


How did we get here?…

Children of Central City
News Articles
Documentary Screening

City Council Resolution on Becoming a Trauma Informed City

Charge to CYPB to create the plan, recommendations

CYPB Childhood Trauma Task Force launched to deliver plan



Childhood Trauma Task Force charged with…

An examination of the issues surrounding 
Childhood Trauma in New Orleans 

Creation of recommendations in the form of a 
comprehensive approach and plan that addresses 
the prevention and effective intervention strategies 
to best heal and deflect the negative effects 
of childhood trauma



CYPB Childhood Task Force Members
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Dr. Lauren Teverbaugh
Emily Wolff
Camille Alexander
Ranord Darensburg

Dr. Roland Bullard
Vallarie Burris
Kristie Bardell
Jack Waguespack
Ali Lee
America Lenox
Stefanie Moore
Lloyd Dennis
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Donald Berryhill



First:  What it means…Childhood trauma

Childhood trauma occurs when a child experiences or 
observes an actual or threatened negative event, series 
of events, or set of circumstances that cause emotional 
pain and overwhelms the child’s ability to cope.



Meaning:  Three E’s of Trauma + the Question

Event
What happened or is expected to happen

Experience
How the individual labels/assigns 
meaning to the event based on 
their unique experience 

Effect
Impact of event–sudden or delayed; 
short or long term

The Question:
    ‘What happened to you?’ 
                        NOT 
    ‘What’s wrong with you?’



New Orleans can 
become a Trauma 
Informed City 
by demonstrating 
the 4 R’s

Realize the widespread impact of trauma 
and understand potential paths for healing

Recognize the signs & symptoms of 
trauma

Respond by fully integrating knowledge 
about trauma into policies, procedures & 
practices

Resist Re-traumatization of children, 
as well as adults who care for them



Summit intends to engage your voices…

Examination of the issues surrounding 
Childhood Trauma in New Orleans

Mapping trauma informed 
services/resources

Visioning a trauma informed New Orleans

Deep dive into strategies to best heal 
and deflect the negative effects 
of childhood trauma in New Orleans



Youth Share Their Truth
Examining Childhood Trauma 

via Youth Voice & Lens



Youth Panelists Chrishonda LaSalle
Welcoming Project – A Travis Hill School Initiative

Cale Moore
Welcoming Project – A Travis Hill School Initiative

Reign LaCour
Daughters Beyond Incarceration

Alaceia Batiste
Daughters Beyond Incarceration

Facilitated/Moderated by 
Iman Shervington, IWES



Six Principles of Trauma Informed Care
1 Safety people feel culturally, emotionally, 

and physically safe 

2 Trustworthiness & Transparency
full and accurate information about what’s 
happening and what’s likely to happen next; 
goal of building and maintaining trust

3 Peer Support value mutual self-help, the 
use of stories, lived experiences promote 
recovery and healing

4 Collaboration & Mutuality healing 
happens in relationships and in the 
meaningful sharing of power and shared 
decision-making

5 Empowerment, Voice and Choice 
acknowledge/validate individual’s 
strengths and experiences, honor 
individual’s dignity and believe in 
individual’s resilience; ability to heal and 
promote recovery from trauma in own 
communities 

6 Cultural, historical & gender issues
actively move past cultural stereotypes, 
biases (e.g.  based on race, ethnicity, 
sexual orientation, age, religion, gender-
identity, etc.); recognize and address 
historical trauma



Provider Panel Presentation
Learning More About What Currently Exists



Provider Panelists Dr. Erich Conrad
UMC Trauma Center Medical Services

Dr. Rashida Govan
New Orleans Youth Alliance; Workforce Training

Melanie Richardson
Training Grounds; Brain Architecture

Paulette Carter
New Orleans Children’s Bureau 

Dominque Jones
Daughters Beyond Incarceration

Facilitated/Moderated by 
Dr. Denese Shervington



ADVERSE CHILDHOOD EXPERIENCES
NOLA Household and Community

Denese Shervington MD, MPH

Institute of Women and Ethnic Studies



Healthy Attachment - Household

Healthy attachment
continuous warm and affectionate tie to a specific person that a child 
turns to when feeling vulnerable and in need of protection.
Good enough caretaker
provide attunement, nurturance, attention and empathy:
● Hold / bind anxiety
● Mirror self worth
● Facilitate growth – help actualize potential
● Help make sense of the world – inner and outer



We are born 
helpless…

Without a parent’s 
kindness we cannot 
survive.

Children need 
maximal affection 
from their mothers.



Psychological Safety at Home
Healthy Attachment
Promotes survival of child during childhood 
by creating a secure base from which a child can: 
● Explore the world (outer)
● Modulate emotions (inner)
● Explore the unfamiliar
● Be alone



Mal-Attachment: Attachment Trauma
Altering or disruption of a child’s bond with primary caretaker
● Repeated interactions with unpredictable, 

inconsistent or unresponsive attachment figures

Child unable to develop: 
● Coherent self-representation
● Capacity to mentalize 
● Effective emotional modulation
● Security / trust and their needs will be met
● Freedom to play and explore the world
● Cope in the face of trauma – build resilience



Trauma ‘wound’ –
an external event that 
overwhelms a person’s 
coping and activates 
neurobiological stress 
response 

Stress – 
threat to an individual’s 
physiologic and 
psychological integrity – 
results in biologic and 
behavioral responses 
necessary for survival

Trauma / Stress



DSM-5 Definition of Trauma

Exposure to actual or threatened death, serious injury or sexual violence by:

● Direct trauma exposure

● Witnessing trauma

● Learning that trauma happened to close friend or relative

● Experiencing repeated or extreme exposure to aversive details of the 
event – e.g. first responder, case worker exposure to details of child 
abuse



Gross Brain Anatomy

● Reptilian brain - brain stem - automatic arousal, instinctual responses – 
language of sensation and impulse – senses/signals threat

● Mammalian brain - Limbic system – emotional and somatosensory 
memory and attachment – Amygdala reacts to threats – fire alarm-
language of emotions (constructed, conditioned response to feeling 
states) – orchestrate response

● Frontal cortex -  regulation, planning, executive functioning – language 
of analytic reasoning – inhibited during trauma



Acute / Immediate Stress Response
Sympathetic Nervous System

Heart pumps faster – get energy to muscles and brain

Respirations deepen – increase oxygen supply

Pupil dilates – increase vision – escape / flight

GI system and immune system – nonessential, 
energy diverted from them – shut down

Skin – increase sweating – discharge heat

Cortex shut down – decrease reasoning



Stress Resolved
Parasympathetic Nervous System
Acetylcholine (ACH)

Hippocampus release GABA – diminish responsiveness to stress, inhibit 
further release of epinephrine from locus coeruleus

HPA serves critical role in moving the brain from arousal back to 
homeostasis / allostasis – maintaining well-being

Diminished arousal and relaxation - increase need for sleep, food



Stress Continued
If threat does not resolve with chronic exposure
Dysregulation of the Hypothalamic-Pituitary Axis
● Amygdala – increase in fear response
● Hippocampus – increase in memory deficits, learning disorders
● Prefrontal Cortex – impaired emotional regulation, impaired executive 

functioning – ‘react before thinking’

Over the life course
● Hypertension
● Diabetes
● Immune Disorders



Sources of Trauma
1. Single (discrete) traumatic event(s): 

a. Rape
b. Car accidents
c. Natural disasters
d. Combat

2. Ongoing pattern of traumatic experiences: 

a. ACE – interpersonal / household
b. Domestic violence
c. Homelessness

d. Severe chronic illness
e. Community violence
f. War



Single Events vs. Multiple Events Trauma

Single Event (Type 1 Trauma) Multiple Events (Type 2 Trauma) 
/ Complex, Prolonged Exposure

Acute, one-time event Chronic and/or many events

Classic symptoms of PTSD Symptoms are more intrinsic and 
entrenched (e.g. numbing, denial, 
personality changes – dissociative)

Normal development is 
resumed – full recovery over 
time (with psychosocial 
supports, therapy

Normal development is inhibited – 
impact many domains of 
functioning



Adverse Childhood Experiences (ACE)
Interpersonal / Household Trauma

Abuse
Physical
Sexual 
Emotional

Neglect
Emotional
Physical

Household Dysfunction
Drug abuse

Mental illness

Suicide attempt

Intimate Partner Violence –
Domestic violence

Parental imprisonment / 
incarceration



 Community Trauma

● Inequitable economic opportunities

○ Disinvestment and unemployment

● Deteriorated physical environments

○ Crumbling built environment, 
dangerous public spaces

● Inequitable policing 

○ Under and over

● Inequitable access to quality

○ Education

○ Healthcare

○ Transportation

○ Recreation

The impact of chronic adversity across a community
 from factors related to structural and community violence:



Adverse Community Experiences
The Impact

Damaged / broken social networks, 
relations and support

● Harms individuals, ends friendships, 
communality and collective purpose

Disconnected People

● Destructive social norms that 
encourage violence

● Low political efficacy
and social agency

● Loss of trust

Low sense of collective political and social 
agency – collective traumatization

● Less social cohesion and sense of 
collective efficacy

Contributes to poly-victimization and 
development of complex trauma in 
individuals

● Exposure to multiple forms of violence 
simultaneously and throughout the life 
course



Expanded ACEs
Philadelphia

Expanded ACEs questions:

● Witnessing violence
● Experiencing racism / discrimination
● Living in unsafe neighborhood
● Experiencing bullying
● Lived in foster care



ACEs Study Demographics
Conventional ACE Philadelphia ACE

White 75% 39%

Black 5% 36%

Latinx 9% 11%

Asian 7% 6%

Education 23% high school or less
75% with some college or 
          higher education 

50% less than high school

Poverty Level Middle class 25% living in poverty

Cumulative ACEs >4 12.5% 22% conventional
37% expanded



Manifestation of Neurological Impairment
● Trauma at young age can significantly 

hinder neurological development:
○Negative impact on emotional 

and behavioral regulation, 
motivation and cognitive 
functioning:

■Compromised executive 
functioning (PFC)

■Difficulty regulating arousal 
levels in response to sensory 
stimulation/cues/ triggers 
(Amygdala) - hyperarousal

■Difficulty with attention and 
memory (Hippocampus) – 
poor attention span

■Disruptions to sleep and other 
circadian rhythms

■Compromised language development
■Impaired social information 

processing



ACEs Increase 
Health Risks



ACEs Cumulative Impact
on Adult Health

Trauma / ACES Impact

Trauma (general) Smoke cigarettes
Engage in risky sexual 
behaviors
Use illicit drugs

4> ACES 2x ischemic heart disease
2x stroke
3x STD
5x depression
7x alcoholism
10x IV drug use
12x suicide attempt

6> ACES Die 20 years earlier than 
those with no ACES



ACE Pyramid over 
the Life Course



ACEs Disparities
● National sample 2016

% children experiencing at least 1 ACE
○ 61% of black non-Latinx 
○ 51% of Latinx
○ 40% of white non-Latinx
○ 23% of Asian non-Latinx

● Black children and children of mothers 
with a high school education or lower 
were the most likely to have been 
exposed to multiple ACEs 

● White children were less likely to be 
exposed to high levels of adversity 
compared to Black and Hispanic children;
however highly exposed White children 
were at particular risk for problem 
behaviors

● Black children more likely to have an 
ADHD diagnosis compared to Latinx 
and White children after exposure 
to 2 or more ACEs



New Orleans
Trauma Story

Measure N = 1355
Ages 11–14
2012–2015

N = 1548
Ages 11–19
2015–2017

N = 2859
Ages 11–19
2017–2018

Depression 13 21 20

Suicidal Ideation 14 13 12

PTSD
Lifetime PTSD
Current PTSD

20
13

46
26

40
24

Domestic Violence 38 38 27

Experienced the murder of 
someone close

54 54 46

Witnessed murder 18 18 15

Worried about getting 
shot/stabbed/beaten/murdered

51 48

Worried about not being loved, 
valued, or appreciated

30 23 46
(home = 20)
(school = 26)



Exposures
/ MH Outcomes Depression PTSD (current) Suicidality

Exposure to DV 2.98 2.38 3.46

Witnessing murder 2.66 1.55 2.5

Experiencing murder of 
someone close

2.23 1.55 1.78

Worried about sexual assault 2.36 2.41 2.06

Worried about violence 2.92 2.42

Worried about food/housing 2.92 2.23 3.14

Worried about not being loved 
– home or school

4.41 3.95 5.62



Diagnostic Criteria PTSD - Simple

PTSD
Exposure to actual or threatened 
death, serious injury, or sexual 
violence in one (or more) of the 
following ways:
● Directly experiencing the trauma
● Witnessing in person the trauma 

as it occurred to others

● Learning that the traumatic 
event (must be violent or 
accidental) occurred to close 
family member or friend

● Experiencing repeated or 
extreme exposure to aversive 
details of the trauma (e.g. 1st 
responders)



PTSD – 1 month later
A. Presence of Intrusion symptoms 

Reliving the experience – flashback, 
nightmares

B. Persistent Avoidance 
of stimuli associated with 
traumatic event, memories, places

C. Negative Alterations 
in Cognition and Mood 

a. Mood
Feelings of shame, guilt, fear –
unable to feel positive emotions

b. Thoughts
‘The world is unsafe, I am bad’

D. Marked alteration in 
Arousal and Reactivity

a. Irritable behavior and angry 
outbursts

b. Reckless or self-destructive 
behaviors

c. Hyper-vigilance
d. Exaggerated startle response
e. Problems with concentration
f. Sleep disturbance (difficulty falling 

or staying asleep, restless sleep)

E. Dissociative feelings
depersonalization, 
derealization



Depression
Five or more of the following 
symptoms present during 
the same 2 week period; 
at least one of the symptoms 
must be 1 or 2:

1. Depressed mood most of the day
2. Diminished interest or pleasure in 

activities
3. Significant weight changes (loss or gain)
4. Insomnia or hypersomnia
5. Psychomotor agitation or retardation
6. Fatigue or loss of energy
7. Feelings of worthlessness or inappropriate 

guilt / excessive worry
8. Diminished ability to think or concentrate
9. Recurrent thought of death, suicidal 

ideation or plan



Developmental Trauma Disorder – Complex Trauma
● Interpersonal Trauma

impaired attachment relationships 
with primary caregivers:
○ sexual, emotional or physical abuse 
○ physical and/or emotional neglect

● In the context of living with 
violence and community trauma 



DTD
Reflects brain impairment / dysregulation:
● Emotion / Somatic 

○ unmodulated aggression and impulse control 
● Attentional

○ poor concentration
● Relational / Self 

○ difficulty negotiating relationships with caregivers, 
peers and subsequent intimate partners

● Dissociation – affects, cognitions and sensations 
not associated/integrated with trauma 
inability to execute plan or develop resiliency



Overarching Individual Level 
Therapeutic Approaches

• Trauma survivors have symptoms, not memories
• Prior solutions (defensive posturing – for survival, self-blame, 

guilt) become problems later
• Treatment should target 3 key areas:

• Establishing safety (physical and psychological)
• Dealing with traumatic reenactments (conditioned 

responses, cues)
• Integrating body – mind; learning how to relax the body 

– e.g. mindfulness, yoga



Medications
Use sparingly, when trauma-focused therapy 
is not available or if refused
● SSRIs

increase serotonin 
○ Sertraline – Zoloft
○ Paroxetine – Paxil
○ Fluoxetine – Prozac

● Adrenergic agents
down-regulate stress systems
○ Clonidine 
○ Propranolol 
○ Guanfacine



Individual Level Psychosocial Supports

Complexly traumatized children need:

● to be away from trauma-related triggers 

● help in not resorting to flight/fight/freeze reactions

● pursuits that give them a sense of pleasure and mastery

Safety, predictability and fun help children to: 

● adopt a more reflective, observational stance 

● develop physiologic self-regulation





Trauma Eradication at the Community Level

Short-term and long-term policies/strategies 
by public servants and businesses in collaboration/partnership
with emboldened community members to improve:
● Built environment – transportation, recreation, blight
● Economic environment – education, healthy foods, jobs 

Repair of socio-cultural norms that contribute to: 
● Violence, substance abuse, disconnection: 

e.g. homophobia, gender power inequities, intergenerational rupture



Trauma Supports at the Community Level

Access to:
● Low-cost/high-quality trauma-informed 

mental health services
● Complementary healing experiences: 

e.g. nature trails, recreation. purposive mind-body 
movement, yoga, tai-chi, drumming, dance
healing and transformative justice circles



Trauma-Informed Systems [SAMSHA]

Realize the prevalence of trauma in the population
Recognize the signs / symptoms of trauma
Respond
● Individualized treatment
● Advocacy / policy to eliminate trauma 

conditions (social determinants)

Avoid re-traumatization
● of client
● and providers (avoid STS)



Chadwick Trauma Informed Systems Project 
National Advisory Committee, 2011

“A trauma-informed system is one in 
which all parties involved recognize 
and respond to the varying impact 
of traumatic stress on children, 
caregivers families and those who 
have contact with the system. 
Programs and organizations within 

the system infuse this knowledge, 
awareness, and skills into their 
organizational cultures, policies and 
practices. They act in collaboration, 
using the best available science to 
facilitate and support resiliency and 
recovery.”
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