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        Governor 
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    Lt. Governor 

  
 
 

ALLISON BLAKE, PH.D., L.S.W. 
                Commissioner 
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Dear Friends, 
 
To support children and families challenged by post-Superstorm Sandy stress, the New 
Jersey Department of Children and Families and the American Academy of Pediatrics – 
New Jersey Chapter partnered to create the Pediatric Partnership Initiative (PPI).  This 
partnership provides special training for New Jersey pediatricians and family practice 
physicians. 
 
Thanks to the Christie Administration’s allocation of more than $1 million in Social 
Services Block Grant funds to the PPI effort, physicians are being taught how to help 
patients manage post-storm stress, provide psychological first aid, recognize and 
intervene with families in distress, and access and refer families to community 
resources. 
 
The stress many families are facing in the aftermath of Superstorm Sandy can be 
especially toxic to children, increasing the likelihood of disease and cognitive 
impairment.  To prevent this, it’s important that physicians identify signs of stress in 
patients before families suffer further and healthy childhoods are compromised. 
 
Our department is proud to partner with NJ AAP to help protect children and families 
from harmful and destructive stress.  For us, the work of dedicated partner organizations 
like NJ AAP is critical to our mission to ensure a better today and an even greater 
tomorrow for every individual we serve. 
 
Warm Regards, 
  
 
  
  
 
Allison Blake 
Commissioner 
New Jersey Department of Children and Families 
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“I loved the Learning Collaborative, loved the materials, and was 
very impressed by the curriculum. I loved the Survey of Wellbeing of 

Young Children [screening tool] and have already printed it out and given it 
to the practice’s lead doctor. I’m planning to use it myself with all of my well 
child visits, which include children whose families were affected by Superstorm 
Sandy.” 

Southern Ocean Medical Center, Ocean County

The Pediatric Partnership Initiative is comprised of several learning 
opportunities for pediatric and family practice providers who serve 

children and families in communities that were hardest hit by Super 
Stormsandy (i.e., those in Atlantic, Bergen, Cape May, Cumberland, 
Essex, Hudson, Middlesex, Monmouth, Ocean, and Union Counties 
in New Jersey).  Featured clinical content experts include physicians 
Steven Kairys, MD, MPH, FAAP; David J. Schonfeld, MD, FAAP; Manuel 
Jimenez, MD, MS; Elizabeth Susan Hodgson, MD; and Colleen A. Kraft, 
MD, FAAP among others.

Through hospital Grand Rounds and Business Meetings, Office-
Based Sessions, and Learning Collaboratives, providers participate 

in educational opportunities designed to support children and families 
dealing with toxic stress from adverse childhood experiences.  With 
funding through the Social Services Block Grant – Disaster Recovery 
(SSBG-DR) provided by the Administration for Children and Families, 
New Jersey Department of Children and Families and New Jersey 
Chapter, American Academy of Pediatrics have partnered to support 
pediatricians, family physicians and other health care providers as they 
care for patients and families recovering from the impact of Sandy.  PPI 
offers participants, at no cost to them, information on how to:

•	 			manage	Post-Sandy	stress;
•	 			provide	psychological	first	aid;
•	 			recognize	and	intervene	with	children	and	families	in
      distress; and
•	 			access	community	resources	to	which	they	can	refer
      children and families in their care.

 
These educational opportunities have been phased in across 

the ten most impacted counties.  

Please refer to the back cover of this publication 
to learn about opportunities in your county.

Contact any PPI Team member at (609)842-0014.

About the Pediatric Partnership Initiative (PPI)
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Find PPI Program Information Here                    http://bit.ly/1rd9eCV

*View 
PPI webinars here:

http://bit.
ly/1ElvVPw

Webinar Title Speaker Date & Time

Connecting with Patients and 
Families

David J Schonfeld, MD, FAAP                                              
Pediatrician-in-Chief, St. Christopher’s Hospital for 
Children; Chair, Department of Pediatrics, Drexel 
University College of Medicine; Director, National Center 
for School Crisis & Bereavement

October 29, 2014 
8AM - 9AM

Helping Children Cope after a 
Disaster

David J Schonfeld, MD, FAAP November 12, 2014  
8AM - 9AM

Implementing Developmental 
Screening Tools

Manuel Jimenez, MD, MS                                                       
Rutgers Robert Wood Johnson Medical School Children’s 
Health Institute of NJ

December 3, 2014   
8AM - 9AM

Positive Parenting and its Effect 
on Resiliency

Steven Kairys, MD, MPH                                               
Chairman of Pediatrics at Jersey Shore University MC

January 14, 2015 
8AM - 9AM

How Children Come to Under-
stand Illness and How We Can 
Learn to Explain It Better

David J Schonfeld, MD, FAAP February 11, 2015 
8AM - 9AM

Payment: Coding and 
Documentation

Sherry Barron-Seabrook, MD, Child Psychiatrist 
NeuroBehavioral Associates, LLC   
and
Chuck Scott, MD, FAAP                                                     
Advocare	Medford	and	Mansfield	Pediatrics

Date / Time TBD

Completed Webinars

Webinar Title Speaker

Children’s System of Care (CSOC) Elizabeth Manley, Director                                                    
New Jersey Children’s System of Care

Cultural Competence: Addressing 
Cultural Diversity Issues in 
Clinical Care

Robert C. Like, MD, MS                                                          
Professor and Director, Center for Healthy Families 
and Cultural Diversity Department of Family Medicine 
& Community Health; Rutgers Robert Wood Johnson 
Medical School

Quality Improvement Funda-
mentals

Ruth S. Gubernick, MPH, PCMH, CCE                       
Quality Improvement Advisor 

Overview and Use of 
AAP Mental Health Toolkit

Marian Earls, MD                                                                     
Director of Pediatric Programs, Community Care of NC

Completed Webinars

Upcoming Webinars
Pediatric Partnership Initiative
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Descript 
Box

Reprinted with 
the permission 

of the Center on 
the Developing 

Child at Harvard 
University

 http://
developingchild.

harvard.edu

cont. next page

The information 
presented in this 

InBrief article 
from the Center on the 

Developing Child at 
Harvard University 

is the foundation of the 
PPI’s core curriculum, 
which ranges from a 

survey of the physical 
and economic toll of 
Superstorm Sandy, 

to the science of brain 
development and 

epigenetics, the effects 
of toxic stress 

on brain architecture, 
and thus, children’s 

cognitive and emotional 
development, as well 
as seminal research 

on adverse childhood 
experiences, and the 

resulting adult 
health outcomes.
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Research Article 

Relationship of Childhood Abuse and Household Dysfunction to 
Many of the Leading Causes of Death in Adults 
The Adverse Childhood Experiences (ACE) Study 
Vincent J. Felitti, MD, FACP, Robert F. Anda MD, MS, Dale Nordenberg, MD, David F. Williamson, MS, PhD, Alison M. Spitz, 
MS, MPH, Valerie Edwards, BA, Mary P. Koss, PhD, James S. Marks, MD, MPH 
 

Background:   The relationship of health risk behavior and disease in adulthood to the breadth of exposure to childhood emotional,  
   physical, or sexual abuse, and household dysfunction during childhood has not previously been described. 
 
Methods:   A questionnaire about adverse childhood experiences was mailed to 13,494 adults who had completed a  
   standardized medical evaluation at a large HMO; 9,508 (70.5%) responded. Seven categories of adverse childhood  
   experiences were studied: psychological, physical, or sexual abuse; violence against mother; or living with  
   household members who were substance abusers, mentally ill or suicidal, or even imprisoned. The number of  
   categories of these adverse childhood experiences was then compared to measures of adult risk behavior, health  
   status, and disease. Logistic regression was used to adjust for effects of demographic factors on the association  
   between the cumulative number of categories of childhood exposures (range: 0-7) and risk factors for the leading  
   causes of death in adult life. 
 
Results:   More than half of respondents reported at least one, and one-fourth reported ≥2 categories of childhood exposures.  
   We found a graded relationship between the number of categories if childhood exposure and each of the adult  
   health risk behaviors and diseases that were studied (P < .001). Persons who had experienced four or more  
   categories of childhood exposure, compared to those who had experienced none, had 4- to 12-fold increased health  
   risks for alcoholism, drug abuse, depression, and suicide attempt; a 2- to 4-fold increase in smoking, poor self-rated  
   health, ≥50 sexual intercourse partners, and sexually transmitted disease; and a 1.4- to 1.6-fold increase in physical  
   inactivity and severe obesity. The number of categories of adverse childhood exposures showed a graded  
   relationship to the presence of adult diseases including ischemic heart disease, cancer, chronic lung disease, skeletal  
   fractures, and liver disease. The seven categories of adverse childhood experiences were strongly interrelated and  
   persons with multiple categories of childhood exposure were likely to have multiple health risk factors later in life. 
 
Conclusions:  We found a strong graded relationship between the breadth of exposure to abuse or household dysfunction during  
   childhood and multiple risk factors for several of the leading causes of death in adults.  

Ingraham, S., et al. (2007). A State Profile: Adverse Childhood 
Experience. In Oklahoma Kids Count Fact Book (p. 13). Baltimore, 
MD: The Annie E. Casey Foundation 

Reprinted from The American Journal of Preventative Medicine 
14(4). Felitti, V., et al. Relationship of Childhood Abuse and 
Household Dysfunction to Many of the Leading Causes of Death in 
Adults: The Adverse Childhood Experience (ACE) Study, 245-258. 
Copyright 1998 with permission from Elsevier. 
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“We will address a more effective way of implementing our screening questionnaires to our patients.”

Research Article 

Relationship of Childhood Abuse and Household Dysfunction to 
Many of the Leading Causes of Death in Adults 
The Adverse Childhood Experiences (ACE) Study 
Vincent J. Felitti, MD, FACP, Robert F. Anda MD, MS, Dale Nordenberg, MD, David F. Williamson, MS, PhD, Alison M. Spitz, 
MS, MPH, Valerie Edwards, BA, Mary P. Koss, PhD, James S. Marks, MD, MPH 
 

Background:   The relationship of health risk behavior and disease in adulthood to the breadth of exposure to childhood emotional,  
   physical, or sexual abuse, and household dysfunction during childhood has not previously been described. 
 
Methods:   A questionnaire about adverse childhood experiences was mailed to 13,494 adults who had completed a  
   standardized medical evaluation at a large HMO; 9,508 (70.5%) responded. Seven categories of adverse childhood  
   experiences were studied: psychological, physical, or sexual abuse; violence against mother; or living with  
   household members who were substance abusers, mentally ill or suicidal, or even imprisoned. The number of  
   categories of these adverse childhood experiences was then compared to measures of adult risk behavior, health  
   status, and disease. Logistic regression was used to adjust for effects of demographic factors on the association  
   between the cumulative number of categories of childhood exposures (range: 0-7) and risk factors for the leading  
   causes of death in adult life. 
 
Results:   More than half of respondents reported at least one, and one-fourth reported ≥2 categories of childhood exposures.  
   We found a graded relationship between the number of categories if childhood exposure and each of the adult  
   health risk behaviors and diseases that were studied (P < .001). Persons who had experienced four or more  
   categories of childhood exposure, compared to those who had experienced none, had 4- to 12-fold increased health  
   risks for alcoholism, drug abuse, depression, and suicide attempt; a 2- to 4-fold increase in smoking, poor self-rated  
   health, ≥50 sexual intercourse partners, and sexually transmitted disease; and a 1.4- to 1.6-fold increase in physical  
   inactivity and severe obesity. The number of categories of adverse childhood exposures showed a graded  
   relationship to the presence of adult diseases including ischemic heart disease, cancer, chronic lung disease, skeletal  
   fractures, and liver disease. The seven categories of adverse childhood experiences were strongly interrelated and  
   persons with multiple categories of childhood exposure were likely to have multiple health risk factors later in life. 
 
Conclusions:  We found a strong graded relationship between the breadth of exposure to abuse or household dysfunction during  
   childhood and multiple risk factors for several of the leading causes of death in adults.  

Ingraham, S., et al. (2007). A State Profile: Adverse Childhood 
Experience. In Oklahoma Kids Count Fact Book (p. 13). Baltimore, 
MD: The Annie E. Casey Foundation 

Reprinted from The American Journal of Preventative Medicine 
14(4). Felitti, V., et al. Relationship of Childhood Abuse and 
Household Dysfunction to Many of the Leading Causes of Death in 
Adults: The Adverse Childhood Experience (ACE) Study, 245-258. 
Copyright 1998 with permission from Elsevier. 
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When parents take their four-month-old for a well-
baby checkup at the Children’s Clinic in Portland, OR, 
Drs. Teri Petersen, R.J. Gillespie and their 15 other 
partners ask the parents about their adverse childhood 
experiences (ACEs). 

When parents bring a child who’s bouncing off the 
walls and having nightmares to the Bayview Child 
Health Center in San Francisco, Dr. Nadine Burke 
Harris doesn’t ask: “What’s wrong with this child?” 
Instead, she asks, “What happened to this child?” and 
calculates the child’s ACE score. 

What’s an ACE score? Think of it as a cholesterol score 
for childhood trauma.   

Why is it important? Because childhood trauma can 
cause the adult onset of chronic disease (including 
cancer, heart disease and diabetes), mental illness, 
violence, becoming a victim of violence, divorce, 
broken bones, obesity, teen and unwanted pregnancies, 
and work absences.

The CDC’s Adverse Childhood Experiences Study 
(ACE Study) measured 10 types of childhood 
adversity: sexual, physical and verbal abuse, and 
physical	and	emotional	neglect;	and	five	types	of	
family dysfunction – witnessing a mother who was 
abused, a household member who’s an alcoholic or 
drug user, who’s been imprisoned, or diagnosed with 
mental illness, or loss of a parent through separation 
or divorce. (There are, of course, other types of trauma, 
but those were not measured in this study. Other 
ACE surveys are beginning to include other types of 
trauma.)

The ACE Study found that childhood trauma was very 
common -- two-thirds of the 17,000 mostly white, 
middle-class, college-educated participants (all had 
jobs and great health care because they were members 
of Kaiser Permanene) experienced at least one type of 
severe childhood trauma. Most had suffered two or 
more. 

The more types of childhood trauma a person has, the 
higher the risk of medical, mental and social problems 
as an adult (Got Your ACE Score?). 

Compared with people who have zero ACEs, people 
with an ACEs score of 4 are twice as likely to be 
smokers, 12 times more likely to attempt suicide, seven 
times more likely to be alcoholic, and 10 times more 
likely to inject street drugs. 

The life expectancy of people with an ACE score of 6 is 
20 years shorter than those with zero ACEs. 

Twenty-two states and Washington, D.C., have done 
their own ACE surveys, with similar results. 

The ACE Study is part of a perfect storm of research 
emerging over the last 20 years that is revolutionizing 
our understanding of human development. Brain 
research shows how the toxic stress of trauma damages 
the structure and function of children’s brains, which 
can explain their hyperactivity, inattentiveness, angry 
outbursts and other behavior. This affects their ability 
to learn in school, and leads them to use drugs, 
alcohol, thrill sports, food and/or work as coping 
mechanisms. 

Biomedical researchers discovered that toxic stress 
experienced as a child can linger in the body to 
cause chronic inflammation as an adult, resulting in 
heart and auto-immune diseases, such as arthritis. 
And epigenetic research shows that the social and 
emotional environment can turn genes on and off, and 
childhood trauma can be passed from parent to child 
to grandchild. 

Let’s put this another way: A huge chunk of the billions 
upon billions of dollars that Americans spend on 
health care, emergency services, social services and 
criminal justice boils down to what happens – or 
doesn’t happen -- to children in their families and 
communities. 

Pediatricians across the U.S. are beginning to integrate 
ACEs research into their practices. For the last several 
years, the American Academy of Pediatrics has been 
helping pediatricians create medical homes where all 
needs of children and their families are met, including 
“specialty care, educational services, out-of-home 
care, family support, and other public and private 
community services that are important for the overall 
health of the child and family.” 

Two years ago, the AAP encouraged pediatricians to 
also address adverse childhood experiences and toxic 

By Jane Ellen Stevens
ACEsTooHigh.com

To prevent childhood trauma, pediatricians screen children and their parents…
and sometimes, just parents for childhood trauma
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stress in early childhood. In July, AAP President Dr. 
James Perrin launched a new initiative, the Center 
on Healthy Resilient Children, to “coordinate the 
academy’s response to the issue of adverse childhood 
experiences, the promotion of healthy development, 
and the prevention of toxic stress.” 

Pediatricians aren’t just about sore throats and ear 
infections anymore, says Gillespie. “This is a culture 
shift. We’re here to support families.

When Tabitha Lawson brought her four-month-old 
son in to the Children’s Clinic in Portland, OR, they 
both were having a hard time. Unlike her 6-year-old 
daughter, he wasn’t an easy baby. He had colic, and 
Tabitha and her husband were under stress from his 
long bouts of crying. 

“I was feeling overwhelmed,” she recalls. “I had no 
breaks. I work full time. From my job to my house is 
five	minutes,	where	I’d	go	into	my	other	life	mode,	and	
every evening, the scream-outs.”

She	filled	out	a	survey	with	10 questions about her 
adverse childhood experiences (ACEs) and another 
15 questions about protective factors. The 10 ACEs 
include physical, sexual and verbal abuse, and physical 
and	emotional	neglect;	and	five	types	of	family	
dysfunction – a family member addicted to alcohol or 
other drug, a family member in prison or diagnosed 
with a mental illness, witnessing a mother being 
abused, and loss of a parent through separation or 
divorce. 

Her pediatrician, Dr. R.J. Gillespie, went over the 
survey with her. He said it was helpful for him to know 
what she experienced while growing up, so that he 
could think about how to support her own parenting 
skills through what might be challenging times or 
experiences.

Lawson had suffered through her parents’ acrimonious 
divorce, her father had been an alcoholic, and had 
retained custody of Lawson and her sister in a 
poisonous dispute. Her mother withdrew, neglecting 
Lawson, and her father was emotionally abusive. That’s 
an ACE score of 4, which can be a red flag. In Lawson’s 
case, she was already aware of how harmful those 
experiences were. 

“I had decided to rise above the cycle of dysfunction 
and divorce,” says Lawson, and she and her husband 

were very clear about the loving environment they 
wanted to create for their children. She believes in the 
mantra, “It takes a village to raise a child,” so welcomed 
the support and involvement of her husband’s parents 
and aunt.  

Nevertheless, Gillespie knew that the addition of a 
colicky baby was putting stress on Lawson and her 
family.	“He	gave	me	a	worksheet	to	fill	out,	so	that	I	
knew in advance who I could call when I was under 
extreme stress,” she says. He also gave her tips on how 
to reduce her stress level by doing breathing exercises, 
yoga, and stopping for 10 minutes on her way home to 
give herself some alone time. He told her to call him 
anytime she needed to talk with him. 

“Just knowing that he was taking the time to listen to 
me, and validating that I was doing everything right, 
and that I was doing a great job, meant a lot to me,” she 
says. “I have no idea how I got through it, but I did. 
Having the support of my pediatrician who genuinely 
cared	about	me	definitely	helped.	By	the	six-month	
appointment, things were much better.”

A child’s behavior can reveal a parent’s ACE score

Perhaps	the	first	pediatrician	to	do	anything	with	the	
ACE Study was Dr. David Willis, who was medical 
director at the Artz Center for Developmental Health 
in Portland. The center received referrals from 
pediatricians for children who had behavioral or 
developmental problems. Willis had learned about the 
ACE Study in 2005, and its implications had hit him 
like a thunderbolt. 

“I knew that trauma in previous generations could play 
a big part in parenting,” he says. “The ACE data could 
clearly help us move upstream, targeting how to begin 
to work with families, to understand how the trauma 
endured by parents in their childhood impacted 
attachment with their own children. That’s what got me 
going.”  

Willis, who is now director of the Division of Home 
Visiting and Early Childhood Systems in the U.S. 
Department of Health and Human Services’ Health 
Resources and Services Administration, began using 
the ACE questionnaire with all families who came 
to him. “It got to the point where I could predict the 
parents’ ACE score after they described the child’s 
behavioral pattern,” he says. 

cont. next page
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Having	the	parents	fill	out	the	ACE	survey	enabled	
him to have frank discussions with them. 

“We could now freely talk about when they were in 
conflict with the child,” he says. This enabled him to 
help the parents help their child regulate, instead of 
dissociating or avoiding the child when the child was 
angry with them. He taught them the importance 
of	being	firm,	fair	and	friendly	in	an	atmosphere	
of struggle and conflict, while listening and 
acknowledging the child’s frustrations and fears. 

 “After three or four visits in which I counseled them 
to go home and try these approaches, if they returned 
unsuccessful, I knew that they probably needed their 
own psychological care, because it was difficult for 
them to do the work they wanted to do,” he continues. 
“So I would ask: ‘Have you considered why this is so 
hard?’ Then we would have 90 to 100 percent of the 
parents agree to see a counselor. 

The hook was their desire to improve their child’s 
space, so it made them willing to confront when they 
were afraid to seek their own mental health counselor.” 

The Children’s Clinic pediatricians began screening 
for ACEs after Dr. Teri Pettersen took a sabbatical 
to work with Willis in 2011. In March 2013, she and 
eight of her partners started a pilot to screen the 
parents of four-month-old babies because, generally 
speaking, “four-month-olds are the happiest critters on 
the planet,” she says. “They smile at everything their 
parents	do.	As	a	result,	parents	feel	more	confident.	
They’re not as exhausted as they were at the beginning. 
It’s a positive time to ask them about these topics.” 

Pettersen knows that parents who’ve experienced 
chronic trauma in their childhoods have a good chance 
of passing that on to their children. 

“I wanted to create the relationship so that when 
parents are struggling, they’ll come to us and 
say they’re struggling and ask for help,” she says. 
Otherwise, she worries that parents may abuse or 
neglect their children until there’s “necessity for a 
punitive approach.”

Screening for ACES wasn’t a huge leap, explains 
Gillespie, because the clinic began screening for 
developmental disability and autism in 2008, and for 
peripartum mood disorders in 2009. 

But none of those screening tools helped them 
understand what was going on in the family, or to help 
parents understand why childhood trauma is such a 
critical issue. 

This is how the screening works, says Petersen: The 
parents	fill	out	the	questionnaire	in	the	waiting	room.	
Pettersen quickly reviews the results, and, on meeting 
with the parents, says one of two things:

•	 “It looks like you had pretty supportive 
family, so you’re going to be a pretty good 
parent without even having to think about 
it. And most parents’ response has been: 
‘I’m so glad you’re asking. I think this is 
important stuff.’

•	 “Or, if they do have higher ACEs, I say: It 
looks like you had some very difficult 
experiences during your childhood. Most 
parents I talk to with similar experiences 
feel they have worked through some of 
these experiences but still get tripped up by 
others. I am wondering if that is the case 
for you?”

The responses, says Petersen, have ranged from, “This 
one’s kind of hard for me still,” or “I’ve gone back into 
counseling for this one”, or “I plan to go back into 
counseling.” 

The pediatricians don’t ask the parents how their ACEs 
are affecting their parenting, because the clinic does 
not yet have a therapist on site, although it’s planning 
on adding one. They just focus on how their childhood 
trauma is affecting them at this point in their lives. 
If it’s an issue, they advise talking with a counselor. 
Petersen says that the overwhelming response from 
parents has been: “Thank you so much for asking 
about these things. It’s really a load off my mind. I feel 
like I can come to you if I need help.” 

When asked what kinds of support they needed, 
most parents said parenting classes, support groups, 
or more information on the web. “Only three said a 
respite nursery (where stressed parents can bring their 
children),” says Pettersen. “That’s very telling, because 
it says that they want to do it themselves. They want to 
have the support so they can do the best job they can.” 

cont. next page
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The pediatricians also emphasize the resilience 
questions, to point out resources the parents had or 
have, so that they can build on them.

How this new knowledge works in practice, says 
Gillespie, can be subtle and “impacts a lot of the little 
things we do on a day-to-day basis,” he says. Take the 
example of a mother whose ACE score revealed that 
when she was two years old, she’d been abandoned by 
her mother. When Gillespie coached her on how to 
help her baby learn to go to sleep by itself, and said it 
was okay to let her baby cry a little, that “triggered a 
lot of fear,” he says. “She couldn’t and didn’t do it. We’d 
talked about sleep problems many, many times, and I 
never got to why she wasn’t following my advice until 
she	filled	out	the	ACE	survey.	I	don’t	think	she	thought	
about how her experience interfered with letting her 
baby cry for 10 minutes to settle down and get to 
sleep.”

“The real take-home message,” of screening parents 
for ACEs, says Pettersen, “is that my partners who 
are doing this say they cannot imagine going back to 
the way things were. The amount of intimacy they 
have with their patients has increased. Their comfort 
level with this was much easier to come to than they 
expected.” All of the clinic’s pediatricians now do ACEs 
screening. 

This approach — screening parents of infants — “more 
closely approaches prevention than screening for 
kids for ACEs when they’ve already happened,” says 
Gillespie. Parents are screened while they’re young, 
they’re receiving reinforcement, and they haven’t 
slipped into bad habits yet. They can be prepared for 
the time when their toddler hits them, “because it 
will happen,” he says, “and they can respond better if 
they’ve thought about it ahead of time.”

The pediatricians provide parents resources, such 
as brochures and web sites, and programs such as 
Connected Kids, which is recommended by the 
American	Academy	of	Pediatrics,	or	age-specific	
activities recommended by Zero to Three. 

One of the side effects of screening for ACEs and 
peripartum mood disorders, says Gillespie, is that 
mothers have felt more comfortable asking the 
pediatricians to help them with domestic violence. 
In turn, the clinic developed responses, including 

arranging immediate entry for a woman and her 
children to an emergency shelter, providing referrals to 
attorneys, and/or support groups. 

The next steps for the clinic, says Gillespie, include: 

— Adding other types of childhood trauma 
to the ACE questions, including bullying, 
involvement in the foster care system, witnessing 
community violence, or discrimination based on 
race, ethnicity or sexual orientation. 

— Working closely with their Spanish-speaking 
populations to understand cultural differences 
that	may	require	different	questions.	“We	find	
that one-third of our Spanish-speaking patients 
never attest to more than one ACE,” says 
Gillespie. 

— Expanding the ACEs and resilience 
questionnaires to different age groups. Research 
has shown that ACEs	is	a	significant	factor	
in elementary students failing in school. “We 
need different screening for the kids for their 
experiences than the screening that asks parents 
what’s going on in household,” says Gillespie. 
“Asking parents if kids are being abused….we 
haven’t	figured	out	best	way	to	do	that	yet.”

One of the issues that Gillespie believes will emerge 
is to identify how to build resiliency in families and 
communities. “We don’t know how to build resiliency 
in the family yet,” he explains. “If certain aspects of 
resilience were stronger, that would protect people 
from ACEs. 

We want to take a strength-based approach. ACEs is 
not strength-based.”  

A medical home that addresses ACEs and toxic stress

A strength-based approach is what Dr. Nadine Burke 
Harris and her team are taking at the Center for Youth 
Wellness in San Francisco, which provides wrap-
around services for children and families at Bayview 
Child Health Center. The two organizations are in the 
same building; to the families they serve, there’s no 
distinction.  

Dr. Nadine Burke Harris founded the Bayview clinic 
in 2007 to serve families in the long-marginalized 
neighborhood of Bayview-Hunters Point in San 

cont. next page cont. next page
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Francisco. When she learned about the Centers for 
Disease Control and Prevention’s Adverse Childhood 
Experiences (ACE) Study in 2008, “The clouds parted,” 
she told Paul Tough, in “The Poverty Clinic”, which 
appeared in The New Yorker in 2011. 

“To understand the mechanism,” says Burke Harris, 
“is to know what to target.” If children’s exposure to 
trauma was causing illness, then it was important to 
target the trauma. 

To understand how trauma was affecting her clinic’s 
patients, she and Dr. Victor Carrion, a psychiatrist at 
Stanford School of Medicine’s Early Life Stress and 
Pediatric Anxiety Program, did a study of 701 children 
who had come through Bayview’s doors between 2007 
and 2009. 

The study, published in the Journal of Child Abuse 
and Neglect in 2011, found that 67% of the children 
had experienced at least one type of trauma. Twelve 
percent had experienced four or more. The average age 
of the children was seven — which showed that the 
kids in this neighborhood were accumulating adverse 
childhood experiences (ACEs) at a fast clip. 

The outcomes were striking: Of the kids with zero 
ACEs, 97% had no learning problems. But half the 
kids with an ACE score of 4 or higher had learning 
problems. Kids with an ACE score of 4 or more also 
had higher rates of obesity. 

“These exposures are critically important,” says Burke 
Harris. “That informed our system.”

Now Bayview’s pediatricians screen every child for 
ACEs at a well-child check. For children who have 
1-3 ACEs with symptoms, or 4 or more ACEs with or 
without symptoms, they and their families are referred 
to services provided by CYW, which include mental 
health practitioners, case managers who connect 
families with social services and do home visits, and 
people who work with the children’s schools. CYW is 
also exploring solutions ranging from teaching kids 
how to regulate their stress levels through mindfulness 
and biofeedback, to working with the local district 
attorney, police, and schools to develop community 
resilience. 

One of the reasons Burke Harris decided to do the 
study in 2009 was because so many parents who 
showed up at the clinic were asking for ADHD 

medication for their kids; they’d been told by their 
children’s school teachers that their children had 
ADHD. 

Out of 100 cases of kids with behavioral issues, she 
says, on average 50 will reveal a history of trauma. 
Another 47 show up at the clinic with an ADHD 
diagnosis and are already on medication. “Part of 
my work is to help the parent understand that there 
may be something more going on and that we also 
need to get to the root cause of their child’s behavior 
problems,” says Burke Harris.

Only three children out of 100 will have true ADHD, 
she says. In these cases, there’s no history of trauma, 
the child lives in a supportive household and there are 
no major stressors. Nevertheless, if Burke Harris writes 
a prescription, she also prescribes therapy and provides 
parents with guidance to change their behavior so that 
they can bond more closely with their child. 

The pediatricians at The Children’s Clinic in Oregon 
and those at the Center for Youth Wellness in San 
Francisco are among a few hundred across the U.S. 
who are implementing practices based on ACEs 
research. With about 58,000 general pediatricians in 
the U.S., and another 30,000 in pediatric subspecialties, 
there’s a long way to go before this becomes common 
practice. But Dr. David Willis believes there’s no 
turning back. 

His experience of integrating an awareness of how 
adversity affects a child’s development and behavior 
“sensitized	me	to	figure	out	ways	for	this	to	become	
a natural part of the health system,” says Willis. “We 
ask our patients about their family medical histories, 
we tell them to undress, we do intimate exams. 
Bringing this unspoken history of life experiences into 
doctor-patient	communication	is	the	first	step	in	the	
beginning of the healing process.”

JANE ELLEN STEVENS is founder and editor of 
ACEsTooHigh.com, a news site for the general public, and 
its accompanying community of practice social network, 
ACEsConnection.com. The sites focus on research on 
adverse childhood experiences, and practices based on 
that research. The sites are supported by funding from the 
Robert Wood Johnson Foundation and The California 
Endowment. A long-time health, science and technology 
journalist, Stevens has written for the Boston Globe, the 
New York Times, the Washington Post, the Los Angeles 
Times and National Geographic. 
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Answers questions below with a “Yes” or “No” response. For each “Yes” response enter a “1” on the line to the right side 
of the questions.  For each “No” response, enter a “0.” Add up the points for a total score of 0 to 10.  The higher the score, 
the greater the exposure, and therefore the greater the risk of negative consequences.  Consequences are discussed and 
available for download from http://acestudy.org/

Finding Your ACE Score 

092406RA4CR 

While you were growing up, during your first 18 years of life: 

1. Did a parent or other adult in the household often or very often…
 Swear at you, insult you, put you down, or humiliate you? 
   or
 Act in a way that made you afraid that you might be physically hurt? 
   Yes   No     If yes enter 1     ________ 

2. Did a parent or other adult in the household often or very often…
 Push, grab, slap, or throw something at you? 
   or 

Ever hit you so hard that you had marks or were injured?  
   Yes   No     If yes enter 1     ________ 

3. Did an adult or person at least 5 years older than you ever…
 Touch or fondle you or have you touch their body in a sexual way? 
   or 
 Attempt or actually have oral, anal, or vaginal intercourse with you? 
   Yes   No     If yes enter 1     ________ 

4. Did you often or very often feel that … 
 No one in your family loved you or thought you were important or special? 
   or 
 Your family didn’t look out for each other, feel close to each other, or support each other? 
   Yes   No     If yes enter 1     ________ 

5. Did you often or very often feel that … 
 You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? 
   or 
 Your parents were too drunk or high to take care of you or take you to the doctor if you needed 
 it? 
   Yes   No     If yes enter 1     ________ 

6. Were your parents ever separated or divorced?
   Yes   No     If yes enter 1     ________ 

7. Was your mother or stepmother:
Often or very often pushed, grabbed, slapped, or had something thrown at her? 

   or 
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard? 

   or 
Ever repeatedly hit at least a few minutes or threatened with a gun or knife? 

   Yes   No     If yes enter 1     ________ 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 
   Yes   No     If yes enter 1     ________ 

9. Was a household member depressed or mentally ill, or did a household member attempt suicide? 
   Yes   No     If yes enter 1     ________ 

10. Did a household member go to prison? 
   Yes   No     If yes enter 1     _______ 

             Now add up your “Yes” answers:   _______   This is your ACE Score.              

Find Your ACE Score
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Strengths of Tools Using 
Parent Report & Relying on Parent Concerns

   Having parents complete a screening tool gives parents 
and providers information on children’s actual skills. It helps 
parents learn important developmental milestones, and 
illustrates a child’s strengths and weaknesses in development.  
It also frees up professional time for more important things 
–	 like	 helping	 families,	 and	 gives	 providers	 confidence	 in	
decision-making. 
   Parents are the experts on their child. Using a tool that 
relies on their concerns helps focus the clinical encounter 
on issues of importance to families.  It enhances a parent’s 
sense of a true collaboration with professionals, increases 
attendance at well-visits, makes it easier to give difficult 
news, and reduces “doorknob/oh by the way” concerns. It 
also creates a “teachable moment” and increases positive 
parenting practices. 
Citation: Setting the Stage for Success. Presentation by 
Marian Earls, MD, FAAP, Guildford Child Health, Inc., 
Greensboro, NC, 2007

Examples of Validated Tools
for Developmental Screening

Survey of Wellbeing of Young Children
   The SWYC is designed to be a comprehensive surveillance 
or	first-level	screening	instrument	for	routine	use	in	regular	
well child care, for each age on the pediatric periodicity 
schedule from ages 2 months – 5 years.  

   It is freely-available, takes 15 minutes or less to complete, 
and is currently available in English and Spanish. It 
combines what is traditionally “developmental” with 
traditionally “behavioral” screening, and features sections on 
developmental milestones, social/emotional development 
and family risk factors, including parental depression. At 
certain	 ages	 a	 section	 for	Autism-specific	 screening	 is	 also	
included.  
   SWYC development was led by Ellen C. Perrin, M.D., 
who serves as the Director of Research for the Center for 
Children with Special Needs, and is a professor at Tufts 
University	School	of	Medicine.	She	is	board	certified	in	
both Developmental-Behavioral Pediatrics and Pediatrics.
SWYC developers anticipate that an electronic version of 
the SWYC that can be used on a tablet or via the internet 
will soon be available.  Because the SWYC is available at 
no cost, they also hope that it will be incorporated as a 
standard option in Electronic Health Records.
http://www.theswyc.org/

Ages & Stages Questionnaire (ASQ) and Ages & 
Stages Questionnaire Social-Emotional (ASQ-SE)

   The Ages & Stages Questionnaire (ASQ) and ASQ- SE 
have been in use for over 15 years. They are valid, reliable, 
and accurate, and available in English, Spanish, and French. 
They include questionnaires for ages 2-60 months of age. 
    There is a cost associated with implementing ASQ in your 
practice, but once you purchase the questionnaires, you 
have free use to photocopy them. 
   The ASQ is a strictly developmental screen of 5 domains 
of	development	including	communication,	gross	motor,	fine	
motor, problem solving, and personal-social. It also includes 
a brief questionnaire for parents that asks about concerns of 
child’s vision, hearing, and behavior. 
   The ASQ-SE screens for temperament, behavior, 
regulations, attention, etc., and is available for children 1-66 
months.	It	is	a	parent-completed	tool	and	identifies	children	
in need of further assessment. 
http://agesandstages.com/ 
Pediatric Symptom Checklist
   The Pediatric Symptom Checklist (PSC) is a psychosocial 
screen designed to facilitate the recognition of cognitive, 
emotional, and behavioral problems so that appropriate 
interventions can be initiated as early as possible.  There are 
two versions: the parent-completed version (PSC) and the 
youth self-report (Y-PSC).  The PSC is available for parents 
to complete for young children ages 6-11, and the Y-PSC 
can be completed by adolescents ages 11 and up. The PSC is 
available in multiple languages as well as a pictorial version. 
The PSC is available at: http://www.massgeneral.org/
psychiatry/services/psc_about.aspx

Importance of Standardized Screening

Screening for developmental problems is an essential 
role for child health providers, yet according to AAP 

Periodic Survey#53 in 2002, only 23% of pediatricians used 
a standardized instrument to screen young children for 
developmental problems. 
   Most clinicians eyeball the child and ask a couple of 
questions.	This	may	be	fine	for	physical	delays,	but	is	
not a good way to identify children with mild cognitive/
developmental disabilities, communication problems, 
emotional problems, or delays in social development. 
If a standardized approach is not applied, developmental 
problems in 70-80% in children will be missed.  Alternatively, 
if a structured, standardized instrument is used, 70-80% of 
the	issues	will	be	identified.
   Using standardized screening is also important because 
parents often underestimate symptoms, either because a 
child may withhold complaints because of concerns they are 
abnormal, or to protect parents who are upset. Also, parents 
may not think professionals are interested or assume “normal 
reactions to abnormal event,” and there is a stigma related to 
mental illness.

DEVELOPMENTAL AND BEHAVIORAL SCREENING FOR CHILDREN AND YOUTH
by The PPI Team
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Caregiver checks in/registers 
Demographics updates, insurance collected

Encounter Form sent to 
nurses station

Nurse pulls chart, 
encounter form, 

anticipatory 
development 

guideline sheet, ASQ

Nurse takes child’s 
vitals

Nurse shares ASQ 
with caregiver in 
exam room and 

assists if necessary
 

Nurse reviews 
immunization record, 

prepares vaccines, 
provides education 

info on vaccinations

Child examined by 
pediatrician

MD scores ASQ
 and discusses results 

with caregiver

Nurse administers vaccines - children who are “identified at risk” 
should be referred/presented to community resources & services

and obtain feedback

Caregiver checks out 
Staff coordinates follow up on referrals

Mapping Workflow: From the Front Desk to the Back Offices*

Who will ensure copies are available
 to parents?

When will the parents receive the tool?

Who will provide the tool
 to the parent? 

             Who scores the tool?

When are the results d
iscussed?

Who makes 
sure the 
materials 
and tools
 are restocked?

How will referrals be handled?

Who is going 
to provide the 
parent with 
educational 
material?

What 
happens 
with 
the tool 
after the 
results are 
discussed?

*Adapted with the permission of Marian Earls, MD, FAAP - Guilford Child Health, Inc., Greensboro, North Carolina
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The Survey of Wellbeing of Young Children (SWYC) is a freely-available, comprehensive screening instrument for 
children under 5 years of age. The SWYC was written to be simple to answer, short, and easy to read. 

SWYC continued on next page
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SWYC continued on next page

Visit http://www.theswyc.org/ 
to download free SWYC age-specific forms

SWYC continued

“Through our involvement in the NJ AAP Pediatric Partnership Initiative, our busy practice of nine 
pediatricians working across 5 office locations, recently integrated the “Pediatric Symptom Checklist – Youth” 

at well visits of patients 11 years and up.  I find it to be an efficient way to find out my patient’s general wellbeing 
and mental health. Most of the work is done by the patient, the receptionist, and the nurse. I simply look at the score 
and intervene if it is high. And the patients love to fill it out themselves.”

Diana Mayer, MD, Pediatric Health, P.A. 
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SETTING THE STAGE: RAPPORT, ACTIVE LISTENING 
AND EMPATHY

Page 1 of 1SUPPORT FOR CHILDREN AND FAMILIES

ESTABLISH RAPPORT

LISTEN ACTIVELY

�

�

�

�

�

�

�

�

�

�

�

�

Design your office to be welcoming to teens.

Spend time alone with the teen during each visit.
Start when the teen is 11 years old. Explain this to
parents ahead of time.

Explain your confidentiality practices to parents and
teens at the start of each visit.

Wash your hands within view of the adolescent.

Shake hands with the adolescent and begin the visit
with informal conversation. Explain what she/he
can expect during the visit.

Help teens recognize and appreciate their assets and
strengths.

Use terminology and expressions that the teen will
understand.

Ask the teen if he/she wants a parent or chaperone
present during physical exams.

Ask for the teen’s input into treatment plans.

Summarize findings, treatment plans, and next steps
to the teen and, when appropriate, to parents.

Allow time for questions and provide information
on community resources.

Provide teen patients with your office or clinic
contact information, including the names of people
to call for questions or follow-up, office hours, and
daytime and after hours phone numbers.

�

�

�Pay attention to teen’s concerns. Try to understand
the teen’s perspective and keep an open mind.

Use gender-neutral terms when conversing with the
teen. Example: “Are you going out with someone?”
Rather than, “Do you have a girlfriend?”

Ask open-ended questions in a non-threatening and
judgment free manner.

DO NOT ask: “Do you use drugs or alcohol?”

DO ask: “I know drugs and alcohol are
common at a lot of schools. What drugs are
popular at your school? What do you think
about your peers using drugs or alcohol? How
do you deal with that? What have you tried?”

�

�

�

�

�

Avoid interrupting.

Minimize note-taking, particularly during sensitive
questioning.

Notice teen’s non-verbal cues such as eye contact,
facial expressions, affect, posture, and physical
movements.

�

�

�

�

�

�

Sense the emotion the teen is feeling then state it
back to him/her. Wait for the teen to respond before
continuing. Example: “You seem tense. Do you feel
stressed or worried?”

Validate the teen’s feelings by letting her/him know
you understand the reason for the emotions.
Example: “Breaking up with a boy/girl friend is very
hard. I can understand why you feel sad.”

Educate the teen about mental health and substance
use. Refer him/her to additional resources and give
out emergency and hotline contact information.
Education helps to reduce stigma.

Focus on the teen’s strengths such as caring friends,
supportive family, or coping abilities.

Construct a plan of action with the teen. Set
realistic short-term goals and then follow up by
phone and/or in person.

Honor the teen’s emotions and honesty. Example:
“It took a lot of courage to talk about your feelings.
Thanks for your honesty. I am impressed with how
well you are doing under these circumstances.”

�Reassure the teen that she/he is not alone.

D-6Adolescent Provider Toolkit

Make every effort to create a safe, non-judgmental, and supportive environment so that your adolescent patients will be open
to discussing their feelings and behaviors.

EXPRESS EMPATHY

Sources:
1) Egener B. Empathy. Eds. Feldman M and Christensen J. Appleton and Lange Publishing. 1997: 8-14.Behavioral Medicine in Primary Care.
2) Simmons M, Shalwitz J, Pollock S, Young A. Adolescent Health Working Group. 2003: B-7-B-8. http://www.ahwg.net/resources/toolkit.htm.Adolescent Health Care 101: The Basics.

Setting the Stage: Rapport, Active Listening and Empathy

FOR PROVIDERS: PRACTICE READINESS

©Adolescent Health Working Group, www.ahwg.net, 2007

The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard 
of medical care. Variations, taking into account individual circumstances, may be appropriate. Original document 
included as part of Addressing Mental Health Concerns in Primary Care: A Clinician’s Toolkit. Copyright © 2010 
American Academy of Pediatrics. All Rights Reserved. The American Academy of Pediatrics does not review or 
endorse any modifications made to this document and in no event shall the AAP be liable for any such changes.
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GENERIC OR COMMON FACTORS INTERVENTIONS: 
HELP

Page 1 of 2SUPPORT FOR CHILDREN AND FAMILIES
DECISION SUPPORT FOR CLINICIANS

Primary care clinicians are accustomed to a certain 

level of diagnostic uncertainty. Children presenting with 

fever are typically triaged based on the child’s clinical 

appearance—the very toxic-appearing child may require 

further diagnostic assessment and admission to the hospital 

for observation and presumptive treatment; the child with 

clinical findings suggesting a specific diagnosis may be 

treated as an outpatient, returning for further attention if 

recovery does not progress as expected; the child with 

mild symptoms may simply require parental reassurance, 

symptomatic care, and monitoring. Clearly, in many 

instances the clinician can relieve parental distress and 

decrease the child’s discomfort without knowing exactly 

what is causing the child’s symptoms.

Similarly, in the absence of an emergent need, clinicians 

presented with a child’s mental health problem can often 

take steps to address parents’ distress and children’s 

symptoms without knowing the specific diagnosis. They 

may offer parenting strategies to cope with common 

behavioral problems. They may offer advice about 

lifestyle issues affecting mental health, such as sleep, 

exercise, sunlight, diet, and one-on-one time for the parent 

and child. They can employ effective family-centered 

techniques known as common factors, so-called because 

they are common factors in a number of evidence-based 

interventions.1–4 These can be represented by the mnemonic 

HELP.

H  Hope
Increase the family’s hopefulness by describing your 

realistic expectations for improvement and reinforcing 

the strengths and assets you see in the child and family.

E  Empathy
Communicate empathy by listening attentively.

L2  Language
Use the child or family’s own language to reflect your 

understanding of the problem as they see it and to 

give the child and family an opportunity to correct any 

misperceptions. 

Loyalty 
Communicate loyalty to the family by expressing your 

support and your commitment to help.

P 3  Permission
Ask the family’s permission for you to ask more 

in-depth questions or make suggestions for further 

evaluation or management. 

Partnership 
Partner with the child and family to identify any barriers 

or resistance to addressing the problem, find strategies 

to bypass or overcome barriers, and find agreement on 

achievable steps aligned with the family’s motivation.

  Plan 
Establish a plan (or incremental first step) through 

which the child and family will take some action(s), 

work toward greater readiness to take action, or monitor 

the problem, then follow up with you, based on the 

child and family’s preferences and sense of urgency. 

(The plan might include, for example, gathering 

information from other sources such as the child’s 

school, making lifestyle changes, applying parenting 

strategies or self-management techniques, reviewing 

educational resources about the problem or condition, 

initiating specific treatment, seeking referral for further 

assessment or treatment, or returning for further family 

discussion.)  

Considerable evidence suggests that medical generalists can 

readily learn and retain these techniques.4–6

Manny Jimenez, 
MD

“Dealing with 
trauma, such as 

those inflicted 
by Superstorm 

Sandy, can 
seem like an 

overwhelming 
task within the 

realm of a typical 
office visit. The 

Common Factors 
framework 

reminds us how 
much can be 
accomplished 
through the 

doctor/patient 
relationship.  The 
premise behind 
the Common 
Factors is that 

evidence - 
based therapies 
have common 
attributes that 
can be used 
by front line 

clinicians while 
they connect 

families to other 
diagnostic and 

therapeutic 
resources in 

non- emergent 
situations.  When 

you review the 
Common Factors 

you	may	find	
that you already 

incorporate 
some or many of 
these strategies 
into your daily 
practice. Using 
the Common 

Factors 
framework can 
be	a	way	to	fine	
tune these skills 

and may help you 
to be part of the 
healing process 
for families who 

are suffering.”

“I now have a valid and brief set of
assessments that I can use with 
my patients and their families.  

This was very good information 
and I am looking forward 

to the next webinar.”

Castillo & Castillo, Hudson County
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Permission to reprint this article 
was provided by the 

“It was nice to network with community agencies – I was able to call a mom of a 
child in my practice and gave her the number for Catholic Charities this week for her 

to call regarding issues she has with her two children . . . the residents from my hospital 
were really positive about the things they learned . . .  great resources were given out . . . 
it made me think about budgeting my time differently to better address patient concerns – even 
if it ends up that there is less time devoted to the “real” purpose of visit, rather than pushing 
aside parent’s stated main concern to another date or visit.”

Pediatric Health, P.A., Monmouth County
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COMPETENCE
   Competence is the ability or know-how to handle 
situations effectively. It’s not a vague feeling or hunch that 
“I can do this.” Competence is acquired through actual 
experience.	Children	can’t	become	competent	without	first	
developing a set of skills that allows them to trust their 
judgments, make responsible choices, and face difficult 
situations. 

In thinking about your child’s competence and how to fortify 
it, ask yourself:

•	 Do I help my child focus on his strengths and 
build on them?

•	 Do I notice what he does well or do I focus on his 
mistakes?

•	 When I need to point out a mistake, am I clear 
and focused or do I communicate that I believe he 
always messes up?

•	 Do I help him recognize what he has going for 
himself?

•	 Am I helping him build the educational, social, 
and stress-reduction skills necessary to make him 
competent in the real world? 

•	 Do I communicate in a way that empowers my 
child to make his own decisions or do I undermine 
his sense of competence by giving him information 
in ways he can’t grasp? In other words, do I lecture 
him or do I facilitate his thinking?

•	 Do I let him make safe mistakes so he has the 
opportunity to right himself or do I try to protect 
him from every trip and fall?

•	 As I try to protect him, does my interference 
mistakenly send the message, “I don’t think you 
can handle this?”

•	 If I have more than one child, do I recognize the 
competencies of each without comparison to 
siblings?

CONFIDENCE
			True	confidence,	the	solid	belief	in	one’s	own	abilities,	
is	rooted	in	competence.	Children	gain	confidence	
by demonstrating their competence in real situations. 
Confidence	is	not	warm-and-fuzzy	self-esteem	that	
supposedly results from telling kids they’re special or 
precious. Children who experience their own competence 
and know they are safe and protected develop a deep-
seated	security	that	promotes	the	confidence	to	face	and	
cope with challenges. When parents support children in 
finding	their	own	islands	of	competence	and	building	
on	them,	they	prepare	kids	to	gain	enough	confidence	to	
try new ventures and trust their abilities to make sound 
choices. 

In thinking about your child’s degree of confidence, 
consider the following questions: 

•	 Do I see the best in my child so that he can see the 
best in himself?

•	 Do I clearly express that I expect the best qualities 
(not achievements, but personal qualities such as 
fairness, integrity, persistence, and kindness) in 
him? 

•	 Do I help him recognize what he has done right or 
well? 

•	 Do I treat him as an incapable child or as a 
youngster who is learning to navigate his world?

•	 Do I praise him often enough? Do I praise him 
honestly	about	specific	achievements	or	do	I	give	
such diffuse praise that it doesn’t seem authentic? 
(More information about praising effectively is in 
Chapter 6.)

•	 Do I catch him being good when he is generous, 
helpful, and kind or when he does something 
without being asked or cajoled?

•	 Do I encourage him to strive just a little bit farther 
because I believe he can succeed?

•	 Do I hold realistically high expectations?

•	 Do I unintentionally push him to take on more 
than he can realistically handle, causing him to 
stumble	and	lose	confidence?

•	 When I need to criticize or correct him, do I focus 
only on what he’s doing wrong or do I remind him 
that he is capable of doing well?

•	 Do I avoid instilling shame in my child?

The 7 Cs: The Essential Building Blocks of Resilience
Kenneth Ginsburg, M.D., M.S. Ed

The 7 Cs are an adaptation from The Positive Youth 
Development movement. Rick Little and colleagues 
at	The	International	Youth	Foundation	first	described	
the	4	Cs	of	confidence,	competence,	connection,	and	
character as the key ingredients needed to ensure a 
healthy developmental path. They later added contri-
bution because youth with these essential 4 character-
istics also contributed to society.  The additional two 
C’s – coping and control – allow the model to both 
promote healthy development and prevent risk.

cont. next page
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CONNECTION
   Children with close ties to family, friends, school, and 
community are more likely to have a solid sense of security 
that produces strong values and prevents them from seeking 
destructive alternatives. Family is the central force in any 
child’s life, but connections to civic, educational, religious, 
and athletic groups can also increase a young person’s sense 
of belonging to a wider world and being safe within it.

Some questions to ponder when considering how connected 
your child is to family and the broader world include:

•	 Do we build a sense of physical safety and 
emotional security within our home?

•	 Does my child know that I am absolutely crazy in 
love with him?

•	 Do I understand that the challenges my child will 
put me through on his path towards independence 
are normal developmental phases or will I take 
them so personally that our relationship will be 
harmed?

•	 Do I allow my child to have and express all types of 
emotions or do I suppress unpleasant feelings?

•	 Is he learning that going to other people for 
emotional support during difficult times is 
productive or shameful?

•	 Do we do everything to address conflict within our 
family and work to resolve problems rather than let 
them fester?

•	 Do we have a television and entertainment center in 
almost every room or do we create a common space 
where our family shares time together?

•	 Do I encourage my child to take pride in the 
various ethnic, religious, or cultural groups to 
which we belong?

•	 Do I jealously guard my child from developing 
close relationships with others or do I foster healthy 
relationships that I know will reinforce my positive 
messages?

•	 Do I protect my friends’ and neighbors’ children, 
just as I hope they will protect mine?

CHARACTER
   Children need a fundamental sense of right and wrong to 
ensure they are prepared to make wise choices, contribute 
to the world, and become stable adults. Children with 
character	enjoy	a	strong	sense	of	self-worth	and	confidence.	

They are more comfortable sticking to their own values and 
demonstrating a caring attitude toward others. 

Some basic questions to ask yourself include:

•	 Do I help my child understand how his behaviors 
affect other people in good and bad ways?

•	 Am I helping my child recognize himself as a caring 
person?

•	 Do I allow him to clarify his own values?

•	 Do I allow him to consider right versus wrong 
and	look	beyond	immediate	satisfaction	or	selfish	
needs?

•	 Do I value him so clearly that I model the 
importance of caring for others?

•	 Do I demonstrate the importance of community?

•	 Do I help him develop a sense of spirituality? 

•	 Am I careful to avoid racist, ethnic, or hateful 
statements or stereotypes? Am I clear how I regard 
these thoughts and statements whenever and 
wherever my child is exposed to them?

•	 Do I express how I think of others’ needs when I 
make decisions or take actions?

CONTRIBUTION

   It is a powerful lesson when children realize that the 
world is a better place because they are in it. Children who 
understand the importance of personal contribution gain 
a sense of purpose that can motivate them. They will not 
only take actions and make choices that improve the world, 
but they will also enhance their own competence, character, 
and sense of connection. Teens who contribute to their 
communities will be surrounded by reinforcing thank yous 
instead of the low expectations and condemnation so many 
teens endure.

Before we can foster this sense of contribution, here are 
some things to consider:

•	 Do I communicate to my child (at appropriate age 
levels, of course) that many people in the world do 
not have as much human contact, money, freedom, 
and security as they need?

•	 Do I teach the important value of serving others?

•	 Do I model generosity with my time and money?

cont. next page cont. next page
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•	 Do I make clear to my child that I believe he can 
improve the world?

•	 Do I create opportunities for each child to 
contribute	in	some	specific	way?

•	 Do I search my child’s circle for other adults who 
might serve as role models who contribute to their 
communities and the world? Do I use these adults 
as examples to encourage my child to be the best he 
can be? 

COPING

   Children who learn to cope effectively with stress are 
better prepared to overcome life’s challenges. The best 
protection against unsafe, worrisome behaviors may be a 
wide repertoire of positive, adaptive coping strategies. 

Before we begin teaching children this repertoire of coping 
and stress-reduction skills, here are some basic questions to 
ask ourselves:

•	 Do I help him understand the difference between 
a real crisis and something that just feels like an 
emergency?

•	 Do I model positive coping strategies on a 
consistent basis?

•	 Do I allow my child enough time to use imaginative 
play?  Do I recognize that fantasy and play are 
childhood’s tools to solve problems?

•	 Do I guide my child to develop positive, effective 
coping strategies?

•	 Do I believe that telling him to “just stop” the 
negative behaviors will do any good?

•	 Do I recognize that for many young people, risk 
behaviors are attempts to alleviate their stress and 
pain?

•	 If my child participates in negative behaviors, do I 
condemn him for it? Do I recognize that I may only 
increase his sense of shame and therefore drive him 
toward more negativity? 

•	 Do I model problem-solving step by step or do I 
just react emotionally when I’m overwhelmed?

•	 Do I model the response that sometimes the best 
thing to do is conserve energy and let go of the 
belief that I can tackle all problems?

•	 Do I model the importance of caring for our bodies 
through exercise, good nutrition, and adequate 
sleep? Do I model relaxation techniques?

•	 Do I encourage creative expression?

•	 As I struggle to compose myself so I can make fair, 
wise decisions under pressure, do I model how I 
take control rather than respond impulsively or 
rashly to stressful situations?      

•	 Do I create a family environment in which talking, 
listening, and sharing is safe, comfortable, and 
productive?

CONTROL

   When children realize that they can control the outcomes 
of their decisions and actions, they’re more likely to know 
that they have the ability to do what it takes to bounce 
back. On the other hand, if parents make all the decisions, 
children are denied opportunities to learn control. A child 
who feels “everything always happens to me” tends to 
become passive, pessimistic, or even depressed. He sees 
control as external—whatever he does really doesn’t matter 
because he has no control of the outcome. But a resilient 
child knows that he has internal control. By his choices and 
actions, he determines the results. He knows that he can 
make a difference, which further promotes his competence 
and	confidence. 

Some questions about control:

•	 Do I help my child understand that life’s events are 
not purely random and most things happen as a 
direct result of someone’s actions and choices?

•	 On the other hand, do I help my child understand 
that he isn’t responsible for many of the bad 
circumstances in his life (such as parents’ 
separation or divorce)?

•	 Do I help him think about the future, but take it 
one step at a time? 

•	 Do I help him recognize even his small successes 
so he can experience the knowledge that he can 
succeed?

•	 Do I help him understand that no one can control 
all circumstances, but everyone can shift the odds 
by choosing positive or protective behaviors?

cont. next page
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•	 Do I understand that discipline is about teaching, not punishing or controlling? Do I use discipline as a means to 
help my child understand that his actions produce certain consequences?

•	 Do I reward demonstrated responsibility with increased privileges?

Dr. Ginsburg is a pediatrician specializing in Adolescent Medicine at The Children’s Hospital of Philadelphia 
and a Professor of Pediatrics at the University of Pennsylvania School of Medicine. He also serves Philadelphia’s 
homeless youth as Director of Health Services at Covenant House Pennsylvania. The theme that ties together 
his clinical practice, teaching, research and advocacy efforts is that of building on the strength of teenagers by 
fostering their internal resilience. His goal is to translate the best of what is known from research and practice 
into practical approaches parents, professionals and communities can use to prepare children and teens to thrive.

“PPI staff conducted a TA visit at my office recently and brought a representative from the 
local Children’s Inter-Agency Coordinating Council (CIACC). The CIACC representative gave 

me in-depth information about the NJ Children’s System of Care and how  PerformCare works.  
I had never referred a patient there before and was not aware of all the services they had to offer.  I 

was so excited that I interrupted the visit and requested that my office manager immediately contact a 
parent of a child who was suffering extreme anxiety due to bullying, and refer that parent to call 

PerformCare.
Shore Care Pediatrics, LLC, Monmouth County

Building Resilience in Children and Teens offers 
strategies to help kids from 18 months to 18 years 
build seven crucial “Cs” — competence, confidence, 
connection, character, contribution, coping, and control 
— so they can bounce back from challenges and excel 
in life. The book describes how to raise authentically 
successful children who will be happy, 
hardworking, compassionate, creative, 
and innovative. Dr. Ginsburg reminds 
parents that our goal is to think in the 
present and prepare for the future, to 
remember that our real goal is to raise 
children to be successful 35-year-olds.  
It’s about more than immediate smiles 
or even good grades; it’s about raising 
kids to be emotionally and socially 
intelligent, to be able to recover from 
disappointment and forge ahead 
throughout their lives. The stable 
connection between caring adults 
and children is the key to the security 
that allows kids to creatively master 
challenges and reach their highest 
potential. This book offers concrete 
strategies to solidify those vital family 
connections.
Resilience is also about confronting the overwhelming 
stress that kids face today. This invaluable guide offers 
coping strategies for facing the stresses of academic 
performance, high achievement standards, 
media messages, peer pressure, and family tension.

 Young people too commonly survive stress by indulging 
in unhealthy behaviors or by giving up completely.  The 
strategies offered here are aimed at building a repertoire 
of positive coping skills. 
Kids who have these healthy strategies in place may be 

less likely to turn to those quick, 
easy, but dangerous fixes that 
adults fear. The book includes a 
guide for teens to create their 
own customized positive coping 
strategies.
The second edition of this already 
acclaimed book continues to focus 
on parents, but now also offers 
wisdom about how schools and 
communities can best support 
families. It is updated throughout 
and entirely new chapters offer 
strategies on how best to: support 
military families, confront the 
negative portrayal of teens, 
prevent perfectionism and support 
authentic success. Finally, the 
book now guides parents on how 

to recharge and rebound when their own resilience 
reaches its limits.
Third edition due out in paperback October 2014. 
This handout is used with permission from Kenneth R. 
Ginsburg, MD, MS Ed. Ginsburg KR, Jablow MM. Building 
Resilience in Children and Teens: Giving Kids Roots and 
Wings. 2nd ed. Elk Grove Village, IL: American Academy 

cont. next page
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Child Abuse and Neglect (CAN)
Child Abuse and Neglect (CAN) - In partnership with the 
New Jersey Department of Children and Families (DCF), 
NJAAP provides child abuse and neglect prevention 
trainings to pediatric practices, emergency departments 
and emergency medical services statewide. The Chapter 
also	offers	a	Maintenance	of	Certification	(MOC)	project
entitled Strengthening Pediatric Partners. This project is 
ABP-approved for 25 part four Points.
For additional information, contact the CAN team, at 
CAN@aapnj.org

Critical Congenital Heart Disease (CCHD)
New Jersey is the Nation’s first state to pass legislation 
requiring pulse oximetry screening for all newborns in 
birthing facilities. In partnering with the New Jersey 
Department of Health (NJDOH), NJAAP is supporting the 
development of enhanced statewide surveillance, training 
and education programs for healthcare professionals to 
increase	 the	number	of	newborns	 identified	with	CCHD	
prior to discharge. 
For additional information, contact Harriet Lazarus, MBA 
at hlazarus@aapnj.org

Healthy Homes
The NJ Chapter of the American Academy of Pediatrics 
has received funding from the NJDOH to create an 
outreach program to educate primary care practices in 
the nine Superstorm Sandy affected counties on strategies 
to address exposure to lead and other housing-based 
hazards that may impact the health of children and 
pregnant women.  The program will be delivered via 
webinar and in office-based settings. 
For additional information or to schedule an office 
based session, please contact Harriet Lazarus, MBA at 
hlazarus@aapnj.org 

Immunization Initiative
Working in concert with NJDOH, NJAAP provides 
technical assistance to primary care practices to assess 
current immunization rates and to define and implement 
strategies and best practices such as utilization of the NJ 
Immunization Registry and patient education to improve 
immunization service delivery.
For additional information, contact Judie Grandjean at 
jgrandjean@aapnj.org

Medical Home / Practice Transformation
In partnership with the NJDOH, NJAAP provides 
primary care practices with training and technical 
support necessary to work toward attainment of 
NCQA Recognition as a Patient-Centered Medical 
Home.
For additional information, contact Judie Grandjean, 
at jgrandjean@aapnj.org

New Jersey Immunization Network (NJIN)
A statewide coalition, comprised of over 380 members 
from more than 150 public and private organizations, 
is dedicated to educating healthcare professionals, 
legislators, and the public about the vital role timely 
and age-appropriate immunizations play in shielding 
infants, children, adolescents, adults and the elderly 
against the ever-present threat of vaccine preventable 
diseases. New members are encouraged to join.
For additional information, contact Diane Carroll at 
dcarroll@aapnj.org

New Jersey Oral Health 2014
NJAAP, in partnership with the New Jersey Dental 
Association, NJDOH and other public and private 
health organizations is strongly committed to im-
proving children’s oral health care, especially in un-
derserved areas of the state. With funding from Den-
taQuest Foundation’s Oral Health 2014 and Delta 
Dental, this initiative will increase access to preventa-
tive care and oral health services for children birth to 
three years of age.
For additional information, conctact Juliana David, 
MEd at jdavid@aapnj.org

NJAAP Resources for Pediatricians to Help Families 



Pediatric Partnership Initiative (PPI)
Supporting Children and Families: Dealing with Adverse Childhood Experiences and Recovery Post-Sandy

Joining the Collaborative
The Pediatric Partnership Initiative (PPI) offers 
several educational opportunities for pediatric 
and family practice providers who serve children 
and families in the counties that were hardest hit 
by Superstorm Sandy (Atlantic, Bergen, Cape 
May, Cumberland, Essex, Hudson, Middlesex, 
Monmouth, Ocean and Union). Through hospital 
Grand Rounds, Business Meetings and Learning 
Collaboratives, providers participate in training 
opportunities designed to enhance their efforts to 
support children and families trying to deal with 
the toxic stress of adverse childhood experiences. 
With funding through the Social Service Block 
Grant - Disaster Recovery (SSBG-DR) provided by 
the administration for Children and Families, the 
New Jersey Department of Children and Families 
and New Jersey Chapter, American Academy of 
Pediatrics have partnered to support primary care 
providers as they care for the families continuing  
to recover from the physical and emotional 
devastation of Superstorm Sandy.  PPI offers 
providers with guidance and information on how 
best to:

•	 recognize and intervene with families in 
distress;

•	 provide	psychological	first	aid;
•	 manage post Sandy stress;
•	 access and connect children with families 

with locally-based community resources 
To learn more on how your practice can become 
part of a PPI Collaborative, please call 
(609) 842-0014 and ask to speak with any PPI team 
member.


