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Good Morning. Thank you for the opportunity to participate in this hearing on COVID-19 and
children’s mental health. My name is Dr. Nadine Burke Harris and in addition to being the
California Surgeon General, I’m also a pediatrician and toxic stress researcher. My life’s work has
been dedicated to changing the way our society responds to one of the most serious, expensive
and widespread public health crises of our time: childhood trauma.
As California’s Surgeon General, I feel it’s my duty to issue a stark warning that, without
intervention, the COVID-19 pandemic will likely have a significant and detrimental effect on the
health and well-being of our children and youth for decades to come.
However, I believe we have unprecedented opportunity to leverage the wealth of research
about the impacts of ACEs and toxic stress to build back healthier.
Adverse Childhood Experiences prevalence and impacts in today’s society
An overwhelming scientific consensus demonstrates that cumulative adversity, particularly
during critical and sensitive developmental periods, is a root cause to some of the most harmful,
persistent and expensive health challenges facing our nation.
The term Adverse Childhood Experiences or “ACEs” comes from the landmark study of the same
name published by the CDC and Kaiser Permanente i over two decades ago and specifically refers
to the 10 categories of stressful or traumatic events assessed in the study. These include
physical, emotional or sexual abuse, physical or emotional neglect or “household dysfunction”
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including parental incarceration, mental illness, substance use, parental separation or divorce, or
intimate partner violence. A robust body of literature demonstrates that ACEs are highly
prevalent, strongly associated with poor childhood and adult health, mental health, behavioral
and social outcomes and demonstrate a pattern of high rates of intergenerational transmission.
Two-thirds of respondents in the landmark ACE Study reported at least one ACE, and one in eight
reported four or more ACEs. ii, iii, iv More representative national studies have shown that one in
six individuals report four or more ACEs. v, vi Among California adults on Medi-Cal, 69% have
experienced at least one ACE, and 23% have experienced four or more ACEs. vii
ACEs are strongly associated, in a dose–response fashion, with some of the most common and
serious health and social conditions facing our society, including nine of the 10 leading causes of
death in the United States, and with earlier mortality. viii

Research has also indicated that the higher the ACE score, the more likely the individual is to
experience mental health issues such as depression, post-traumatic stress disorder, anxiety,
sleep and eating disorders, and to engage in risky behaviors such as early and high-risk sexual
behavior and substance use. ix, x, xi
For example, individuals with four or more Adverse Childhood Experiences are, on average, 4.5
times as likely to develop depression xii, roughly seven times as likely to become dependent on
alcohol xiii, twice as likely to develop ischemic heart disease xiv, three times as likely to develop
chronic lung disease xv and 11 times as likely to develop Alzheimer’s xvi.
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Individuals with six or more ACEs have a life expectancy that is 19 years shorter than individuals
with none. xvii
In childhood, high doses of adversity are associated with increased risk of respiratory infections,
asthma, atopic diseases, poor growth, obesity, learning and attention disorders, sleep disorders,
teen pregnancy, teen paternity, STIs, mental health disorders, substance use and high risk
behaviors (among other conditions). xviii, xix
In addition to these health and mental health outcomes, ACEs are also associated in a doseresponse fashion with increased social risks as well. Research looking at more than 60,000 youth
in the Florida juvenile justice system found that 97% had experienced at least one ACE and 52%
had experienced 4 or more ACEs. xx In fact, a national study of more than 35,000 adults found that
even after adjusting for the impact of socio-demographics and substance use, ACEs are
independently associated with as much as 4 times the risk of incarceration. xxi Similarly, research
has indicated a common factor among people committing mass shootings is a history of multiple
ACEs. xxii
The Toxic Stress Response
Advances in science over the past several decades have demonstrated that long-term changes to
the body’s stress response system play an important role in the clinical progression from ACE
exposure to negative short and long-term health and social outcomes.
When any one of us experiences something scary or
threatening, our brains and bodies activate our stress
response which leads to the production of high levels
of stress hormones including adrenaline and cortisol
and is responsible for many of the feelings we
associate with being terrified. The amygdala, the
brain’s fear center, is activated and the prefrontal
cortex, which is responsible for executive functioning
including attention, judgement and impulse control, is
inhibited. Stress hormones stimulate our hearts to
beat stronger and faster, raise blood pressure and
blood sugar, and activate our immune system, among
many other effects. The stress response is a normal
and, in fact, essential part of our biological evolution,
and allows us to respond and adapt to challenging
circumstances.
Bucci et al, 20161
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However, severe, intense or prolonged adversity may lead to prolonged activity of a child’s stress
response. In addition, children require the nurturing care of a trusted adult and safe
environments to shut off the stress response and restore normal functioning. Without these
buffers, the biological stress response becomes overactive. Children are uniquely vulnerable to
the effects of an overactive stress response because their brains and bodies are just developing.
High levels of adversity, without the buffering protections of trusted caregivers and safe, stable
environments, lead to changes in brain structure and function, how genes are read, functioning of
the immune and inflammatory systems, and growth and development. These changes comprise
what is now known as the toxic stress response.
Recognizing COVID-19’s Impact
While the COVID-19 pandemic, itself, may not fall within the traditional ACE criteria, the
pandemic has been unique in its effect of acting as a major stressor while simultaneously cutting
off access to many of the usual sources of buffering care necessary to help children and parents
regulate their stress responses, such as grandparents, teachers, coaches, faith leaders and, in
some cases, child care providers.
While the pandemic has been hard on all of us, no matter our age, socioeconomic status or race,
low-income communities and communities of color were most impacted, experiencing
significantly higher infection and death rates and disproportionate rates of job loss, housing loss
and difficulty meeting basic needs when compared to our most advantaged communities. xxiii
The short-term impact of these stressors manifest in many of the national data.
• A study from the Kaiser Family Foundation on rates of anxiety and depression showed a
30% increase between June 2019 and January 2021. xxiv
• According to the CDC, as of June 2020, 13% of Americans reported starting or increasing
substance use as a way of coping with stress or emotions related to COVID-19.xxv
• A study from the National Commission on COVID-19 and Criminal Justice found that
domestic violence incidents spiked more than 8% nationwide in 2020 following
implementation of stay-at-home orders necessary to stop the spread of the pandemic. xxvi
The Economic Impact of ACEs
Research done prior to the pandemic found the total annual cost of ACEs in California to be
$112.5 billion, including $10.5 billion in personal health care spending and, $102 billion in years
of productive life lost due to early death and disability. These cost estimates include only the
ACE-attributable costs from eight health conditions including: cardiovascular disease, asthma,
arthritis, depression, chronic obstructive pulmonary disease, obesity, smoking, and heavy
drinking. xxvii
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Science that shows other exposures—such as exposure to racism xxviiiand discrimination or the
accumulative hardships of poverty—can also lead to the toxic stress response. We can
reasonably estimate that the actual economic impacts of ACEs are likely to be much greater—
especially post-pandemic.
A Path Forward: How California is Addressing ACEs and Toxic Stress & Improving Child & Youth
Behavioral Health
The good news is that we have a clear opportunity to mitigate or reverse the impacts of ACEs
and toxic stress and increase positive outcomes. Though there is still much work to be done to
understand the precise mechanisms of the toxic stress pathways, scientific consensus supports
two core principles: 1) early detection and early intervention can prevent and mitigate negative
outcomes, and 2) evidence-based interventions are healing.
ACEs Aware Initiative
In early 2020, the Office of the California Surgeon General and the Department of Health Care
Services launched ACEs Aware, a comprehensive initiative designed to train health care teams
about the harmful effects of ACEs and to offer evidence-based approaches for addressing toxic
stress.
Specifically, the state is offering a free two-hour online training and other materials that are
available to everyone to learn about ACEs and toxic stress. In addition, California’s Medicaid
health insurance program (known as Medi-Cal) is paying health care teams to screen their
patients for ACEs during their regular visits. Providers who self-attest to taking the free training
and conduct ACE screenings receive $29 in addition to their usual payment for a primary care
visit.
By screening for ACEs and responding with evidence-based, trauma-informed care, health care
teams can improve their patients’ health and also reduce the risk of intergenerational
transmission of ACEs and toxic stress.
The ACEs Aware initiative has made great progress toward its goals of training health care
clinicians and encouraging them to screen their patients for ACEs. To date, more than 17,600
health providers have taken the ACEs Aware training.
The initiative has awarded $45 million in grants to community-based organizations, local health
clinics, and social services programs to train health care providers and work toward building
effective Trauma-Informed Networks of Care.
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A Trauma-Informed Network of Care is a group of interdisciplinary health, education, and human
service professionals, community members, and organizations that support adults, children, and
families by providing access to evidence-based “buffering” resources and supports that help to
prevent, treat, and heal the harmful consequences of toxic stress.
Roadmap for Resilience: The Surgeon General’s Report on ACEs, Toxic Stress and Health
A key component of California’s strategy to reduce ACEs and toxic stress by half in a
generation is the recognition of toxic stress as a health condition that is amenable to
treatment and application of a rigorous scientific framework. As further outlined in Roadmap
for Resilience: The Surgeon General’s Report on ACEs, Toxic Stress and Health, xxix this approach
provides a strong foundation for cross-sector policy action to support a systems-level approach
to preventing and addressing ACEs and toxic stress.
The tools and strategies outlined below align with recommendations from the National
Academies of Sciences, Engineering, and Medicine and the Centers for Disease Control and
Prevention regarding how individual, social, community, and structural factors interact to
affect health through the life course.
California’s key evidence-based strategies to address ACEs and toxic stress are as follows.
• Cross-sectoral leadership and strategic coordination across state government. The CA-OSG
convened the ACEs Reduction Leadership Team, comprised of key state department
leadership, to promote a shared vision for preventing and addressing ACEs and toxic
stress, coordinate existing efforts, and jointly leverage new opportunities.
• Engagement with external stakeholders, experts, and leaders. The CA-OSG convened the
Surgeon General’s Trauma-Informed Primary Care Implementation Advisory Committee,
comprised of external stakeholders, leaders, and recognized experts from major
healthcare plans, philanthropic associations, nonprofits, local government associations,
research experts, patients, and professional associations representing physicians.
Subcommittees guide training, clinical implementation, network of care, and provider
engagement efforts.
• Investment in cross-sector programs and policies to prevent and mitigate ACEs and toxic
stress for children and families.xxx, xxxi California has expanded or strengthened: xxxii, xxxiii
o Services for caregivers and families with children through Home visiting (as
administered by CDPH and DSS) and Black Infant Health programs; xxxiv, xxxv
o Medi-Cal eligibility, including expanded coverage for eligible pregnant individuals
diagnosed with a maternal mental health condition and undocumented young
adults, xxxvi and the addition of a family therapy benefit;
o A cohesive planning process to improve early learning and care by creating the
Master Plan for Early Learning and Care and convening the Early Childhood Policy
Council; xxxvii, xxxviii
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•

o Economic support for families living in poverty by increasing maximum payments
through California Work Opportunity and Responsibility to Kids (CalWORKs); xxxix
and Paid family leave that is also job-protected. xl, xli
Assessment and expansion of best practices in trauma-informed, toxic stress-responsive
work across sectors:
o California completed environmental scans to assess the status of state and county
efforts to prevent and address ACEs and toxic stress across all sectors, to guide
future implementation efforts of ACEs Aware and related programs.
o CA-OSG seeks to enhance trauma-informed, toxic-stress-responsive training
quality and opportunities across sectors.
Public education: CA-OSG endeavors to raise public awareness about:
o How ACEs and toxic stress impact well-being,
o The structural and systemic conditions that can make ACEs and toxic stress more
or less likely to occur, and
o The critical buffering factors that can make all the difference for a child or adult
experiencing toxic stress, to prevent further harm and to break the
intergenerational cycle of transmission.

Future Investments Have a Critical Role to Play—Especially in Schools
The Governor’s proposed budget includes a $4 billion Children and Youth Behavioral Health
Initiative that would provide enhanced services to children and youth from birth to age
25. Services will be made available statewide, are evidence based, culturally competent, and
equity focused. The budget calls for $2.6 billion in the first year, with the remainder over five
years. The budget leverages a significant one-time investment to create tremendous opportunity
for long-term impact on Californian’s future community leaders. Among the recommended
actions include:
• Develop and support a Behavioral Health Service Virtual Platform that would provide all
children and youth (0-25 years old) with access to virtual behavioral health services and
interactive tools and supports.
• Enhance Medi-Cal benefits by adding more parent-child services, a model of providing
care to children in a family-based screening and treatment model.
• Expand the availability of school-based behavioral health counselors and coaches.
• Expand the overall behavioral health workforce to meet the needs of children and youth.
• Create a public education campaign to reduce the stigma on behavioral health needs and
encourage children and youth, and their families, to seek needed care before a crisis, and
to build a common understanding of ACEs and toxic stress.
As reflected in the Governor’s proposed budget, educational systems have an important role to
play in early detection and early intervention by collaborating and coordinating with trained
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health providers to ensure that children are screened and by providing interventions that are
appropriate for educational settings such as school-based mental health.
In addition, given the significant prevalence of ACEs in all regions, socio-economic and
demographic populations, trauma-informed training, practices and policies in the educational
setting are fundamental to ensuring that all children have the best opportunity to learn. This
includes establishing systems that enable safety, including predictable routines and social
interactions, a calm physical environment, transparent and predictable rules, having clear, nonpunitive consequences for violating rules, teaching social-emotional skills, participatory decisionmaking by students in school policies, and explicit family and community involvement, including
support for families on parenting or managing stress. xlii, xliii, xliv Restorative disciplinary practices
and school structures that support physical and emotional safety, the effective building of such
relationships, prevent re-traumatization, and optimize children’s cognitive and social-emotional
learning should be the norm.
Stable, safe, and nurturing relationships and environments are known to buffer the toxic stress
response. xlv Trauma-informed practices in schools involves ensuring all personnel are trained to
understand that ‘disruptive’ behaviors may be possible symptoms of toxic stress and respond
with compassionate, buffering care. xlvi, xlvii Programs to support vulnerable children and youth
can align with the six pillars of mitigating the toxic stress physiology, which include promoting
sleep hygiene, healthy nutrition, physical exercise, mindfulness, mental health interventions, and
supportive relationships. xlviii In addition, prevention of vicarious traumatization and supports for
educator well-being are essential elements for trauma-informed educational environments.
There is a natural alliance between the health and education sectors in responding to ACEs. xlix
Conclusion
The science is clear. Without intervention, the increases in ACEs and toxic stress will lead to
increased mental and physical health risks for our children. Change will require a coordinated
public health response involving public education, routine screening to enable early detection
and early intervention, and cross-sector coordinated care.
As we emerge from the COVID-19 pandemic, we cannot simply go back to “normal”, we must
build back healthier. California is well positioned to lead and set an important example
nationwide by prioritizing workforce training, public education, continual quality improvement,
dissemination of best practices, data reporting and utilization, and rigorous research and
evaluation.
The opportunity ahead of us depends on recognizing that mental health is health. The mind and
body are not separate and addressing the impact of childhood adversity is crucial for ensuring a
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trajectory of lifelong health. We have a roadmap to help guide us as we build back healthier and
it’s time to put into practice.
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