TICN, proving its widespread influence and recognition among 
professionals across many agencies in child welfare.

However, getting trauma-informed care on the agendas of busy public servants, 
educators, and social workers has certainly not come easily. As is the case with challenges on 
the national scale, research on the subject is not yet widely known, causing the TICN to have to  
spend resources educating their peers on the value of trauma-informed care. Additionally, 
trauma-informed care requires upfront effort to readapt operations that run up against financial 
and time constraints overstretched organizations may face.

Because federal initiatives have been slow to roll out wide-reaching programs, smaller 
cities like Charlottesville often mirror programs from larger nearby metropolitan areas like 
Richmond and Washington D.C., in addition to conducting their own research on trauma. While 
the diversity of such information and practices leads to incredibly helpful cross-agency 
information sharing and discussion, it also leads to a lack of uniformity across agencies and 
organizations in regards to trauma-informed care training and application. The Greater 
Charlottesville TICN aims to eliminate this lack of uniformity while supporting individual groups’ 
endeavors.

Community Attention Partners, the Lugo-McGinness Academy, Foothills, ReadyKids, 
and CASA all stand out as leaders in the local trauma-informed care movement, not only 
because of their excellence in meeting this report’s standards for care, but also because of their 
connectedness in the community. As members of the Greater Charlottesville TICN, each of 
these organizations has great potential for lateral information sharing, both within Charlottesville 
and Albemarle, and beyond. The authors of this report see these groups as the most deserving 
candidates for high-impact philanthropic investment. The authors also believe that due to its 
wide-reaching membership and commitment to implementing trauma-informed care among all 
professionals, the Greater Charlottesville TICN itself could make further profound, positive 
change in the community with expanded financial resources.
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While the organizations detailed above bring great positive impact to the community, 
Charlottesville and Albemarle’s care systems continue to face significant challenges in 
addressing youth trauma. Local experts frequently cite roadblocks such as resource shortages 
and the prospect of inadvertently re-traumatizing those whom their services seek to help. Rather 
than viewing these challenges with discouragement, they can be viewed as opportunities for the 
integration of trauma-informed care to alleviate some of the greatest pressures in a manageable 
way. 

Parents’ Rights and Child’s Rights as a Pendulum of Public Opinion

Popular philosophies on how to approach child welfare in the U.S. act on a pendulum, 
swinging between policies in favor of the rights of parents, and others for the rights and needs of 
children.  When the pendulum swings towards parental rights, family preservation becomes 101

the paramount goal; when it swings in the opposite direction, there is a greater emphasis on 
ensuring child safety and well-being above all else.  The focus recently has been on parents’ 102

rights, with a lot of resources being allocated towards keeping families together as long as there 
is a minimum sufficient level of care.  While the definition of minimum sufficient level of care 103

may vary according to locality, it typically means that the parents are able to provide for food, 
clothing, shelter, medical needs, educational needs, and safety.

The issue with the pendulum, as explained by Alicia Lenahan, President of Piedmont 
CASA, is that it never strikes the right balance between these rights; instead, it tends to 
fluctuate between extremes. When the Department of Social Services sees an influx child 
injuries or fatalities in child welfare cases, then the pendulum will swing back toward child’s 
rights, meaning that the focus on safety becomes paramount, and children are more likely to be 
removed from their homes and placed in foster or congregate care.

This shifting public pressure matters greatly because it impacts where resources flow 
and which child welfare policies leaders pursue. Whichever perspective is most prominent at a 
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“The child has become involved with the court system for some 
reason, but this is often only the tip of the iceberg.” 

—Alicia Lanehan, President of Piedmont CASA 



given time typically determines which one-size-fits-all solution the Department of Social 
Services and court systems prescribe in the majority of child welfare cases, no matter how 
complex and nuanced the situation. Consequences of this application can include inefficient use 
of resources and even dangerous outcomes for the child. If instead of following the trend the 
focus of the DSS and the courts was more case-specific, then community services could make 
more efficient decisions and do less harm to each child in the system.  Various aspects of 104

trauma-informed care emphasize this type of holistic, individualized response as crucially 
necessary for the successful treatment of trauma. 

Shortage of Affordable Services

Although the Charlottesville and Albemarle region may have more resources available 
for child welfare and trauma-related services compared to some other Virginia localities, there 
still exists a significant shortage of services for those who need them.  Key examples were 105

highlighted in interviews with local nonprofit leaders. These shortages included the shortage of 
youth Victims of Child Abuse (VOCA) counselors, the inability of the DSS in both the city and 
county to provide certain services due to caseload strain, and a lack of multilingual counselors 
in schools. While the implementation of trauma-informed care in these highlighted services may 
not completely eradicate their addressed shortages, it has the potential to spread strengths and 
resources throughout all members of the community. Instead of everyone who needs services 
looking to the one local organization that provides trauma-informed care, community members 
could have their choice of service provider because all caretakers would offer the same trauma-
sensitive quality of care. 
 
Shortage of Affordable Counselors

Shannon Noe, the Youth Counseling Program Manager of ReadyKids, described that 
she never has enough counselors in her program to fill the demand for ReadyKids’ services. As 
a result, there is always a lengthy wait list of children who have experienced trauma and need 
assistance. Currently, ReadyKids has a wait list of 32 children; these children will have to wait 
for several weeks before they can meet with a counselor. In cases where the family has 
insurance, ReadyKids will refer children to private practice counselors. However, even if you do 
have insurance, co-pays can cause financial strain for low-income families, and private 
counselors often have wait lists as well, although generally shorter than that of ReadyKids. 

In either case, there is often great spans of time between the traumatic incident and the 
start of treatment, and some may choose to forego receiving treatment due to frustration and 
the potential financial strain of the private practice option. This is problematic because when 
dealing with trauma, this report has shown that interventions are most effective when delivered 
as early as possible in order to prevent negative physiological, developmental, and mental 
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health consequences. In cases of acute trauma, in the time between a traumatic incident 
occurring and reaching counseling, a child can develop negative thinking patterns and may 
come to believe that what happened to him or her was his or her fault.  However, when a child 106

receives early intervention, along with appropriate social support, most will recover almost 
completely from their fear and anxiety caused by a traumatic experience within a few weeks.107

Shortage of Multilingual Counselors

As previously detailed, the population in Charlottesville and Albemarle is culturally and 
linguistically diverse. With over 40 languages spoken in Charlottesville schools and over 70 
languages spoken in Albemarle County schools, even if a school has a counselor who speaks 
Spanish, which is not common, their qualifications do not meet the unique needs of 
Charlottesville and Albemarle’s child population. Counseling services outside of schools struggle 
with meeting this need as well. While ReadyKids offers Spanish and French counseling for 
those who need it, those services do not account for the linguistic diversity of the refugee 
population in Charlottesville and Albemarle. This problem could be addressed by implementing 
of trauma-informed care to combat this communication challenge with cultural humility, 
understanding that verbal expressions of mental and emotional health may not work, but play 
and art therapy can be great stress relievers for kids with language barriers.

Consequences of Caseload Strain

Alicia Lenahan of Piedmont CASA identified a different type of shortage. She highlighted 
how, when faced with an overwhelming caseload and stretched very thin, DSS caseworkers 
operate within a reactive environment in which they have to prioritize which emergency to deal 
with first.  In these cases, services that are important, but not deemed crucial, fall by the 108

wayside. One example of such a service is VDSS Section 13, which seeks to improve outcomes 
for older youth in foster care by preparing them for success in adulthood by finding families, 
establishing lifelong connections with significant role models, and providing services and 
supports in areas such as education, employment, finances, health, housing, and home 
management.  In the context of other more urgent VDSS services, such as removing a child 109

from a violent home, allocating resources to these life-planning conversations does not seem as 
important. However, this is problematic because research shows that youth who age out of the 
foster care system without secure family relationships or or a significant role model are more 
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likely to experience poverty, homelessness, incarceration, and mental health and medical 
problems. ,  Failing to provide this service means that these challenges will persist, resulting 110 111

in significant economic, emotional, and social costs for the youth and society.  Trauma-112

informed care may not directly address the current oversubscription to child welfare services, 
but statistics show how implementing trauma-informed care can reduce dependency on social, 
medical, and juvenile justice services in the future.  CASA is working to alleviate these 113

concerns through its new Bridges to Success program (see page 44). 

Re-traumatization

Although well-intentioned, the public institutions and service systems that are intended to 
provide services and supports to children who have experienced trauma are often themselves 
trauma-inducing.  Examples of practices that may cause re-traumatization can be found in the 114

full array of trauma-related services. In the medical system, the use of invasive procedures 
during a screening for complications from abuse may lead to feelings of violation; in the school 
system, harsh disciplinary practices, such as repeated detentions or public shaming, may trigger 
painful memories and lead to reactive outbursts; in the child welfare system, abruptly removing 
a child from an abusive family may further damage their attachment pattern.  Thus, services’ 115

organizational practices may trigger painful memories and re-traumatize clients with trauma 
histories, inadvertently creating stressful or toxic environments that interfere with and undermine 
their desired goals and outcomes.

In Charlottesville and Albemarle, many of the local actors recognize the importance of 
reducing the potential for re-traumatization. However, this recognition needs to extend into 
ongoing assessment and training in order for them to be able to truly recognize and then work to 
mitigate re-traumatizing practices. 
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Costs of Trauma Informed Care Training

Trauma-informed care is well-supported in Charlottesville and Albemarle, and several 
local actors have highlighted the need for more training on trauma-informed care.  However, 116

one of the main barriers to implementation in the community is the cost of training. SAMHSA 
offers free on-site training, but the organizations receiving training are expected to cover the 
visiting trainers’ travel expenses. While this may not seem like an overwhelming cost, once the 
travel, lodging, and food expenses are totaled, it poses a significant financial burden to trauma-
related services and nonprofits, as these often operate on strict budgets. For example, 
assuming the Greater Charlottesville TICN wanted to host a SAMHSA trainer for three days, 
these costs would total to over $800 (See Appendix F for calculations). This is a challenge that 
the Greater Charlottesville TICN has started to investigate due to its focus on supporting the 
ongoing training and education of community actors. This report sees this as an opportunity for 
those seeking to make high impact in improving trauma-related services. 

Although the challenges of care described above may seem daunting, these challenges 
are not insurmountable. Creating a fully trauma-informed community has the potential to 
alleviate many of these pressures. The first obstacle to overcome is the cost of trauma-informed 
training. Although it presents high upfront costs, this report has already demonstrated the long-
term savings of trauma-informed care. Furthermore, once the initial training expenses are 
covered, the Greater Charlottesville TICN could implement a “train the trainer” model, with 
representatives from different organizations receiving training and then training their peers. This 
model would greatly reduce the cost of training and would go a long way toward creating the 
collaborative, trauma-informed community that has the potential to abate the aforementioned 
challenges to care this group has seen in Charlottesville and Albemarle. 
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Considering the great amounts of interest in trauma and helping communities develop 
trauma-informed responses, there is good reason to believe that there are large changes in the 
landscape of trauma that will come in the next few years. Some of the primary factors that will 
dictate the climate around trauma in the near future are listed below. 

Research

As addressed in this report, critical analysis into trauma and its impact on the developing 
child is a relatively nascent field of study. There is still much we do not know, but our 
understanding is growing at an exponential pace. The 2011-2012 iteration of the Department of 
Health and Human Services’ National Survey of Children’s Health was the first version to 
include questions regarding childhood trauma. The data from this study has been key in helping 
states understand the risk factors their populations are particularly vulnerable to and guide wise, 
trauma-informed policies. The 2016 iteration of this study, with data expected to be published 
this year, explored questions regarding trauma to an even greater degree. Additionally, the 
Department of Health and Human Services has recently launched its study on Environmental 
Influences on Child Health Outcomes, a massive seven-year longitudinal research endeavor 
that includes over 50,000 children. This program will give out $157 million in research grants 
throughout its duration. The large amount of resources devoted to this study highlights the 
emphasis the NIH is placing on studying issues related to childhood development, such as 
trauma . These two studies will likely be primary data points guiding future understanding of 117

trauma.

Policy Pipeline

Looking ahead, it is likely that most political action taken in the near future will need to 
take place on the state or local level. The new presidential administration’s proposed budget 
pushes for broad cuts to the Department of Health and Human Services (18 percent), 
Department of Housing and Urban Development (13 percent), and Department of Justice (4 
percent), the three key agencies whose dollars go toward actors involved in childhood 
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“We are building a critical hope in the person next to us who wonders 
if they, too, can make it through the crack.” 

—Jefferey M.R. Duncan-Andrade, SFSU 



trauma.  Several bills that would advance conditions for these populations have languished in 118

committee, such as the Trauma Informed Care for Children and Families Act, which would 
provide for dramatically increased funding for trauma informed care initiatives and establish a 
task force designed to research, recommend, and update best practices.  While some bills 119

have made progress, such as the Mental Health First Aid Act (passed by the House), which 
would provide funding for teacher, school, and police trainings, political capital to encourage its 
passage in the Senate seems limited.  Under current political conditions, it is unlikely there will 120

be much advancement of resources aside from that coming from the implementation of the 21st 
Century Cures Act over the coming years. 

However, there is great reason to hope for support from the Virginia General Assembly. 
On December 1st, 2017 the four-year Joint Subcommittee to Study Mental Health Services in 
the 21st Century will submit its final report before dissolving. These findings are expected to 
bring great debate on how to improve Virginia’s mental health infrastructure to the 2018 
legislative session. The Assembly has already expressed clear interest in a strengthened 
system to help prevent future tragedies like those at Virginia Tech and the one that befell the 
Deeds family. Additionally, the Assembly has already expressed great interest in trauma-
informed care and the value of networks. In January, it passed a resolution commending the 
efforts and successes of trauma informed care networks throughout Virginia (Appendix G).  As 121

such, advocates serving children facing trauma stand to gain great victories from state level 
legislation in the coming years.

At the local level, the services most likely to interact with children who have experienced 
trauma—government services, school systems, and nonprofits—have already felt the impact of 
the presidential election, particularly related to the uncertainties raised by President Trump’s 
strong stance on immigration. For example, a local school official who wished to remain 
anonymous explained how the fear and uncertainty of Immigration and Customs Enforcement 
(ICE) raids can take an emotional, psychological, and physical toll on developing children, 
leading to chronic fear, anxiety, and stress.  Schools have already noticed families dropping 122
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out of Free & Reduced Lunch, likely because they are undocumented and do not want to be on 
the government’s radar. The potential for such raids also complicates addressing the most 
vulnerable populations because any congregation of this specific group, even if intended to 
provide important services, can pose a threat for a raid. 

To address this, actors such as the Greater Charlottesville TICN have discussed holding 
events to provide resources for a wide range of the community, so as to not single out this 
specific group but still provide them with important resources.  More broadly, Charlottesville 123

Mayor Mike Signer declared Charlottesville a “capital of resistance” during the Trump 
presidency, with an explicit focus on protecting immigrants and refugees in the community.  124

During a rally in January, Signer announced that he is working with Senators Mark Warner and 
Tim Kaine to provide specific case assistance for immigrants who need visa help, along with 
other policy goals related to protecting these groups.  125

Even with this announcement and intention to pursue a policy of resistance, the national 
political scene still presents a constant stressor to these families. In many ways, the current 
political climate has re-emphasized to the Greater Charlottesville TICN the importance of their 
commitment to children and creating a trauma-informed community.

Critical Hope: “Roses that Grow from Concrete”126

This report shows how children from low-income and minority families tend to have the 
most exposure to adverse childhood experiences, and therefore suffer from the negative life and 
health outcomes of trauma. They are also least likely to be able to afford restorative care. Larry 
Adelman sums up the experience of today’s traumatized children in his documentary, Unnatural 
Causes, when he says: “Inequality is making us sick.”127

Though trauma-informed care cannot solve class inequality in the U.S., it can inform and 
motivate those helping traumatized children, as well as those with trauma themselves. While 
urban schools and other services have previously offered an idealistic view of the ways out of 
poverty and out of the cycle of trauma, trauma-informed care urges educators, community 
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leaders, counselors, emergency responders, and other caretakers to carefully examine the 
reality of their students’ or clients’ lives and earnestly seek the potential in every child. Kids and 
teens who grow to be healthy and successful out of socially toxic environments are known as 
“roses that grow in the concrete.” Every trauma-informed response to an adverse childhood 
experience, a damaged petal, is another crack in the concrete.

“It is essential that we understand these damaged petals as the attributes of 
indignation, tenacity, and audacity. They are not the social stressors we are trying 
to overcome, and they must not be misinterpreted as deficits in our students. We 
must implore our colleagues to recognize that our damaged petals, and those of 
our students, are not what need to be reformed out of us; they are what need to 
be celebrated about us. Each time we convey this—the true value of the painful 
path—we are building critical hope in the person next to us who wonders if they, 
too, can make it through the crack.”
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“…despite all of the environmental pressures from 
my neighborhood and community, I received a 
different message at home. And that just might 
have saved me.” 

—J.D. Vance, Hillbilly Elegy

Conclusion



�

This report has explored the complex nature of trauma and illustrated the myriad 
negative consequences a child can face when exposed to adverse childhood experiences, 
some as extreme as suicide and early death. However, this report has also found that adverse 
childhood experiences do not necessarily have to dictate one’s life outcomes. With proper early 
intervention and stable, unconditional support from an adult figure in the child’s life, the impact 
of these ACEs can be mitigated, or perhaps even erased. 

This fact is illustrated beautifully by the story of J.D. Vance, author of Hillbilly Elegy. J.D. 
has an ACE score of six, which by all accounts would predict a troubled life for him with limited 
opportunity. Yet, J.D.’s life defies such expectations. J.D. is a proud alumni of Yale Law school 
and lives in a happy home with a wife, children, and pet dogs. What makes J.D. unique? Why 
was he able to overcome the impact of his ACEs? J.D. offers his own thoughts, describing his 
life after leaving his mother’s home and moving in with his grandmother (a kinship placement, 
the very kind advocated for in a trauma-informed practice). 

“I’m sure that a sociologist and a psychologist, sitting in a room together, could 
explain why I lost interest in drugs, why my grades improved, why I aced the SAT, 
and why I found a couple of teachers who inspired me to love learning. But what I 
remember most of all is that I was happy – I no longer feared the school bell at 
the end of the day, I knew where I’d be living the next month, and no one’s 
romantic decisions affected my life. And out of that happiness came so many of 
the opportunities I’ve had [since].”

J.D. had someone who believed in him, someone he felt was rooting for him. That 
feeling of security provided him the foundation from which he could reach higher. However, it is 
important to note that not everything has been easy for him. J.D. reflects throughout his book on 
how ghosts of his childhood continue to haunt him. He gets irrationally angry at people during 
minor traffic incidents and still struggles with self-confidence issues at times. He realizes the 
trauma of his childhood is something he will always carry with him, but he knows he does not 
have to share this burden alone. He cites his grandmother (Mamaw), his wife, teachers, and 
professors as being key figures that have kept him on course. 

This is the goal of trauma-informed care: to reach the child who has seen the worst, and 
help them see themselves as more than the sum of their experiences. Trauma-informed care, 
whether administered by a foster family, school, counselor, lawyer, or other caretaker, seeks to 
provide services in a supportive environment for kids. J.D.’s story may be unusual for those of 
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“No one can do everything, but everyone can do something.” 
—Max Lucado, Author 



his background, but it doesn’t have to be. Communities are beginning to amass the tools and 
knowledge needed to help kids build resiliency amidst challenging circumstances, as this group 
has seen in parts of Charlottesville and Albemarle County that are doing incredible work. 
However, it is clear trauma cannot be treated alone. J.D.’s story cites at least a dozen 
individuals whose love and guidance led him to the person he has become today. If not for 
these people, he would have been without hope. 

Thus, Charlottesville and Albemarle are best served by spreading trauma-informed care 
practices to as many people as possible, whether or not they are directly involved in the care of 
at-risk youth. There is no force as powerful as the dissemination of knowledge, and this is the 
domain in which the authors will explore ways to best invest limited funds.  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Appendix

APPENDIX A

�

Individuals studied in the NSCAW population of children who had interacted with child 
welfare services were found to be significantly more likely to have 4 or more adverse childhood 
experiences than the general population in the ACES study. 
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APPENDIX B

NCTSN Programs

Treatment and Intervention Development Program: 

● Identifies error within the development, evaluation, and adaptation of treatment and interventions 
throughout the network.

● Produces an online resource on trauma-informed treatment approaches such as Childhood 
Traumatic Grief Materials, Psychological First Aid (PSA),and The Child Welfare Trauma Training 
Toolkit for clinicians across the country and around the world.

Training and Implementation Program: 

● Helps disseminate “evidence-based based treatments into community practices across the 
network.” 

● Spreads best practices across their national network, creating changes within organizations that 
improve the efficiency of children receiving clinical service. 

● Conducts in-depth training on “trauma-focused cognitive behavioral therapy, parent child 
interaction therapy, and trauma and grief component therapy for traumatized and bereaved 
adolescents. ”

Policy Program: 

● Works with members within the network to assess and analyze federal, state, and local policy that 
affects child trauma 

● Creates policy briefs that may be distributed to policy makers and agency officials as educational 
briefs.

Service Systems Program: 

● “increases awareness about the complex impact of child traumatic stress, build strategic 
partnerships, provide education/training, and develop products to address gaps in knowledge and 
skills across a wide range of child-serving service systems. ”

Terrorism and Disaster Program: 

● Increases access to services for those affected by terrorism by creating a national resource for 
“training, consultation, and technical assistance related to mass trauma” available on the NCTSN 
website. 

Data and Evaluation Program: 

● Focuses on client level data that is collected, analyzed, and used to answer important questions 
about the effect of the implemented programs.  

● Provides immediate feedback on clinical assessments and demographic information that is useful 
in amending network programs and educational resources.
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APPENDIX C

CAPTA Funded Programs

● Child Abuse Prevention and Treatment: authorize grants to states for child welfare 
systems based in the community as well as well as child protective services. The bill 
would also authorize funding for “competitive grants for research and demonstration 
projects” to help shape future policy.” 

 
● Family Violence Prevention and Services: Authorized with CAPTA, FVPS helps prevent 

domestic violence through assisting technical assistance and at the State and Local 
level to those providing services to people who have suffered from domestic violence.

 
● Adoption Reform: CAPTA increased spending by approximately $170 million from 

2011-2015 towards adoption services. Adequate adoption resources are a necessary 
function in taking a holistic approach in addressing child trauma, particularly amongst 
youths aged 0-5, the most vulnerable demographic to trauma. 

 
● Abandoned Infants Assistance: Program allocates more funding to the Department of 

Health and Human Services to provide grants to public and private nonprofits that deal 
with “such activities as preventing child abandonment, recruiting foster families, and 
running residential care programs. ” 

�
Source: Committee on Health, Education, Labor, and Pensions. "CAPTA REAUTHORIZATION ACT OF 2010 ." 111th 

Congress, 2010. Web. 18 Mar. 2017. https://www.congress.gov/111/crpt/srpt378/CRPT-111srpt378.pdf.
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APPENDIX D

Virginia Definitions Relevant to Youth Trauma:

Types of Abuse and Neglect128

● Physical abuse occurs when a caretaker creates or inflicts, threatens to create or inflict, or 
allows to be created or inflicted upon a child a physical injury by other than accidental means or 
creates a substantial risk of death, disfigurement, or impairment of bodily functions, including, but 
not limited to, a child who is with his parent or other person responsible for his care either (i) 
during the manufacture or attempted manufacture of a Schedule I or II controlled substance or (ii) 
during the unlawful sale of such substance by that child’s parents or other person responsible for 
his care, where such manufacture, or attempted manufacture or unlawful sale would constitute a 
felony violation of § 18.2-248 of the Code of Virginia. 

● Physical neglect occurs when there is the failure to provide food, clothing, shelter, or supervision 
for a child to the extent that the child's health or safety is endangered. This also includes 
abandonment and situations where the parent's or caretaker's own incapacitating behavior or 
absence prevents or severely limits the performing of child caring tasks pursuant to § 63.2-100 of 
the Code of Virginia. This also includes a child under the age of 18 whose parent or other person 
responsible for his care knowingly leaves the child alone in the same dwelling as a person, not 
related by blood or marriage, who has been convicted of an offense against a minor for which 
registration is required as a violent sexual offender pursuant to § 9.1-902 of the Code of Virginia. 

○ In situations where the neglect is the result of family poverty and there are no outside 
resources available to the family, the parent or caretaker shall not be determined to have 
neglected the child; however, the local department may provide appropriate services to 
the family.

○ Physical neglect may include multiple occurrences or a one-time critical or severe event 
that results in a threat to health or safety.

○ Physical neglect can include failure to thrive, which occurs as a syndrome of infancy and 
early childhood and is characterized by growth failure, signs of severe malnutrition, and 
variable degrees of developmental retardation. 

● Medical neglect occurs when there is the failure by the caretaker to obtain or follow through with 
a complete regimen of medical, mental or dental care for a condition which if untreated could 
result in illness or developmental delays pursuant to § 63.2-100 of the Code of Virginia.

● Mental abuse or neglect occurs when a caretaker creates or inflicts, threatens to create or 
inflict, or allows to be created or inflicted upon a child a mental injury by other than accidental 
means or creates a substantial risk of impairment of mental functions.

○ Mental abuse or neglect can include failure to thrive. 
● Sexual abuse occurs when there is any act of sexual exploitation or any sexual act upon a child 

in violation of the law which is committed or allowed to be committed by the child's parents or 
other persons responsible for the care of the child pursuant to § 63.2-100 of the Code of Virginia.

 §§ 63.2 of the Code of Virginia. Retrieved from http://leg1.state.va.us/cgi-bin/legp504.exe?000+reg128

+22VAC40-705-30

!65

http://law.lis.virginia.gov/vacode/63.2-100
http://law.lis.virginia.gov/vacode/9.1-902
http://law.lis.virginia.gov/vacode/63.2-100
http://law.lis.virginia.gov/vacode/63.2-100
http://leg1.state.va.us/cgi-bin/legp504.exe?000+reg+22VAC40-705-30


APPENDIX E

Members of the greater Charlottesville Trauma Informed Care Network 

Piedmont CASA
Partner for Mental Health

OAR
DSS- Albemarle, Charlottesville

Region Ten
Schools- Charlottesville, Albemarle

Blue Ridge Bigs
ReadyKids

Jefferson Area CHiP
People Places

Habitat for Humanity
Women’s Initiative

Blue Ridge Detention Center
Elk Hill

UVa- Curry
The Haven

City of Promise
SARA

Eastern Mennonite University
DCJS

Foothills CAC
SHE

!66



APPENDIX F

 Estimating Cost of Bringing Trauma-Informed Care Training to Charlottesville and Albemarle. 

Assuming the Greater Charlottesville TICN would like to host a SAMHSA trainer for a 
three day training conference, they would have to cover the following travel, lodging, and food 
costs. This estimate assumes the following: the trainer would be traveling from Rockville, MD, 
where SAMHSA is based, and the conference would include 3 full days from Monday-
Wednesday, with the trainer arriving in Charlottesville on Sunday and departing on Thursday.

● Amtrak estimation of round-trip train ticket from Rockville, MD: $70 ($35 each way)
● Four night accommodation in Charlottesville hotel: $600 ($150/night)
● Four day food budget: $160 ($20 for lunch and dinner/day)
● Workshop materials budget: $20

This brings the total cost of bringing a trainer for just three days to $850.
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APPENDIX G

HOUSE JOINT RESOLUTION NO. 653
Commending Trauma-Informed Community Networks.
 
Agreed to by the House of Delegates, January 13, 2017
Agreed to by the Senate, January 19, 2017
 
WHEREAS, research over the last two decades in the evolving fields of neuroscience, molecular biology, public health, genomics, 
and epigenetics reveals that experiences in the first few years of life build changes into the biology of the human body that, in turn, 
influence the person’s physical and mental health over the course of a lifetime; and

WHEREAS, this evidence suggests that early intervention and prevention of prolonged, toxic stress, adverse childhood experiences, 
and trauma can buffer the impacts on long-term health and well-being; and

WHEREAS, this research has spurred action at the local and regional level across Virginia to form cross-discipline, public-private 
networks of providers, practitioners, advocates, and policy makers who share best practices and promote awareness about trauma-
informed care; and

WHEREAS, these regional Trauma-Informed Community Networks are focused on bridging local agency silos and public and 
private partnerships to focus on systems-level solutions for more resilient and trauma-informed communities; and

WHEREAS, Trauma-Informed Community Networks have emerged in communities such as Charlottesville, Fairfax, Greater 
Richmond, Greater Piedmont, Harrisonburg, Hampton Roads, Petersburg, and others; and

WHEREAS, these Trauma-Informed Community Networks partnered to create Trauma System Response tools for use in local 
social services agencies; and
WHEREAS, members of Trauma-Informed Community Networks have developed and implemented trauma-informed training for 
public school teachers; and

WHEREAS, network members include juvenile and domestic relations district court judges who apply trauma-informed approaches 
in the courtroom and local law-enforcement officials who apply and practice trauma-informed approaches in their police work; and

WHEREAS, each community has defined criteria for a Trauma-Informed Spaces organizational assessment of public and private 
facilities; and

WHEREAS, any citizen can participate in discussion and adoption of trauma-informed practices through Trauma-Informed 
Community Networks by participating in conversations about community-based resilience; now, therefore, be it

RESOLVED by the House of Delegates, the Senate concurring, That the General Assembly hereby commend Trauma-Informed 
Community Networks for their work to promote best practices, to address childhood trauma and toxic stress, and to become trauma-
informed, resilient communities; and, be it

RESOLVED FURTHER, That the Clerk of the House of Delegates prepare a copy of this resolution for presentation to the Greater 
Richmond Trauma-Informed Community Network as an expression of the General Assembly’s admiration for the organization’s work 
to increase health and wellness throughout the Commonwealth.
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