
The 6 PFs are research based in 
that when these  6 PFs are 
present, regardless of the 

number of risk factors present 
in the home, the likelihood of 

family dysfunction reduces and 
in exchange the rate of school 
readiness, children reaching 

optimal development and the 
strength of the family unit 

increases.  
 www,cssp.org/strengthening Families    Definition adapted from National Alliance of Children's Trust and Prevention. (2014)  



Six Core CYSCHN  
MCHB Outcomes 
1. Family Partnership 
2. Medical Home 
3. Early and Continuous 

Screening 
4. Adequate Insurance 
5. Ease of use of 

community based 
services 

6. Transitions 

• Parental Resilience 
• Social Supports 
• Knowledge of Child 

Development 
• Concrete Supports in 

times of need 
• Social-emotional 

Competence of the 
child 

 

Protective 
Factors 



The positive effect of having a family-centered medical home 
remained after adjusting for confounding factors, like household 
income, race/ethnicity, or health status. 
 
Children with two or more adverse childhood experiences were  
 
• 1.9X as likely to have problems getting needed referrals 
• 1.7 times more likely to experience problems getting needed 

care coordination 
 

Children who had adverse childhood experience but had care in 
a family centered medical home 
 
• Were more likely to exhibit resilience 
• Were less likely  to have a parent report they were always 

aggravated with their child 
 

Protective Factors – the Medical Home 

Bethell, C, Newacheck, P, Hawes, E, Halfon, N.  Adverse childhood experiences: assessing the impact on health and school engagement 
and the mitigating role of resilience. (2014)  Health Affairs Dec; 33(12);210-2016  



 
Dr. Nadine Burke Harris  
Center for Youth Wellness   
www.centerforyouthwellness.org 

 
 Screen – Counsel – Refer 

 ACE 0-3 with no symptoms – counsel 
 ACE 0-3 with symptoms, or ACE >4, Refer for treatment 

 Family -Centered Medical Home Model 
 Multidisciplinary team 
 Address social determinants 
 Specific counseling – exercise, mindfulness, other stress reduction 
 Treatment models to address trauma 

 Improvements:  school performance and attendance,  
                diabetes control, asthma control 

 

Protective Factors – Medical Home  

http://www.centerforyouthwellness.org/




Trauma-Specific Anticipatory Guidance 

WHAT YOU WILL SEE WHY IT OCCURS HOW FAMILY CAN RESPOND 

Traumatized children will respond more 
quickly and more forcefully than other 
children to anything they think is a threat. 

 

Traumatized children are more likely to 
misread facial and non-verbal cues and 
think there is a threat where none is 
intended. 

Areas of the brain responsible for 
recognizing and responding to threats are 
turned on. This is called hypertrophied. 

 

Brain does not recognize that this new 
situation does not contain the same threats. 

Do not take these behaviors personally. 

 

Helping the child understand your facial 
expression or the tone of your voice will help 
lessen the chance of the child’s behavior 
escalating in situations that otherwise do not 
seem threatening. 

Traumatized children need to be redirected 
or behavior may start to escalate. 

Responding with aggression will trigger the 
child’s brain back into threat mode. 

Logic centers shut down; fight, flight, or hide 
response takes over. 

Avoid yelling and aggression. 

 

Lower the tone and intensity of your voice. 

 

Come down to the child’s eye level, gently 
take hold of the child’s hand, and use 
simple, direct words. Give directions without 
using strong emotions. 

Children don’t always know how to say what 
they are feeling. It can be hard for them to 
find words. Often they are not told that how 
they feel is okay. 

Emotion and language centers are not well 
connected. Memory centers that hold words 
are blocked. 

Tell the child it is okay to feel the way she 
feels and to show emotion. 

 

Give the child words to label her emotions. 

AAP, 2013, Helping Foster and Adoptive Families Cope with Trauma 



Trauma-Specific Anticipatory Guidance 

WHAT YOU WILL SEE WHY IT OCCURS HOW FAMILY CAN RESPOND 

Traumatized children do not have the skills 
for self-regulation or for calming down once 
upset. 

Children have had to constantly be watchful 
for danger. Parts of the brain that keep us 
alert stay turned on, but the parts of their 
brains used for self-regulation and calming 
have not grown with the child. 

Develop breathing techniques, relaxation 
skills, or exercises that the child can do 
when getting upset. Praise the child for 
expressing feelings or calming down. 

 

Guide the child at first, then just remind the 
child to use his skills when you start to see 
the child getting upset. 

Traumatized children will challenge the 
caretaker, often in ways that threaten 
placement. 

Children come with negative beliefs and 
expectations about themselves (worthless, 
powerless) and about the caregiver 
(unreliable, rejecting). 

Children often reenact or recreate old 
relationships with new people. They do this 
to get the same reactions in caretakers that 
they experienced with other adults because 
these lead to familiar reactions. 

These patterns helped the child survive in 
the past, prove negative beliefs, help the 
child vent frustration, and give the child 
some sense of mastery. 

Give messages that say the child is safe, 
wanted, capable, and worthwhile and that 
you as the caretaker are available, reliable, 
and responsive. 

 

Praise even neutral behavior. 

 

Be aware of your own emotional responses 
to the child’s behavior. 

 

Correct when necessary in a calm 
unemotional tone. 

 

Repeat, repeat, repeat. 

 

Do not take these behaviors personally. 

AAP, 2013, Helping Foster and Adoptive Families Cope with Trauma 





   Family to Family  
       Parental Resilience, Concrete Supports and Social Connections 
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ACEs and High School Sophomores and Seniors  
  

      

  

Population  

Average  

Washington State determined 
that 13 out of every 30 students 
will have toxic stress from 3 or 
more traumatic experiences 
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 Trauma-Sensitive Schools- Trauma-informed  
 classrooms (Compassionate Schools) 

 “Children with toxic stress live much of their lives in fight, flight, or 
fright (freeze) mode. They respond to the world as a place of 
constant danger. With their brains overloaded with stress hormones 
and unable to function appropriately, they can’t focus on school 
work.  They fall behind in school or fail to develop healthy 
relationships with peers or create problems with teachers and 
principals because they are unable to trust adults.  Some kids do all 
three.   

 With despair, guilt, and frustration pecking away at their psyches, 
they often find solace in food, alcohol, tobacco, 
methamphetamines, inappropriate sex, high risk sports, and/or 
work and overachievement.  They don’t regard these coping 
methods as problems.  They see them as solutions to escape from 
depression, anxiety, anger, fear, and shame.” 
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   Trauma-Sensitive Schools- Trauma-informed classrooms              
                        Compassionate Schools 

 “It all boils down to this: Kids who are 
experiencing the toxic stress of severe 
and chronic trauma just can’t learn...   

            It’s physiologically impossible.” 

 In trauma-sensitive schools, teachers 
don’t punish a kid for “bad” behavior– 
they don’t want to traumatize an 
already traumatized child.  They dig 
deeper to help a child feel safe.  Once a 
child feels safe, she or he can move out 
of stress mode, and learn again. 



www.handlewithcarewv.com 
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Community  Approaches to Mitigating Toxic Stress 

www.floridatrauma.org 

National Center for the Science of the Developing 
Child: Resilience game 



 

 

 

Community Approaches to Mitigating Toxic Stress 

Health Federation of Philadelphia 
National Summit on ACEs 2013 

Alberta, Canada 
Arizona 
Camden, NJ 
Iowa 
Maine 
Philadelphia, Pa 
Tarpon Springs, FL 
Dalles, Oregon 
Walla Walla WA 

www.cdc.gov 



Louisville, KY – Louisville-Metro Health Dept and partners 
- Used existing data to develop the case 
- Applied for grant from Foundation for a Healthy Kentucky  

 (chronic disease prevention) 
- Choose curriculum from NCTSN 
- Piloted in a high needs elementary school 

- Trained all staff – admin, teachers, food service, bus drivers, 
office staff, others 

- Students participate in one of three levels 
- Engaged parents in activities and training 
Engaged Community Out of School Partners 
 have trained over 1000 our OSP staff 
 working to add trauma-informed training to OSP certification 

 



Take Home Messages 
 Exposure to violence/trauma is the single most prevalent risk factor 

for children today. 
 

 Adversity is necessary for life and learning;        
toxic stress disrupts life and learning 
 

 CSHCN are disproportionately affected by adversity. 
 

 Relationships are necessary for Resilience. 
 

 The lifelong toll of unaddressed Adverse Childhood Experiences is a 
[perhaps THE] major cause of death and disability in adults. 

     Opportunities to intervene begin in childhood. 
 

 Knowing what we know, we can do better in preventing, mitigating, 
and treating toxic stress, and building protective factors and resilience 
with Kentucky families. 

 



Questions for Discussion 

1. What is the role of the Commission for Children 
with Special Health Care Needs in reducing 
Adverse Childhood Experiences for  CCSHCN 
families? 
 

 
1. Identify 3 things communities can do to break the 

cycle of substance abuse and reduce adverse 
childhood experiences for infants who 
experienced neonatal abstinence syndrome? 


