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. Why Screen for Trauma?
Setting the Stage Y
+ Childhood frauma is common, and effects can be long-lasting and costly
+ CT DCF - children’s behavioral health mandate (and CPS, SA, prevention)
+ CT capacity for evidence-based trauma-focused freatments
“I'm right there in the room, and no

s - . NCTSN one even acknowledges me.” (&

A Gap in the System for Child Trauma Victims
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What is your goal with
screeninge

Function > Form

Potential benefits for you/your role

Early identification
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Enhance child/family resiiency

Can offer insight into problems a

childis experiencing
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Allows you fo support the ol e R EDE T Can identify need for frauma
child/family through a discussion for the child/family assessment/
trauma freatment
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Potential benefits for child/family Trauma Screening & Equity

Supports recovery and safety

igmat i Can help the child and famil
e Desfigmatizes conversations p ly

about frauma feel heard/listened to

Can provide the child and
family with strategies to support
the child and improve
commurication

Leam about trauma
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CT Collaborative on Effective Practices for Trauma (CONCEPT)

Screening Process — Remember to UPLIFT 2011-2018
Understand
Prepare >
Listen and reflect
Instill hope

Find a path forward
Take the next step
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Developing a Screening Process
for your Program/Organization

Who, What, When, Where, How

Who?

* Who will be screened?
« Targeted vs. selective universal vs. universal
« Pilot

* Who will complete the screening measure?
« Child, caregiver(s), both

* Who will infroduce, conduct, and discuss results of the

9/14/21

screening?
NCTSN ‘gl gl
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Whate I Cautions about screening for ACEs (or events) only
. Amenc_an Journal P’. JAMA Pediatrics | Original Investigation
« What screening measure? Preventive Medicine Population vs Individual Prediction of Poor Health
From Results of Adverse Childhood Experiences Screening
Inside the Adverse Childhood Experience Score: Ses . Bk, PO A ST —
s Strengths, Limitations, and Misapplications o o
* SAMHSA's 3Es of trauma obertF. Anda, MO, S Laur . Prter,BA” Davi W, Brown, DS, MScPH, g T
B . iti dence scaffolds it. The ACE questionnaire was designec Ao Lz
Eve nf? (exposure): PTEs, AC E? . a d versities, etc. O e TR U R BR RN b vt n oo o e otromes
+ Experience of the event (subjective) hood adversities and health and social outcomes. There
« Effects ( reaction 5) risk; thus, the ACE score is not suitable for screening indi-
viduals and assigning risk for use in decision making
about need for services or treatment. Researchers are
. ;ﬁ\m]v werking ta madify imnrave and evnand the cot
* Screening vs. assessment Inferences about an individual’s risk for health or social
problems should not be made based upon an ACE score,
and no arbitrary ACE score, or range of scores, should be
. i 2 R designated as a cut point for decision making or used to
» What will the results/data be used for? Ol e e e e e
When? Where?
* When will screening occur? :
9 « Home, office, other
+ Child welfare . .
. » Virtual or in-person
< Earlier vs. later
» Investigation
« Ongoing services
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* How are results used?
« Integrated into case plan?
« Inform care/future visits
- Service referrals — what is available?!

* How do you support staff wellness/STS2

* How are staff trained/receive consultation?

EBT Cross-System Learning Collaboratives:
Initial CTS Development Reframing the Mission
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How? - E Godals for CTS Development
21
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« Screening Workgroup (CW staff, frauma experts, family members)

* Measure review Mission Who How
¢ freeetiemendrs original: - - -
+ Small pilots
) ) Cross-
« Started with Trauma + Behavioral Health measure
System:

« Staff feedback form
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Learning Collaborative Pilots LC Activities

Process mapping

Sharing information/communication/
coordination

BH Provider Child Welfare
35 clinicians 3-7 CPS workers

* 1-2 supervisor: 1-2 clinical resource
« 1senior leader staff.

1 manager

Aligning treatment & case plans

Family Partner

Local Implementation Team

Team building

Local Implomontation Team

Local mplementation Team
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Goals for CTS Development

3 sfudies
DSM-5
Exposure & Sx

Empirically
Derived

10 tems i CHEAP
< 10 min
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Feasibility/Utility — Screening Youth in JJ System (prelim.)
Child Caregiver
Report Report
N=975 N=1007

Identify new trauma exposure? 44% 44%
Identify new trauma symptoms?2 42% 40%
Screening impact on engagement?
Helped 36% 33%
No effect 61% 66%
Hindered 2% 2%
Was time spent worth info learned?2 68% 68%
"Alot” or “Extremely” distressed 1.7% 21%
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Trauma Exposure

Percentage of Youth Experiencing Trauma

71%
70% 65

%
a7%
a0%
30%
20%
20%
o .
0%
=53 N=386

Witn essvi olence Vidimofviolence Sexual abuse Other
N=531

N=160 N=573

Average number of trauma types endorsed = 2.01 out of 4
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CTS

Caregiver Report (Age 6-17)

www.chdi.org/cts

Trauma Screening in Child Welfare

Used in Multidisciplinary Evaluation (30 days from removail)
CTS (age 6-17)

« Caregiver & child reports

CTS-Young Child for age 3-6 (caregiver report)

Full MDE report - worker for services

Ongoing use of data for Ql

29

Trauma Reactions

Frequency of Trauma Reaction Scores

41% scored 6+ (N=328)
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Reaction Score

N =810

Average reaction score = 5.1
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Validity & Disposition

Validity of Screen

0% oo
60%
20% 5%
o |
Not atall Som ewh at Mostly
N=37 N=208 N=413
Disposition
0% sa%

so%
0%

4o 7%

20% . 13% -
10%

o% | -

NoReferral Trauma  Other MH  Other

N=202 Asessment Asessment Asessment
N=399 N=95 =65
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Trauma Screening Evaluation

CPS Case Review

Compare children screened with matched sample

Examine differences in case plans, referrals, services, etc.

Those screened for frauma were:

+ More likely to have documentation about trauma reactions in case plan
More likely to be recommended and referred for frauma-focused MH services

More likely to be referred for other MH services
Trend towards more receipt of frauma-focused MH services
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Changes in Levels of Collaboration

4
Coatiion F
/ S
2 A
Networking | [ S Time** o
- Role*
None D C F e H o D C F e H
Pre Post Pre Post
Level of Collaboration Interagency Connectedness
(Other)
*p<.0l:*p<.05
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Staff Feedback Form-
MDE Providers

Ratings of the CTS were favorable:

- enhanced understanding of child’s needs (82% qt least half the time)
- |dentified new tfraumatic exposures (46%) or symptoms (73%)

- Information led to changes in case service plans (36%)

- Relatively low levels of discomfort for youth or caregiver

Feasibility/Utility:

- average of 8.9 minutes (sd=3.0 minutes) to administer
- Ease of administration was very high (4.3 out of 5)

- Worth time spent rated favorably (4.1 out of 5)

- Didn't impact engagement positively or negatively ~ R
M [
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Sustainability

NCTSN Trauma Training Toolkit — now part of preservice training

EBTs — supported through state-funded EBT Center
« Challenge: cross system collaboration

Trauma screening — embedded in MDE service
* Data analysis/reporting

Policy & Practice Guides
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Beyond Child Welfare

« Juvenile Justice system - all youth at intake

Care coordination - all youth

Mobile crisis — all youth

Schools - limited mostly to those offering CBITS/BB

Pediatric primary care - limited
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Final Thoughts

Diverse planning/implementation team

Who needs to support it and how can you get support2

Focus more on process (and less about the measure)!
+ Referral sources/connections

Identify and utilize early adopters/champions

Pilot a lot

Use data, but don't ask for too much
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Thank youl!

Please complete a VERY quick evaluation:

httosi//survev.alchemer.com/s3/6517485/Child-Trauma-Screen-Training-Evaluation-
Survev-CTIF

Jason Lang, Ph.D.
Vice President for Mental Health Initiatives
Child Health and Development Institute (CHDI)
iglana@uchc.edu.
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https://survey.alchemer.com/s3/6517485/Child-Trauma-Screen-Training-Evaluation-Survey-CTTF
mailto:jalang@uchc.edu

