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This article was written at the University of Rochester Medical Center, and the Discussion section of the near-final draft is shown below. The final paper was published in the journal Pediatrics [Pediatrics, 2022. Mar 1;149(3): e2021051174. doi: 10.1542/peds.2021-051174.] In 2021, Ms Steen was an undergraduate student, Ms Raynor was Associate Dean, Miner Libraries; Dr. Baldwin and Dr. Jee were pediatric faculty members in the Division of General Pediatrics. 

Note: Dr. Baldwin wrote the editorial comments. Paragraph numbers have been added to clarify references to the text in the Editorial Comments. Abbreviated versions of Table 2 (from Results) and the Appendix table are included, to make the Discussion more meaningful.
        After the article, you will find an example of an Author Response to Reviewers Table, used when we resubmitted this article of Pediatrics (with significant modifications). I think the table will help you navigate the process of revising a paper for resubmission, which is discussed at the end of Module 4. 

Discussion

1. This systematic review includes 51 studies published between 1979 and 2021 that describe curricula on adverse childhood experiences (ACEs), trauma-informed care (TIC) and child maltreatment that were taught to health professional practitioners and trainees. The curricula varied widely in breadth, duration, and quality. Three-quarters of these English-language studies were conducted in the United States. Our original hypothesis, that few teaching interventions would be published, was confirmed only for the years prior to 2011. Three studies matched criteria in the period prior to 2001, 59, 68, 69 two studies matched between 2002 and 2005, 60, 73 and three studies matched between 2006 and 2009.61, 74, 78 However, eligible publications accelerated in the following decade. A total of 20 curricula about TIC/ACEs were taught to medical professionals after 201120-23, 25- 26, 28-30, 35-38, 42- 43, 46, 49, 51- 52, 58 and a total of 10 curricula were taught to students after 2017.27, 34, 39-41, 44, 45, 47, 48, 50

2. Terminology for ACEs changed considerably over time, and this may in part explain our failure to find many articles prior to 2000 that met our criteria. We found 20 studies focused on teaching about specific kinds of child trauma (e.g., child abuse, domestic violence/interpersonal violence (DV/IPV), parental physical punishment).59-78 Only after 2011 did studies focus on teaching broader principles of ACEs and TIC, reflecting publication of the ACEs studies by Felitti and associates from 1998-2006.1-6

3. Initially, studies of ACEs fell under the purview of adult medicine and ACEs were described as a “chronic health morbidity,”1 because Felliti’s early ACE studies were based on adult recall of experiences in childhood, and health consequences later in life. These publications were groundbreaking because they led the field to understand that “trauma” in children extends beyond physical injury to psychological stress,20 and that these stressors have lifelong effects. More inclusive perspectives on child trauma have developed along with growing recognition of the importance of social determinants of health to child and adult wellbeing.79,80

EDITORIAL COMMENTS ON PARAGRAPHS 1-3: The first 3 paragraphs of this discussion section offer a broad view of the review’s findings, proceeding from the general to the specific. At the broadest level, ¶ 1 provides data on the number of publications that fit search criteria, geographical distribution, and curriculum variability. Only 8 of the 51 studies identified were published before 2011, while 30 ACE/TIC curricula were delivered to health professionals and students after 2011.

¶ 2 addresses the small numbers of papers that met criteria prior to 2011. Although the authors had hypothesized that few studies on child abuse were published prior to 2000, they argue that this finding was the result of terminology changes around child trauma after Felitti’s groundbreaking studies of ACEs (1998-2006, refs 1-6). The term ACE was not in use before 1998. 

¶ 3 goes beyond the numbers to explore essential changes in conceptions of child abuse after the Felitti studies. Hence the review of articles across the 1998-2006 timespan sampled professionals’ understanding of child abuse during a period of profound change. The final sentence of the paragraph pushes the commentary beyond curricula on ACEs and TIC to include social determinants of health.  This sentence sets the stage for ¶s 6 and 7, which address new topics critical to ACEs that were emerging at the time of publication of this article (2022).

4. Teaching interventions for health professionals were more likely to be optional workshops of 2-8 hours, compared to multi-session learning opportunities for students, often embedded within semester-long courses. This difference reflects the real-world challenge of finding time for continuing education for health professionals in busy clinical practice. The findings reinforce our prior work showing the challenges of teaching practitioners about TIC in clinical settings.20 

5. We identified 10 curricular exemplars21-30 that represent a variety of instructional designs targeting students, residents, and practicing health professionals. These are potentially useful models that demonstrate excellence in curriculum planning (C5,6,8,9), robust teaching methods (C1,2,4,5,7,8), and/or development of strong evaluation tools (C1,3,5,8,10). Embedded in Table 2, readers will likely find several interesting resources worth studying in more depth in the original publications. [Below find 3 of the 10 curricular listings in Table 2.]

EDITORIAL COMMENTS ON PARAGRAPHS 4-5 and Table 2: These two paragraphs move on to discuss educational topics relevant to the systematic review. Although one might argue that only 2 paragraphs that are specifically about the curricula reviewed are minimal, these paragraphs are extensively supplemented by 4 tables: 
· 2 tables describe the 51 curricula for medical professionals (n=33) and students (n=18), including location, primary focus, targeted learners and a description of the intervention (not included here, see published paper). 
· A robust table named “Detailed Evaluation of 10 Exemplars of ACE/TIC Curricula Using GNOME and Kirkpatrick Frameworks,” (excerpt below) provides a description and evidence-based evaluation of 10 exemplary curricula that are diverse with respect to educational methods and targeted learners. These curricula are evaluated rigorously, using validated criteria, and the authors offer considerable detail about educational implementation and quality, as well. The exemplar table intentionally includes a diverse set of curriculum models for use by readers from different settings and with different kinds of learners. 
· An Appendix Table provides an educational criterion-based evaluation of 30 post-Felitti curricula that focus on TIC and ACES (excerpt below). 

Although tables do not talk about curricula in the way a narrative can, the authors used these robust tables effectively to fit a large amount of information into the paper while still staying within the word count. As the creator of Table 2 and the Appendix Table, I will add that the editor of Pediatrics asked us to add detailed curriculum evaluations to the paper, as a requirement for resubmission. Meeting this requirement was laborious, but worth the effort!

¶ 4, the authors chose to focus on the larger amounts of time devoted to teaching health professional students about child adversity, compared to less time for residents and practicing health professionals. This is a valid point, but the exemplary curricula described in Table 2 are not brief. They were developed around demanding educational activities that required a few hours to a full day, sometimes with added sessions beyond a single day. Inclusion of longer interventions for exemplary curricula very likely contributed to their quality.
 
¶ 5 briefly describes the exemplary curricula in Table 2, discussed above.
         
	EXCERPT OF Table 2: Detailed Evaluation of 10 Exemplars of ACE/TIC Curricula Using GNOME* and Kirkpatrick Frameworks**

	
     Article
	
Learners and Activity
	Curriculum Quality Scale:
0= missing  1=low   2=moderate  3=high  4=very high

	
	
	G=Goals
Address problem identified in literature, scope fits learners, setting
	N=Needs
Needs assessment of learners drives choice of content, methods
	O=Objec-tives
Specific, measur-able, evaluable, targeted to learners
	M=Methods
Objective-based, learner-centered: varied strategies, active, interactive; critical thinking
	E1=Learner Evaluation
Objective-based, valid, reliable, feasible; feedback to learners
	E2=Curricu-lum Evaluation
Objective-based; multiple data sources; Kirkpatrick’s 4 levels

	1. Dubowitz et al., 2011 
	95 peds MDs, NPs (18 practices)

4hr small group sessions + boosters
	Quality: 3
Improved KSA, comfort, practice (screening behaviors)
	Quality: 3
Literature + individual surveys of previous training & experience 

	Quality: 0
No mention

	Quality: 4
SEEK model: 4 hr small group disc of 4 targeted problems; booster sessions every 6 mo; Parent screening tool and handouts; social worker support
	Quality: 4
Health Prof Q (5 vignettes) SR KSA &  practice 0, 6, 18, 36 mo; Observ of 3 checkups 0 vs 24 mo; record review of screening at 24 mo (vs baseline) 
	Quality: 4 
RCT (interv vs control: 
 practice-based competence)
K1 and K4: none 
K2: HPQ 
K3: observ & record review 

	3. Helitzer et al., 2011
	27 primary care IM & FM MDs, PAs, NPs 

Full day training + 2 optional workshops
	Quality: 3
Increase efficacy & effective-ness of communi-cation training on screening,  discussion of high risk  behaviors  
	Quality: 1
Collective needs asmt, based on literature only 
	Quality: 0
But implied by 21-item coding system
	Quality: 4
Full-day training w/ lecture and taped SP interactions w/ feedback; 2 optional workshops on reflective writing for pts, and motivational interviewing
	Quality: 4
Roter Interaction Analysis System (RIAS) used to code pt-centered commun-ications. 
Asmt in video-taped SP interactions at baseline.
Audiotaped risk asmt of annual med visits w/ real pts @12, 24 mo 
	Quality: 4
RCT (interv vs control: large  communication skills &  pt centeredness scores) when groups were evaluated immediately, and post 6 & 18 mo  
K1: participant comments
K2 and K4: none
K3: videotapes SP interactions & audiotapes of real pt risk asmt 

	4. Knox et al. 2013

	89 MS1 students

9 mo elective w/ adolescent focus
	Quality: 2
Improve accuracy in identifying and making decisions about child maltreatment
	Quality: 4
Lit based, self-asmt re preparation; pre-curr vignette scale eval (see Learner Evaluation)
	Quality: 0 
No mention

	Quality: 4
Over 9 mo: 
didactics (8hr)
small groups (4-8 hr)
pt observ (9 hr)
pt case (8 hr)

	Quality: 3 
SR perceived preparation pre-curr
SR 4-vignette scale w/ 2 Y/N questions: was child maltreated? would they report? 
	Quality: 3 
Comparison study at K2 level only (n=89 vs 49) 
K2: vignette scale SR evals:  pre vs post




* GNOME Curriculum Framework: Goals, Needs, Objectives, Methods, and Evaluation of 1) learners 2) curriculum 
** Kirkpatrick’s 4 Levels of Evaluation: 1= Reaction, 2= Learning, 3= Behavior, 4= Results 
Abbreviations: Q= questionnaire; KSA= knowledge, skills, attitudes;  Asmt= assessment; SR= self-report 




Excerpt of Appendix Table: Evaluation of 30 Selected ACEs-TIC Curricula
 Using the GNOME* and Kirkpatrick** Frameworks

Note: I have reduced this table from 30 to 5 curricula.

	CURRICULUM
SOURCE
	G Goals

	N Needs
	O
Objectives
	M
Methods
	E1
Evaluation of Learners
	E2
Evaluation of Curriculum
	Kirkpatrick
Levels 
(K1-K4) 
	KEY STRENGTHS

	
	Quality levels: 0= not described  1=low   2=moderate  3=high  4=very high
	

	1. Dubowitz
2011
	3
	3
	0
	4
	4
	4
	 K2,3
	RCT, well-developed SR survey at 0,6,18,36 mo; observation of check-ups, chart review of screening

	2. Feigelman 2011
	3
	3
	0
	4
	4
	4
	K 2,3,4
	RCT, screening tool, well-developed SR survey at 0,6,18 mo; chart review; Parent Satisfaction Q

	3. Helitzer 2011
	3
	1
	0
	4
	4
	4
	K1,3
	RCT, taped SP encounters w/ RIAS# coding at 0,6,18 mo; audiotaped pt risk asmt

	4. Pletcher, 2019
	3
	1
	3
	3
	1
	2
	K1,4
	MEP, Good short example of student curriculum; practice tools; K1: strong

	5. Jee, 2020
	2
	3
	3
	1
	2
	1
	K2
	NA well done: focus group interviews; K2: pre-post surveys, interviews, key finding: compassion fatigue



NOTE: The 30 curricula described this table [only 5 in excerpt] were chosen from the original 51 selected in our systematic review, based on the following criteria: addressed broad topics of ACEs, TIC, and/or child maltreatment, and were published after publication of Felliti et al.,1998.
* GNOME Curriculum Framework: Goals, Needs, Objectives, Methods, Evaluation of 1) learners 2) curriculum (Roberts et al., 1994)
** Kirkpatrick’s 4 Levels of Evaluation: 1= Reaction, 2= Learning, 3= Behavior, 4= Results (Kirkpatrick and Kirkpatrick, 2006)
# RIAS = Roter Interaction Analysis System to evaluate patient centeredness scores (ref Helitzer)
Abbreviations: Curr= curriculum; SP= standardized patient; Pt= patient; SR= self-report; asmt= assessment; MEP= MedEdPORTAL; KSA= knowledge, skills, attitudes; Q= Questionnaire; NA= needs assessment

6. In this rapidly changing educational field, some important new topics for teaching about child adversity were not fully covered in the curricula we reviewed. Looking forward, teaching about TIC is now beginning to focus not only on treating pathology, but on building resilience. Among the 51 studies, only seven reported addressing this important topic.50 The American Academy of Pediatrics (AAP) Pediatric Approach to Trauma, Treatment and Resilience (PATTeR) curriculum81 is providing continuing medical education in multi-session case-based interventions that teach “how kids and caregivers can be supported to promote resilience through attachment, regulation, and efficacy.”16 Innovative programs by the National Child Traumatic Stress Network82 as well as the AAP81 are teaching primary care providers to reconceive relational approaches to pediatric care to promote resilience as well as respond to trauma. Another perspective that is emerging in educational practice and in the literature is the concept of secondary traumatic stress, or compassion fatigue, conditions that afflict medical professionals who care for traumatized children.20 Two nursing curricula in our study address this issue in detail,48,45 along with Jee et al.’s curriculum for pediatric residents,20 and Schmitz et al.’s curriculum for pediatricians.29

7. The ACE studies of Felitti and colleagues heralded a new era in conceptualizing child adversity. Built on this foundation, newer interpretations of ACEs relate trauma to more broadly defined social determinants of health, such as food insecurity, community violence, poverty, housing instability, structural racism, environmental blight, and climate change. We found only one article that addressed social determinants of health,40 but more will follow. These newer approaches to framing the social circumstances that shape children’s health and drive health disparities are rapidly advancing the field of child adversity.83 We recommend that medical educators who teach about child trauma take a broad view, including the origins of trauma across a child’s life, and following its impacts on health across the lifespan.

EDITORIAL COMMENTS ON PARAGRAPHS 6-7: These two paragraphs consider content limitations among the 51 articles. This is a powerful entrée into a discussion of ways to improve health education, and thereby health practice, to improve the lives of traumatized children. The senior author is passionate about this subject.

¶ 6 points out that only 7 papers addressed the new and evolving topic of building resilience in children, not only treating their pathology. Curricula around resilience are under development by national organizations, particularly the AAP, but are not yet published. Another topic, compassion fatigue among health professionals who care for traumatized children, is discussed in 4 articles. More publications in these areas are a priority.

¶ 7 makes a major argument for the new and broader conceptions of child adversity that have evolved out of Felitti’s studies of ACEs. Social determinants of health, although discussed in only one article in the review, are now recognized as a key element of community-based health and prevention, but may not yet have pervaded the child trauma prevention world. The authors aim to expand our view of this concept, listing several out of many facets of social determinants of health that prevail in poor communities. The conclusion of this paragraph is powerful, in my opinion: we are asked as educators to teach not only about isolated evidence of child abuse, but also about the early origins of trauma and its long-term impact on a child’s life.

Clinical Implications
	
8. This systematic review reveals a steady growth in curricula that teach health professionals to understand and care for children who have experienced trauma. The identification of ACEs has deepened and broadened our understanding about how trauma affects humans in early development, when their vulnerability is greatest. It has also led us to focus our attention on the effects of social determinants of health on child development. These new insights are rapidly being incorporated into health professional training.

9. Emergence of the discipline of TIC has also been revolutionary, establishing best practices for child screening and treatment, and identifying secondary traumatic stress in providers who treat child trauma. Effective teaching about TIC should be both patient-centered and provider-centered. Health professionals need to be mindful of how their own history and reactions to trauma affect the care they provide.84 Moreover, pediatric providers need to learn to exercise caution in screening children for ACEs, to avoid creating a self-fulfilling “expectancy effect” that labels a high-risk child as likely to have poor outcomes.85  Screening for ACEs, the focus of most of the curricula in our review, is critical,85, 86 but curricula need to go further to emphasize resilience training as well.87 

EDITORIAL COMMENTS ON PARAGRAPHS 8-9: By convention, the Clinical Implications section is not given the latitude of the Conclusions section to express the opinions of the authors. It is usually about application of the paper’s findings to improvements in the care of patients. This section addresses this goal, but the authors are clearly mixing their interpretations of their findings with strong recommendations about what to include and what to avoid in future curricula. 
 
¶s 8 and 9 extend beyond the content of the reviewed papers to discuss new approaches and methods. The authors give credit to important developments in understanding child trauma that are only now getting into the published literature. In particular, broadening and clarifying the definitions of ACEs, their causes, and their treatment have created real progress; better identification of causes should lead to improved interventions. A sound discussion of these topics in new publications should provide a strong approach to making TIC interventions more accessible to children.

¶ 9 applies these considerations to the care providers, who are often not considered in discussions of the children they treat. The paragraph proceeds into this territory with vigor, reminding the reader that screening children for ACEs, while needed, can sometimes lead to a negative “expectancy effect” that can label poor and minoritized children as potential victims heading for trouble. Building resilience is a far more beneficial intervention for these children than unintended stigmatization.

Strengths and Limitations

10. A strength of this study was that we conducted this systematic review with the guidance of a medical librarian [JR] and followed PRISMA guidelines. Searches unrestricted by publication date allowed us to track major changes between 1979 and 2021 in the way professionals are taught to deal with child trauma. We examined changes over time in the content of the curricula, and identified and evaluated their quality using well established educational criteria. 

11. Changes in the terminology for child trauma complicated our evaluation of trends in educational content over time, and may have led to missed studies. Another limitation of this study is that we included only published English language studies, most conducted in the US, so generalizability of the review to other parts of the world is limited. Moreover, the explosion of academic publications in recent decades has hampered interpretation of frequency estimates as a marker of evolving interest in child trauma.

12. Finally, evaluation of educational curricula requires judgment in the application of best-practice criteria; our quality assessments, although conducted by an educational veteran (CB), are intended to serve as a well-informed guide rather than a definitive test of excellence. In addition, although we included MedEdPORTAL as a key resource for peer reviewed publication of medical education curricula, many teaching interventions are not published. We found but omitted from the review many non-peer reviewed and unpublished curricula on child trauma, e.g., workshops at national meetings, conference proceedings, webinars, websites, and toolkits. Such curricula would provide a more complete picture of how child trauma is taught to medical professionals, but they are difficult to replicate without evaluation and peer review. 

EDITORIAL COMMENTS ON PARAGRAPHS 10-12: I appreciate that this section, instead of focusing only on limitations, combines strengths and limitations. This is often a good strategy, because a limitation seen from one perspective is frequently a strength seen from another. For example, changes over the decades in child abuse terminology certainly complicated our retrieval of articles based on keywords; however, the changes likely reflect significant changes in attitudes toward child trauma as our culture slowly migrated from acceptance of corporal punishment to recognition of the lifelong effects of ACEs on developing children.

While ¶10 focuses on strengths, ¶11 is careful to acknowledge weaknesses: in particular, that a review over several decades can be complicated by changes in practice and in terminology. That limitation certainly applies to this study. Despite the inclusion of a broad set of search terms, it remains unclear how the care of abused children was practiced prior to 1990. The language used to describe this practice has clearly changed. However, the changes in terminology that occurred after the Felitti studies are clearly real, and likely reflect modification of attitudes as well as practice. The exclusion of non-English language articles certainly limits generalizability, but given the complexity of terminology changes over time, just in the English language, I expect most readers can be forgiving here. Likewise, the publication explosion is real and relevant, but unavoidable. Hence we are well advised to put limited trust in estimates of the frequency of specific changes over time. 

¶12 is about educational limitations in the study. You probably recognized that the “educational veteran (CB)” is yours truly. I am comfortable admitting that curriculum evaluations lack the validity of laboratory tests. However, we did apply the best methods available to educators for this task. The second concern discussed, the wide use of unpublished curricula, is a very valid limitation, and one related to the first one. Because educational interventions and outcomes are often not carefully evaluated, and rarely (if ever) definitively evaluated (by laboratory standards), many educators are disinclined to publish reports of their efforts. Moreover, educational grant support is quite limited, and publication opportunities are much more restricted than those available for reports in the many fields of scientific investigation. Given these realities, for most teachers, the first priority is to educate their learners well, not to prove this to the world. 

Exclusion from this systematic review of non-peer reviewed and non-published educational interventions is in my view fully defensible, as a strategy to protect the better validated parts of the article from the weakening effects of non-peer reviewed material. In the world of education, we do our best to employ well-tested and documented methods, but we do not claim to have achieved perfection in evaluation. I am happy to disclose, with regard to this article, that I followed the advice of the Pediatrics editor when I greatly expanded the educational analysis of our 51 curricula before the article’s successful resubmission. Table 2 and the Appendix table (which you see here in abbreviated form) are the result. In my subjective view, this change made the study more interesting, and I hope more informative to those who want to apply our findings in their own settings.

Conclusions   

13. In a literature search over 5 decades, we found an emerging and later rapidly expanding interest in child adversity; after 1998, a broad emphasis on ACEs and TIC was apparent. Applying a critical framework to evaluate these published resources may encourage the development of new medical curricula on child trauma. Access to sound models should help educators select well-designed, peer reviewed curricula to build on the work of their predecessors. Good teaching, in turn, will give the next generation of health care professionals foundational knowledge to address ACEs proactively and implement effective TIC to improve the lives of children. In the future, exemplary curricula should address the broad health impacts of childhood trauma and teach proven strategies to proactively improve health, particularly by building children’s resilience. We need to develop providers who have the knowledge, attitudes and skills required to identify and treat ACEs early in life, when further trauma may be prevented. 

EDITORIAL COMMENTS ON PARAGRAPH 13: The conclusion is the section of an article where the authors are given the most freedom to express their opinions. This conclusion is consistent with those expectations, and also nicely ties together the main topics of the discussion. We (the authors) hoped the paper would lead to more and better curricula to teach health professionals about ACEs and how to use TIC to improve the lives of children who have experienced ACEs. The conclusion argues that teaching about resilience, a relatively more recent element of trauma informed care, has good potential to help children overcome the effects of ACEs.  The paper ends by emphasizing the educational importance, not only of Felitti’s studies of adult recall of child adversity, but of new studies extending this research into childhood, when timely detection of adverse experiences may lead to effective prevention.

    NOTE: For authors’ response to reviewers, see page 12. 
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Authors’ Response to Reviewers 

Child Adversity and Trauma-Informed Care Teaching Interventions: 
A Systematic Review

Note: To make this response form useful for Module 4 readers, I have selected the most instructive reviewer comments and author responses; the original table was 20 pages long! I eliminated a third column that referred to the page/line numbers for relevant revisions in the text. 

The reviews are from the journal Pediatrics, which published the paper after revisions. We now use a Response to Reviewers table like this for all of our resubmissions.
	REVIEWER 1 COMMENTS
	AUTHORS’ RESPONSES

	Criteria for eligibility for review: There is an article of potential relevance for this review by Helitzer et al, 2011. They conducted workshops with health professionals on adverse childhood events, focusing on communication skills. Their abstract doesn’t mention ACEs, but their key words do. Moreover, ACEs were a focus of the training and evaluation. This article engendered the question about how abstracts were screened.
	Thank you for bringing this important article to our attention! It was not captured in our search because the authors used the keywords ‘adverse childhood event’ not ‘adverse childhood experience.’ According to the National Child Traumatic Stress Network and the Centers for Disease Control and Prevention, the correct term is ‘adverse childhood experience”.11*
Nonetheless, we did not want to exclude articles that belonged in the review, so we conducted a hand search using the term ‘adverse childhood event’, which yielded 11 studies, among which, only Helitzer et al, 2011, met our other inclusion criteria.  The Helitzer article is excellent and is now included among our 10 exemplars. Thank you for helping us to find it! 

	Curriculum Evaluation, Results: 
This section currently has two statements indicative of assessment of the quality of the evaluation and/or study outcomes at the beginning of the section and at the end of the section. It is recommended that this assessment derive from a focused research question:
1. lines 195-196 “Many studies…asked learners to evaluate the educational experiences and responses were nearly always positive”
2. lines 215-217 “The number of multidisciplinary teams that conducted screening, management and/or referral…increased from 4 to 14…”
	We appreciate this suggestion. The objectives of this paper are articulated as follows in Introduction: “This review aimed to: (1) identify studies that address teaching health professionals about ACEs and TIC, and (2) describe studies by intervention content and type, targeted learners, and quality of teaching methods and curriculum evaluation, in order to provide useful resources to educators.”  We believe that these aims are an adequate substitute for a research question in this kind of paper.
Quality analysis of the published curricula is addressed systematically in this revised paper. Learner satisfaction (Kirkpatrick Level 1) is now included in the quality analysis described in Table 2 (10 exemplary studies) and the Appendix (30 studies) (see columns in both tables for Evaluation of Curriculum). The number of teams that conducted screening, etc. as a component of Curriculum Evaluation at Kirkpatrick Level 3, is also presented in Table 2 and the Appendix table. 

	Results: Number of publications about childhood trauma: Lines 239-240 provide results showing ACEs and TIC teaching becoming more common. Please identify what studies comprised the numerators and denominators of “n=19/33” and “n=10/18”, and please assist readership in identifying how this aligns with relevant components of the rationale (e.g., definition of constructs, hypothesis formulation) and methods (e.g., inclusions/exclusion criteria)
	Thank you for this suggestion. We have clarified that all studies of curricula for health professionals are summarized in Table 3, and all those that exclusively target students are described in Table 4. We intentionally divided the tables in this way because the learning environments for student-only curricula differ from those of curricula for health professionals, as discussed in Results.
We have addressed the chronological evolution of teaching about ACEs and TIC in Discussion and have organized studies chronologically to reflect the increasing prominence of teaching on ACEs and TIC in recent years. In Discussion, we state: “Only after 2011 did studies focus on teaching broader principles of ACEs and TIC, 5, 6-7 reflecting publication of the ACEs studies by Felitti and associates from 1998 through 2006.8,9,12,13,14,15 We addressed these secular trends as follows: “Three studies matched criteria prior to 2001, and 5 between 2002 and 2005, but eligible publications accelerated in the following decade. A total of 27/51 curricula about TIC/ACEs were taught to medical professionals after 2011 and medical students after 2016.”

	Table 2: Please revise to provide consistency in level of detail on intervention description, specifically the content of the intervention and the instructional methods. For example, the intervention description some studies (e.g.,Berger, 2002; Palfrey 2019, etc.) do not provide information on the intervention content, only the method, whereas this information is provided for other studies (e.g., Showers, 1991; Agirtan, 2009).
	Thank you for this comment. Original Table 2 and 3 are now numbered 3 and 4. We agree that it is important to provide consistency in the level of detail provided for the intervention descriptions. Tables 3 and 4 have been reformatted and revised considerably to improve consistency. Separate columns describe Targeted Learners and the Intervention. 
In the original Tables 2 and 3, a final column on curriculum evaluation was removed because this topic is more thoroughly presented in the Appendix and Table 2. We have tried to avoid redundancy between Tables 3 and 4, which focus on who and what was taught by the 51 curricula, vs Table 2 and the Appendix, which focus specifically on curriculum quality.  

	REVIEWER 2 COMMENTS
	

	My major critique is the authors miss an opportunity to go beyond simply reporting the Kirkpatrick levels of learning that is obtained/measured as part of the training, to actually discuss and review the quality of the trainings, the component of effective trainings, and what would be the core elements from the extant literature around how to best teach trauma informed care to health professional students and staff. To merit publication in such a prominent journal such as Pediatrics, I would like the authors to consider taking this next step in
critically assessing the quality of the interventions.
	Thank you very much for this comment.  We have completely revised the curriculum analysis section of Methods and Results. Please see response to Reviewer 1 regarding the rationale for our new approach, which closely follows your suggestions. The scope of the paper precluded an extensive review of all 51 papers with respect to curriculum quality. We therefore adopted a selective approach that provides readers with useful information and a manageable group of high-quality models to study and potentially emulate. (See more below.)


	Given the relatively small number of studies that ultimately were chosen for the review, could the authors say more about the specific goals and content of the trainings that were described beyond the larger areas of abuse, domestic violence, or TIC? Are there common themes or topics that are being presented? Is there a way even more generally to parse the topics into etiology, pathologic and protective processes, detection, treatment, for example? Is there any way to say what the right balance is for these topics in relatively brief trainings?
	We appreciate the reviewer’s interest in adding depth to this paper. Following the suggestions of reviewers 1 and 2, we have expanded the paper to include a more in-depth analysis of the quality of reported curricula. For this analysis, we identified 30 papers that addressed the broad areas of ACEs, TIC, or child maltreatment and were published after Felitti et al, 1998. We then completed a detailed review of the essential elements of the 30 curricula described, as explained in Methods, In-depth Analysis of Curriculum Quality, and Appendix. From the 30 studies, we chose 10 that our curriculum analysis showed were high quality educational interventions and exemplified a variety of teaching methods for a range of targeted learners, see Table 2. In sum, our approach to expanding the focus of the paper took the direction of deepening the curriculum analysis, rather than parsing topics based on medical categories. 


*  Our apologies: The reference citations in this table match a previous version of the reference list.
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