

[image: Cover: The Supportive Classroom, by Laura Anderson and Jon Bowen]







[image: The Supportive Classroom by Laura Anderson and Jon Bowen, Ulysses Press]













PREFACE





As educators with a combined 30 years in public education, we have been fortunate to learn from the guidance and expertise of wise and experienced teachers. Our path has led us to work with pre-K through high school students in a variety of contexts, from general education settings to specialized programming for our most at-risk students. The intention of this book is to provide you with a wide range of tools to support all students, especially those who have a history of trauma and adversity. Please keep in mind that all educators have room for growth as we learn new information. We have the unique privilege to make a meaningful difference in the lives of children and families, particularly when we can be more mindful of challenges and supports like those outlined in this book.


As you read, consider small changes you can make that will serve to better support you and your students. There is no expectation to implement every strategy in this book simultaneously in order to experience success. At the time of writing this book, there is a lack of evidence-based, trauma-informed approaches for the school setting. We combined some of the most reliable current knowledge regarding the impacts of trauma with best-practice approaches that are both practical and effective for supporting students.


Warning: This book may connect you to your own history of trauma or vicarious trauma. We certainly experienced this while writing on the topic. Please be prepared, should you need it, to process with trusted friends or family. Be aware of your sources of support; consider more formal counseling or therapy as needed. Another matter to be aware of is that we all have a tendency, when we learn something new, to see it around us. Be careful not to overgeneralize and see trauma too broadly among your students.












PART ONE TRAUMA IN THE SCHOOLS
















CHAPTER 1 INTRODUCTION TO TRAUMA






When we began working in school systems, the potential immediate and long-lasting effects of trauma exposure and childhood adversity received little attention. Instead, we were trained to identify and intervene with students who demonstrated problem behaviors and learning delays. It is impossible to know how many of those students were struggling in school as a result of trauma or adversity. As well-intentioned educators, we participated in methods that likely did not support these students to the current standard of best practices and even potentially triggered further trauma effects. Thankfully, we have had the opportunity to learn and evolve in our own practices with the support of veteran educators, proactive teams, and professional development opportunities. We have had the unique privilege of spending time in hundreds of different classrooms and have learned practical approaches that truly work in school environments.


Teacher training programs and school districts now offer a variety of trauma-informed or trauma-sensitive workshops and classes. We are collectively improving our ability to identify and support the needs of students who have been exposed to traumatic situations and childhood adversity. Additionally, there has been increased attention on the ways that we can implement proactive behavioral strategies that are effective for all students. Many of these best practices and approaches overlap, and we have gathered some practical strategies together in this book.


WHY DO WE CARE SO MUCH ABOUT TRAUMA?


As our society has become more educated on childhood trauma and adversity, we have realized the implications are widespread and can be very damaging. In his groundbreaking book The Body Keeps the Score, Dr. Bessel van der Kolk, psychiatrist and author, highlights, “Trauma remains a much larger public health issue, arguably the greatest threat to our national well-being.”1 As we will discuss in greater detail, traumatic experiences and childhood adversity are implicated in many educational, health, and social difficulties.


According to current data, more than 50% of students in the United States have experienced some form of trauma prior to high school graduation.2 Some estimates place this number closer to 67% of students.3 The American Psychological Association (APA) explains, “A traumatic event is one that threatens injury, death, or the physical integrity of self or others and also causes horror, terror, or helplessness at the time it occurs.”4 As we will further describe, defining trauma or adversity is almost irrelevant, as the child’s perception of the situation determines whether or not it felt traumatic. Trauma is a perceived experience. We can all agree on the extreme circumstances, such as physical or sexual abuse, weapon violence, exposure to war, etc. However, there is a gray area of what may be considered traumatic, including the perception of what happens in a family, how an individual is treated, how the teacher feels about that individual, etc. Adversity and adverse experiences are often used to describe a wide range of other situations and systemic variables that cause an individual or group stress. Adversity and trauma may range from lack of food at home to ongoing homelessness to domestic violence to witnessing a school shooting.


Many people who experience what most of us would consider trauma will move forward without significant effects. However, we are seeing more students each year who demonstrate behaviors consistent with trauma exposure. We may not have any information about our students’ home lives or histories, so we need to be prepared with a trauma-informed and supportive classroom for ALL students.


Additionally, we believe it is important to more fully understand trauma so we can build empathy for our students who are struggling at school. We have been part of countless discussions and team meetings in which classroom educators express frustration about a student and their particular behaviors. When team members learn of the adversity the child has experienced at home, they almost always feel compassion and renewed motivation to help support the child instead of punishing them. A trauma-focused discussion can help your team move from hopelessness into a problem-solving approach.


ADVERSE CHILDHOOD EXPERIENCES (ACEs)


In addition to trauma as it is defined above, researchers have found that “adverse experiences” in general can have long-lasting effects on children and adults. Since the 1990s, dozens of research studies have been conducted on what have been termed the Adverse Childhood Experiences (ACEs). Scientists from the Centers for Disease Control (CDC) developed the framework for this terminology in the 1990s after they noticed a trend in their data at the Kaiser Permanente obesity clinic.5 During exit interviews, they began to realize many of their weight-loss patients had experienced childhood trauma, and that excessive weight gain might be related to emotional needs and traumatic exposure. They developed a questionnaire focused on 10 common childhood trauma experiences from the body of previous literature, related to abuse, neglect, and household dysfunction. (See Adverse Childhood Experience [ACE] Questionnaire in the appendix.)


After decades of investigation, researchers have discovered that the higher the ACE score, the more likely a person is to demonstrate health, behavioral, or addiction problems later in life. These experiences can have a cumulative and long-lasting effect on a person’s life. Higher ACE scores are linked to greater risk of cancer, diabetes, substance abuse, brain injuries, bone fractures, and even suicide later in life.6 Other potential risk outcomes include lack of exercise, missed work, severe obesity, stroke, and STDs.7


According to the CDC, most adults have experienced at least one ACE as a child and 20% have experienced three or more ACEs in childhood. Children with higher ACE scores are most likely to be students of color and/or living below the poverty line. As we noted previously, up to 67% of Americans experience at least one ACE during childhood. That number is 83% for people of color.


You may have first been introduced to students and trauma through the literature on ACEs, which brought childhood trauma and adversity to the attention of a wider audience and led to increased professional development on the topic to schools. Keep in mind as you consider your own ACE score and potential ACE scores of your students, this list does not encompass the full scope of trauma and adversity that we experience as humans. The ACE questionnaire does not include many experiences that may be traumatizing for children, such as medical trauma, birth trauma, trauma to the mother while in utero, exposure to community violence, attending a school or daycare with limited resources, having a parent deployed in the military, etc.


Modern researchers and practitioners are clear that the ACE questionnaire, developed more than 20 years ago, also falls short in that it doesn’t include systemic injustice, such as “structural racism or heterosexism, transphobia, etc.”8 The standard ACE questionnaire does not include economic hardship, death of a parent, or being treated or judged unfairly due to race or ethnicity. As we will outline in a later chapter, it is crucial to incorporate these factors into our trauma-informed approach so we do not re-traumatize students. Additionally, the ACE questions do not include protective factors (variables that predict successful outcomes) and resilience in the score. An individual’s ACE score is not the only thing predicting their life outcomes, but it may help you and your team have more empathy when working with students.


REFRAME BEHAVIOR THROUGH THE LENS OF TRAUMA


One of the major shifts in recent thinking has been the shift from believing behavioral problems are innate within the student to understanding the student as a person who has learned to respond to and operate upon his/her environment. In recent years, researchers have suggested, “a primary distinction between trauma-informed approaches versus traditional approaches for behavioral dysregulation is first inquiring, ‘what happened to him/her that led to this behavior,’ versus stating, ‘s/he is such a bad kid and needs punishment.’ ”9 It is often human nature to assume the worst of others when we are stressed or agitated. Before we began to receive training on the implications of trauma and adversity, and even now when we are triggered, our first thought might be “What is wrong with this student?” when they are misbehaving.


Then, the initial literature around trauma helped us reframe the question to “What happened to you?” Instead of blaming the child for their behavior, we began to acknowledge that a child’s behavior is the product of their learning and family histories. Now, practitioners are beginning to shift the question even further to “How do you interpret what happened to you?” How each person experiences trauma and adversity is very unique and is related to resilience and other protective factors. We don’t always know a child’s history, and even when we do, we do not know how the child interprets their own history. As noted previously, trauma is subjective, and its implications are varying. There is no clear formula for trauma and intervention, so we will use methods that are supportive for ALL children. It is, however, helpful to learn the various trends and themes in the research so we can become more sensitive to our students who may have trauma exposure.



ACUTE TRAUMA


Many of our students have experienced what is referred to as “acute trauma,” or a single crisis event or incident.10 Examples of acute trauma include the death of a loved one, rape, natural disaster, car accident, or any violent episode. Acute trauma may also include a physical fight or exposure to weapons at school.


Typical signs of acute trauma may include hypervigilance, exaggerated startle responses, overreactions, and misperceptions of environmental triggers. These students may seem oversensitive to unexpected noises or people in the environment. Students exposed to single-event or acute trauma typically return to baseline levels of behavior and functioning after a period of stability. A safe and stable school environment can help the child return to typical levels of functioning more quickly.11


A previous preschool student of ours began demonstrating behavioral reactions to any unexpected noises in his environment. For example, if he heard adults talking on the walkie talkie in his classroom, he began crying and asking what they were saying. He flinched and covered his ears dramatically when toys or students made noise. These reactions appeared to have a rapid onset, and the team could not understand where the new behaviors had originated. After meeting with the parents, we learned that his other childcare facility had recently had an emergency fire alarm triggered during the students’ nap time. He had been awoken to a traumatic emergency situation and we were now witnessing the aftereffects of this experience. After several weeks of consistency and support, these reactive behaviors diminished and the student demonstrated typical responses to environmental noises.


CHRONIC TRAUMA


Chronic trauma or stress typically has a more significant impact on the brain than acute or single-incident trauma.12 These situations may include ongoing sexual abuse, prolonged exposure to domestic violence, multiple home or custody changes, or other forms of child abuse. We have also worked with several students who have undergone chronic and traumatic medical treatments such as chemotherapy, surgeries, or other sustained hospitalization.


Many educators find themselves supporting students who are currently experiencing chronic trauma. For example, we work with dozens of students each year who have moved more than once in a school year. These physical moves between homes, sometimes between parents, and often between curricula at schools, can have a huge impact on a student’s learning trajectory. Think about all of the factors at play for a student and their family if they are starting at a new school mid-year.


As with acute trauma, school staff members do not always know about chronic trauma exposure. We typically know if a student is living in foster care or with a grandparent. However, we might not know if the family is living in more than one home or not in a home at all. We have worked with many families who were crashing on a friend’s floor or sleeping in their car at night. These families may experience shame and stress about a living situation and not feel comfortable sharing that information with educators. This type of chronic stress can have many impacts, including the inability to focus in class and appearing noncompliant or distractible. Students who have experienced custody changes or foster care may demonstrate a lack of trust toward adults, food insecurity, and increased agitation when someone else touches them or their personal belongings.


For example, we’ve worked with multiple children who become visibly upset when the teacher attempts to take their backpack and hang it up. We also witnessed a 12-year-old girl with a history of trauma cry and demonstrate meltdown behaviors for over four hours after her teacher unknowingly threw away a pile of shredded paper from her desk. Following multiple moves and family changes, this girl had been collecting her own “personal belongings,” and well-intentioned staff had accidentally invaded her personal space by attempting to help her clean her desk.


A student who has experienced chronic trauma may exhibit one or more of the following: numbness, rage, denial, social withdrawal, short-term outlook, or difficulty focusing. We will discuss more signs and common symptoms of chronic trauma exposure in a later section.



CROSSOVER TRAUMA


A less common form of trauma exposure, crossover trauma, occurs when a single traumatic incident is significant enough to cause long-term effects. As we noted previously, children often return to baseline levels of behavior after acute trauma. Crossover trauma is typically observed when a situation involves multiple casualties or victims, such as a mass casualty school shooting, refugee dislocation, or multiple casualty car accident.13 It is likely that you would be aware if one of your students has experienced this type of trauma.


Over the years, we have worked with many students who moved to the United States as part of refugee dislocation. Not only do those individuals potentially witness atrocities in their home country, they are now in an unfamiliar culture listening to an unfamiliar language. The least we can do is provide a safe and supportive environment in the school setting.


Crossover trauma may result in the following symptoms: mourning, depression, chronic pain, trouble concentrating, trouble sleeping, and irritability.
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Think of your past and current students and the information you have about their backgrounds. Do any of these traumatic experiences apply to their histories?





IT HURTS MORE WHEN IT’S PERSONAL


Based on all available data, it is now evident that abuse and neglect by caretakers have more complex and pervasive impacts on children than trauma caused by accidents or natural disasters.14 Consider how many of your students have experienced abuse and neglect at the hands of parents or caregivers. The worst sorts of trauma occur within unhealthy relationships, and it is only through healthy relationships a person can heal.15 When a student has strong relationships and healthy past experiences prior to a traumatic experience, they are less likely to experience long-term negative outcomes related to the trauma. We have a powerful opportunity to build these healthy relationships with students in a safe school environment.


1 Bessel van der Kolk, The Body Keeps the Score (New York: Penguin Books, 2015), 330.


2 “Children and Trauma: Update for Mental Health Professionals,” APA Presidential Task Force on Posttraumatic Stress Disorder and Trauma in Children and Adolescents, 2008, https://www.apa.org/pi/families/resources/update.pdf.


3 APA, “Children and Trauma.”


4 APA, “Children and Trauma.”


5 “Adverse Childhood Experiences (ACEs),” Centers for Disease Control, last modified April 2, 2019, https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.html.


6 CDC, “ACEs.”


7 CDC, “ACEs.”


8 Carrie Gaffney, “When Schools Cause Trauma,” Teaching Tolerance 62 (Summer 2019).


9 Isaiah Pickens and Nicole Tschopp, Trauma-Informed Classrooms (Reno, NV: National Council of Juvenile and Family Court Judges, 2017), 12.


10 “Trauma-Informed Care Resources Guide,” Crisis Prevention Institute, 2017, https://www.norcocollege.edu/committees/care/Documents/Trauma_Informed_Care_Resources_Guide_CPI.pdf.


11 APA, “Children and Trauma.”


12 Bruce Perry, “Maltreatment and the Developing Child: How Early Childhood Experience Shapes Child and Culture,” presented as part of the Margaret McCain Lecture Series on September 23, 2004, http://www.lfcc.on.ca/mccain/perry.pdf.


13 CPI, “Trauma-Informed Care.”


14 van der Kolk, The Body Keeps Score, 145.


15 van der Kolk, The Body Keeps Score, 212.












CHAPTER 2 HOW DOES TRAUMA AFFECT THE DEVELOPING BRAIN?






What does trauma do to a developing brain? Countless research studies and new technologies are helping us discover the answers. Understanding how trauma impacts the brain and behavior can help us empathize with our students and develop strategies to help them self-regulate.


LET’S LOOK AT THE BRAIN!


The brain mediates the way we interpret and react to our environment and the people around us. Understanding basic brain regions and functions can help us notice behavioral responses more objectively and use a framework for understanding emergency behavioral responses. Scientists and researchers have outlined three general areas of the brain that we can focus on when trying to understand behaviors: brain stem (survival), limbic system (emotional), and cortex/rational brain (problem-solving/executive functioning).16


As we will discuss further, a student who has experienced trauma will likely be more easily triggered into survival state by typical environmental stressors. Similarly, when a person feels that their safety is threatened, their brain is triggered into survival mode. The brain stem activates an emergency response, typically fight, flight, or freeze.


In modern times, when a child experiences a traumatic event or adverse experience, their brain signals an emergency response. The chemicals in the brain trigger the body as if it is in a physical crisis for survival. Over the history of human evolution, our brains have been conditioned to respond to immediate life-or-death threats by going into one of the following “modes”:




Fight (react by defending self or fighting back)


Flight (run away, hide, or escape)


Freeze (stop acting, shut down, hope the threat passes)





Each of these modes is helpful when the situation is actually life-or-death or when it threatens imminent danger. However, in modern developed nations, we rarely encounter these threats to our lives. Within the educational setting, these true emergency situations are incredibly rare, but we still see emergency behavioral responses. The student or family may have previously experienced a threatening situation that triggered a fight, flight, or freeze response. Now, when the student feels threatened in the school environment, the same emergency brain response may occur. The human brain is not fully evolved for the modern world and still responds to anxiety and stress as if life is being threatened.


For example, a student may have witnessed a domestic violence situation in his home environment. While his mom was being abused, the student ran and hid in his bedroom. Now, when there is an unexpected conflict or confrontation in the school environment, he attempts to leave the classroom or hides under furniture. He was in an unsafe situation at home and may now feel unsafe or threatened in situations that would simply feel unsettling to other students. This pattern is likely to continue until he is taught a safer way to take a break and receive support in the school environment.


Our brains and bodies have evolved to respond to trauma and keep us safe. When those efforts are thwarted, individuals tend to experience more damaging long-term effects related to the trauma.17 Think of your students who have been exposed to situations over which they had no control, such as physical or sexual abuse. These situations are most likely to have long-lasting impacts related to hyperarousal (fight or flight) or dissociation (freeze).


Hyperarousal may look like defiance, anxiety, or running away in the school environment. Students who experience hyperarousal are often sensitive to unexpected touch or noise. Dissociation (freeze) may look like passivity, overcompliance, rocking, or withdrawing. These students might fly under the radar as their behaviors are not typically disruptive in the school environment. If a baby learns that no one comes to take care of her when she cries, she will stop crying and dissociate from the environment. This may look like the child who sits in the classroom quietly, not asking for help or looking around for strategies when she’s unsure. Boys and children who are older when they experience trauma often respond with hyperarousal. Girls and younger children often respond to trauma by dissociating.18


The emergency response is helpful during moments of crisis but can be harmful during moments of typical stress or anxiety. This response turns off a student’s access to critical thinking, causing them to react or act impulsively rather than stopping and thinking. Additionally, we might observe this type of automatic, emergency response pattern in staff members who have previously experienced trauma and adversity.


To address the needs of the brain stem, help students feel safe and free from threats within your environment. A crucial factor here is that “threat” means anything the students perceive as a threat. You may assume your classroom is threat-free, but as we’ve discussed, a student who has experienced trauma often perceives environmental triggers through a different lens. A seemingly neutral event, noise, or prompt from an adult may feel like a threat to any student with a trauma history.


Once you address the survival state and students feel safe, you still need to address the emotional state before the students can learn and problem solve. The limbic system is responsible for feelings of love and connectedness. Unless students feel connected to a family or class or teacher, they are not going to be ready to learn and remember new information. A student who is triggered into reacting from the limbic system will be acting emotionally and irrationally. In distress, the child will seek comfort and familiarity. If the individual is familiar with trauma and toxic relationships, they may reenact those circumstances and interactions. Creating chaos might feel safer and familiar, like they have some control over their environment.


Most of our classroom interventions are top-down, trying to talk to students and reason with them (rational brain) when they are still in their emotional or survival states. These verbal and cognitive strategies will not work with a student who is functioning out of their emotional or survival brain. Throughout this book, we will provide you with practical strategies to build a sense of safety and connection for students.


As science has shown us, if we do not first meet the needs of safety and connection, an individual will not be able to learn and problem solve effectively. In fact, a preponderance of evidence has indicated a healthy relationship has the greatest impact on a person’s progress compared to any classroom program or curriculum.


When an individual feels safe and connected in their environment, they are able to access their rational brain. They can then make better decisions, focus on instruction, and learn new tasks. Our goal is for students and staff members to spend as much time functioning from this area as possible.


Research shows that IQ capacity actually drops when the emotional or survival brain is triggered.19 An individual with typical cognitive skills may behave as though they have cognitive delays when emotional/physical safety or connection to others is threatened. It’s no wonder we can often look back with shame or regret on our own behavior during situations in which we were triggered into emotional or survival states. In situations of chronic work or home stress, we often find ourselves forgetting information, missing appointments, or losing possessions. We do not have full access to our cognitive capacity as humans unless we are feeling safe and connected.
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Again, consider your own students. What behaviors have they demonstrated that might have originated from a survival (brain stem) or emotional (limbic system) state?





WINDOW OF TOLERANCE


Various researchers have started to use the term “window of tolerance” to describe a person’s ability to manage stress, especially after exposure to trauma or adversity.20 Each of us has a range of circumstances and triggers we can typically tolerate in our environment or daily experience. When we are under- or over aroused, we move outside of our window of tolerance and may respond with an emotional or emergency response. When an individual experiences trauma or adversity, their window of tolerance is likely to shrink. This results in seemingly exaggerated or unexpected reactions to typical daily events, as the brain is more easily triggered into limbic or brain stem functioning.


Consider regulation from the perspective that “calm” is in the middle. Some people need to calm down and some people need to wake up or activate. Trauma exposure can lead to the brain either being “stuck on high” (fight or flight) or “stuck on low” (freeze), or it can lead to easier vacillations between the two.21 If a student is stuck on low, we might observe lethargy, poor attention, and lack of physical activity. These students may seek risky situations and substances and engage in unsafe behaviors in order to activate and feel anything. If a student is stuck on high, they might demonstrate aggressive reactions to minor triggers, excessive motor activity, or hypervigilance in their environment.
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Window of Tolerance


This figure demonstrates how a typically developing brain can tolerate a range of situations and experiences within the window of tolerance without going into an emergency response. When an individual has experienced trauma and adversity, the window of tolerance typically shrinks. The same situations and experiences can prompt emergency responses in a brain that has experienced trauma. A student’s window of tolerance can expand or contract each day or throughout the day depending on his level of safety and connection within the school environment.





With this understanding, our goal as educators becomes helping the student expand their own window of tolerance so they can function more appropriately in life and feel safer and more connected to others. Please refer to Part Three of this book for more comprehensive strategies.



THIS IS YOUR BRAIN ON TRAUMA


The traumatized brain can often look and function very differently from a typically developing brain. Recent brain scans of individuals who were reminded of the trauma they previously experienced showed a physical reaction, and those areas of the brain reactivated as if they were back in the traumatic situation.22 For individuals with fight-or-flight tendencies, the brain responded as if the body were in physical danger. Heart rate and blood pressure levels were also triggered by remembering the event. Others, who have had a dissociative or freeze response, showed very little brain activity or response to the trauma script. It’s almost as if those bodies have gone numb to environmental triggers. This may be manifested in the classroom when a student appears to have slow processing speed or difficulty paying attention to important information.


In another study, traumatized children looked at seemingly neutral photographs (e.g., two children smiling and watching their father fix a car) and told stories that ended in negative if not gruesome and horrifying outcomes. Non-traumatized individuals were able to look at the same photographs and imagine positive outcomes for the people pictured. Trauma exposure limits the individual’s ability to imagine hope for the future.23


TRAUMA AS AN ADDICTIVE CIRCUIT


Another interesting research finding is that sometimes traumatic experiences are able to rewire the brain so that repeated trauma or pain actually begins to feel pleasurable.24 We see this sometimes to a lesser degree when students find reprimands or negative attention reinforcing, and they increase disruptive behaviors after being praised. Trauma exposure can actually act on the same areas of the brain as addiction, so that pain and trauma become something of an addiction for the body. This plays out when individuals reenact or re-create the same situations they were exposed to earlier in life. Some researchers believe these repeated patterns serve to allow the body and brain to re-create the situation and resolve it with a more positive and safer outcome. It can be our role as educators to insert safety and new strategies into this equation. For example, if a student is running from the room when triggered, perhaps we can teach them breathing strategies and a safer location to run to.


Changes to dopamine transmitters and receptors as a result of trauma can also lead to increased vulnerability to substance addiction.25 Up to one-half of people who experience severe trauma develop substance abuse problems.26 Recent research has found that social media “likes” and video game interactions can operate on dopamine receptors in a similar fashion.27 Consider how many of our students appear addicted to these types of technology use. If you have a student who has access to a cell phone or tablet and you take that device away, you will likely observe withdrawal symptoms.


Some research suggests that increasing the student’s serotonin levels can expand the individual’s capacity and tolerance for stress and triggers.28 Medication may play a role in helping calm the brain enough for the individual to learn and practice new strategies. Unfortunately, our society may be overtreating trauma symptoms with medication. Especially for our youngest learners under the age of five, children are ten times more likely to be prescribed antipsychotic drugs if they are in foster care. This approach tends to treat the trauma symptoms without teaching the individual new strategies or coping skills. Regardless of medical treatment, we can provide the individual with a safe and connected environment in which to learn new behaviors and build healthy relationships.


GENERATIONAL TRAUMA


Just as an individual may reenact their traumatic experiences, we often see that trauma repeats itself from one generation to the next if individuals are unable to heal. A recent field of study referred to as “epigenetics” studies the way trauma impacts gene expression in individuals. Scientists have discovered that traumatic experiences can impact gene expression for the individual as well as for their future children and grandchildren.29 Studies have shown that children and grandchildren of war veterans and famine survivors experience increased rates of disease, heart problems, and mental health concerns.30 This is a developing area of research, so keep an eye on the science in upcoming years.


Consider how epigenetic factors could impact descendants of refugees, Holocaust survivors, former slaves, indigenous peoples, etc.31 These biological tendencies and maladaptive responses will be continually perpetuated in future generations if we do not intervene and provide safe, connected alternatives to the individual. Epigenetic impacts are just one aspect of systemic oppression facing our students of color and other historically marginalized populations.


Income and parent education are also strongly related to childhood adverse experiences.32 In short, students who are born to educated white parents who make average to above average income are least likely to experience trauma or ACEs. When we consider this data in light of epigenetic findings, it is not surprising to see perpetuated traumas and adversities in populations with a history of oppression in this country. The APA acknowledges, “There is no doubt that because of poverty and discrimination, racial and ethnic minority youth and families are more likely to be subjected to traumatic events, and immigrant youth and families may be particularly at risk.”33


Many educators have encountered situations in the education system that are clearly related to abuse and neglect, but this cannot be “proven” through the appropriate legal channels. Cases of child abuse and neglect are often underreported, as claims need to be substantiated before they are counted into statistics. Regardless, official incidence rates are still one piece of data to consider in this larger picture. Official rates indicate younger children are abused or neglected at a higher rate than older children. In fact, children under the age of three are three times more likely to be abused than teenagers. These rates are even higher among black, indigenous, and mixed-race populations.


Minority and immigrant students are least likely to access and receive psychiatric support after trauma exposure and therefore most likely to inherit and pass on generational trauma. Dr. Bessel van der Kolk states that “poverty, unemployment, inferior schools, social isolation, widespread availability of guns, and substandard housing all are breeding grounds for trauma. Trauma breeds further trauma; hurt people hurt other people.”34 We need to respond to events with cultural sensitivity when we attempt to support children and families.35 In school districts all across the United States, Black, Hispanic, and Native American students are suspended and expelled at much higher rates than their white and Asian peers. In fact, Black students make up about 15% of the total American student population, but more than one-third of arrests made on school campuses involve Black students.36 Imagine how many instances of new trauma we inadvertently create with our discipline approaches.


In the early ACE studies, 28% of women and 16% of men indicated sexual abuse or rape when they were children.37 These incident rates reflect current reports and may be an underestimate as individuals are not always capable of reporting. Young girls who have been sexually abused tend to experience altered hormone development. They typically develop physically approximately 18 months earlier than peers, which accelerates their hormonal reactions to peers and also may lead to further traumatization.38 These young women do not have time to heal their own traumas before they become vulnerable to pregnancy.


According to recent estimates, child and adolescent homelessness has also doubled within the past decade.39 This may be linked to increased natural disasters (hurricanes, wildfires, mudslides) as well as the decreased availability of affordable housing options. Families with children who demonstrate disruptive behaviors are more likely to be evicted. Once a family has been evicted from a rental situation, they are much less likely to be provided another rental opportunity. The eviction on their record prevents them from being approved for future rental options. You can see how this quickly becomes a cycle of adverse experiences and hardship for the entire family, especially if children need to change schools during the school year.


When a family experiences trauma, the adults will likely have less capacity to care for the children. A parent or caregiver who is impacted by trauma will not be able to give his or her full attention to the needs of others. As educators, we can be considerate about these needs and have empathy for families who are experiencing cycles of trauma.


As you can see, our families are often dealing with many layers of trauma and adversity both genetically and environmentally. One of the most promising aspects of epigenetics is that there is potential to reverse or undo the impacts of generational trauma. The body can heal itself and prevent future generational trauma when the individual experiences safety and connection in her/his environment. We can provide this opportunity to our students and families if we are adequately prepared to support them.


HOW DO WE KNOW IF A STUDENT HAS EXPERIENCED TRAUMA?


As we’ve already mentioned, it is quite likely we will not have a clear answer to this question. The majority of students who have experienced acute or chronic trauma don’t meet the technical Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5) criteria for post-traumatic stress disorder (PTSD), as that definition was created around combat veterans’ experiences.40 Although you may know a student or more than one student with a formal diagnosis of PTSD, it is more likely you know students who exhibit symptoms of trauma exposure but are undiagnosed.


In some ways, it doesn’t matter whether or not you know of a student’s history of trauma or adversity. The same types of principles and classroom practices can benefit all students regardless. However, a shared knowledge of the student’s previous experiences can help everyone involved begin to normalize their behavior. When other staff members and family members are informed about typical trauma responses, they can understand these behaviors are not permanent and can help shift the child’s trajectory.41


When we have a student who is frequently disrupting classroom instruction, calling out, and seemingly looking for adult attention, we may label them as “impulsive” and “attention-seeking.” These types of labels imply personality traits that are permanent and internal to the child. In some situations, this child might even be diagnosed with ADHD or another disorder and prescribed medication. How might you consider this child and situation differently if you learned that he and his mother live with the mother’s abusive boyfriend and the child often loses sleep while overhearing domestic violence late at night?


As humans, we have the tendency to assume a student’s behaviors can be ascribed to his intrinsic personality traits. When we approach through the lens of trauma, we can shift our perspective to consider how these behavioral patterns have been shaped by traumatic experiences and can be replaced with more functional behaviors.42 The next section of this book will provide you with tools to become more adept at noticing signs and symptoms of childhood adversity and trauma exposure within the school environment.
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