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i Transitional aged African American youth are often overlooked as victims - thei
behavior interpreted as angry, or threatening, or a lack of emotion, even in the wake
of great trauma. Those symptoms, looked at with a racial lens, are often not seenas

. symptoms of trauma at all.

While people see and tend to physical wounds, emotional and mental ones are p

| more complex to identify and to address. Yet, without addressing emotional and
mental wounds, people are vulnerable to further trauma, and symptoms of trauma

. can make it difficult to engage fully with the world.

Youth ALIVE's project pulled from the experiences of African American youth and

their interactions with medical and other social services, to create best practices.

Trust, respect, communication, and safety are all at the core of what was missing ‘-‘

\in unsuccessful interactions with doctors, social workers, and others who were ‘

meant to help.

. This project illuminates the need for Trauma Informed Care/Practice (TIC/P) and
3
' the need to be mindful of racial lenses in the application of TIC. This set of tools

E

is intended to help providers learn the symptoms of trauma and how to provide

- TIC/P, and a way to factor race into potential interactions.

b

~Linnea Ashley, MPH

i his project was funded by the Innovation Grants Program through the Prop 63 Mental Health Services ﬁ‘ct



toen e COLORBLIND CARE: Trawma Informed Care and i v 6 houns
African Americans

oty Teach an age-based culturally-informed peovider training course on trauma informed
care for the BHCS African American clients'consumers.

Loy O 12 Define tromma informed care 2: identify trauma symptoms 3: identify reasons
trauma symptoms in AA males might be perceived differently than in other populations 4:

malyze the requirements for establishing productive relationships with AA  5: define a warm
h-loﬂ’dlum

Informed Care, Cultural competenceliteracy
ﬁ service providers of African Amenicans o anyone who comes in routine contact
mmmm

TRAINING OUTLINE

Modwle/Section | Specific Content- Focas Area (provide | Relate To | Methodology
& extimated detatied content igormation in g training | Objechives
lengeh of time | moanual

An introduction o Trauma Informed Cage | 123 Lecture, growp
Modulke in an African American specific comext discussion,
I/Section | DVD
(3.5 bours)
Module Steps 10 establishing a healthy reiationship | 4.5 Lecture, group
1/Section 2 with African American clients and best dscussion, role
(2.5 bours) practices for extending that relationship %o play

other service peoviders

Mentifying Trauma Symsapeoms in African Amencans

1. Explain to participants: Trauma and adversity are common and may have impacted any
of us, The information we are poing %0 discuss may be wpeetting for some and self-care is
essential, If o any time people are uncomfortable or nead a moment 10 themacives, please
feel free 10 step out of the room and do so. Remember doop becathing is often helpful.

Module | Section |:

1. Explsin to pasticipants: Toduy's traisdeg is on identifying trauma symptoms in African
Americans (with an emphasis on males) and building bettor working selationships with
African American clicnts.

2. Ask participant: Describe attribunes of a &ifficulr cliess,

(wrise down the descriptions but when the exercise is over do not leave Bt lit
visible as it will be wsed in a later activity and #t might imspact that activity if still
visible.)

3. Ask participants: What is traums informed care?

Answers may inchade:
& An approach 10 treatment goes beyond just treating the physical wound that can
result from a trasmatic cvent such a3 & shooting but considers the mind and
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emotions s well. It recognizes people have often expericaced or been exposed 1o
other teaumas in life snd possibly have trauma symspooms.

b, Understanding trauma as & root cause of behanviors
4. Lecture: Trauma Informed Care is an approach to treatment goes beyond just treating the
physical wound that cam result from & traumatic cvest such &3 & shooting bt considers
the mind and emotions as well, It recognizes poople Bave ofice cxperienced o boen
oxposed to other traumas in life and possibly have trsuma symptomns. In other words,
understanding that travesa, past and present, can be a root cause of behavior.

The idea around TIC is that you may not know who has experienced trauma and o0 we
should treat everyone in the same caring way that assumes that they have.

Discuss:
o the difference between the amyygdala and the peefrontal corex

o the impacts stress has on the physical body
o types of stress

Introduce trauma symetoms:

2 Hyperarowsal (inscenméa or difficulty staying asleep, outhursts of rage or anger,
difficulty concentrating, feeling jumpy snd casily starntled)

b, Avoidance/numbing (Avesding activitics, places, thoughts, or feelings that remind
someone of the trauma, loss of memoey about parts of the trauma, Joss of interest
m activities, feeling detached or removed from others and emotionally numb,
feeling of foreshomened future'expectation of not living long or experiencing
aspects of life such as marriage or cascer, flat afffect)

» Re-expericncing (upsetting memorics of the ovent, Mashbacks, nightmares of the
event, fockngs of distress when reminded of the trsama, pounding beart, rapid

PTSD 't everything. Explain other issues associated with trasma,

5. Activity |: Having just talked about the three types of sympeoms, plcase break into small
groups and write down specific symptoms of trauma.
6. Hralnstorm: What do those trauma symptoms look like? Ask people 10 act out of describe
in detail what they look like,
(write down all answers on the board/Mip chart. be sure 10 inclode “flat affect™ “lack of
care” and angry 0 the list)
Pulll ous the first list of “difficuls cliests™ and circle any overlap of descrigtions. If there is
overlap bogin a conversation sbout what that might mean:
s Misisterpectation
b Jumping 10 conchesons shout a clien
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1.

¢. Lost opportunity to learn more about the client or establish trust/understanding

If 5o overlap deaw some comnoctions between how same other people may see
trouma symptoms as “difficult client™ bebavior and implications for that thinking
(see previous poiats ab, and ¢)

Tell participants: We are now going to add & race lens %0 this discession. This ks not

desipned 1o call ssyone a sacist, it is imended 10 recogaize how cultursl Efference and

precomceived ideas can exacerbale the already sormalized tendency to view trauma

symptoms as behavior problems.

Activity 2: Geoup discussion. Be sure o include ideas about “threat™ and “threatening

behavior™ sad the subgectivity of how that is perccived, ideas sbout dress (hoodies or

sagging pants) snd size.

Activity 3: Case study videos. Questions: clip |- Is Flamo Mke the young people you

work with? What trauma(s) has Flamo experienced? What trasesa- or stress-eclated

behaviors docs Flamo exhibit? Clip 2 - What traumas-infoemed peactices did Cobe use

with Flamo? Why were they effective? What else could be'should be done? Clip 3: What

reason does Flamo give for Cobe's belp being effective?

10. Review: Review the definition of rauma infoemed care, the sympioms, aad things 1o

consider when working with African American male clicets.

Module | Section 2:

1
2
3.

Remind participants that they will be discussing establishing relationships with potential.
Ask participants: What makes a good relationship in general? (write down responses)
Ask participasts: Is there anything that isn’t included here that makes for & good cliest
rclationship? (write down amything they missod, cross out amything they think docs mot
apply) Make surc trust is om the list, if #t is not, offer it as a suggestion and add it to the
Hst.
Ask participants: what are some reasons African Amencas clients may not trest
peoviders? Once the list is gencrated, ask the growp what things they can “control™ or
impoct ~ circle those. If not listed, talk about stigma around mental health care in the
African American community, Discess the importance of names: counscling vs
therapistpsychologist/mental health services — the neod %o find language that isn"t ofY-
putting to clients.
Activity 4: Small group/big group exercise.
Discuss with pasticipants: Just as the presence of police do mot universally bring relicf 10
some groups, the same can be true for mental health professiomals or other degreed Sargon
beavy positions. Direct service perscanel and paraprofessionals with solidly established
relatioaships that we described carbicr can leverage their relationship 1o others.

A They can act as detective, translator
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L detectives because they spend exiendod amosmts of time with clicnts and
ace able to reference things they see and say in relation %o trauma
symptoms

il translators because they are knowlodgeable about their clients and where
they come from and are able to decipher and share language and their
understanding of bebavior so that everyone bas a proper coatext.

7. Ask pacticipants: what is a third benefit of a strong relationship (list their answers, if they
don"t offer it, inchade “bridge™).

B, Activity 5: Role play. Introduce the kast role play.

9. Ask participants: how might a strong existing relationship be extended sod 1o whom? (list
what they say)

10 Introduce the “warm handofl™. Ask what they think &t means, Define the warm haadofl:
Instead of passing on o name and phone mumber “case managers™ extend their
relationship with their client 1o help establish a foundation for a TRUSTED third party

11. Explain the warm band off:

s

Barrsers 10 further clicat services s willisgness of chients. One way we have been
sucoessfid i imcressing the sumber of African Amencans willing 10 soe- in our
case, a therapist, but potentially other services- is through the “warm handoff™.
Discuss the usual method of referrals vs. a warm handoff « Clients who have had
imersctions with public systems (schools, medical, and/or criminal justsce) that
often do pot cagage in trauma informed practice, in addition 10 sul¥ering
symptoms of trauma . snd successful uptake of mental health services is not a
given.

Only possible il 1) the case managers'referming paety has an established tresting
relaticnship with clicsts 2) casc manageryreferring party know who they aee
reforring to and that persom’s approach, and trust her %o provide services %o their
clients that are culturally appeoprinte and trauma informed.

The actual handofl: Before amy formal sessions are scheduled between the
referred person and the clicet an informal mecting is held that also includes the
case mamager. This meeting is intended 10 introduce the new provider as a trusted
person and safe space.

12. Explain: Another important thing 10 remember when thinking abowt cliemnt relaticaships is
the case manager/staff member. Koep in mind:

Fr

me AP

Because everyone has experienced trauma’adversity be aware of stafl wriggers
Conmader sl arens of expertise (not sismply matching of lssgusge, pender, of
rwc)

Think about styles (lecture, stem, former victim/'perpetrator)

An adility 10 blend/fit into different arcas

Be sware tal some interactions may ot as modeling for healthy relationships
More education isa't always better
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13. Explain: Introduce “dos™ and “doa’ts” for African American families. Discass posential

differences in communication styles (volume, inomation, animation) — B¢ Swe 10 stress
potential and explain the importance of obscrvation and learning a clsent as an individual,

14, Review examples of good relationship traits, definition of warm hand ofY, and benefits of

using that method.

Mathodology
Maodule 1 (Lecture, Video, Group discession, Case Stady, and Role Play)

Activities Detatks Module 1

i)

9

9

5)

Post & Notes: Break into growps of 3-5 people and have them discuss and write down
sympiosns of trauma. After S minues have the groups report back. Write Hyperarousal,
Avoidance, and Re-expeniencing on post it notes on theoe different parts of a wall and
have the groups place their post it's in the appropriste place. Go through the Est,
discussing and correcting any that are Nsted wrong (20 minutes)

Groap discassion (possibly smafl group discussion depending on the size of the training):
It is necessary to make e participents are familar with trauma symptoms in general so
that they can home in om how they might look different ~ or be judged differently on
Africam American males. This discussion bas potential 10 be uncomfortable because &t
will focus amenticn cato somse preconceived notions some people may have abowt
Afrcan American males sad their bebavior, The discussion is not meant 10 be accusatory,
rather, revelmory, so Gat participants <an help themselves and others identify behavior
that is not traama informed and culturally appropriate. (15 20 minutes)

Case snudy. Discussing what traema symptoms look like for African American males s
helpful; however, secing them and hearing them speak about their experiences is far maore
beneficial. We will wakch video clips of soveral different young men who have
experionced trauma and compare they behavior (shown and described) %o what we have
leamed about trauma symptoms. (20 — 30 ssetes)

Swall growp'big growp:  Relationships are comstantly growing and changing. it is no
different with clicnts. Break the growp up into four to six smaller groups. Half should
brainstorm things they believe will strengthen a relationship with a cliest and half should
brainsonn things that would weaken it Persodically the facilisator will provide cxam
information that may impact decisions such as: the family is vocally upset at the hospital
or a meeting i the office, or the client “looks disinteressed”™. The groups will comse back
together sad shase and discuss their ressoning as paet of a larger &scussion, (30 mimes)
Role play: Fist impeessions can dictate the direction relationsbips take. For this role play
a scone will be set (hospital with wpsct family and friends, office for first time meeting)
participants will act out/descride their work role, the guestions they would ask, sad their
demecanor lowards a clicst under the varying conditions, Partcipents will discuss what
was dome, why it was appropriate or provide suggestions for improvement. Depending on

5
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how familiar participants e with both traums infoemed care and celturally appeopeiate
bohavior the role play may be donc again with the chance for smgrovements W be
made (30 minutes)

Resources

Reading vty

Wrong Place, Wrong Time: Trauma sod Vioknce in the Lives of Young Black Men
Omline resowrces

o What is Toauma? from The Center for Nomviolence and Social Justice

inars (National Network to End Disparitics)

o Safety, Emetions, Loss and Fyswe (S.E.L.F.) curriculum
Services within the commminy

Yosth ALIVE! viclemce prevestion and  ietervention mon-profi.  wew yosthalive org.
510594 2588

Materials and Equipment
Flipchart or writing board
Post it notes

Markers

Lapeop compuer
Projectoe

Speakers

Pre-Tmining P )

This training is hinged om the type of interaction an office expects %o have with clients ad
should be tailored accordingly; however, trust and respect are imperative regardiess of the
anticipated length and frequency of inmeraction.

Contact Infoomation
Project Lead: Anne Marks: amarks@youthalive org: 510.594 2588
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Project Cooedinator/Primary Trainer: Linaca Ashley; lshicyv@youhalive org: 510,994, 2588 ext
314

Other Items
PowerPoint o accompany this traiming
Literature review

Ouher: Final report raw data of the CIC Inrervention Specialists* assessmenty of clients vi. owr
mental health clinician
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COLORBLIND CARE:
Trauma Informed Care and African
Americans

Training developed by: Youth ALIVE! (Oakland, CA) and The Center for
Nonviolence and Social Justice, Drexel University (Philadelphia, PA)
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KEEPING YOURSELF SAFE

e Many of us have suffered trauma or adversity,
either directly or indirectly

e Some of the content here might make you
anxious or remind you of past traumas or

losses

 |f that happens, think for a moment about
what action you could take
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Module 1: TIC




Universal precautions are techniques that
assume everyone in an environment is at risk
for spreading an infection and therefore risk
should be minimized whenever possible.

WHAT EVERYONE NEEDS TO
KNOW ABOUT TRAUMA
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THE ANATOMY OF ANXIETY ...

WHAT TRIGGERS IT ... o ANQ,HOWTHEBOMRESPONDS
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ACUTE FIGHT-FLIGHT-FREEZE

CHRONIC HYPERAROUSAL

ACUTE ADAPTIVE RESPONSE CHRONIC HYPERAROUSAL
State of high alert, hypervigilance State of high alert, hypervigilance
Massive release of neurohormones Massive release of neurohormones
Action, not thought Action, not thought — bad decisions
Loss of emotional management Loss of emotional management
Attention focused on threat Attention focused on threat
Unable to calm down Unable to calm down
Intense and prolonged anxiety Intense and prolonged anxiety

Irritable, aggressive, impulsive Irritable, aggressive, impulsive

Re-Experiencing, Emotional Numbing, Reenactment




4

TYPES OF STRESS ‘

Tolerable stress
L |

Toxm stress

I Traumatlc stress




Chronic Re-
hyperarousal Experiencing

Emotional
Numbing
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Demoralization

Loss of hope

Foreshortened sense of future
Meaninglessness

Violence
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Buffering the Central Nervous System

Complex fragmentation of experience

Body memories

Chronic pain

Hallucinatory experiences — voices, visions
\ ]

Amnesia

Emotional numbing — prolonged “shock”
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As many as 67% of trauma survivors experience
lasting psychosocial impairment including:

panic, phobic,
or
generalized depression
anxiety
disorders

posttraumatic
stress
disorder
(PTSD);

dissociative personality substance
disorders changes abuse




GROUP EXERCISE: WHAT ARE TRAUMA
IV AL U/ AATINIT VU TN IAINY

SYMPTOMS AND BEHAVIORS?

FEARDY - AN - — — — \ W N WYYV ie B

\

Chronic Emotional

Re-
| hyperarousal Experiencing Numbing
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HOW AFRICAN MEN DESCRIBE IT

* Re-experiencing
— Replay
— Surviving
— Scars
— Déjavu
* Avoidance

— Staying under (the radar)
— Laylow

* Hyperarousal
— Mental pain
— Insomnia
— Being on Ps and Qs
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OTHER WAYS IT EMERGES

* Smoking weed

* Disrupted sleeping patterns

* Discomfort waiting in the same spot



\\ N
"\ 3
‘ \.‘ - " »
- . \\\ ‘ b .
- \
. . 5
1




from the director of HOOP DREAMS
and the author of THERE ARE NO CHILDREN HERE

a film by Steve James

and Alex Kotlowitz

Clip #1 (1:13:49-1:17:31)
* |s Flamo like the young people you work with?
 What trauma(s) has Flamo experienced?

e What trauma- or stress-related behaviors
does Flamo exhibit?
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from the director of HOOP DREAMS
and the author of THERE ARE NO CHILDREN HERE

a film by Steve James

and Alex Kotlowitz

Clip #2 (1:25:40 — 1:28:55)

 What trauma-informed practices did Cobe use
with Flamo?

* Why were they effective?
 What else could be/should be done?
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from the director of HOOP DREAMS
and the author of THERE ARE NO CHILDREN HERE

a film by Steve James

and Alex Kotlowitz

Clip #3 (2:02:57 — 2:04:15)

e What reason does Flamo give for Cobe’s help
being effective?
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@ UNIVERSAL PRECAUTIONS

'Recognize fight-flight-freeze

Reduce threat

Increase safety

1Minimize hyperarousal




Module 2: Crafting Relationships
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TIPS FOR PROVIDERS: DON'T Y

Don’t use Jargon

\

Don’t talk too much/ask too many questions

\

Don’t try to be “down” or cooler than you are

Don’t be or act fearful

Assume your norms are the only norms

\




TIPS EORIPROVIDERS: DO

Do map- explain what is happening and what is going to happen

\

Do give personal examples or of other clients, but don’t hijack
the conversation and don’t use names
\

Do pay attention to family dynamics/hierarchy and include
family and build a relationship with them if appropriate
\

ol —

Do check in: “let me know if something isn’t right or I’'m
misunderstanding.”
\
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Developing Health Care Standards of Practice for Boys and Men of Color
Exposed to Violence

Introduction

African American and Latino males are facing & health crisis in the US. The most significamt
factor i this crisis for boys and men of color (BMeC) Is thelr exposure %0 viokence, both as
witnesses 10 trauma and a3 victims of viokeot injuries. This litorature review attempes 10 capture
the available rescarch related to the challenges facing boys and men of color relating not only %
their health, but also where they sock care, and how they can better be served, specifically as
relates 10 sssciament and istervention for their rauma-related sympoms,

The health problems of boys and men of color have been cxplored by experts in several Nickis
however, that has not fod 1 an shusdence of rescarch cn what works 1 improve access %o care -
sad in mental health, peoper diagnosis, sad sccessible eatment. The need 10 usderstand how 10
improve care Is especially great where the physical and psychological comverge. Access %
medical services is impeorative for the treatment of physical wosnds from viclent trauma; bt
oqually mecossary and often moce difficslt to access, aro services focesed on diagnosis and
treatmont for potential mental Bealth issocs sach as posttrssmatsc stress dinorder (PTSD),
depression, and sebstance abuse. A common effect of violeat rasma, PTSD is enderdiagnosed
and misdiagaosed in BMoC and therefore is also usdentreated. Screening, brief intervention, and
referral to reanment (SBIRT), 2 tool used most widely 10 universally sceeen patients for akohol
misuse, could potentially be wsod to desect viokent trsuma indicators using the same format.

SBIRT's universal screoning spproach (ot peimary care facilitios, omergency departments, or
odds that people with probloms are both identificd and provided care. While SBIRT bas been
used 10 screen for domestic viokence with varying resslts # has oot boen wed 1 detect the
impacts of violest trauma. The potential benclits of such 2 wol wed &t places where BMoC
sccess health care Or present for other service, are grest, For as afusicd SBIRT 10 be successfol
it is mecessary 10 know: () where BMoC seek care and why they seek care in those partioular
places (b) why viclent trauma indicetors see under- and misdiagnosed (¢) what screening tools
are available and how effective they are for boys and men of color (d) and what briel
interventions are available and appropriste for boys and men of color.

Indepth imerviews with African American men who ae victims of violence show that
symptoms of trsema combine with the so-called “code of Bhe stroet™ o compel Sraumatined
victims %0 self-medicate with drugs, arm themselves and sometimes seek 10 retaliste, all %
recatablinh a seroe of safety (Rich & Grey, 2005) This dynamic & not limited %0 African

February 12,2013
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American men but rescastes with other men of color who find themselves facing o limised
hortzoe of life possibilnies in communities that they see as hostile. Despite this knowledge, the
criminal justice system remsalas the dominant model for addressing youth viokence

The central role of trawma

Evidence in the medical aad psychiatric Beerature supports the idea that trauma is o the center of
physcal sad paychological pain (Bloom, 1997). Teauma has 2 direct consection 1o many
importast health problems. Most recently, the Adverse Childhood Experiences (ACE) Soudy has
peovided overnhelming evideace that trauma is stroegly related %o adverse health owcomes
(Febuxi, et al., 1998 the study revealed a strong, dose-rospomse rolationship between ACEs
Score and: smoking, COPD, hopatitis, beart discase, fractercs, diabetes, obesity, aloobolism,
substance abuse, depression, atiompied suicide, 1oom pregnancy (scleding patemity), sexually

Other critical social, political, emvironmental and structural factoes are known %0 adversely affect
Be health of men of color. The lHeeature implicates socketal pressures of masculinity (Cowrtenay
& Keeling, Men, gonder, and heulth: soward an interdisciplinary approach, 2000), fear about
socking health care (Sabo & Gordon, 1995), lack of access 10 health issurance, sigms associated
with using mental health services (Banks, 2001), the trauma of eacium sad discrimination in
bealth care, employment and housing (Jones, 2000), and traumatic encousters with the ceiminal
jJustice systeen (Maver & King, 2007).

The Emergency Department as locus of bntervemsion

The Centers for Discase Control have outlined a four-step appeoach 1o addressing youth violence
as 3 public Bealth saue: (1) defining and moniloring the problem, (2) identifying risk and
peotective factons, (3) developing and testing prevention strategics, and (4) inswring widespread
adoption of sech strmegies (Cemers for Discase Controd and Prevention, 2008). Whereas many
appeoaches 10 violeace peevention are founded on the assumption that youth must be reached
before they become Involved i vickence, research shows greet posential %o break the oycle of
viclence by providing positive supports 10 youth who have become victims of violence.

According %0 “Childron's Exposure 10 Vicknee: A Comprehessive National Survey,” more
noeds 10 be dome at all levels of policy and practice 1o identify children al risk from exposure o
viclence and 0 coordinate the delivery of services W these children, This study mestions the
need 10 involve emerpency room physicians, surses, sad social workers in responding 10 the
necds of these yoush and in consecting with other service providers ia the young person's life o
cocedinate services (Finkelher, Tumer, Ormrod, Hamby, & Kracke, 2009). Another study that
looked at repeated exposare 10 viokence coachaded that the mudtiplicity of interrelated risk factors
mandsted & comprehensive appeoach to violence recidivism and called for hospital-based
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iscervention strategies that address the complex neods of this popefiation (Cooper, Esliager, &
Stolley, 2006).

This literature attempts %o capoure the available rescarch related to the challenges facing boys and
mon of color relating not only 10 their health, but also where ey seck care, and how they can
better be served.

Porsols of Care

Whille the poor health of BMoC is widely kaows, where they po for health core services s lesser
enderstood. Pispointing the portals of care for BMoC s imperative if we are to better serve
them. Knowing where they seek care is necessary and we must also uncover the things that
encourage them 10 soek care in certain places or 10 avedd it at others.

Where They Go

There is little roscarch that indicates where BMoC go for health care, both physical and mestal,
Prison is inferrod as place where care and treatencet are provided, but the degree that is true is
wciear and ensubsiastiaed. & is well documensed that young  Africas American men are
incarcerated theee times moee than Latino young men and seven thmes more than white young
men (not Including those on parole) (Race, Ethnicity and Healthcare Fact Sheet: Young African
American Mon in e United States, 2006). Additiomally, African American men are 5.5 times
moee likely %0 go © prison in their Efctime and Latino men 2.9 times more Bkely than whine
men; and the likelibood of African American sad Latino men, respectively, poing 10 prison has
increased more than any other groups (Davis, Kilbum, & Schulz, 2009). This is impoctant
bocause many incercerated men lack healthoare access upon reestry, and are wnable 10 receive
Modicald funds while incarcerated. There may be a delay in accessing services upon reentry,
which compounds the burden of high peevalonce of disease among incarcersted people,
particularly men of coler,

African American boys have disproportionate lovels of oxpulsion and suspensica when
compared 10 other racial, ethaic, and gender groups in the US (National Center for Education
Statistics, 2005). The policies Shat creato this disparity in expulsion rates are aleo thought %o be a
driving force behind increased incarceration rates amoag African Amencanm, who are alwo likely
10 be expelied, which is somctimes described a3 the “schoolto-prison™ pipeline (Fenning &
Rome, 2007),

It can be inferrod thet while trestment and access %0 care can be delayed as a result of
incarceration, # is peovided during incarceration; however, no rescaech that verified or quantified
that sssumption, Ancther sespected ponal of care Is school, but again, o research was found that
confiemed that as a source of care for transitional aged boys and men of color.
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Secking Care

Where people are able to access medical care is often tied 1o financial considerations and acoess
10 imsurance. Low-income men are moee likely than middle-income men 1o sock care at hospitals,
emergoacy reoms and clinics, rather than peimary care, where Bhere is poor contineity of care
duc 10 phyvician wrmover (Leigh, 2004), This only mdicates a comparison of sccess ~ middle w
low income- not percentages o demographic specific information. AdStonally, thes rescarch
caly references comventional medical portals of care, possibly overfooking other potential access
points.

Having a health home and/or ussal source of primary care s a stronger prodicsor of receiving
care than inserance alooe and is associated with more acowrate diagnoses, betier bealth
better provention, asd mcreswed patient sstisfaction (Starfield & Shi, 2004), Source of care and
convensence of medical care facilities also inflecace whether services are received and of what
qeality (Leigh, 2004).

Powell (2011) found that men who have & wsusl source of care (USOC) are moce likely %0 obtain
preventive services, screenings, and trestments for a variety of modical issues, particularty
chronlo |liness and cancer. Fewer men than women have USOC, and men in the US goserally
make fewer health visits, are loss likely 0 seck belp for health problems, and obtain fewer
proventive health screenings than women (Powell-Hammond, Mobottige, Chantals, & Hastings,
2001 Powell (2011) also found that Black men are even less likely than white men 10 repon
having a USOC, but linle rescarch exints on the determinants of haviag coe; although Canbbesn
black men that had USOC were moce Bely o have neighborhood medical clinic access, health
inswrsnce, and moee health conditions than those without USOC.

Cultural comfont and comprehension by paticats also impacts medical care’s usefulness and
potentially the willingness 10 acoess it. Culturallly incompetent communication and poorly
undersiood health interventions reduced satisfaction (Leigh, 2004). A majority of African
American (54 pervent), Latino (59 percont), and Asian (63 percent) men reported that they did
not find mfoemation from their doctoe’s office casy W understand (Leigh, 2004),

Additionally, there are gender-specific differences in how healthcare providers trest men and
women. Leigh (2004) found that providens generally spend less time with men than with womes,
sod provide men with fewer services, less health information, and Jess advice. Providers sl aee
less likely to talk 50 men about the need 10 change bebavioe(s) 10 mprove Shelr health (Leigh,
2004).

African American see also impacted by the disgnoses and trestments they receive. Specific
mental health services, African Americans are over-dlagaosed with psychotic disorder, like
schizophrenia, and under-diagnosed with affective disorders, like depression snd anxiety (Baker
& Bell, 1999). Africen Americans are also moce likely than whites 5o be prescribed older
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peneration’less commonly prescribed anti-dopressants which have more side effects and are loss
efficacious (Melfi, Croghan, Hanna, & Robisson, 2000). Alrcady loss likely than whites to seck
mental health services (U.S. Department of Health and Human Services, 2001) misdsagnosis and
sboptimal moScations ¢an lead 10 continesd o increased symploms and crode tredt i
treatment.

Trus

Many African Americans distrust the healtheare systemn, ofien atributed 10 the Teskegee
Syphalis stady feom 19321973 (Cook, Kosoko-Lasaki, & Obrien, 2005) (Musa, Schulz, Haeris,
Siverman, & Thoeas, 2009) (McGary, 1999) (Jacobs, Rolle, Fermans, Whitaker, & Wamecke,
2006) or other experiences with instintional mcism (Musa, Schulze, Haers, Siverman, &
Thomas, 2009). Using prassroots offorts for involvement in health care research and services
may backlive, given that the same tactics were wsed 10 recruit subjocts %0 the Tuskegee Study
(McGary, 1999). Conspiracy theories of a black genocide are prevalent and are often fucled by
the Tuskegee Stady and the high HIV/AIDS peevalence in the Black community, especially
given the govermment’s pooe initial response 10 the epidemic (McGary, 1999

Lack of trust in the healihcare system is an smpediment 1o participation: higher wust is generally
associied with greaer likeldood 0 use health services, higher patient satisfaction with care, and
stronger adherence to physicians' recommendations (Keating, Gandhi, Orav, Bates, & Ayanian,
2004) (Musa, Schulz, Harris, Siiverman, & Thomas, 2009) (Shelton, ot al, 2010) (Jacobs, Rolle,
Forrans, Whitaker, & Wamecke, 2006), A tclephone servey of older Blacks and Whites showed
that Blacks Bad significantly leia trust s theie own physicisns and greater traat in informal heakth
infoemation sources than did Whines. High distrest of physiclans coatributes o disparities
through reduced wilizstion of preventative services (Musa, Schulz, Harris, Silverman, &
Thomas, 2009). There was no rescarch focused specifically oo tramsitional aged BMoC %
ostablish their levels of trust of healthcare systems and i amy distrest is also linked to the
Tuskogoe study or other issues, Such rescarch i essential 10 eutablinh portals of care that BMoC
will use,

The “Ceoup-Based Medical Mistrust Scale™ (GBMMS), an instrument 10 measuee health care-
celated st with 2 focus on health care providod in the social comtext of racien and
discrimination, showed that men reporting 8o physical cxam in one year or loager had higher
GBMMS scores compared 10 those men who had an exam in the past year. Those with higher
mbstrust scores were less likely 10 be invodved in routine care (Shelton, et al,, 2010).

Communication appears 10 be ot the root of mistrest, Keating stated, “Perceptions that physiclan
communication wis less supportive, less partnering, and less infoemative sccounted for black
patients’ fower trust in physiclans™ (2004). Studies have shown thae Black patients reported loss
positive communication, and that physicians engaged i less participatory decision making with
black patients (Tarrant, Stokes, & Bakor, 2003) (Fiscella, ot al., 2004),
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While perceived racism i oflen cited s potestial rexsons for matrust snd wnder-utilization of
health services, studies show conflicting reselts on the value of racial or cthaic similarity
between patieat and physician (Cook, Kosoko-Lasaki, & Obrien, 2005). One study showed &
patient's mating of a doctor’s care and effort is higher when of the same race (Cooper, Roter, &
Johnson, 2003). Another study showed pationts do not have o peefereace for physicians of the
(Araguete & Roberts, 2002). Another study showed that the race of the physician was not as
mponast as catablnhing trust & was language and culteral Baeriers (Jacobs, Rolle, Ferrans,
Whitaker, & Wamecke, 2006). Overall, race appears 10 be less important than the development
of isterpersonal trust, which is a varable process among Indoviduals.

Most stadies of imerpersonal trust with physiclans lovolve white patients. Mot studies
specifically addressing mistrust in healthcare among people of color mvolve surveys of older
adults (40+), and are often specific 10 particular chronic diseases or conditions (Le. cancer,
preventative service for older adults). Since health disparities exist along the continusm of age
for boys and men of color, more rescarch is noeded 10 describe mintrust ameng younger BMOC,
Alsa, the incosuistent fiading relating 10 race™s Empact on trust asd sccessing services may be
smpacted by percetved racism and lack of trust in the process for acquining the information. A
closer examination of who condected interviews'surveys could be helpful in establishing bow
much trest is impacting rescarch om trest.

Undemepreseated minonities (Latinos, African American, and Native Americans) repeesent only
six percent of practicing physicians, whereas they account for approximately 15 percent of the
US popelation (Gonzalez & Swill, 2002), Health care providers are oflen unaware of bisses that
can affect their patient outcomes (Cardarelli & Chispa, 2007). In one study, physiciass were
found o rate African American patients as less imelligent, less oducamed, more likely o abuse
drugs and alcohol, more likely %o not follow medical advice, and less likely 10 participate in
cardiac rehabllitation than white counterparts (van Ryn & Burke, 2000). Cardarelli and Chiapa
(2007) posit that 10 reduce bias, wmintentional or otherwise, clinicians serving disadvantaged
popelations must: undorgo cross-celtural oducation, improve commenication across cultural and
language divides (relatod o health liscracy levels), and adhere 10 evidence-hased modicine which
degresscs unintentional bias in health service delivery 8o minoeitics

PISD

Because BMoC are disproportionately affected by viclence there is 2 neod 1o understand e
trestment they receive bocawse of it. While physical wounds from violent trauma leave little
room for misdiagnodis, peychological anes are less concrete. Additional challenges sem from
e rigifty of paychological dagnoses. While BMoC with exposure 10 viokence may have

sympooens that indicate & potential peoblem, if all the criteria are sot met diagnoses of specific
menral Esorders are mot possible.
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FPTSD Definition

Limined rescarch has boen conductod on diagnonas aad treatment of Post-traumatic stress disceder
(FTSD) in BMoC. PTSD develops in response 1o cxpossre 1o & Sraumalic event during which an
individual feels exmremely fearful, horified ce helpless, The diagnosis is charscterized by
persistent re-cxpeneacing of the event, persistent avoldance of stimull assoclated with the event,
emotional nembing and hyper-arcusal (American Psychiaric Association, 1994). PTSD, as it is
currently understood, has evolved over docades. Dating back %0 World War |, the common term
for violent nightmares, Mlashbacks, and other symplomn returmed soldiers experienced was “shell
shock™, An usderstanding of the myriad of Beie post-war symploms as PTSD did not happen
useil 1980 (Peterson, 2009).

I more recent years PTSD rescaech has tended sowand single episodic traumas, such as natural
disasters. The American Psychiatric Assoclation is preparing 10 add 10 the current definition so
that it is inclusive of Complex PTSD, which is not currently recognized » Sagnosis. Complex
PTSD, which extends ies definition 0 repeated traumas (Cloitre, ot al, 201 1), is an important
distinction primanily because community vielence is repetitive and unpeedictable, and victims of
it have mo expectation of 3 roprieve. If the cwrrent development bholds, the ssbtype ~
Postirausmatic  stress  disoeder- with promincst dissociative  (depensonalization/dercaliztion)
symptoms- will be added (G 03 Possraumatic Seress Disorder, 2012),

More than sy other exposure 0 violence, FTSD s closely associated with community viokence
(McCart, et al., 2007). An increased understanding of community violence and the compounded
effects of repeated traumas has shown the necessity of early intervention for low-iacome
children of high risk in urben arcas with exposure to trasuma in their communitics and & home
(Carricns & Hull, 2010),

PTSD Symptomology in BMoC
Some rescarch asserss there Is no dfference In sympeomolegy for BMoC based on race or
pendor. However, for yoush in particular, other rescarch shows that gender and age impect
diagnosis. Although childrem with “complex traema histories™ show PTSD symptoms, other
DSM diagnoses criteria are met (van dor Kolk, ot al, 2000). Moeris (2009) found that violence is
damaging to mental health because their cognitive and coping skills are snderdeveloped, making
them vuloerable 10 mental health and emotional probiems. In the presence or absence of PTSD
symploms, children raised i the midst of cagoing trauma are not well-served by the current
system that ofien leads to un- or mis-Sagnosis sad cmphasis on behavior without focus on the
reasons for that behavior (van der Kolk, et al, 2009 The need for coping skills is evident because
youth involved in the juvenile justice system experionce trauma at much higher rates than youth
in general. Adams (2010) showed “that while 34 percent of children in the United States have
experienced at least one traumatic event, betwoen 75 and 93 percent of youth emtering the
juvenile justice system.. . have experienced some dogree of trauma®, a vast difference.
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Additionally, higher rates of recovery are found when childeen with PTSD are provided mental
health troatment ratheor than incarceration (Adams, 2010). Adams (2010) also posited that
entification of children who have experienced trauma is cither being done insulficiently or not
as often encugh, lcaving them withost treatiment and at rink,

There see &iffercnt PTSD lifctime prevalence rates along racial lings. Expossre-to-traema rases
do a0t correspond 10 e Efference i prevalence snd other issecs sppear 10 be Impacting rates,

Roberts, Gilman, Breslsu, Beeslas, sad Kocnen (2011) posit, race and cthaic differences are
Nicely the result of variation in expodure 0 trauma and varistion in the risk for developing PTSD,
Roberss, Giiman, Breslou, Breshau, snd Koenen (2011) found thae African Americans were
significantly more at risk, Latinos oqually at risk, and Aslans ot lower risk than whites of
developing PTSD. They also found that African Americans had a higher risk of developing
PTSD despite lower mported trawma cxpossre rates than whites; however, perceived
discrimination and other related issses, which are not typically included in trauma exposure
incadents or etherwise factored, may account for ome of the elevated risk for PTSD among
African Americans (Robers, Gilman, Breslss, Beeslau, & Koesen, 2011). Despite the
conclusions, the rescarch indicated the lower e of trauma exposwee found in Aftican
Americans in that study was umesual. Blas from noodisclosure resulting from distrest or
umwillingness o share stigmatizing information may be the casse of that incomsistency (Zhal &
Gao, 2009).

Rescarch indicates some misdiagnosis of mental health problems for people of color owing %o
physical manifosations of psychological ailmcats being tremied without atestion 1 the
underlying problems (Haerls, Edlusd, & Larson, 2005). Misdiagnosis influences Slagnosis data
leavieg African Americans over Sagnosed.

“Regardiess of race, higher rates of PTSD occwr in individuals who have lkower SES, and for sec
poor academic achievers, wemployed, and'or homeless. African Americens are more likely to

be in in those high-risk categories.” (Alim, Chamey, & Meliman, 2006).
Screening Tools

There are 2 myriad of 100ls, of varying lengths and targeting specific populations, in wse %
sceeen for PTSD. The milicary created a PTSD Checklist which has three versions, including »
civilian version. It has been adjested for length, and the Shoet Form of the PTSD Checklist has
six itemns, shortened from the ocigimal |7 ems. The civilian version is helpfil because & does not
foces om a single ovent and can be wsed for people with multiple exposures 10 trauma (United
Staves Deportment of Vieterans Affairs, 2007). The PTSD Checklist screening tools bave also
been validated.

Odher soreons include Bricf Anxicty lnvemtory-Primary Care (BAI-PC), a subset of the 21 item
Beck Anvicty laventory, One benefit of Shis scroen is # that the seven tom scroen also scroons
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for other disceders. Short Screening Scale for PTSD, also 3 seven question scroen was designed
for s by all trauma victess, Primaey Care PTSD Sceeen (PC-PTSD), 2 four Sem screen, was
designed for modical settings and b in use for military velerans, i does net offer a list of
possible rsemas. Swrtle, Physiological Arousal, Anxiety, and Numbaess (SPAN) ks a shoeter
version of the Davidson Trauma Scale with only four kems. The Shoet Post Traumatic Stress
sumbieg, sd arousal, mo‘mthN‘lumMﬁmeo‘
sympioms over time and can be used 10 measure “global improvement™, The Trauma Screeming
Questionaaire (TSQ), & 10 em screen, was designed for all kinds of trassma and is intendad 10
be wiod 34 weeks afler the eveat o allow time for noemal recovery (National Center e PTSD,

2007).

Screens specific 10 children and adolescents are also avallsble. Ohld Repont of Posttrasmatic
Symptoms (CROPS) is specific 1o childeen and adolescents can measure changes in symgtoms
and does not roquire an identified evest. It has 16 items but the measures have not been
standardized but the language is suitable for young, undercducatod, sad other respondents where
son-language compechension may be a problom. Child Stress Disorders Checklint (CSDC) s
free and casily accessible and it docs not roguire & clinician w complete it. However, some of the
language is technical. The Child's Reaction 10 Traumatic Events Scale-Revised (CRTES.R) s a
23nem meant 10 evaluate responses to stressful events. The wpdate inclades language hat is
comsistent with the DSM-1V. While this is imended for use by 6-1% yoars-old, the language may
be %00 difficult for younger childeen, Additionally, this tool has not boen used as widely as some
of the others, The Trauma and Attachment Belicf Scale (TABS), was not designad for children
but was designed 10 be appropriste for adolescents. Ity use scema 10 be direcied 10 vicanious
trauma and more rescarch is necessary o gauge success with direct trausa (National Center foe

PTSD, 2007).
Inservemsionsireatment

Foe both the asilitary sad civiliars, Trasmas-Focused Cognitive Behavioesl Therapy (TF-CBT) s
the preferred treatment for PTSD (Carrion & Hull, 2010). TF-CBT mives traditional CBT with
other imerventions ~ including family nad inserpersonal (Coben, Mannarino, Murmy, & Igleman,
2006).

For children and adolescems with PTSD, CBT, psychological first aid, play therapy, and
medication have been successfial treatments (National Center for PTSD, 2009). In this vein, the
Cemer for Mind Body Maodicine uses a paoply of techaiques including: relaxation, meditation,
becathing, and sclf-axpression (drawing, spoken word), in supportive and non-judgmental
settings (Gordon, Staples, Blyta, Bytygi, & Wilsom, 2008). This approach has boen found 10 have
impact cven in a continued emviromment of stress and violence (Staples, A, & Goedon, 2011).
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Resliency is another factor 10 consider; children with commenity support, encouraging and
organized school, and a consistent and structured Family lond 10 show resiliency (Meeris, 2009)

Hasorically, the military, US and others, rascarched PTSD and its treatments. The inberent
trauma of war prompts the military %0 peoduce and pilot innovative approaches 10 care. Becauss
military conflicts are frequently paired with suestaiscd mental dincss, prevestion is preferential 10
treatment (Vitzthum, Mache, Joachim, Quarcoo, & Geoncberg, 2009). Primary, secondary, and
tertiary prevention strategies for PTSD range i military teems, from selection peocedures and
coaching, o short psychological debriefing snd professional trestmont  (Wiederhold &
Wicderhold, 2006, Beusher, 2007).  These approaches, while potentially beneficial for combat
siluations, ace not in practice for community violesce, Communities experiencing sustsined and
constant viokence have no selection process 10 indicate when violence will Bagpen, and because
the nature of the violence is unpredictable it would be difficalt 1o coach

Virual therapy, wsod both  for prevestion and therapry, exposes soldicrs 10 simatod scenarios
that are used 10 either “wain thelr responses™ or revisit memonies (Viezthum, Mache, Joachim,
Quarcoo, & Groneberg, 2009). “Trasma risk management”, a psycho-edocational management
wol aids patients in stress roduction and trains Sem how o spot and refer velnerable colleagues
(Gould, Greenberg, & Hetherton, 2007). Internet-based coumscling has sl boen used with
success  (Litz, Engel, Beyant, & Papa, 2007), Litz, Engel, Bryast, and Papa found that seif-
managed CBT Is a potentially vishle option for care that redaces cost and stigma (2007).

SBIRT

Screcming, teief imerveation, and refeeral 10 trestment (SBIRT) is, as the naene implics, a ssoded
initially designed for peimary care settings 0 conduct “usiversal screening™ - screening
everyone who presents., provide interventions, and refer people to more involved trestment
when necessary, for akohol use (Babor & Higgins-Biddle, Brief Intervention: For Hazardows
and Harmful Drisking. 2001; Babor, ¢t al, 2007).

Ia recognition of the populations that do not freguent primary care facilities and that up to 31
percent of emergency department (ED) patients and as many as 50 porcest of traumatically
injured paticrts have positive scroees for alcobol, SBIRT s use was extended 10 emengency
departments (National Institutes of Health and National Institte on Alcobol Abuse and
Alcobolism, 2005). Despite concerms by doctors sbout encroachmsent on their time and pomsible
negative reception by paticsss (Higgins-Biddle, Hungerford, & Cates-Wessel, 2009) the ol was
found seccessful for alcohol, promising for dreg use, and with lile or o evidence of
effectiveness for mental health problems and trauma and anxiety disceders. (Screening, Brief
Intervention, snd Referral 1o Treatment (SBIRT) in Behavioral Healthoare, 2011). The Substance
Abuse snd Mental Health Services Admimastration (SAMMSA) reported roduced heavy drinking
o the &-meath follow-up for their granioes’ patients and fower arrests, bester health, and more
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stability in housieg for patients receivisg beiel imerventioms or referred to treatment (Clay,
2009).

SAMHSA has shown its support for SBIRT through grants and continued research, gathering
data 10 iBlustraie Bhe benelits of the appeoach. Using one of those grasts, Colorsdo has exteaded
SBIRT 10 HIV clinics in recent years (for alcobol ot HIV) and in more remote arcas of Alaska

(Clay, 2009).

In sddition 10 akobol and substance sbuse, SBIRT has also boen used for intimate partner
violence with litthe success in part because there is no “pold standard™ assessment for intimate
partner vickence among pationts and cven less 50 for male intimate partner viokence, and i the
context of an ED (Anghm & Sachs, 2003),

Bewefits and Challenges in ED context

Althosgh pomary and secondary peevention are pot largely considered part of emergency care
by modl practitioners, inlerventions are; and identifying ncods sad providing appeopriste referraly
10 counseling o services is considered within the emergency medicine scope (Brvin, Wyer, &
Gerson, 2000).

Hindrances o the uptake of SBIRT in the ED do not vary much from those expressed by peimary
care physicians. Lack of time, foar of upsetting patiosts, and belief that primary care
environments are better suited 1o the work rank as clinicians’ comcems about using SBIRY
(Babor & Higgine-Biddic, 2001 ), however, SBIRT cam be conductod in about 10 minstes and
reports show that it is both iscxpensive and succenaful, leaving httde crodible cvidence against
conducting alcobol and, increasingly, substance sbuse, scroenings in the ED (Higging-Biddle,
Husgerford, & Cates-Wessel, 2009).

There are other concerna related 1 SBIRT s use i the ED. Follow.up data is necessary 1o test
the efficacy of an imerveation; limitation of the “eplsodic™ nature of emergency care appecach is
that & makes follow-wp &fficelk (Irvin, Wyer, & Gerson, 2000). Another castionary thought is
that the US Preventasive Services Task Force (USPSTF) views youth and family violence as
examples of where proventive measeres aro better suited for commumity programs (lrvin, Wyer,
& Gerson, 2000). Although community violence is not specifically listed, soeme may soe it as an
overlapping issue better wsitod for attention beyond medical walls.

Screening Tools

Like PTSD, » number of pre-existing screoning sools are in wso for SBIRT; the tools vary in
length and some may be more cfficient than others, depending on population and envircnment
(Higgins-Biddle, Hungerford, & Cates-Wessel, 2009). Screening wols include: AUDIT, 2 10
qeestion ancument; Binge question, a siagle question; Cut down, Annoyed, Guilty, Eye-opencr
(CAGE), three questions; and Car, Relax, Alone, Friends, Forget, Trouble (CRAFFT), a six
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question imstrement; can all be used indopendently or grouped with consumption information
sdlor blood akobol content. (American Peblic Healh Association and Education Development
Center, Inc., 2008; Higgins-Biddle, Hungerfoed, & Cates-Wessel, 2009), In some canes, wach 2
AUDIT, the abbrevisted version — already validated for its cfficacy- s used 10 koep the screening
short. This shoriened tGme frame s benclical 10 emergency room perseans! and paticnts whose
primary concemn is treatment for injury of lliness and not for inlerveations.

laitial soreenings are not caly conducted in persom by a clisician (doctor or nurse), the ntenset
has been wsed with some success (Cunsingham, et al, 2009) includieg the World Health
Organization’s Akobol, Smoking. and Substance Involvoment Scrconing Test (Bomsiein,
Bomstein, Stein, & Saitz, 2009) and imeractive vidoos with actor “doctors™ (National Insitute on
Akobol Abuse and Alcoholiam, 2005), These techniques sce aticmpting 10 address the issue of
physician time and ot e simultancously may offer some addod asonymity fOr paticats.

There are validsted screening tools, both long and short format, readiily available for alcobol
misuse and other substance sbuse; for other healivsocial ills that is not the case. Domestic
violence (DV) i coe example. ED screening for domestic violence has been tried, however,
there is 80 “[gold standard) test for the identification of DV among patients (Anglin & Sachs,
2003). Considering the SBIRT approach for community violence, thore is no evidence yet of an
effective scroening sool.

Bricf Interventions/Treatments

Brief interventions aro the coumterpart % smiversal screening. A brief intervention generally
consists of mdividealized foodback and personalized counseling based on Bhe screening reselts
(Nationad lestinutes of Health and National lsstinste on Akobol Abuse and Alcoholism, 2005);
But they are aot istended 10 et sicohol dependence (Baboe & Higgins-Bid@e, 2001). The
mreation of the beief istervention or treatment is not Bmited 1o immediate bebavioral change bt
atiempts 0 positively impact longer-nege behaviorad change (Screening, Brief Intervention, and
Reforral so Treatment (SBIRT) in Behavioral Heakbcaro, 201 1)

A strength of the intervention component of SBIRT, beyond its brevity, &s the tiered appecach.
interventions 10 be appropriately tailored for cach risk level. Interventions range from minimal
risk which requires onlly edecation cn maintaining safe kevels of alcobol conssmption fo ssvere
risk and dependency which imvolves 3 more specialized cvaluation sad reatment (Babor &
Higgine-Biddie, Bricl Intcrvention: For Hazardous sad Harmful Drinking, 2001; Screening,
Beief Intervention, and Referral o Trestment (SBIRT) in Behavicesl Healthcare, 201 1)

Fee the abstainers and low rink drinkers, the imtervention @ actually istendod 10 peevent increased
&inking over time trough oducation, Providing peaise for current drisking habies and basic
infoemation sbout standard drink sizes and recommended intake s all that is secessary for this
grovp (Babor & Higgles-Biddle, 2001). For those who are sorcened as  modensse risk, simple
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advice is provided, whille for moderate-to-digh rak simple advice plas briefl interventions are
peovided, The final Zome goes beyond the bricf imtervention structure and roquires a referrad 1o 8
specialist (Lawson & Flocke, 2009; Cunsimgham, ot al, 2009),

Motivational Bsterviews (MI), “... client-centered, directive method of enhancing istrinaic
motivation %o change by exploriag and resolving ambivalence...” are a common imervention tool
bocause they are brief and can be conducted by people other than clinicians (Monti, ot al., 2007).
While oot suitable for all interventions (i & not sitable for people who are resistant 1o
intervention and poopic who have serions drinking substance sbuse problems are moee suited 10
refereal for trestment) they have peoves beneficial for poopie ready 10 chasge.

Conclusion

While the poor health outcomes of BMoC are well rescarched, Itk s known abost where
BMoC seck carc. Until there is moee information sbout where they go for modical and sscatal
bealth case, why they go there, aad what keeps them from seeking care at other places, it will be
difficek 10 establish what services they most sced and the best way W provide them. While
oducation and criminal justices systoms are both potential portals of care, Intle roscarch is
available to indicate these not simply as vishle places for care but portals being wtilined.

Commumity viokence and other sraumas impactimg BMoC are farther exacorbated by sometimes
snconventional acoess 10 health care environmentt. Docton” offices are mot always the way
BMoC emer imto the health system. Juvenile justice cemters, school clisics, and
emergencytrauma departments ~in times of acute injery- are viable common pathvways nto the
modical system. However, staffs at these facilities are not necessarily wrained %0 work with
trsumatized populations and e complexities of their needs. Insumance'money, trust,
transportation, and unfamiliarity with modical systoms can emergo as challenges 1o secking care.
And in cases where men access services o places untrained for their pacticular neods, $e
treatment ' minlrcatment they roccive may prevent future volustary acoess.

The “where™ of carg is all the more important because violent trasma impacts both body and
mind; while body s oftem tended 10, the paychological issues, such as PTSD, that are often the
comsoquence of trsuma, is frequently entrested. PTSD has been stadicd largely Srough a
elnary lees and, more recently, natural disaster or other one-time events. Community violeace
related PTSD is less studied. Addricnally, clarification of why some research stadies shows that
poople of color experience fewer traumas despite trauma statistics that show otherwise. It ks also
important 10 investigate how racism impects/feeds into traema, and screening tools that prevent
misdiagnosis of BMoC.

Although beginning %o gain some traction through the adoptica of the term Complex FTSD 10
distinguish it from the more commealy known and diageosed PTSD, there is still limited
roscarch on how continsous expossre 1o violence and violent surroundings without expectation
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of a change in envicomment impacts individuals and the best way %0 treat such casos. One study,
in Kosovo, siled success in Srestment with continued  protection afler continued expossre o
violence but that imtervention ws not Beicl mad docs not fit exsily into the SBIRT model,

Rescarch related %0 Trauma-Focused-Cognitive Behavior Therapy is growing as it is more
widely accepeed as the peeferred treatment of PTSD. Other methods of trestment, such as ant
therapy haven't been well rescarched i relation o PTSD and so there see few published
alternatives for care. The military has created a fow altemative methods of treatment which are
still within the scope of TF-CBT, in the foem of group sessions not conducted by clinicians and
online sexmions; however, there is Fmited published 'sccessible information on those methods and
Bheir suocess. Additionally, where the military rescarch i concernad there are questions of
mformed consent- 23 solderns may not have the power 10 opt out'Torced participation — which is
something other popelations will not have, which could skew the sumbers.

SBIRT and its poteatial use %0 screen for trauma exposed people peesenting ot the ED, could
peove & valuable. However, 1o be usefil, the creation of & standard sceceming wol s necessary

and testing of this approach refated %0 violent traeuma is important.

In generad, the culturad impact for assessment tools has not been explored beyond wranslations
nto other languages, such as Spanish. The neance of langwage for other ethnic groups was not
explorad in relation o the adoption of, and comfort with, existing tools. The impact of racism,
perceived or actual, although mestioned in several articies, has not boen rescarched much to
desermine if @ has & bearing (other than speculation) o diagnosis.

Ancther weakness relages 10 the lack or research on PTSD resulting from comemunity violeace.
There has boea little in the way of brief interventions for community violence, which s uniqee
(outside of a military context) because there is po expectation that the trauma is over or will not
be repeated because the community a person lives in is the site of sauma.

The dearth of rescaech on BMoC sad commumity viclence in relation to SBIRT Is expected
bocause SBIRT has not boen used for community violence screoning. Some limited rescarch has
boon conducted om its use in other health arcnas, but lack of universal tools, definitions, and
evaluation criteria make it difficult for poople %0 use and evaluate the success of the approach.
The lack of data related 80 BMoC and the wac of SBIRT is less expected s cultural bisses arc
widely documented in health systerms. There is evidence of mivender diagnosis i screening
wols mnd vared outcomes relatod 1o trust if health systems on the macro and specific docton on
the micro levels which makes it peobable that similar trends ssight be found within SBIRT.

Futare Revearch
Considering the current gaps in rescasch &3 starting poinls, it is Enportant 1 give more atiention

w0 complex PTSD, and more specifically, what that looks like in relation %0 community viclence-
and within & population of yousg BMeC.
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There is also a gap in research related 10 PTSD and how it might be treated in the context of the
criminal justice system where people have high rates of trauma exposure snd risk, by nature of
the criminal justice system, boing ferther traumatized. This Is significest because BMoC are
dispeoportionately represensed in the criminal justice systom.

While the ACE study included both men and women aad many college educated people in s
testing body, it included fow people of color or people with less education, The striking fiadings
in the coonmomically snd educationally advantaged populations stedied suggest $hat simillar or
poaaibly more cxtreme oucomes might be found in a study of people of color living in urbes
arcas. Adduticnally, while the ACE covers broad arcas of commonly exposed traema there are
additional adverse events, such as secing a dead body, losing somecne close 1o them (through
vioknoe or otherwise), or focling unsafe in the school or immediste commumity, that are not
addressed at all. Resgarching how perceptions of racism impact people adversely would be
sother important contribution, especially %0 help explain the cossistently lower rates of
exposere 10 trauma for African Americans despite higher rates of many traumatic cvents. The
convergence of these theee arcas is ripe with poteatial for closiag the gap that cerrently prevents
BMoC from accessing health services they need, aad westing mavunderundiagnosed PTSD
using a new approach.
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