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Introduction

Mike Carroll

Exposure to early adversity in childhood can have profound and lasting negative effects (Felitti et al., 1998). Crucially, poor outcomes are not inevitable if we view and respond to distressed behaviour in trauma-informed ways. Prioritizing relationships within environments which focus on safety, trust and wellbeing are key to trauma-informed practice as is an acceptance that it is a shared endeavour with all members of a school, community or organization.

This book will appeal to several different practitioner audiences by introducing those with little knowledge of trauma to fundamental ideas, as well as those with some experience by drawing together up-to-date research informing the conceptualization of trauma and trauma-informed interventions. In addition, professional dialogue with practitioners provides a strong focus on trauma-aware practice (see Chapters 5, 9, 14 and 18). Chapter 2 introduces the reader to key ideas linked to understanding trauma, while Chapter 3 examines thinking related to Adverse Childhood Experiences (ACEs).

Exposure to traumatic experiences places children at increased risk for a number of problematic developmental outcomes, including problems with learning and socialization (Sonu et al., 2021), as well as an increased likelihood of poor mental and physical health outcomes in adulthood (Steptoe et al., 2019). Research suggests that preventing traumatic experiences could have broad positive health, social and economic impacts; consequently, trauma awareness is advocated by UK policymakers to help inform the training and practice of a wide range of professional groups including health, social work and those working in justice services (White et al., 2019). Investment in interventions that seek to reduce the impact of trauma is likely to improve outcomes with respect to physical and mental health as well as educational attainment (Shonkoff and Garner, 2012). Awareness that our actions and policies can both re-traumatize but also heal is an important aspect to consider. This would not only benefit those who have experienced trauma but also help enhance outcomes for overall population health and prosperity. NHS policymakers (2018: 7) describe such investments as a ‘preventative-spend’ approach.

The notion of trauma-aware education (Howard, 2022) has developed out of this growing understanding of the potential long-term negative impacts of trauma and the need for schools to take an active role in addressing the various manifestations of trauma in and out of classrooms (Sharkey et al., 2024). A core belief of trauma-aware practice is that building safe and secure relationships is more likely to mitigate the impact of adversity as well as facilitate healing from trauma. Exposure to traumatic experiences does not necessarily predict negative outcomes; however, the likelihood will increase in the absence of protective relationships that help facilitate healthy adaptations to stress (AAP, 2012: 225). Wu, M-H (2024: 2) argues that it is ‘essential to recognize that adverse and positive events regularly coexist in daily life, contributing to an individual’s resilience and ability to adapt to life’s processes and challenges’. A trauma-aware teacher is more likely to create a positive classroom climate in which healthy relationships can thrive. Chapter 4 examines this relational context in terms of attachment theory.

Among the more visible symptoms of exposure to trauma exhibited in the classroom are acting out behaviours and aggressive defiance. Siegel (2020) refers to this loss of control as ‘flipping their lid’. Children who have experienced trauma struggle to regulate emotions and trust others. These ‘extreme’ behaviours are the result of toxic stress which is defined as dysregulation of the biological and psychological stress response due to altered brain architecture (Ximenes et al., 2019; Harris, 2020). Chapter 6 examines the link between the structure of the brain and exposure to trauma as well as introducing polyvagal theory. Viewed through a trauma lens, these dysregulated reactions are ‘not an attitude or a “choice”, but rather a physiological and psychological reaction to stress’ (Rossen and Cowan, 2013: 2). However, the impact of trauma on an individual can depend on many factors so the perceived harm to one’s physical, psychological or emotional well-being can vary substantially (Rossen and Cowan, 2013). In other words, two individuals may go through the same difficult experience but, based on their relational history as well as their current social context, may demonstrate quite different behaviour in response. Some will move on quickly, while others will display fight, flight or freeze responses. Consequently, differentiated solutions are essential (Giboney Wall, 2021). Schools that do not develop a trauma lens will tend to quash such behaviours by creating an authoritarian learning environment, not realizing that this only exacerbates the situation as it replicates, in the mind of the child, the behaviours of those responsible for inflicting trauma in their lives (Giboney Wall, 2021). Chapter 8 examines teacher responses to ‘problematic behaviour’ and the perceived increase in behavioural issues. Schools that apply a trauma-aware lens to the everyday life of the school are better equipped to provide educational and social-emotional supports needed to help children learn (Phifer and Hull, 2016). Chapter 11 examines a number of different theories of behaviour and what these mean for the trauma-experienced child. By building trauma-aware ‘Cultures of Care’ children may feel that they belong, and that there are people who care about them (Lipscomb et al., 2024) and support their disparate needs. These Cultures of Care provide a layered system of support, with each layer building upon the previous layer (Golding, 2020) (see Figure 1.1). Children move through the layers, depending upon their needs, with the ultimate goal of making sense of their experience of trauma and the impact that this has had on their life trajectory with a view to remove – or at least minimize – the likelihood of future harm. Practitioners who are trauma aware will be better placed to support the social, emotional and academic development of all children, particularly those who would otherwise be marginalized as a result of their behaviour. Taking a social justice approach to resilience and enacting ‘resilient moves’ may help create an environment which can help children face the trials of life (Hart et al., 2007) and ultimately, with the right help provided by the right people, recover from trauma. ‘Safe nurturing relationships, particularly in the early years and into adolescence[,] are the key to developing resilience at an individual level’ (NHS, 2018: 37). Chapter 12 explores developing understandings of resilience from social ecological and social justice perspectives.
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Figure 1.1 Layered support.


Trauma-informed practice (TIP) is increasingly coming to the attention of educators as they grow in awareness of the impact that trauma can have on children (Sharkey et al., 2024). Different terminology has been used in different jurisdictions, but in this text we use the terms ‘trauma aware’ and ‘trauma informed’ interchangeably. Although educators are growing in their awareness of the need to develop a whole-school, trauma-informed approach, they are also aware that implementing and creating a trauma-informed climate can be challenging (Wassink et al., 2022: 471). To be efficient and effective, such an approach requires the rhetoric of policy to permeate all aspects of the life of a school. Being a trauma-informed school must become a way of being for all involved, with the school requiring change in practitioner attitudes and behaviours. The NHS (2018: 7) in Scotland has described the shift in thinking required as moving from asking, ‘“What’s wrong with you?” to “What happened to you?”’ and to follow through with ‘“How has this affected your life?” and “Who is there for you?”’ Focusing on staff well-being is also necessary to facilitate such a cultural shift. Chapter 17 looks at an initiative designed by Scottish Attachment in Action (SAIA) to address this via reflective supervision for staff.

Not all children experience trauma in the same way, and as such this requires a responsive tiered approach to meeting the disparate needs of children (Phifer and Hull, 2016). The baseline tier requires all teachers and educational support staff to receive training to enable them to become trauma aware so that children encounter safe learning environments. Within these classrooms teachers and support staff will utilize trauma-informed teaching and learning practices as part of their classroom routines. Moving up this tiered approach will involve providing progressively more intensive interventions to meet the needs of, hopefully, a decreasing number of children whose social, emotional and academic learning is compromised by their exposure to traumatic experiences (Howard, 2022). Moving up the tiers requires schools to work in partnership with mental health care, social work and youth justice services (Phifer and Hull, 2016). Chapter 10 outlines some key aspects of a multi-tiered system of support drawing on thinking from Australia.

Throughout the book we will suggest that policies and procedures designed to support the development of trauma-informed practice should seek to:

• Provide a safe environment within which children have a sense of belonging.

• Cultivate supportive relationships centred on the children as it is these relationships that can help facilitate the process of healing.

• Establish routines and structures as these will provide children with a sense of stability, which is often missing in their lives.

• Create opportunities to actively listen and respond to the voice of children so that there is a genuine sense of shared agency.

• Provide opportunities for children to regain a sense of control over their lives through developing strategies that promote self- and co-regulation.

• Provide opportunities for social-emotional learning in order to help children realize and grow in terms of their self-esteem and self-efficacy (Giboney Wall, 2021). Chapters 7 and 13 will outline ways of supporting social-emotional learning with respect to bereavement and through Story Drama.

• Provide opportunities to care for and think about the well-being of education professionals.

• Include all staff in a school/learning environment as each has a role to play in fostering a Culture of Care.

Most of the contributors to this text work within Scotland, where policy and practice strive to highlight that trauma is everyone’s business (NES, 2023a). Chapter 15 examines developments taking place in Scotland to implement a multi-disciplinary and multi-agency approach to addressing the impact of trauma. The launch of Getting it right for every child (GIRFEC) in 2008 set in motion a national approach to improve the well-being and outcomes of children by offering the right help at the right time from the right people (NHS, 2018: 63). Getting it right for every child (GIRFEC) (Scottish Government, 2022a) has facilitated a positive change to the philosophy underpinning policy and practice initiatives that are focused on children in Scotland, placing them and the family at the centre of decision-making (Davidson and Carlin, 2019). The most recent initiative is the National Trauma Transformation Programme (NTTP), which builds on this ethos and seeks to develop the whole workforce (NES, 2023a). Despite the beneficial changes in attitudes, thinking and behaviour that Getting it right for every child (GIRFEC) has engendered amongst practitioners, it remains centred on an ‘individual pathology’ of adversity as it fails to fully address the role of socio-economic status, particularly the relationship between poverty and the increased risk of child maltreatment (Walsh et al., 2019). It is essential that practitioners realize that children and young people who have or are experiencing trauma is not as the result of some individual deficiency but rather as a result of betrayal by the persons or the environment in which they live (NHS, 2018: 52). Providing support for children, and their families, to develop resilience in the face of adversity can only be one part of the process. In addition, it is also necessary to address the ‘structural determinants of health, education and well-being inequalities’ (Davidson and Carlin, 2019: 480). Chapter 16 will offer a critique of trauma-informed practice in terms of neoliberal ideology.

We argue in the text that a school’s adoption of trauma-informed practice will help support children who have experienced trauma to understand, cope and develop strategies that facilitate healing and growth, thus opening Siegel’s (2020) window of tolerance, as discussed in Chapter 11 (see Figure 1.2).
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Figure 1.2 Window of tolerance.
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The Concept of Trauma

Christine McKee


Key Ideas

This chapter will:

• introduce simple, complex and collective trauma,

• outline the potential impact of trauma,

• suggest why knowledge of trauma is important to the education professional, and

• introduce trauma-informed education.



Introduction

Given how often we casually use the word trauma, or traumatized, in our daily lives, we could be forgiven for assuming it is a concept that can easily be defined. That said, many of us are only too familiar with experiences which could be considered traumatic, not least those associated with the recent Covid-19 pandemic. In education circles and beyond we are hearing more and more about the need to be trauma-informed, trauma-aware and/or trauma-responsive. In this chapter, we will unpack the current thinking surrounding the concept of trauma and explore its relevance for education professionals in the twenty-first century.


Thinking Point 2.1

When you hear the word trauma, what do you think of?



Definitions of Trauma

Over the last twenty years, as knowledge and understanding of the potential impact of trauma has developed, an increased desire to appropriately assist those who have suffered adverse experiences has emerged. In response to this, the US-based Substance Abuse and Mental Health Services Administration (SAMHSA) assembled an expert group and produced the following widely accepted definition:

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

(SAMHSA, 2014: 7)

These three E’s of trauma highlight important aspects of our evolving understanding of trauma, namely that it is very much about how the particular event or circumstances affect the individual. The same event may be processed and felt quite differently by two individuals (SAMHSA, 2014; Chafouleas et al., 2016). As Mate states, it is not the event itself which is the trauma; rather, it is the ‘inner injury’ (Mate, 2022: 20) which happens as a result of the difficult event. It is ‘not what happens to you but what happens inside you’ (Mate, 2022: 20), the ‘imprint left by that experience on mind, brain, and body’ (Van der Kolk, 2014: 24). A number of factors both within and surrounding the individual influence the extent to which the scars of this inner injury endure, or indeed, if there is a scar at all. A focus on the number of Adverse Childhood Experiences (ACEs) (Felitti et al., 1998) a child has experienced then is perhaps an oversimplification of the issue (Lacey and Minnis, 2020). Divorce, for example, is not necessarily a traumatic experience in itself if managed sensitively and may in fact result in healthier living arrangements for the child. ACEs will be considered in more detail in Chapter 3.

Most commentators differentiate between simple (or type 1, big-T) trauma and complex (or type 2, small-t) trauma (NHS Education for Scotland, 2017; Howard, 2022; Mate, 2022). The former is described as a ‘highly stressful experience … one time event’ (Brunzell and Norrish, 2021: 28), and ‘identifiable hurtful and overwhelming events’ (Mate, 2022: 21) like accidents, natural disasters or violence in the family. While the consequences can indeed be devastating, the impact is often shorter term and there is less chance of the victim developing post-traumatic stress symptoms (Howard, 2022: 6). The latter, complex trauma, refers to multiple, ongoing, repeated traumatic experiences often at the hands of those who are supposed to love and care for us (Brunzell and Norrish, 2021; Perry and Winfrey, 2021; Howard, 2022). They often occur interpersonally and include, but are not limited to, sexual, physical and emotional abuse, neglect and ongoing family violence. Developmental trauma usually occurs early in life and refers to the significant impact that such negative experiences have on a child’s social, emotional and physical development (Brunzell and Norrish, 2021). Mate (2022: 22) argues that this type of trauma is ‘nearly universal in our culture’ and that we must not discount seemingly lesser events like bullying or consistently harsh comments towards children from our definition of trauma. Similarly, trauma can occur as the result of ‘good things not happening’ (Mate, 2022: 23), while Perry and Winfrey (2021: 103) ask us to remember those ‘quieter, less obvious experiences’ like humiliation or marginalization.

The manual which is widely used to diagnose psychiatric diseases is the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-V is the current one). Some have campaigned to have Development Trauma Disorder recognized here as a new category, for example, renowned psychiatrist Bessel Van der Kolk, but this has so far been rejected. It is Van der Kolk’s (2014) view that the current system wrongly emphasizes behavioural control over recognition of the potentially wide-ranging impact of interpersonal maltreatment and distress (Van der Kolk, 2014: 191; Howard, 2022: 138) and as such interventions are frequently inappropriate or insufficient. That said, while it is useful to consider these types of trauma, reality often illustrates that the lines between these are often not so clear, and individuals may suffer from both these types to differing degrees across their lifetime.

A Paradigm Shift

What underlies all of the above is a reconceptualization of trauma in the hearts and minds of all who work and live with children and young people. It is a move away from a medical model and towards one which takes a biopsychosocial approach (SAMHSA, 2014: 5). In other words, an approach which considers the biological, psychological and social factors which lie behind behaviours and illnesses. Taking a more strength-focused view means moving away from ‘pathologising to contextualising’ (Greer, 2023: 32) and asking ‘what’s happened to you?’ rather than ‘what’s wrong with you?’ (Perry and Winfrey, 2021). Such an approach may allow us to begin to address the root causes of behaviours rather than just the superficial symptoms (Dolezal and Gibson, 2022: 3) and so move towards healing, repair and change (see Chapter 12).

It is also crucial to consider the sociopolitical and historical context (O’Toole, 2022: 115) within which trauma may occur. Palma et al. (2023: 8) challenge us to include racial trauma and to acknowledge that the ‘source of the trauma may be a collective experience, as opposed to an individual one’. Saleem et al. (2022: 2508) define racial stress and trauma as ‘frightening, dangerous, or upsetting race-based events or discrimination that can cause stress, death, or a threat to the physical or psychological integrity of self or others’. They note the ‘cumulative impact of racism in smaller doses’ and highlight its potential to ‘illicit trauma symptoms’ (Saleem et al., 2022: 2508). Acknowledgement of this and the implementation of systems and practices which address such trauma within our education systems are paramount if we are to fully meet the needs of all our young people.

Collective Trauma

So, what happens if we consider the Covid-19 pandemic through a trauma lens? At the time of writing, we can only begin to reflect on the lasting damaging impact this collective trauma may have had on many − though not all − children and young people. What is more certain, though, is that this unprecedented episode in our history has served to shine a light on factors which may mitigate the potential impact of trauma.

Collective trauma has been defined as ‘a cataclysmic event that shatters the basic fabric of society’ (Hirschberger, 2018: 1441), and ‘experiences shared by a large number of people that pose significant challenges to the well-being of individuals, groups and society’ (Wu, Y. et al., 2024: 116). Given that more than seven million people have now died as a result of the pandemic (World Health Organisation, 2024), it is no surprise that it has been viewed by some as a collective trauma (Wu, Y. et al., 2024). Indeed, many are still recovering from the ‘shattered sense of safety’ (Crosby et al., 2020: 2) which prevailed during the lockdowns and reports are increasing that young people’s mental well-being has declined since then (Samji et al., 2022; Scott et al., 2023). The continued depth of feeling, and understandable sense of loss, of those directly affected was evident following the release of the first report from the UK’s Covid-19 Enquiry in July 2024 (Hall, 2024).

It is clear that systemic inequities across many countries were exposed by the pandemic as minorities and those in deprived circumstances were disproportionally affected (Perry and Winfrey, 2021; O’Toole, 2022; Wu, Y. et al., 2024). This indeed warrants further attention but of more relevance for the purposes of this publication is the variation in experience reported by our children and young people. In an early study, Signorelli et al. (2021) suggested that the closure of schools and the resultant physical and social isolation meant that young people had to ‘readjust their inner universe both from a cognitive and a social and emotional level’ (Signorelli et al., 2021: 42). They were exposed to a narrative that told them the world is unsafe, and they were denied access to the social connections and environments which would have contributed to their resilience and emotional development. Parental responses may not have been as attuned during this time, for a myriad of reasons beyond their control, so for many children the pandemic disrupted the interpersonal foundations on which healthy emotional development is founded (Grady et al., 2022). Sadly for others, lockdowns led to further trauma in the form of increased domestic violence (Cowie and Myers, 2021) and unsafe living arrangements.

However, in spite of social isolation and the highly restrictive protective measures, not all young people felt that the pandemic was a negative experience – not all felt traumatized. Soneson et al. (2023) report that one third of the eight- to eighteen-year-olds they spoke to in 2020 felt that their mental well-being had improved during the first UK lockdown (Soneson et al., 2023). Better relationships with family and remaining connected with friends digitally helped, as did more flexible ways of learning and the absence of potential issues with peers at school. Enhanced sleeping patterns and more exercise also contributed to well-being. In another study based in Scotland, fourteen- to eighteen-year-olds enjoyed an increased sense of autonomy and personal agency, though they called for more training in mental health issues for teachers (McCluskey et al., 2021).

Poor outcomes from stressful events are not inevitable then, so it is imperative that we consider what buffers our young people from the worst potential effects of difficult experiences. The developmental age of the child at the time of the trauma is highly significant (Perry, 2009). As we will explore in more detail in Chapter 4, early attachment experiences will establish patterns and expectations in a child’s brain. Genetic factors are also thought to be significant (Perry, 2009) but there is little doubt that the single most important factor is a solid network of supportive, responsive relationships (O’Toole, 2022; Nicholson et al., 2023). In the words of Bruce Perry: ‘the presence of familiar people projecting the social-emotional cues of acceptance, compassion, caring, and safety calms the stress response of the individual’ (Perry, 2009: 246). (We will explore the neuroscience behind this in Chapter 6.) In a study on the Covid-19 pandemic, feeling that we belonged and that we had a sense of community was shown to help individuals cope with the difficulties which arose (Mannarini et al., 2022). Similarly, a study on adolescents suggested that having trusted friendships protected against the development of depressive symptoms as lockdowns were implemented (Houghton et al., 2022). Children (and adults) also need a safe space in which to make sense of a traumatic event and process its implications (de Thierry, 2021). In the context of the recent pandemic, we must question if our education system has indeed provided this for our children and young people.


Thinking Point 2.2

How do you feel children and young people have been impacted by the Covid-19 pandemic, if at all?



The Potential Impact of Trauma

Awareness of the potentially devastating physiological and psychological consequences of chronic and repeated challenging experiences has increased considerably in the light of the original ACE study (Felitti et al., 1998). Ongoing adversity and trauma while a child’s brain is developing can have − but does not always have − a long-lasting and far-reaching impact on their social and educational life. The stress felt by a child who continually finds him/herself surrounded by adversity is often described as toxic stress. Feelings of horror, helplessness and fear make this stress toxic in the sense that it ‘is so emotionally costly that it can affect brain development and other aspects of a child’s health’ (Walkley and Cox, 2013: 2). The structure and function of the child’s brain can be altered under these circumstances (Jacobson, 2021). Van der Kolk explains: ‘[i]f you feel safe and loved, your brain becomes specialised in exploration, play, and cooperation; if you are frightened and unwanted, it specialises in managing feelings of fear and abandonment’ (Van der Kolk, 2014: 65).

Unpicking this last statement allows us to understand a vast array of behaviours we may see in the classroom, playground and beyond. A child who is constantly anticipating pain and suffering may be hypervigilant and reactive to even the slightest change in routine or environment. Their threat response system may be heightened activating ‘powerful defence mechanisms’ (Treisman, 2017: 17) in situations which others would consider innocuous, for example, unexpectedly another teacher walks into the classroom or assembly day is changed. They may fight, take flight or freeze. This may take the form of impulsive behaviour, aggression, inattention and other disruptive behaviour (Bland and Gershwin, 2023). Attendance may be affected. They may struggle to regulate their emotions. Hence it is not difficult to see how academic progress may be hampered. On another level, such a focus on survival means that the young person has limited access to the rational thinking part of the brain, their cognitive capacity is diminished, memory may be impaired. In effect, those executive functions like problem solving and planning just cannot get online because the brain is focusing on survival. It has detected threat − whether or not in reality there is real threat − so it is not stopping to think, it is reactive and impulsive. We can all relate to those moments when we can’t think straight, where we can’t find the solution to a particular problem because our brains are overloaded in some way. Only when a sense of calmness and safety return can we think, rationalize and plan. Threats of punitive consequences while a young person is dysregulated are pointless, as the young person’s ability to process these and make a rational decision is severely impaired, albeit temporarily in some cases.

Another consequence of early complex trauma is relational; namely how children and young people build and maintain relationships with both their teachers and their peers. As we will examine further in Chapter 4, early experiences of need, and the extent to which those needs are met − or not − by our carers, establish patterns for how we conceptualize trust. That is, trust in our carers, in adults in general, trust that the world is a safe place. Without such trust, a fundamental element in positive relationships, children struggle to connect appropriately with their peers. Similarly, they simply cannot process that their teacher wants the best for them. Their reactions and behaviour are perhaps more understandable when seen through this lens. The early years also see us build the foundations of our self-image and sense of worth. Children who have been neglected or abused often view themselves as unworthy of love and attention (Brunzell and Norrish, 2021) and they have no faith even in those who show them abundant compassion. Again, when we consider a child’s apparent indifference to their schoolwork or their frustrating lack of response to our pleas that they should care about their future, we must ask from where this is coming. Understanding that it is an in-built sense of worthlessness, for which they cannot be blamed, that leads to this debilitating state of mind is crucial if we are to even begin to address their needs in the education system. As Cozolino and Siegel (2013: 97) state ‘[w]hen we scan the faces of new students each fall, we see in their faces and expressions a reflection of the ways in which their brains have been shaped to experience and cope with the world’. The strategies we put in place to meet the varied needs of our pupils are the focus of much of this publication.

Alongside all of this is another aspect which cannot be ignored: the impact on our education professionals. Those who work on a daily basis with traumatized children have been found to often suffer from compassion fatigue, defined as ‘the product of bearing witness to the suffering of others resulting in a reduced ability or capacity to be present with others, and feelings of powerlessness, isolation, and confusion’ (O’Toole and Dobutowitsch, 2023: 2). In spite of often feeling fulfilled by their role and inspired by the opportunity to make a difference in a young person’s life, teachers and other education professionals are often at the forefront of the challenging behaviour, resulting in them feeling emotionally exhausted and burnt out (Berger et al., 2021). Teacher absence rates and levels of attrition may reflect this phenomenon (McEnaney, 2024; Seith, 2024a). Later chapters will consider the role of reflective supervision as a strategy for mitigating the impact on educators (see Chapter 17).

Why Education Professionals, Why Now?

In July 2024, the United Nations Convention on the Rights of the Child (UNCRC) was embedded into Scottish law. Formalizing the right of every child to an education (Article 28) fits well with the focus on well-being and relationships which has underpinned policy across Scotland since 2008 in the form of Getting it right for every child (GIRFEC) (Scottish Government, 2022a). Such a focus has seen whole school nurturing approaches as well as targeted nurture interventions being embedded across Local Authorities in Scotland (Education Scotland, 2017a; March and Kearney, 2017). Relational approaches, as promoted by many and the National Trauma Transformation Programme (active across sectors of society since 2017), suggest we accept that trauma is ‘everybody’s business’ (NHS Education for Scotland, 2017: 7) (see more on this in Chapter 15). In addition, a comprehensive review of the care system in Scotland resulted in the publication of a series of reports entitled, The Promise (Independent Care Review, 2020). This too asks all those who work and live with children to be trauma-aware and attachment-focused. Given this policy landscape and narrative, becoming trauma-responsive appears like the natural next step for education professionals in Scotland.

In our post-Covid-19 reality, we are perhaps more aware than ever of the potential impact of trauma as well as the inequities exposed during this international crisis. Writing about the Australian context, L’Estrange and Howard (2022: 4) suggest that there is ‘increased impetus to re-evaluate education systems, educational policy, and school service delivery’ to address these inequities. Indeed, growing awareness of the prevalence of trauma and enhanced knowledge of its potential impact corresponds with the agenda on inclusion and social justice for which many currently advocate. With reference to the US context, Van der Kolk (2014: 428) takes this even further and suggests that trauma is now ‘our most urgent public health issue’. He goes on to remind us ‘we have the knowledge necessary to respond effectively. The choice is ours to act on what we know’ (Van der Kolk, 2014: 428).

For many, taking a trauma-informed approach in our classrooms and schools is not a choice; rather, they see it as necessary if we are to avoid continuing to harm our children and young people; ‘schools need to increase their sensitivity to the complex developmental needs of their students by critically evaluating how their policies contribute to adversity rather than diminish it’ (Downey and Greco, 2023: 4). SAMHSA’s (2014) four key principles (the four Rs) of a trauma-informed approach notably include the need to actively resist re-traumatization. This comes in addition to realizing the widespread impact of trauma, recognizing the signs of it and responding to it (SAMHSA, 2014). Punitive consequences for dysregulated behaviour which exclude and shame may indeed do further harm as the pupil is denied access to positive attachments, restorative processes and that crucial sense of safety and support (Howard, 2022). In contrast, school staff could be considered key players in buffering the effects of trauma. The relationships they may establish with children can be critical in changing the view the child has of him/herself as well as of how they engage with their education as a whole. Hence there has to be some acceptance that the role of education professionals is expanding (Venet, 2023) and that ‘mental health and wellness are integrally connected to students’ success in the classroom and to a thriving school environment’ (NCTSN, 2017: 1). That said, given the pressures on time and energy, this can often be a difficult balance. Support for our school staff, then, is essential if they are to embrace this approach. Some have indeed noted that their confidence and sense of effectiveness increase as they receive more training on trauma-informed approaches (Berger et al., 2021).

What We Mean by Trauma-Informed

Scotland’s Toolkit for Trauma-informed Practice defines this as ‘[a] model that is grounded in and directed by a complete understanding of how trauma exposure affects service user’s neurological, biological, psychological and social development’ (Scottish Government, 2021a: 8). Applying this to the sphere of education essentially means a move away from behaviourist views of discipline and management of classrooms towards relational ones within which the importance of connection is recognized and prioritized (Howard, 2022). Compassion and restorative approaches should predominate within a trauma-informed classroom and school as strategies and practices are put into place to ensure that pupils not only are safe but feel safe (see Chapter 11). Venet asks us to place equity at the centre of our trauma-informed system as we seek to address the ‘inequitable conditions within schools that cause, exacerbate or perpetuate trauma’ (Venet, 2023: xviii). As such, ongoing racial stress and trauma must also be considered if we are to embrace a holistic view of our education systems. Equity and social justice cannot be achieved unless we are culturally responsive across our systems and practice (Saleem et al., 2022: 2516). This is not an approach to be adopted for particular children; rather, it is an ecological one which considers the interaction between classroom practice, institutional norms and systems-wide policy (Venet, 2023: 13) for all pupils and staff. Chafouleas et al. (2016: 147) discuss an intraindividual lens through which ‘building self-regulation (resilience, coping) within the individual is emphasised, with external supports focused on creating safe environments and building positive connections and trusting relationships’. This adds a focus on prevention to our trauma-informed outlook and allows us to take a strengths-based, inclusive and hopeful view.

Implementation of trauma-informed practices in education should be underpinned by the five principles of safety (emotional and physical), trustworthiness (transparency of policy and procedures), choice (a voice in decision-making), collaboration (peer support) and empowerment (the sharing of power) (Scottish Government, 2021a: 11). There should be systemic alignment with these five principles and ‘a profound paradigm shift in knowledge, perspectives, attitudes and skills that continues to deepen and unfold over time’ (Scottish Government, 2021a: 11). Clearly, this is not a simple task but one which needs to be comprehensive and systemic if it is to be successful over time. Wassink-de Stigter et al. (2022) suggest three implementation drivers across which trauma-informed attitudes and practices must prevail: the competency driver, organizational driver and leadership driver. Through these there needs to be a focus on training and ongoing support for school staff, planning at a strategic level, and adaptive and engaging advocacy for trauma-informed practices across the leadership of an institution. Howard (2022) offers three key areas of support for learners: safety, relationships and emotional regulation. Of these she states that relationships are the most important as it is through these that felt safety will be achieved within an environment in which self-regulation is possible. To this she adds that there must be support for education staff as only if they remain regulated can they offer emotional calmness and support to the pupils.

A multi-tiered approach is also recommended for trauma-informed institutions (NCTSN, 2017; Berger and Martin, 2021; Bland and Gershwin, 2023). It is suggested that the first tier of support is universal and aims to build trauma literacy among practitioners, parents and children. In this lies the attempt to prevent further trauma and begin the healing process for those who have suffered. The second tier may target more at-risk children and young people with particular approaches or strategies, while the third tier may respond to the more intensive needs of a few pupils with targeted interventions, some of which may need to be carried out by professionals out with the school (see Chapter 10). At present, there are many different models and approaches across varied national contexts. In time, and with further research, the facilitators and barriers to each of these models will undoubtedly become clear. Prioritizing the key principles and remembering the underlying focus on relationships is perhaps what is most useful as we begin our journeys towards being truly trauma informed.

A final note here: every journey begins with the first small step and, for these purposes, that first step begins with our daily practice in the classroom. Every interaction with children and young people communicates the degree to which we care for them, love them, respect and protect them. It communicates the extent to which we see and hear them as vulnerable human beings who seek to connect and survive. It is in this consistent and hopeful behaviour, on our part, that we will begin the healing process with and for them.

Summary

In this chapter we have considered definitions of simple, complex and collective trauma. We have examined the potential impact of complex trauma, the focus of this publication, while remembering crucially that poor outcomes are not inevitable. As education professionals we occupy a pivotal role in ensuring that the manifestation of trauma in children and young people is recognized and that we take positive steps to prevent re-traumatizing them. Promoting a learning environment in which relationships are prioritized, and emotional safety is carefully considered paves the way towards being truly trauma responsive.
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Adverse Childhood Experiences (ACEs)

Mike Carroll


Key ideas

This chapter will:

• identify a range of ACEs and comment on a lack clarity regarding the identification of ACEs,

• outline the link between adversity and negative social, educational and health outcomes,

• outline some positive childhood experiences (PCEs) that help build resilience to trauma.



Introduction

Vincent Felitti and his colleagues introduced the acronym ACE for adverse childhood experiences (Felitti et al., 1998) in an attempt to describe the link between negative childhood experiences such as abuse, neglect and household dysfunction with future negative social, behavioural and health outcomes throughout a child’s lifespan (Cronholm et al., 2015). In addition, Felitti et al. (1998, 250) found a discernible dose-response relationship between the number of childhood adversities and negative health outcomes. A variety of studies have replicated this dose response, with exposure to a higher number of ACEs linked to increased risk of poor physical, social and psychological outcomes (e.g. Andersson et al., 2021; Loveday et al., 2022). The critical ‘dose’ predictive of negative outcomes is taken to be four or more ACEs (Edwards et al., 2019). A cumulative ACE score does not necessarily suggest that all traumatic experiences make equivalent contributions to an individual’s risk for negative outcomes (Briggs et al., 2021). Pairs of ACEs have been shown to interact to amplify negative effects beyond the sum (additive synergy) or product (multiplicative synergy) of the contributions of each ACE (Briggs et al., 2021: 243). Compensatory synergy (antagonism) ‘also occurs in which one risk factor cancels out or reduces a second risk factor so that the total outcome is significantly less than would be calculated from the individual contributions of the risk factors to the outcome’ (Briggs et al., 2021: 245). Nevertheless, although the evidence indicates that there is a dose-response linkage between ACEs and negative outcomes this should not be thought of as a fait accompli (Danielson and Saxen, 2019).

The ‘impact’ of this cumulative ACEs score has come to represent an urgent public health concern, a health crisis hidden in plain sight (Sonu et al., 2021: 517); consequently, research on ACEs has caught the imagination of policymakers and a range of professional practitioners in the UK (e.g. medical, educational, social work, criminal justice, etc.) and used to help inform the decision-making process, placing children at the centre, when considering resource allocation. It has been argued that the pattern of individual ACE scores and their link with negative long-term outcomes can assist with the development of evidence-based interventions aimed at mitigating the effects of ACEs, informing why, who, what, when, where and how to target resources (Edwards et al., 2019). However, the relationship between ACEs and negative long-term outcomes is best understood at a population level as there is an absence of empirical evidence for their power to predict problems at the individual level (Portwood et al., 2023). Furthermore, focusing on individual well-being, building the strengths and assets of individuals and communities, is helpful but ultimately may fail to address the underlying causes of negative long-term outcomes at the population level. A key finding of many studies on ACEs has been that they are more prevalent among the poor. Consequently, a whole-child approach linked to the notion of well-being needs to go hand-in-hand with policies that seek to address social and economic inequalities (Davidson and Carlin, 2019). In concluding this section, it is important to note that there is no one-size-fits-all solution to addressing the impact of ACEs; consequently, system-wide strategies involving multiple interventions are required to adequately prevent and reduce the impact of ACEs.

ACEs: An Ever-Expanding List

Much of the early work in this field drew on adults’ retrospective recall of exposure to adversity using questionnaires. This is problematic as participants may well have difficulty recalling childhood experiences due to memory loss or by being reluctant to provide accurate information as a coping mechanism. This later finding may be the result of participants wishing to avoid interpretations of the data that could lead to intrusion from others attempting to resolve problems. Later studies combined recall with prospectively collected data (e.g. reports from siblings, official records from schools, hospitals, etc.) for comparison (Hartas, 2019). The main thrust of many ACE studies has been to determine causal links between the cumulative score of traumatic events, experienced before the age of eighteen, and long-term damage to physical and mental health (White et al., 2019: 458) with the cumulative score being taken as a proxy measure of the burden of childhood stress (Senaratne et al., 2024).

The original adverse childhood experiences identified by Felitti et al. (1998) included exposure to sexual, physical and psychological abuse; domestic violence; substance abuse, mental illness, and incarceration of a parent. Felitti et al. (1998) did not claim that theirs was a definitive list or indicate what should be considered potentially traumatic and what should not (Sonu et al., 2021: 518). Over time our understanding of the concept of childhood adversity has expanded to include a wide range of stressors that may have an impact upon children’s well-being with the link between cumulative adverse experiences and child development being seen as a function of ‘nature dancing with nurture over time’ (Shonkoff and Garner, 2012: 234). Subsequent studies augmented the original adverse experiences with emotional and physical neglect, and parental divorce to form a set of ten adverse experiences across three categories of abuse, neglect, and household dysfunction (Portwood et al., 2023) (see Figure 3.1). The list of adverse experiences continues to grow to include: ‘(1) witness to a violent crime, (2) victim of a violent crime, (3) family financial problems, (4) frequent family conflict, (5) death of a parent, (6) death of a sibling, and (7) foster care or out-of-home placement’ (Giovanelli et al., 2023: 4). The growing list of adverse experiences, rooted in maltreatment and household dysfunction, is largely interpersonal; however, we are all embedded in wider society within which community-level factors are thought to confer, an ongoing, contextual pressure within which the interpersonal adverse experiences are set (Sonu et al., 2021: 518). There is now a growing awareness that community-based events and experiences can give rise to community-based adversity (e.g. racism, sexism, intimidation, bullying and harassment, living in an unsafe neighbourhood, food insecurity, homelessness, etc.) (Cronholm et al., 2015). Often missing from these expanding lists is an examination of the role that economic hardship plays in predicting and amplifying the impact of clustering of adverse experiences (Asmussen et al., 2019).


[image: A flowchart illustrating categories and drivers of Adverse Childhood Experiences or A C Es.]
Figure 3.1 Adverse childhood experiences (ACEs).



Thinking Point 3.1

a. Use Figure 3.1 to reflect on your own life in order to identify your exposure to adverse experiences.

b. What were the sources of support that helped you overcome these adverse experiences?



The research does appear to indicate that there is an evidence base linking adverse experiences, which often occur together, with long-term negative outcomes in physical and mental well-being, educational achievement, social functioning, earning potential, occupational stability, living standards, and the risk of limited lifespans (Steptoe et al., 2019: 416). Research looking at the impact of adversity on education indicates that ‘children with histories of trauma exposure often experience challenges in school, including poor attendance, less engagement with the school system … increased risk for problems in academic performance, attention problems, social skills problems and aggression at school’ (Conners Edge et al., 2024: 2). Clearly exposure to adversity hinders educational progress and as such they are a form of developmental trauma; however, the causal relationship between exposure to adversity and poor long-term outcomes is not straightforward as adverse experiences co-occur alongside compensatory physical, social and psychological processes (Asmussen et al., 2019: 427). For example, we interact and are connected with others outside the household, and this offers opportunities for support to overcome the impact of exposure to adversity within the household or community.

As stated earlier the role of economic hardship, or socioeconomic status (SES), in understanding and addressing adversity is largely missing from the research literature (Walsh et al., 2019: 1091). Arguably exposure to adversity is treated in a decontextualized manner as the societal conditions that may give rise to these experiences are rarely considered (Portwood et al., 2023: 39). To help explain adversity the focus is often on dysfunctional parenting with children seen as victims (Portwood et al., 2023) rather than the wider socioeconomic landscape. An individual pathology conveniently ignores research that points to ‘clear associations between socioeconomic circumstances in childhood and adversity-related outcomes’ (Walsh et al., 2019: 1091). Portwood et al. (2023: 38) argue that ‘[h]olding individuals responsible for their problems, is not effective for addressing the roots of these risk factors and reducing leading causes of morbidity and mortality at the population level’. Thus, considering poverty as an adverse experience would enable research to explore the complex relationship between adversity and the structural social context in which parents and children live with a view to develop ‘population-based actions whilst avoiding the possible stigmatisation of families and children’ who are often powerless to bring about change (Kelly-Irving and Delpierre, 2019: 453).

Exposure to Adversity

Exposure to adversity (e.g. parental separation, verbal and/or physical abuse, loss of a loved one, household domestic violence, etc.) is widespread with an estimated two-thirds of the US population having experienced at least one adverse experience before the age of eighteen (Giboney Wall, 2021: 119). Two population level surveys have shown that experience of adversity is widespread, with 48 per cent of adults in England and 47 per cent of adults in Wales reporting experience of at least one type of negative experience before the age of eighteen (Barnardo’s Wales, 2022). As stated earlier, adverse experiences are also known to cluster with approximately one in four children experiencing four or more adverse experiences (Aytur et al., 2022). The Growing Up in Scotland (GUS) study indicated that approximately 65 per cent of children experienced at least one adverse childhood experience and 10 per cent experienced three or more by the time they were aged eight (Marryat and Frank, 2019: 3). Children who are most likely to experience adversity are those living in the lowest income groups as well as boys, having a mother with lower educational qualifications, having a mother who was under twenty or over forty at the birth of her first child and living in an area with higher levels of deprivation or in an urban area (Marryat and Frank, 2019: 4). In addition, studies in the United States have found that adversity disproportionately burdens populations of colour, indigenous communities and members of sexual minority groups (Champine et al., 2022), thus necessitating a trauma-informed social justice response. The vulnerability of exposure to adversity within particular social groups may well explain why studies have shown that it is not uncommon for adverse experiences to be transmitted across generations (Asmussen et al., 2019).

Adversity as a concept is difficult to define leading to a lack of consensus as to its meaning (Portwood et al., 2023). Indeed, White et al. (2019: 457) suggest that, more generally, adverse childhood experiences as a conceptual construct is somewhat confusing as they ‘conflate[s] different issues, or divide[s] up indivisible processes, leading to problems in their explanatory weight and hence in developing policy and interventions on their basis’. Following on from the Adverse Childhood Experiences Study (Felitti et al., 1998), there remains a lack of consistency in determining what constitutes an adverse experience (Edwards et al., 2019: 413). In the early studies there was little by way of justification with respect to what childhood adversities were included and what were excluded (Hartas, 2019). As has previously stated, subsequent studies have identified a wide range of adverse experiences which are not always assessed or determined in the same way. Furthermore, it is unclear as the weight attached to different adverse experiences experienced by the same person and whether events are experienced in the same way by different individuals (Senaratne et al., 2024: 6). The lack of conceptual clarity is compounded as there are often few insights provided in terms of contextual information, for example, the severity, frequency and duration of childhood adversity; the age at which adversity was first experienced; the presence or absence of other risk factors (e.g. poverty) and/or protective factors (e.g. stable family support) (Hartas, 2019: 437). This conceptual confusion suggests that our understanding of the usefulness of adversity should be more nuanced (Taylor-Robinson et al., 2018). Despite some methodological issues adversity remains a useful conceptual construct at a population level; however, at an individual level we should be more cautious in attributing any exposure to adversity as inevitably leading to negative outcomes (Mersky et al., 2017: 67). At an individual level exposure to adversity should not be considered a determinant of poor outcomes merely a sensitizing concept. Indeed, White et al. (2019: 459) state that exposure to adversity ‘cannot and should not be used to predict individuals at risk’. Adversity as a sensitizing concept indicates that it is important to become aware of the signs and symptoms of trauma as this may have a significant impact on the individual and as such practitioners should endeavour to develop a trauma-informed approach to their practice so that we are able to respond to any and all individuals who experience trauma (see Chapter 10).

To reiterate, at a population level there is an increasing body of evidence that links exposure to adversity with poor physical and mental health outcomes in adulthood (Steptoe et al.
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