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Abstract

At a time when the general standard
of child welfare and mental health
provision has been improving, some
important groups in Massachusetts
remain under-served. One such is
children suffering from trauma.
Despite various state-wide efforts to
educate professionals about the evi-
dence-based treatments available,
trauma sufferers have typically faced
long waits to receive these treat-
ments, with average waiting times at
some larger mental health agencies
stretching to four or even six months.
In this brief, we are presenting the
implementation of a highly innova-
tive Centralized Referral System -
LINK-KID - developed at the Child
Trauma Training Center (CTTC)
at the University of Massachusetts
Medical School. LINK-KID referral
system connects children in need of
evidence-based trauma treatment
with mental health providers who
have been trained in these treatments.

What Is the Impact of
Childhood Trauma?

Every year, more than one million
young people in the US experience
violence, trauma and maltreatment.!
The financial cost to the US of child-
hood trauma, has been estimated at
$103.8 billion per year.* These diverse
and severe costs mean that childhood
trauma has been identified as one of
America’s most pressing public health
issues.?

Childhood trauma has been shown to
lead to a myriad of problems during
teenage years*® and young adult-
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hood”® including re-victimization,"
delinquency and aggression,” func-
tional impairment* and other mental
health conditions.”

Regional data from the Core Dataset of
participating Massachusetts National
Child Traumatic Stress Network sites
(n=532) shows that 97% of trauma-
tized children have experienced mul-
tiple traumas with most experiencing
4 or more traumas in their childhood.™
Data from the Central MA Child
Trauma Center (CMCTC) (n=147)
shows that youth in central MA had
baseline average scores exceeding
clinical levels in overall behavior
problems as measured using the Child
Behavior Checklist - CBCL.* Analysis
of this data shows that children in this
sample experienced a mean of 3 trau-
matic events (range o to 9), with the
most common traumas being domes-
tic violence (54%), traumatic loss
(35%), physical abuse (30%), sexual
abuse (26%) and community violence
(23%).

Why Evidence-based

Treatment Is Important?

Given the major impact of trauma
on child well-being and growth, as
well as on public health in general,
an optimal child welfare system is
one which serves children from a
trauma-informed perspective. Key
national players, such as the U.S.
Department of Health & Human
Services, place heavy emphasis on the
implementation of evidence-based

October 2019

Key Messages
Ca

7

EDICAL
SCHOOL

A Publication of the Implementation Science & Practice Advances Research Center
A Massachusetts Department of Mental Health Research Center of Excellence

SS

DMHE
AANC
Department of
Mental Health



and trauma-informed practices. In
2011, the Massachusetts Department
of Children and Families (MA DCF)
ranked 43rd out of 51 states in the
Child and Family Services review
composite measure of placements
stability, indicating a clear need for
improved services for vulnerable
children and youth removed from
their homes.”® Specific interventions
have been formulated to improve the
casework practice model of the MA
child welfare system for young people
exposed to trauma, one of which is
dissemination of evidence-based
practices (EBPs). Findings from
the Massachusetts Child Trauma
Project clearly show that the use
of evidence-based practices (EBPs)
is linked to improvements in clini-
cian awareness and identification of
trauma in children and to significant
reduction of post-traumatic stress
disorder (PTSD) symptoms and
behavioral problems among children.
Existing research has demonstrated
that, with the appropriate treatment
and support, people can overcome
their traumatic experiences” thus
enhancing affect regulation, resil-
ience, and skill development.

Gaps in Services: Long
Waiting Times to Access

Treatment

In Massachusetts, traumatized youth
have typically faced long waiting peri-
ods to receive evidence-based trauma
treatments, with average waiting
times at some larger mental health
agencies ranging from 6 to 12 months.
There might be several factors related
to barriers in quick access to EBPs,
including lack of enough clinicians
trained in trauma-based EBPs, lack of
awareness among child professionals
and caregivers about trauma-based
EBPs, type of health insurance, and
specific geographic areas. Therefore,
it is fundamental to address these

Main Goals of LINK-KID

gaps, improving identification of
trauma in youth and making appro-
priate referral for treatment.

How Do We Improve
Access to Services? LINK-
KID Referral System

Building on the need to implement
access to trauma services across the
Commonwealth, the Child Trauma
Training Center (CTTC) at the
University of Massachusetts Medical
School created and refined a state-of-
the-art and trauma-informed solution
to issues facing traumatized youth
and their families. This solution,
called LINK-KID, is an innovative
strategy which has, to date, yet to be
developed elsewhere in the country.
LINK-KID is a unique referral system,
linking children, youth, young adults
(ages 0-22), and families with his-
tories of trauma to mental health
providers who have been trained
in evidence-based trauma treat-
ments. LINK-KID, which is a toll-free

number 1-855-LINK-KID, was devel-
oped in 2012 by the CTTC through
the National Child Traumatic Stress
Network (NCTSN) with a grant from
the Substance Abuse and Mental
Health  Services  Administration
(SAMHSA). In 2015, after demon-
strating success in the Central and
Western regions supported by our
grant, the Lookout Foundation (a pri-
vate foundation in MA) supported the
expansion of LINK-KID to the Boston
and Northern Massachusetts’ regions.
After this stepwise expansion was
again successful, in 2016, the Lookout
Foundation supported expansion to
the Southern MA area and far Western
Massachusetts regions. Beginning in
January 2016, LINK-KID became a
statewide resource.

Moreover, the CTTC increases
trauma awareness through dissemi-
nation of Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT) and
Trauma Informed Care among child
professionals. Thus, the CTTC
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addresses gaps in access to services,
increasing trauma responsiveness
among professionals and expand-
ing the number of clinicians who are
trained in EBPs.

LINK-KID Referral

process

There are several steps in the LINK-
KID referral process. The referral pro-
cess starts with screening and assess-
ment, identifying the reason for the
referral, main symptoms and com-
plaints. Information on demograph-
ics, custody, residency, and health
insurance is also collected at this
time. If the referral source is not the
legal guardian of the child, the next

Fig. 1: Referral Process

Screening and
Assessment

step requires getting in contact with
the legal guardian and obtaining con-
sent for the referral along with col-
lecting additional information on the
history of any trauma the child has
experienced. Once the referral form
is completed, the LINK-KID referral
coordinator sends the referral to an
appropriate agency/provider match-
ing some factors such as geographic
area, type of treatment, health insur-
ance, etc. During the waiting time
from sending the referral until the
first intake, the referral coordinator
follows up every 3 weeks with the
family, providing psychoeducation
and support.
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Based on the type of trauma and
child’s specific symptoms, the referral
coordinator sends (via mail or email)
the appropriate information to par-
ents, with the goal to provide them
with education about trauma and
parenting skills that can help care-
givers manage the child’s symptoms.
Moreover, the referral coordinator
calls the caregiver every 3 weeks until
treatment starts, with the goal to pro-
vide support and obtain information
regarding the waiting status of the
family. The CTTC found this strategy
to be highly appreciated by caregivers
because it made them feel engaged in
the process of starting therapy. All data
were entered in a large database that
is constantly monitored and updated
by the CTTC team. Researchers from
the CTTC evaluated the services of
LINK-KID through anonymous sur-
veys completed by users, including
caregivers and referral source (i.e.,
social workers).

Preliminary Results

The primary consumers of LINK-KID
include parents/caregivers, as well asa
variety of professionals from the child
welfare system, child protection ser-
vices, juvenile justice system, attor-
neys, schools, health care workers, and
community-based workers. To date,
the CTTC has referred 1,411 youth to
trauma-focused evidence-based treat-
ments through LINK-KID. The CTTC
refers to different trauma-focused
evidence-based treatments without a
bias for one treatment over another.
We have referred approximately
996 to Trauma Focused Cognitive
Behavioral Therapy (TF-CBT), 259
to Attachment, Self-Regulation, and
Competency (ARC), 159 to Child
Parent Psychotherapy (CPP), and 7 to
Alternatives for Families: Cognitive
Behavioral Therapy (AF-CBT). Of
the children who have had their first
intake, the average wait time is 40
days, which is a dramatic improve-
ment over average wait times in our
region and state, which prior to LINK-



KID, averaged 6 to 12 months for their
first intake appointment.

Future strategies to refine LINK-KID
services include: tracking of trained
clinicians who move to other agen-
cies, disseminating EBPs equally
among the state (certain regions in
MA are still lacking enough trained
clinicians), addressing the lack of
enough clinicians trained EBPs for
young children (i.e., CPP).

To make a referral to LINK-KID
call: 1-855-Link-Kid (1-855-546-
5543). For more information about
LINK KID and making a referral
visit: https://www.umassmed.edu/
cttc/cttc-services/link-kid /

0 Want to learn more about the
CTTC’s Trauma Informed Training
on Child Professionalse Read our
issue brief.

References

1. US Department of Health and Human Services, Substance
Abuse and Mental Health Services Administration. (2011,
May). Helping Children and Youth Who Have Experienced
Traumatic Events (Report SMA11-4642). Retrieved from
https://store.samhsa.gov/product/Helping-Children-and-
Youth-Who-Have-Experienced-Traumatic-Events/SMA11-
4642

2. ‘Wang, N. E., Chan, J., Mahlow, P., & Wise, P. H. (2007).
Trauma center utilization for children in California
1998-2004: Trends and areas for further analysis. Academic
Emergency Medicine, 14(4), 309-315.

3. Anda, R. F,, Croft, J. B., Felitti, V. J., Nordenberg, D., Giles,
'W. H., Williamson, D. F., & Giovino, G. A. (1999). Adverse
childhood experiences and smoking during adolescence
and adulthood. JAMA, 282(17), 1652-1658. doi:10.1001/
jama.282.17.1652,

4. Anda, R. F,, Felitti, V. J., Bremner, J. D., Walker, J. D.,
Whitfield, C. H., Perry, B. D,, ... & Giles, W. H. (2006). The
enduring effects of abuse and related adverse experiences
in childhood. European Archives of Psychiatry and Clinical
Neuroscience, 256(3), 174-186.

5. Chapman, D. P, Whitfield, C. L., Felitti, V. J., Dube, S. R.,
Edwards, V. J., & Anda, R. F. (2004). Adverse childhood
experiences and the risk of depressive disorders in
adulthood. Journal of Affective Disorders, 82(2), 217-2235.

6. Dong, M., Anda, R. F,, Felitti, V. J., Williamson, D. F., Dube,
S. R., Brown, D. W., & Giles, W. H. (2005). Childhood
residential mobility and multiple health risks during
adolescence and adulthood: The hidden role of adverse
childhood experiences. Archives of Pediatrics & Adolescent
Medicine, 159(12), 1104-1110.

7. Dube, S. R,, Felitti, V. J., Dong, M., Chapman, D. P, Giles,
W. H., & Anda, R. F. (2003). Childhood abuse, neglect, and
household dysfunction and the risk of illicit drug use: The
adverse childhood experiences study. Pediatrics, 111(3),
564-572.

8. Edwards, V. J., Holden, G. W, Felitti, V. J., & Anda, R. F.
(2003). Relationship between multiple forms of childhood
maltreatment and adult mental health in community
respondents: Results from the adverse childhood experiences
study. American Journal of Psychiatry, 160(8), 1453-1460.

9. Felitti, V. J. (2009). Adverse childhood experiences and adult
health. Academic Pediatrics, 9(3), 131.

10. Finkelhor, D. (1979). Sexually victimized children. New York,
New York: Simon and Schuster.

1. Ford, J. D., Elhai, J. D., Connor, D. F., & Frueh, B. C. (2010).
Poly-victimization and risk of posttraumatic, depressive, and

Fig. 2: Type of Treatment

ARC, 259, 18%

12.

TYPE OF TREATMENT

CPP, 159, 11%.

substance use disorders and involvement in delinquency in a
national sample of adolescents. Journal of Adolescent Health,
46(6), 545-552.

Cook, A., Spinazzola, J., Ford, J., Lanktree, C., Blaustein,

M., Cloitre, M., ... & Mallah, K. (2017). Complex trauma in 16.

children and adolescents. Psychiatric Annals, 35(5), 390-398.
Van der Kolk, B. A., Roth, S., Pelcovitz, D., Sunday, S., &
Spinazzola, J. (2005). Disorders of extreme stress: The
empirical foundation of a complex adaptation to trauma.

Journal of Traumatic Stress, 18(5), 389-399. 17.

Bartlett, J. D., Barto, B., Griffin, J. L., Fraser, J. G., Hodgdon,
H., & Bodian, R. (2016). Trauma-informed care in the
Massachusetts child trauma project. Child Maltreatment,
21(2),101-112.

Achenbach, T. M., & Dumenci, L. (2001). Advances in
empirically based assessment: Revised cross-informant

AF-CBT, 7, 1%
|

TF-CBT, 996, 70%

syndromes and new DSM-oriented scales for the CBCL, YSR,
and TRF: Comment on Lengua, Sadowski, Friedrich, and
Fisher (2001). Journal of Consulting and Clinical Psychology,
69(4):699-702.

Commonwealth of Massachusetts, Department of Children
and Families. (2015). Department of Children and Families
Quarterly Report FY2015 Q1. Retrieved from https://www.
mass.gov/files/documents/2016/10/ne/dcf-quarterly-data-
profile-2015-q1.pdf

Najavits, L. (2002). Seeking safety: A treatment manual for
PTSD and substance abuse. New York, New York: Guilford
Publications.

Funding: Substance Abuse Mental Health Service Administration (SAMHSA), National Child Traumatic Stress Network. Time Frame: 2016-2021. Research Team: Jessica L. Griffin, PsyD
(P1); Genevieve Kane-Howse (Project Director); Zlatina Kostova, PhD (Postdoctoral Fellow).


https://www.umassmed.edu/cttc/cttc-services/link-kid/
https://www.umassmed.edu/cttc/cttc-services/link-kid/
https://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1133&context=pib
https://store.samhsa.gov/product/Helping-Children-and-Youth-Who-Have-Experienced-Traumatic-Events/SMA11-4642
https://store.samhsa.gov/product/Helping-Children-and-Youth-Who-Have-Experienced-Traumatic-Events/SMA11-4642
https://store.samhsa.gov/product/Helping-Children-and-Youth-Who-Have-Experienced-Traumatic-Events/SMA11-4642
https://www.mass.gov/files/documents/2016/10/ne/dcf-quarterly-data-profile-2015-q1.pdf
https://www.mass.gov/files/documents/2016/10/ne/dcf-quarterly-data-profile-2015-q1.pdf
https://www.mass.gov/files/documents/2016/10/ne/dcf-quarterly-data-profile-2015-q1.pdf

