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Presentation Notes
Thank you for your interest in The High Cost of Adverse Childhood Experience, and for your leadership helping families and communities to thrive.

This class is presented by the Washington State Family Policy Council in partnership with the Washington State Department of Social and Health Services.  

The Family Policy Council is a family-community-state partnership that involves the people of our state in reducing child abuse and neglect, youth substance abuse and other interrelated social problems.  

Through our work we build community capacity, make services more effective and responsive to the unique strengths of each community and reconstruct natural supports that help all people to thrive.

The Family Policy Council works with all sectors and many disciplines.  We build uncommon partnerships for the common good.




INTRODUCTION

1. Brain Research (Sensitive Developmental Periods)

2. Adverse Childhood Experiences (ACEs) Study

3. Resiliency & Community Capacity

4. ACEs in Washington – A highlight of what we now know
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Scientific discoveries about how experience effects lifelong physical, mental, behavioral health are rapidly emerging.

The evolution of neurobiology, epidemiology and resiliency research is ongoing.  New facts emerge every day.  Doing this work requires a commitment to learning, and to working together to apply new knowledge strategically.

Talking about science can make people nervous.  Don’t worry about it!  These are tools like any other. What you will see today will most likely affirm and explain things that you have already noticed in your daily and professional life. 

This information will support dialogue in response to the question:

How do we balance expectations for everyone to be treated the same with the need for appropriate accommodation when life experience causes unique needs?






EXPERIENCE DRIVES DEVELOPMENT

Genetic 
Predispositions

Experience
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We know that the basic structure of the brain, the developmental sequence of the brain, and baseline intelligence are set by genetics. The actual network of brain connections that we each have, and the way that network connections actually functions, are products of out life experiences including nutrition, the physical, chemical, and built  environment and the environment of our relationships. 
To ensure the best match between the individual and the conditions he/she will face, the brain adapts. Adaptation is fundamental to the brain’s design. 

There are over 100 chemicals and hormones running around the brain and central nervous system, and our experience in life determines:
Which chemicals we have at any given time
What the baseline of each chemical is in our particular system
How efficiently we produce each chemical
The number and functioning of receptor cells that de-code each chemical.  

When it comes to electricity, experience determines:
How our network of neurons grows and connects
 How well insulated our nerve cells are.  

For the most part, we are born with all the neurons we’re ever going to get.  But 4 regions of the brain have baby cells that are supposed to grow right before puberty.  Each of these seedling cells also comes with nutrient cells.  Stress hormones are toxic to both the baby cells and the nutritional cells, and will kill both off.  This is one reason certain regions of the brain are smaller at maturity for people who experience traumatic stress in critical periods of development.

This may seem like a design flaw.  BUT having an incredibly adaptable brain that adjusts based on the environment we live in ensures the best fit between our selves and our environment.  Nature does not know if we’re going to have a great life or a tough life, but we all get a brain that adapts to the situation and becomes a very good brain for anticipated life circumstances.




Research Framework Brings Cohesion and Synergy to Multi‐Sector Work

BRAIN RESEARCH

See for example:  Teicher, M et al. “Neurobiological & Behavioral 
Consequences of Exposure to Childhood Traumatic Stress,” Stress in 
Health and Disease, BB Arnetz & R Ekman (eds). 2006. 

Teicher, M.  “Scars that Won’t Heal: The Neurobiology of Child 
Abuse,” Scientific American, March, 2002, pp. 68‐75.

EPIDEMIOLOGICAL RESEARCH
See for Example: Felitti, VJ, Anda, RF et al. “Relationship of Childhood Abuse and Household 
Dysfunction to Many of the Leading Causes of Death in Adults.” American Journal of Preventive 
Medicine. 1998. (14:4) 

For a full list of publications, see http://www.cdc.gov/nccdphp/ace/publications.htm

RESILIENCY RESEARCH
Masten, AS. “Ordinary Magic: Resilience Process in Development.” American Psychologist. March, 
2001 (56:3), pp. 227‐238.

Boss, P; Loss, Trauma and Resilience – Therapeutic Work with Ambiguous Loss; WW Norton & 
Company; 2006

Longhi, D; Community Networks – Building Community Capacity, Reducing Rates of Child and Family 
Problems, 2008; How Do High Risk Counties Protect All Youth, 2009
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The research included here helps us in our consideration of how  life circumstances, adaption, societal expectations, and social problems interact.

Many, if not most, social problems are known to be related to each other.  For example, a huge portion of incarcerated adults report having experienced child abuse or neglect, and most of them arrived at adult prison after a history of juvenile crime.

We will look at brain research from Martin Teicher, Jack Shonkoff, and Bruce Perry, epidemiological research from Robert Anda and Vincent Felitti, and resiliency research from Emmy Werner, Ann Masten, Pauline Boss and Dario Longhi. We will also get ideas and tips about what we might do to make a  big change for the better.

The Family Policy Council has been working with Drs. Teicher, Anda , Felitti and Longhi for many years.  They have reviewed the material contained in this course and given it the green light.

If you’re hoping for “the answer” you may be disappointed.  This science is incredibly new and it hasn’t reached universally into programs or policies.  But, people in Washington and a few other states have been learning from these scientists and using new knowledge to develop and test promising program and policy improvements.  This is a time when we can work together as leaders to decide what new pathway makes the most sense given what science is teaching us.



Research Framework Brings Cohesion and Synergy to Multi‐Sector Work

HISTORICAL TRAUMA

Koss, M., Polacca, M., Yuan N., et al “Adverse Childhood 
Exposures and Alcohol Dependence Among Seven Tribes” 
American Journal  of Preventative Medicine, 2003, pp. 238‐244
http://minority‐
health.pitt.edu/archive/00000149/01/Adverse_Childhood_Expos
ures_and_Alcohol_Dependence_Among_Seven_Native_America
n_Tribes.pdf

MIND‐BODY AWARENESS, NEUROPHILOSOPHY & TRADITIONAL PRACTICE

Yellow Bird, M. High School Video Series: On Mindfulness
http://www.roundvalleyschools.org/vnews/display.v/ART/4b5de532788ba

Arrows F., Cajete, G., Lee J., Critical Neurophilosophy & Indigenous Wisdom; 2010

Cajete, G. Native Science: Natural Laws of Interdependence; 2000

Yellow Horse Brave Heart M., Duran E., Duran B. et al “Healing the American Indian Soul Wound” 
International Handbook of Multigenerational Legacies of Trauma, Y. Daniele (ed) 1998
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Sources of exposure to adversity can be expanded depending on cultural context. In the “10 Tribes” study, a collaboration of Native American Nations and Confederations, the University of Arizona, and the National Institute on Alcohol Abuse and Alcoholism,  data collected from 1,660 face-to-face interviews with enrolled, randomly selected tribal members added boarding school, foster care and adoption to categories of adverse childhood experiences. In this study that focused on seven of the ten Tribes from which data was gathered, cultural variables were also assessed: language value, language knowledge, geographic proximity to original territories and tribal identity. 

The work of Dr. Michael Yellow Bird and Dr. Gregory Cajete and many other indigenous researcher reinforce and validate the strengthening, protective and mediating factors of cultural practices and traditions. 

http://minority-health.pitt.edu/archive/00000149/01/Adverse_Childhood_Exposures_and_Alcohol_Dependence_Among_Seven_Native_American_Tribes.pdf
http://minority-health.pitt.edu/archive/00000149/01/Adverse_Childhood_Exposures_and_Alcohol_Dependence_Among_Seven_Native_American_Tribes.pdf
http://minority-health.pitt.edu/archive/00000149/01/Adverse_Childhood_Exposures_and_Alcohol_Dependence_Among_Seven_Native_American_Tribes.pdf
http://minority-health.pitt.edu/archive/00000149/01/Adverse_Childhood_Exposures_and_Alcohol_Dependence_Among_Seven_Native_American_Tribes.pdf
http://www.roundvalleyschools.org/vnews/display.v/ART/4b5de532788ba


BRAIN RESEARCH: 
THE NEUROBIOLOGY OF MALTREATMENT

See for example:  “Neurobiological and Behavioral Consequences of Exposure to Childhood Traumatic Stress,” 
Stress in Health and Disease, BB Arnetz and R Ekman (eds). 2006. Martin Teicher, Jacqueline Samson, Akemi 
Tomoda, Majed Ashy, and Susan Anderson

Teicher, M.  “Scars that Won’t Heal: The Neurobiology of Child Abuse,” Scientific American, March, 2002, pp. 68‐75.
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The brain research findings presented here come primarily from the work of Dr. Martin Teicher and his colleagues at the Developmental Neuropsychiatry Research Center located at Harvard Medical School’s McLean Hospital.  Dr. Teicher has conducted a significant volume of brain research over the years and has completed many studies specifically about how child maltreatment shapes the developing brain. 

Our brain is the most adaptable part of our body.  It’s designed to fit with our environment, and childhood experience tells us what kind of environment we’ll be living in.

Dr. Teicher’s study subjects are young adults.  He has matched individuals with a documented history of child maltreatment with controls who did not suffer maltreatment.

The most basic “punch line” or finding from Dr. Teicher’s work is that maltreatment creates a cascade of development resulting in typical patterns of brain architecture, behavior and personality traits.  

Those traits can lead to poor life outcomes.




BRAIN DEVELOPMENT PATTERNS
Adapted from the research of Martin Teicher, MD, Ph.D

NEUTRAL 
START

BRAIN
Hormones, chemicals & 
cellular systems prepare 
for a tough life in an evil 
world

OUTCOME
Individual & 
species survive 
the worst 
conditions

INDIVIDUAL
•Edgy
•Hot temper
•Impulsive
•Hyper vigilant
•“Brawn over 
brains”

BRAIN
Hormones, chemicals & 
cellular systems prepare 
for life in a benevolent 
world

TRAUMATIC 
STRESS

OUTCOME
Individual & 
species live 
peacefully in 
good times; 
vulnerable in 
poor conditions

INDIVIDUAL
•Laid back
•Relationship‐
oriented

•Thinks things 
through

•“Process over 
power”

Dissonance between 
biological expectations 
& social reality fuels 
psychiatric disorders
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We’re only really made to be under stress for about 20 minutes at a time.  So experiences like child abuse, neglect or even being in a war zone, occupation, or a famine cause our stress hormones to be continuously produced.  Historical trauma extends the stress experience across generations:
“Historical trauma is a trauma that is multigenerational and cumulative over time; it extends beyond the life span.
“Historical trauma is also an ongoing process via pressures brought on by acculturative stress. The concept of acculturative stress refers to one kind of stress in which the stressors are identified as having their sources in the process of acculturation, often resulting in a particular set of stress behaviors that include anxiety, depression, feelings of marginality and alienation, heightened psychosomatics symptoms, and identity confusion. 
“While historical trauma includes acculturative stress, it goes much deeper to encompass the aftereffects of racism, oppression, and genocide.”
(Yellow Horse Brave Heart,1998)

Our bodies prepare for a tough life in a dangerous world. Stress hormones exert influence on cells, chemicals and wiring.  They develop brains that are wired for certain characteristics – like being edgy, hot tempered, impulsive and hyper vigilant.  This is the path outlined on the top line of the slide.  For example, people who have had traumatic stress from conception to the toddler years will likely have a higher baseline of the stress hormones like cortisol in their bodies. As a result, these folks may have a very short fuse and a difficult time calming themselves.  If there is more danger just around the corner, rapid calming wouldn’t contribute to survival—readiness for a next danger would.

Dr. Teicher calls the lower path the “benevolent” world path.  The world is kind, easy-going, helpful.  No trauma, or at least no extended traumatic stress.  These folks develop a brain—with cells and wiring and chemistry  -- for being laid back, non-competitive and relationship oriented.  

One strong mental model in our society is that the people whose experience takes them on the top path are maladaptive and the people along the bottom path are adaptive.  That’s untrue…both pathways are adaptive.  Both brains are adapting to their experience.  And that’s good for us as a species because the people whose brains are made for a malevolent world help us survive when life is tough and the people whose brains are wired for a benevolent world help our species survive in calm and happy times. Our experiences get wired into our biology.

Dr. Teicher says it’s when our biology collides with social expectations that we run into trouble. A child from the top path is not going to sit still—sitting still is a “sitting duck”. He or she is not going to share, cooperate or use words as their first choice.  When that child comes to school and we ask them to sit still, share, cooperate, etc, there is a painful disconnect that can be very hard for everyone.   Likewise, if you put a person from the benevolent world into the dog-eat-dog competition of say, Wall Street, that person is going to struggle.  It’s the context we end up in that determines how functional our adaptations really are.

We can’t change people’s biology—but we can teach skills.  For example, we do teach girls who are very trusting and relationship oriented to keep themselves safe.  We teach self defense and other common sense tools.  We may want to think about whether we can teach tools to individuals on the top path way, too.  Is there a way to take “impulsive” and add skills so that the individual is a very decisive and capable leader, who is able to act quickly with limited information?  What might it take to accomplish that?




KEY VARIABLES IN BRAIN OUTCOMES

GENDER

Although both boys & girls are affected by 
maltreatment the effects of sexual abuse 
are more profound in girls while the effects 

of neglect are more profound in boys. 

CRITICAL TIME: 
AGE OF MALTREATMENT
The brain develops over 

time. The effects of 
maltreatment 

correspond to the region 
and/or function that is 

developing at the time of 
maltreatment.

TYPE OF ABUSE

Different types of 
maltreatment activate 
different processes that 
shape the brain, such as 
chemicals & hormones, 
electrical activity, cell 

growth, & specialization 
of cells.

FRONT

BACK
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Let’s take a closer look at variables that interact with experience to  influence lifelong health and wellbeing.

In his research, Dr. Teicher has studied one form of maltreatment at a time.  For example, he has looked for individuals who suffered just physical
abuse and not any other kind of abuse.  He is very diligent about documenting a history of maltreatment.  Then he creates a group that is similar
but has no maltreatment.  He looks at their brains with the brain scanner and in this way, he has arrived at two very important findings:

The brains among people who suffered maltreatment are very much alike and the brains of the people with no maltreatment are very much alike.  But the two groups are very different from each other.  This suggests that maltreatment affects brain development in predictable ways.

Not all experiences have the same outcomes. There are at least three known variables that determine how high stress life experience like child abuse will affect the individual brain:
Type of maltreatment; 
Age or stage of development at the time of maltreatment; and 
Gender. 

For example, neglect affects both boys’ brains and girls’ brains.  But the effect size on boys is much greater.  On the other hand, sexual abuse affects both boys and girls, but has a much bigger effect on girls’ brains than boys’.



BRAIN EFFECTS BY CRITICAL PERIODS

CRITICAL TIME BRAIN REGION FUNCTION AFFECTED BY

First 3 years

Ages 3‐5

HIPPOCAMPUS Emotional regulation
Verbal memory
Spatial memory

With the AMYGDALA, 
Manages fear, panic, emotional understanding
Regulates emotionally‐appropriate responses  
Puts the brakes on outbursts & tantrums

All maltreatment

Sexual abuse

Infancy

Age 8‐10

CORPUS CALLOSUM Cross‐brain function
Language & math proficiency
Social cues

Neglect

Sexual abuse
Age 7‐9 RT TEMPORAL GYRUS Spoken language Emotional abuse

Prior to puberty CEREBELLAR VERMIS Center for mental health
Navigation through space
Track periphery

All maltreatment

First 2‐3 yrs
Age 8‐10

Age 15‐16

CORTEX Thinking and judgment
Vision
Executive function
Long‐term memory

All maltreatment
Witnessing Family 
Violence
Sexual abuse
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Why would the age of a person at the time of maltreatment have a powerful impact on brain development?  

All brain regions don’t fully develop at once.  Development unfolds region by region – providing us with the essential survival and other capabilities needed at each stage.  As each part of the brain develops, there are critical times when the brain region is forming mass.  There are also sensitive periods when the brain region is adapting  functional qualities with the biological assumption that lifetime experience will generally follow the patterns of childhood experience.  

Each brain region has critical and sensitive periods when it is particularly influenced by experience.

This chart summarizes a portion of Dr. Teicher’s findings about which part of the brain is affected, and by what type of maltreatment.  You’ll notice that some periods of development are much more critical.  

The first months and years of life are foundational.  During pregnancy , infancy and the toddler years, many parts of the brain are sensitive to experience; adaptation during this foundational period forms the cellular platform from which future stages of development emerge.  That’s why people say that early childhood is so important – and they’re right.  

But, early childhood isn’t the only sensitive developmental period, according to the latest research.  Middle childhood – from 7 to age 9 or 10, and again during puberty and around ages 15 and 16  are also powerful times when adaptation occurs in brain regions responsible for important functions including social, math, and memory competencies. 

There is good reason to believe that these critical and sensitive developmental periods are also windows of opportunity to build resilience – after all, these are times when the brain is sensitive to experience, bad or good.  So, knowing these times can help us do a better job protecting and challenging children in ways that promote life-long health and well-being.

In the next few slides we will talk about each brain region – how it functions and when it is most sensitive.





BIOLOGICAL EFFECTS OF ABUSE & NEGLECT

HIPPOCAMPUS

The center for: 
•Controlling emotional  reactions
•Constructing verbal memory
•Constructing spatial memory

VULNERABLE TO
All forms of maltreatment in the first 
2‐3 years of life

Sexual abuse at ages 3‐5

DELAYED SYMPTOMS CAN OCCUR BECAUSE: 
Stress hormones are toxic to granule or “seedling” 
cells; their failure to grow means decreased mass 
in this area of the brain 

ADAPTIVE FUNCTIONING
• Emotionally reactive 
• Poor regulation of behavior
• Difficulty with verbal & spatial 
memory
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These next few slides are summaries of the brain research findings.  For more detail of the findings, just go to googlescholar.com and put in Dr. Martin Teicher’s name.  You’ll get lots of scientific journal articles.

As you can see from this slide, one area of the brain that is affected by all forms of maltreatment is the hippocampus.  It is affected by abuse in the early years.– through age five.

The hippocampus provides the critical role in memory consolidation and retrieval and it also is part of what has been called the “behavior inhibitory system.”  It puts a brake on some of our behaviors.  So it sets a tone for how much we’re going to inhibit ourselves from doing certain things that may have risky consequences throughout our lives.  

Dr. Teicher explains that individuals who suffer trauma at critical periods may, in their non-stressed states, be logical, linguistic, rational, but when they enter a highly emotional state they may have less control through thoughts and logic and be less able to use logic and reason to regulate behavior.  You may know someone who shifts from seeming like they are perfectly together rational individuals, to being uncontrollable emotionally and unable to listen to what is being said until they calm down. 

Many people think  that the effects of trauma can be fully seen within a year or two of the trauma. This may be a mental model – or belief about the way the world works – that is challenged by this science.

The way the hippocampus is impacted by maltreatment teaches us an important lesson about delayed effects of toxic stress.  The hippocampus is one of four regions that comes with baby brain cells that are supposed to start growing right before puberty.  Prolonged or unpredictable episodic traumatic experience in early childhood releases hormones that are toxic to both the baby cells and to the nutrition cells that are supposed to supply nutrients for growth.  So, the final effects on the hippocampus, those related to spatial memory, don’t show up until the end of adolescence.

You may have heard people say that someone suffered traumatic experience in early childhood, but are “just fine” in 3rd grade.  While we certainly do want every person to be “just fine”, this research shows us that in order to fully know the effects of trauma on individuals we would need to follow the life-course of a person well into adulthood.  




CORPUS CALLOSUM

Integrates hemispheres & facilitates
• Language development
• Proficiency in math
• Processing of social cues, like facial expression
• Promotes learning  
• Regulates negative emotions 
• Protects mental health

VULNERABLE TO
Neglect in infancy
Sexual abuse at ages 9 and 10

ADAPTIVE FUNCTIONING
• Language delay 
• Diminished integration & coordination
• Vulnerability to Post Traumatic Stress 
Disorder (PTSD)

EXPOSURE TO TRAUMA:
•Impedes cell division

•Interrupts myelination

•Disrupts electrical activity & 
Reduces the functionality of the 
corpus callosum
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The corpus callosum helps the two sides of the brain talk to each other and coordinate activities.  It is affected by neglect in infancy and sexual abuse around ages 7-10. This information superhighway is most vulnerable in females to the effects of sexual abuse at age 9 and 10. 

The corpus callosum both separates and connects the two hemispheres of the brain.  It is a complex network of fibrous brain matter, which is extensively myelinated, or covered with fat cells, in order to conduct electrical activity and cross-brain communication. Exposed to stress hormones, the glial cells that generally result in myelination die off, and the corpus callosum loses both volume and function.

The loss of function in the corpus callosum leads to what is called lateralization.  In short, the two sides of the brain don’t work together and functions get isolated in one side or the other.  This results in greater access to negative emotions such as anger and sadness, and vulnerability to mental health problems, especially depression and future post-traumatic stress disorder. When the two sides of the brain are not fully integrated, it is difficult to do tasks that involve both language and math; for example, math story problems – or questions on standardized math tests, which often require students to use words to explain their math.

The corpus callosum is made both smaller and less efficient by maltreatment. Changes can make it difficult to read subtle social cues in the face or the voice and may explain some of the social difficulties traumatized children experience.  It may be helpful to use words to explain your behavior, affect, or action, for example, if you are leaving early, explain why: I need to take a break because I am tried, but I still like you and I look forward to seeing you again.
 



RIGHT TEMPORAL 
GYRUS

Center for spoken language
Center for social cognition

VULNERABLE TO
Emotional abuse, 
especially between 7 ‐ 9  

ADAPTIVE FUNCTIONING
Delays in language acquisition—both 
spoken and written

Profound depression, suicidality and 
other mental health disorders

SUPERIOR 
TEMPORAL GYRUS
Center for sensing sound 
and processing speech

Generates Aha! ‐insight

VULNERABLE TO
Verbal abuse in  
Middle childhood  

ADAPTIVE FUNCTIONING
Difficulty processing and remembering 
verbal information

Enacting information concurrent with 
hearing information may help memory 
and meaning formation

Give physical gesture to
verbal instruction. 

Charades!
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The right temporal gyrus helps us give meaning to the language we hear.  It is particularly affected by emotional abuse.  The superior temporal gyrus helps us process sound and develop insights based on what we hear.

Dr. Teicher’s research has uncovered two particularly important affects of child maltreatment in this region of the brain.  One has to do with formation of verbal memory, which may explain why many abused children and children who witness family violence experience delays in language acquisition—both spoken and written.

The second has to do with electrical activity.  

There is a strong relationship between child maltreatment and irregular electrical activity in this area of the brain.  Called “limbic irritability, ”this condition leads directly to profound depression, suicidality and other mental health disorders.

Verbal abuse affects the part of the brain that’s processing verbal information.  

Enactment of verbal instruction may be helpful.  For example, when the words “slice the bread” are spoken, the physical acting out of slicing the bread may engage a second part of the brain, and thereby help secure the memory and the insight about what is being requested.   Think about theatre  and drama exercises when working with children who are victims of verbal threats, intimidation, and humiliation.




BIOLOGICAL EFFECTS OF ABUSE & NEGLECT

CEREBELLAR VERMIS

Center for:
• Regulating affect and attention
• Regulating mental health
• Regulating movement through 
the physical environment

• Reacting to peripheral details in 
the world around us

VULNERABLE TO
All maltreatment‐ high levels of 
cortisol pre‐puberty  

ADAPTIVE FUNCTIONING
Higher risk for depression

Higher risk for substance abuse

DELAYED SYMPTOMS CAN OCCUR BECAUSE: 
Stress hormones are toxic to granule or 
“seedling” cells; their failure to grow means 
decreased mass in this area of the brain 

Presenter
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The newest of the new in brain research involves the cerebellar vermis, a region just above the brain stem. This is one of only a few regions of the brain that grows new cells after birth.  We come into the world with little seedling cells in this region.  But cortisol kills those cells off; they never get the chance to grow.  

The vermis has two important features.  First, it is critical to our attention systems—it helps us pay unconscious attention to environmental stimulus without being distracted. It’s the part of our brain that let’s us see things out of the corner of the eye and to anticipate what that car in the next lane is going to do even while we continue to drive at 60 miles per hour.  So it’s no surprise that one consequence of maltreatment is attention problems, including ADD and ADHD.

Second, the vermis is the part of the brain that regulates the release of our feel-good hormones, norepinephrine and dopamine.  Research on this region shows not only reduced size of the vermis, but decreased blood flow and functionality as well.  Not surprisingly, this leads to vulnerability to depression.

It appears that the vermis may be the seat of mental health.  It appears to have a role in virtually every mental illness, including schizophrenia, borderline personality disorder and depression.  We are only beginning to understand how trauma-induced adaptations in the vermis and mental illness may be connected.

Forms of maltreatment that result in extremely high levels of cortisol prior to puberty can affect this region.

When Dr. Teicher speaks, he points out that rocking is very good for the cerebellar vermis.  Rocking in a rocking chair, swinging in a swing or a hammock, or rocking a baby from side to side all stimulate the positive effects of this region.



ADVERSE CHILDHOOD EXPERIENCE          DRAFT

BIOLOGICAL EFFECTS OF ABUSE & NEGLECT

CORTEX

Center for:
• Thinking & judgment
• Executive function
• Long term memory
• Vision

VULNERABLE TO:
Trauma in the first several years of 
life affecting pre‐frontal cortex.

Witnessing domestic violence in the 
elementary school years affecting 
visual cortex.  

Sexual abuse at 15‐16 affecting 
executive function.

ADAPTIVE FUNCTIONING
Limiting Field of Vision

Presenter
Presentation Notes
The cortex is the front part of the brain that separates us from other mammals.  This is where thinking, judgment and long-term memory live.

It’s an enormous region. A lot more is unknown than known about this region.

Research is just beginning.  We know only a few things about this area of the brain.

Witnessing domestic violence in the early elementary years is known to have effects on the visual cortex, literally limiting the field of vision.

Sexual abuse in the middle teen years will affect this region.




ADVERSE CHILDHOOD EXPERIENCE          DRAFT

CONSEQUENCES OF BIOLOGICAL OUTCOMES

COGNITIVE
• Slowed language development
• Attention problems (ADD/ADHD)
• Speech delay
• Poor verbal memory/recall
• Loss of brain matter/IQ

SOCIAL
• Aggression & violent outbursts
• Poor self‐control of emotion
• Can’t modify behavior in response to social cues
• Social isolation—can’t navigate friendship

MENTAL HEALTH
• Poor social/emotional development
• Alcohol, tobacco & other drug abuse—vulnerable to early initiation
• Adolescent & adult mental health disorders—especially depression, suicide, 
dissociative disorder, borderline personality disorder, PTSD

Presenter
Presentation Notes
Based on what those parts of the brain do, here is the range of challenges we might expect for traumatized children.  It’s important to note that we might also see these challenges in non-traumatized children – just because we see challenges we can’t assume we know anything about the safety or nurturing of the family.

Effects are really seen in 3 domains—cognitive (that’s thinking and learning), social skills and mental health.

Dr. Teicher’s work has documented language delay, aggression, social isolation and poor mental health.  Other studies we’ll look at today have similar findings.

What we want to take note of is what the study tells us about why.  Many of us have the mental model that traumatized kids learn to behave aggressively when adults are aggressive with them.  And there may be some truth to that.  But in addition the brain research teaches us that there are physical things that happen to the brain and to the brain chemistry that prime the traumatized child to be aggressive, to behave as if the world is malevolent and survival depends on being aggressive first and thinking about it later.

We may need to change our thinking here so that we don’t think about aggressiveness as a learned behavior and instead we think about how to help a person who is hard wired for a dangerous world to take characteristics of impulsiveness and aggressiveness and hone those into skills of quick and decisive leadership.



ADVERSE 
CHILDHOOD 

EXPERIENCES STUDY

“Understanding Adverse Childhood Experiences isn’t to know one’s life path. 

It is to open doors for the future you would like for yourself and for future generations.”

Dr. Ronald Voorhees, MD, PhD
Chief Office of Epidemiology & Biostatistics

Allegheny County Health Department

Presenter
Presentation Notes
This next section changes fields, from brain research to epidemiology, which examines how disease moves across and affects the population as a whole.

It can be challenging to think in terms of the whole population because we all know individuals who don’t fit the mold.  Still, it’s important to think about the population as a whole because, when we make public policy, we have to think from this perspective.

This study, called the adverse childhood experiences study, was conducted between 1994 and 1997 by the Centers for Disease Control and Kaiser Permanente San Diego.  There were over 17,000 participants in the study.

Each participant was asked 70 questions about their childhood experiences and then their health records were used to identify health outcomes.

The adverse childhood experiences questions came from existing standardized instruments.  The researchers did not make up their own new ideas about what is child abuse or domestic violence, they used existing tools in those fields.

If you would like to see more details about the study, you can go to the Centers for Disease Control web site and search for the ACE study. You’ll find that there have been over 60 peer-reviewed scientific articles written from this data.



INTEGRATING BRAIN & EPIDEMIOLOGICAL RESEARCH

Presenter
Presentation Notes
For decades, through the 80s and into the 90s, mental, physical and behavioral health prevention and promotion focused on reducing risk for disease.  Research had shown certain factors, including strengths and risks, that are predictive of each of many health problems.  

When Dr. Rob Anda and Dr. Vincent Felitti designed the ACE Study, they were testing a theory about pathways to disease – disease agents – that would change the way we think about preventive action.  Their theory was that adverse childhood experience leads to social, emotional, cognitive impairment, which leads to adoptions of risk behaviors, which leads to disease and early death.  They designed the study to determine whether or not adverse childhood experience could be an underlying cause of a portion of diseases experienced in the population.

Next, we’ll look at the nine Adverse Childhood Experience categories that the researchers studied in the ACE study.





WHAT ARE THE
ADVERSE CHILDHOOD EXPERIENCES (ACEs)?

1. Child physical abuse 

2. Child sexual abuse

3. Child emotional abuse

4. Neglect

5. Mentally ill, depressed or suicidal person in the home

6. Drug addicted or alcoholic family member

7. Witnessing domestic violence against the mother

8. Loss of a parent to death or abandonment, including abandonment by divorce

9. Incarceration of any family member

COUNTING ACEs
ACE Score: Number of  ACE categories to which a person was exposed.

The ACE Study found that the number of categories, not necessarily the frequency or 
severity of the experiences within a category, determine health outcomes.

Presenter
Presentation Notes
ACEs include:
Four forms of abuse: physical, emotional, sexual and violence against the mother; 
Neglect; and
Indicators of household functioning: mentally ill, depressed or suicidal person in the home, drug addicted or alcoholic family member, incarceration of a family member, and loss of a parent.
The researchers did ask about severity of abuse, duration and other kinds of questions that are important to folks working in child safety.  But when it comes to health outcomes, they found that what matters is the number of kinds  of adverse childhood experiences.
The findings are very, very clear: the more categories of ACES experienced, the poorer the physical, mental and behavioral health outcomes across the lifespan.
When this presentation says “3 ACEs” it means that an individual experienced 3 different categories from this list.  It’s important to understand that growing up with 2 alcoholic parents counts as one point—for drug addicted or alcoholic family member; being beaten repeatedly by the same parent counts as 1 ACE—for physical abuse; being molested by 3 different people counts as 1 ACE—for sexual abuse.  When taken across the population, this understates the very clear and compelling results you will see here.
This information can be hard for us, for a variety of reasons. We all know people who have struggled with adverse experiences.  Many of us have served children who are struggling with them.  And adverse childhood experiences are personal to most people taking this course.  The study found that over 60% of Americans has one or more of these experiences, so the data can really hit home. 
I want to let you know that over 2,000 Washingtonians have seen this Power Point to date.  Some folks have been very deeply touched by the data—moved to tears, even.  And that’s really okay.  I want you to know that many of those folks have said afterwards that they feel liberated.  They will often say: “Oh, these things in my life are connected.  My life is hard for some very good, valid reasons.”
Some people have asked if there are other ACEs.  The answer is “probably yes”.  These nine types of experience are proxy for toxic stress – the kind that creates elevated stress hormones for prolonged periods of time – through critical or sensitive developmental periods. Researchers at Washington State University Area Health Education Center discuss these issues using the term “complex trauma”.  They explain that complex trauma includes episodic traumatic events – when the child doesn’t know when the next blow is coming – stress hormones remain elevated for long periods of time.



A CLASSIC CAUSAL RELATIONSHIP
MORE ACEs = MORE HEALTH PROBLEMS

Dose gets bigger
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Dose‐response is a direct 
measure of cause & effect.  

The “response”—in this 
case the occurrence of the 
health condition—is caused 
directly by the size of the 
“dose”—in this case, the 
number of ACEs.
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The primary finding of the ACE Study is a dose-response relationship between adverse experiences and poor physical, mental and behavioral health.

That is, the bigger the dose of ACEs, the bigger the number of health problems.

When the population as a whole has a bigger dose of adverse childhood experience, there is more disease.




ACE STUDY DOSE‐RESPONSE FINDINGS

Adult Alcoholism

0

2

4

6

8

10

12

14

16

18

0

1

2
3

4

0
5

10
15
20
25
30
35
40
45
50
55
60

Women & Teen Pregnancy

ACE Score

%
 E

ve
r E

xp
er

ie
nc

in
g 

Te
en

 P
re

gn
an

cy
0

1
2

3
4

6

ACE Score

%
 R

ep
or

tin
g 

A
lc

oh
ol

is
m

5

7

Presenter
Presentation Notes
The first graph shows how alcoholism increases with the dose of ACEs.  Study participants were asked, “Have you ever considered yourself to be an alcoholic.”  This kind of self-reporting probably means that there is under-reporting going.  

When you read the four charts on this slide and the next, the left vertical access is the percent of people in the ACE study who reported having the health problem.  The bottom horizontal axis – from left to right – show different groups of people, with each group having a certain number of Adverse Childhood Experience categories .

So, in this first chart, the first group on the left had zero ACE categories – or an ACE score of 0.  The second group reported having one category of Adverse Childhood Experience – or an ACE score of 1.  The third group, represented with the royal blue bar, is the group with an ACE score of 2.  Next group, with an ACE score of 3 is represented with a magenta bar; and those with an ACE score of four or more is represented with a gray bar.

Just over 2% of people with no adverse childhood experiences have ever considered themselves to be alcoholic.  For people with 4 ACEs, alcoholism goes up to 16% and if we were to take the chart out to people with 7 or 8 ACEs, the percent of alcoholics would double again.

The chart on the right tells us about the dose response relationship between ACEs and teen pregnancy.  These are all self-reported pregnancies prior to age 18, not just live births. As you can see, about 15% of women with no adverse childhood experiences reported getting pregnant before age 18.  Nearly 55% of women who had 7 or more ACEs reported getting pregnant as teens.




ACE STUDY DOSE RESPONSE FINDINGS
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Intravenous drug use and attempted suicide have the strongest dose-response relationship to ACEs.

Almost no one with zero adverse childhood experiences reports using illicit intravenous drugs. The number goes up to 3.5% as you reach 4 ACEs.  It increases 1500% when approaching 7 and 8 ACEs.

Attempted suicide has an even stronger relationship to adverse childhood experience.  

Attempted suicide can be a very good indicator of mental health problems because depression, borderline personality disorder, schizophrenia , post traumatic stress disorder, and other mental health conditions are strongly associated with suicidal thoughts and suicide attempts.



33
Report No ACEs

51
Report 1‐3 ACES

16
Report 4‐8 ACEs

WITH 0 ACEs
1 in 16 smokes 

1 in 69 are alcoholic 

1 in 480 uses IV drugs

1 in 14 has heart disease 

1 in 96 attempts suicide

WITH 3 ACEs
1 in 9 smokes 

1 in 9 are alcoholic

1 in 43 uses IV drugs

1 in 7 has heart disease

1 in 10 attempts suicide

WITH 7+ ACEs
1 in 6 smokes

1 in 6 are alcoholic

1 in 30 use IV drugs

1 in 6 has heart disease

1 in 5 attempts suicide

PROBABILITY OF SAMPLE OUTCOMES 
GIVEN 100 AMERICAN ADULTS
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What is the Population Attributable Risk for smoking, alcoholism, use of IV drugs, heart disease, and attempted suicide from Adverse Childhood Experiences?

Imagine 100 adult Americans.  Based on the findings of the ACE study, 33 would report no adverse childhood experiences at all.  51 would report one to three.  And 16 would report having four or more.

1 in 16 with no ACEs smoke.  This is the amount of smoking that must be attributable to something other than ACEs; for example, genetics, peer pressure or community norms that support smoking.  

People without adverse childhood experience do smoke, drink, use drugs, get heart disease and attempt suicide.  We could look at other health conditions, but these are a good sample.

As we step across, we see a big change in the numbers, and that’s the part that’s attributable to ACEs.  The middle box includes people with 3 ACEs. We go from 1 in 16 who smoke to 1 in 9. The other conditions escalate more quickly.  Alcoholism goes from 1 in 69 to 1 in 9 when ACEs go from 0 to 3.

At 7 ACEs, we see that the probability of having one of these problems doubles again in many cases.

This data tells us that an enormous portion of our health problems are ultimately attributable to adverse childhood experience.



‐ Boarding School, Foster Care and Adoption added.

‐ Cultural variables assessed. 

‐ 86% participants experienced one or more
categories of exposure and 33% reported four or
more categories. 

‐ Strong relationship between childhood sexual
abuse and subsequent drinking problems among
the general population similar in Native American 
population. 

‐ Combined sexual and 
physical abuse increased 
alcohol dependence for 
men.

‐ Combined sexual abuse 
and boarding school 
attendance were 
significant for women. 

“Ten Tribes” Study

Adverse Childhood Exposures
Koss, M., Polacca, M., Yuan N., et al “Adverse Childhood Exposures and 
Alcohol Dependence Among Seven Tribes” American Journal  of Preventative 
Medicine, 2003, pp. 238‐244

Presenter
Presentation Notes
The study focuses on the link between ACEs (as investigated in the original Felitti and Anda study) and alcoholism in seven Native American Tribes (near Bemidji, Minnesota; Oklahoma City, Oklahoma; Portland, Oregon; Nashville, Tennessee; and three near Phoenix, Arizona). The research team includes 7 researchers including one of the 13 Indigenous Grandmothers, Mona Polacca. 
We know from the original study that adverse childhood experiences link directly to poor health outcomes later in life and here it is shown in indigenous communities with attention paid to recent and current events of historical trauma including boarding school, adoption and foster care. 
 
Study:
1,660 face-to-face interviews with enrolled, randomly selected, tribal members. 
Nine categories of childhood maltreatment: Parental alcoholism, physical abuse, physical neglect, sexual abuse, emotional abuse, emotional neglect, boarding school, foster care placement, and adoption. 
Cultural variables also assessed: Language value (importance of the retention of traditional language), language knowledge (knowledge of the meaning of specific tribal words), geography (proximity of living near tribal lands), and tribal identity (involvement in traditional beliefs and practices).

Data:
Felitti et al. found that 52% participants reported one or more categories of adverse childhood experiences and 6.2% reported four or more categories. In the current study (attached) 86% participants experienced one or more categories of exposure and 33% reported four or more categories. 
Combined physical and sexual abuse significantly increased the odds of alcohol dependence for men, whereas sexual abuse and boarding school attendance were significant for women. The strong relationship between childhood sexual abuse and subsequent drinking problems among the general population appears to be similar in Native Americans. 
Risks because of multiple categories of exposure approximated a concave curve for men, whereas the risks approximated a straight line for women. 
There were significant inter-tribal difference in prevalence of alcohol dependence and childhood exposures, except adoption.  



HISTORIC TRAUMA 
The collective emotional and psychological injury both 

over the life span and across generations, resulting from 
a cataclysmic history of genocide. 

(Maria Yellow Horse Brave Heart) 

Genocide is the intent to destroy a national, ethnic, racial or religious group. 

(1948 Geneva Convention)

Historical trauma has a layering effect and is the "cumulative emotional 
and psychological wounding over the life span and across generations, 
emanating from massive group trauma." 

Historical or intergenerational trauma is similar to that suffered by the 
Jewish people as a result of the Holocaust, Native Americans, the 
Japanese Americans interned in California at the beginning of World War II 
and African Americans suffering the aftermath of slavery.

Maria Yellow Horse Brave Heart, Research Associate Professor, Graduate School of Social Work, University of Denver



EFFECTS OF HISTORIC TRAUMA

First Generation – Post Traumatic Stress Disorder

Subsequent Generations – Historical Unresolved Trauma 
Survivor guilt,  Depression,

Psychic numbing,  Anger, 

Victim identity,  Death identity, 

Thoughts of suicide,  Nightmares, 

Preoccupation with trauma,  Relational problems, 

Physical symptoms including diabetes and other disease 
associated with high stress hormones that wear out the body. 



→ Alcoholism & alcohol abuse (PAR 65%)
→ Chronic obstructive pulmonary 

disease & ischemic heart disease
→ Depression (PAR 54%)
→ Fetal death
→ High risk sexual activity (PAR 48%)
→ Illicit drug use (PAR 50%, IV 78%)
→ Intimate partner violence
→ Liver disease

→ Obesity 
→ Sexually transmitted disease
→ Smoking (PAR 39%)
→ Suicide attempts  (PAR 58%)
→ Unintended pregnancy
→ Early Death

The higher the ACE Score, the greater the incidence of co‐occurring conditions from this list.

ACE LIFE LONG 

PHYSICAL, MENTAL & BEHAVIORAL OUTCOMES

PAR: Population Attributable Risk

ACEs are The Most Powerful Determinate of The Public’s Health

Presenter
Presentation Notes
Adverse Childhood Experiences account for a significant portion of a wide array of health problems – ranging from depression and hallucinations to heart disease,  liver disease, unintended pregnancy and early death.  

Because of the number of different health problems attributable to ACEs and the proportion of each disease in the population that is attributable to ACEs, we know that ACEs are the most powerful determinate of the public’s health.

This is a partial list.  As the scientists have continued to analyze the data, they have found a dose response relationship with other important outcomes as well, such as 3 or more marriages, emergency room use, pharmacy use and significant financial problems.

It is important to note that these outcomes are not the only outcomes attributable to ACEs; and that only a portion of each of these diseases can be  is attributable to ACEs.   Some alcoholism, for example, does not have it’s origins in Adverse Childhood Experience; some heart disease does not have it’s origins in Adverse Childhood Experience.  We’ll talk about the portion of disease that is attributable to ACEs later in the course.




2009 BRFSS: BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM
PREVIEW OF ACE FINDINGS FOR WASHINGTON  ADULTS

ACEs are common in Washington

1. 62% of adults have at least one ACE

2. 17% of adults report physical abuse during childhood

3. 17% of women and 7% of men report sexual abuse during childhood

4. One in four adults report parental separation or divorce during childhood

5. A third of adults grew up with substance abuse in the household 



POSITIVE ADAPTATION

Shifting from Deficit Oriented Models 

to

Strengths, Health, & Thriving.

9‐20‐10 DRAFT

Presenter
Presentation Notes
We all know people who have had an incredibly difficult start in life and yet done well.  In fact, you may be one of those people.  

After learning about the brain science and Adverse Childhood Experience, almost everyone wants to learn more about we can do.  We want to know how noticing and acting with strengths, core gifts, and healthy processes can generate solutions and focus communities on the best people have to offer.

We all want to know how to build resilience.  How do we take actions that help people to have a joyful and fulfilling life after adversity?  

We want to learn about resilience in order to inject hope and optimism into the dispiriting story of stress and adversity.  We want to have a bold and confident foundation for helping future generations to thrive, even as we know we will be unable to prevent all adversity from affecting their lives.

The next body of research we’re going to look at focuses on those issues.  We’ll explore positive experience as a powerful foundation for human thriving, and consider ways in which we can invest in dual-generation, whole family and whole community strategies that hold tremendous promise for reducing ACEs in Washington.




FACTORS THAT INFLUENCE HEALTH

Environment 
22%

Genetics 17%

How We Live 
51%

Health 
Care 
10%

Source: USDHEW, PHS, CDC. “Ten Leading Causes of Death in US 1975, Georgia Bureau of 
State Services, Health Analysis and Planning for Preventive Services, p. 35, 1978
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You probably already believe that experience has a powerful impact on health.  You many not know that it’s the most powerful means for helping people to thrive.  In fact, only 10% of the factors that influence health are contained in formal health care systems.  More than half of the factors that influence health are embedded in the way we live with one another day by day.  

Dr. Sheldon Cohen determined in 1997 that individuals with more diversified social networks live longer than their counterparts with fewer types of relationships.  Their ability to defend against the common cold is strengthened.  But how we live with one another goes beyond how we form friendships and social circles of support.

How we live with one another includes how we as individuals choose to interact, but it also includes how we form community, how we develop organizations and societal pressures that come back around and influence our health. How we live together includes racism, poverty in a class-based society, and disparities in access to health and education.  Together we create the organizations, governance and other systems, and societal patterns that hold a majority influence our health.  

That’s good news!  No matter how big an economic downturn we face,  we can always make improvements to the way we interact with one another, and the way we co-develop policies and programs that improve health.  

A Hopi Elder prophesized about our times, saying:  

“You have been telling people that this is the Eleventh Hour, now you must go back and tell the people that this is the Hour. And there are things to be considered. . . .
Where are you living?�What are you doing?�What are your relationships?�Are you in right relation?�
Where is your water?
Know your garden.�It is time to speak your truth.�Create your community.�Be good to each other.

And do not look outside yourself for your leader.  …We are the ones we have been waiting for.”�
We all participate every day in setting societal norms that promote resilience.  The more we know about positive frameworks for action – the more confident we can be about helping to lead in transformative ways.  




WHAT IS RESILIENCE?

The capacity to absorb disturbance and re‐
organize while undergoing change, yet still 
retain essentially the same function, structure, 
identity, feedbacks.

(Walker et al., 2002)

The ability of an individual, system or 
organization to meet challenges, survive, and 
do well despite adversity. 

(Kirmayer, 2009)

Individual

Family

National, 
Global, 
Ecosystem

RESILIENCE OCCURS 
AT ALL LEVELS:

The natural human capacity to navigate life well.

(HeavyRunner & Marshall, 2003)

Community
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Resilience is a term that comes from the physics of materials.  In that context it means the ability to return to original form after having been bent or compressed.  For example, bamboo is considered to be resilient because the plant can be bent to the ground, but will spring back, grow well, and be essentially unchanged.

But human beings aren’t just materials that can spring back to original form or function after significant loss or attack.  We are actually changed by experience through a complex process of adaptation. Adversity brings about a new form and function that fits the new environment.  

Dr. Ann Masten, a leader in resilience research, explains that in terms of developmental pathways, resilience involves maintaining a developmental trajectory, returning to the original trajectory after a temporary deviation, or shifting to an entirely new trajectory that also represents a healthy life path.

In psychology, resilience has been conceptualized in a few different ways, but all of these contain the themes of adversity and “doing well”.  Researchers have defined “doing well” and “adversity”– so learning about resilience requires paying attention to several key concepts:
What measures of doing well are used to gain insights about resilience?
How is adversity defined?
How is adversity related to developmental tasks of individuals at various ages and stages? 
How are adversity and “doing well” related to the history and culture of a community?

Resilience is more than the absence of psychopathology.  It is not just recovery immediately after crisis.  Resilience is like surfing – it requires continuous balance and grace, ability to spontaneously respond to the demands of the unforeseeable dynamics of life, eagerness to learn and use new skills and maintenance of one’s physical and emotional health and one’s spirit for living life with joy.

Before we delve into these and other aspects of the literature on resilience, we’ll take a look at how the resilience research has evolved over the past five decades.




Contextual –Why ages, stages, personal and family history, 
community context matter for promotion of resilience.

Integrative – Encompasses rapid advances in the study of genes, developmental 
neurobiology, neural plasticity, and the conditions, contexts, and processes that affect 
positive adaptation throughout the lifespan.

“Resilience rests, fundamentally, on relationships”.
Conclusion of Suniya Luthar,  in: Resilience in development: A synthesis of research across five decades. (2006, p. 780)  

PHASES IN RESILIENCE RESEARCH

Descriptive – What do resilient individuals   have in common?

Predictive – How questions: identify and understand 
processes that might lead to resilience, including risk and 
protective factors.
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Dr. Anne Masten and Dr. Sunya Luther are leaders in resilience research.  Both have published extensive literature reviews that help us understand the 50-year history of resiliency research.

Dr. Masten describes 4 eras in resilience research:  
First, scientists looked at individuals who were resilient and studied them to see if we could make generalizations about them; 
Second, we turned to risk and protective factors; 
Then scientists began to look at developmental and ecological models.
Today we understand that individual resilience, like learning to walk or talk, is a part of a dynamic and complex human developmental process in which family, community, faith and culture influence individual development at the same time as individuals influence family, community, and cultural norms.  

Some of us come through the developmental process with greater strength than others.  That may be attributable, at least in part, to the environment we live in.

Resilience can be thought of as a community and cultural process that helps people overcome, stress, trauma and other life challenges as we draw from social and cultural networks and practices. 

Communities themselves can be more or less resilient – they can have a healthy social response to crisis, making changes to the way people organize inside the community, and generating new kinds of interactions with the surrounding environment – including social, economic and political entities.  

Resilient communities generate organizational structures where members  interact in a web of meaningful relationships and where members help and are helped by others.  They foster nested social networks that can reduce individual vulnerability and enhance well-being.  Resilient communities provide individuals and families with new opportunities to deal with challenges and to co-lead further development of community health. Community resilience is rooted in cultural values and practices but is not rigidly attached to only one standard. A resilient community is able to withstand internal conflict while maintaining the diversity of its individual members, families and groups. 

Before we consider the processes and factors that promote resilience at the individual, family, and community levels., let’s go back to the simplest of our definitions of resilience: the natural human capacity to navigate life well.



RESILIENCE AS A DEVELOPMENTAL PROCESS

• None of us is perfect—we’ll all have moments when we don’t appear to be 
very well adapted to the conditions we’re facing.

• Resilience is complex; it is possible to be resilient in one setting and 
pathological in another.

• We develop competencies & characteristics that 
prepare us to be effective in the world we’re 
growing into.

• We develop the capacity to adapt in the face of 
challenges.
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What do we mean when we say that resilience is a natural human capacity?

Essentially, we mean that individuals develop the skills, characteristics and attributes that are necessary to adapt to the environment as it changes and challenges us.  We have lots of opportunities to practice our resilience.  Every new situation, every challenge, every disappointment allows us to practice our resilience muscles—and with the help of relationships, culture and environment, to build them up.

None of us is perfect.  We have all had experiences where we didn’t adapt very well.  Maybe we got a new boss at work.  Or a teenage child brought home a new and terrible girlfriend.  Or we got a divorce.  And for a time—maybe a long time – we had difficulty doing work, communicating, having an even temper.  Maybe we cried or yelled or acted inappropriately.

It’s important to recognize that because resilience represents our ability to have and apply skills and attributes when faced with challenges, it occurs along a continuum.  It is possible to be perfectly resilient in one setting and to do very poorly in another.  It is also possible to be resilient with the core developmental tasks in one life stage, but truly struggle when faced with the developmental tasks of another life stage. 

Developmental timing of protection and/or exposure to adversity matters; and so does the meaning we make from that exposure.  Just as we discussed in the brain science section of this course, early childhood, middle childhood, and the years just before puberty are all times when brain development is particularly sensitive to experience.  In a longitudinal study of over 10,000 randomly selected adolescents who graduated from Wisconsin High Schools in 1957, Dr. Robert Hauser found that hospitalization for mental illness as teenagers did not predict which youth would become healthy adults thirty five years later.  Instead, the people who attributed a positive meaning to the earlier experience of institutionalization were more healthful and resilient as adults.  

Lives can take a dramatic turn for the better during the transition to adulthood.  And, there are multiple, and sometimes unexpected pathways to resilience.  While there are certainly high-risk conditions under which no child can thrive, resilience researchers have observed many good outcomes among children who have experienced poverty, violence, disaster, and trauma.

Resilience is common – in various ways, we all experience positive adaptation as an important process in our lives.
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Research by Ann Masten and other scientists teaches us that there are four key features in a developmental framework for promoting resilience.  

Age-related patterns of competence and disorder means we develop new abilities that fit the age and stage of life we are in. At each stage of development we develop new cognitive, psychological and behavioral abilities. 

The interaction between our biological response to stress  and social expectations for behavior and emotional expression is key to resilience.

As we age, the people around us expect us to be able to behave in an age-appropriate way in social situations.  These expectations are called developmental tasks by some researchers.  Expectations may be different for girls than for boys, and can differ by culture, and historical period.  Success or failure with developmental tasks is judged by people all around us in our everyday lives – peers, parents, teachers, and grocery clerks.  And the response we receive in return for our behavior helps us know whether or not we belong.

Development occurs in nested contexts of home, school, work, community, and society.  These contexts impact individual development. Taken together, some researchers call these contexts the ecology of resilience.  

Culture, belief and historical context all influence understanding of human development.  Western scientific views, while important, are not the only way that human beings understand developmental pathways to resilience. Dr. Gregory Cajete, a Tewa Indian from Santa Clara Pueblo, and author of Native Science: Natural laws of Interdependence, explains that the Tree of Life as metaphor for life, healing, vision and transformation.  Four great human developmental stages give meaning and value to each human being throughout life: protection, nourishment, growth, and wholeness.  

Dr Cajete explains that “Through the shade of the tree we understand protection and see how the Earth provides for human life and wellbeing.  Through the fruit of the tree we understand nourishment and learn how we are nourished through the relationships we have with all life forms.  As we are nourished, so must we nourish.  As the tree grows  from seed to sapling, to mature tree and to old tree, we see that growth and change are key dynamics of life.  

We learn that growth and change reflect self-determination, movement toward true potential through the weather of our lives.  And finally, we learn about wholeness through finding and reflecting on the face, heart, and foundation through with life becomes a part of a greater whole.  As the Tree is part of a larger ecology, so are we a part of that ecology.  Our life process is rooted to a larger past, present, and future ecology of mind and spirit.”
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•Self regulation – self control, 
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thinking
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Three core systems guide positive adaptation.  These protective systems are individual capabilities, attachment and belonging, and supportive community, faith, and cultural processes.  

When strengths are developed through the core protective systems – capabilities, attachments, and community – problems are prevented in many facets of life.  Children who develop healthy attachments and pro-social behaviors are more likely to do well in school, leading to dual success in peer relations and learning that contribute to positive self identity and confident participation in work and community. 

According to Dr. Masten, when we nurture the healthy development of these core protective systems, we are taking the most direct route to helping people to overcoming potential threats and adversities. 

So what’s important in nurturing capabilities?

Kids who learn to read fluently by age 10 do better throughout life.  There is a great deal of research on why this is true and the findings vary, but learning to read fluently gives us all a stronger foundation for resilience.  Knowing this might give us a clue about critical periods for making effective investments.

Self regulation is our ability to gauge what’s going on inside and to keep it under control in order to navigate a social situation. When we can’t—or don’t--read the situation and adapt our behavior to it, then we lack resilience.  There are a number of strategies for teaching self-regulation.  The states of Massachusetts and Washington are working with school personnel to develop compassionate teaching and discipline methods that help traumatized children and reduce non-academic barriers to success at school.

Positive view lets me know I am important and valuable; it helps me to ask for help when I need it.  It helps me not to give up.  Learning to ask for help, accept help and show appreciation for help are important skills that we may be able to teach directly.

Self-efficacy is the belief that what I do influences what happens to me.  Trauma teaches us: “Danger can jump on you on any time, no matter what you do” so it’s hard to believe that individual behavior counts for something.  That makes it very hard to answer a challenge with effort or to believe in yourself or others.  Simple things do help build self efficacy, like giving children choices, assigning chores that have real value for the family or community, and encouraging a child to build skills that are complex and take time to develop.  Self-efficacy is a good thing; but the truth is that none of us can control many of the things that happen to us. So, it’s important to develop relationships with people who help us to find a balance between knowing that our efforts are valuable, and accepting that some things are beyond our control.   

Many people talk about the importance of people in their lives – people who recognized and encouraged our unique talents, interests and strengths.  Relationships with caring and competent people are vital. Competence is important.  People who have difficulty with emotional regulation, picking up social cues, problems with addiction and family, and other consequences of developmental trauma, can be challenging friends and mentees.  We have to be intentional about building competence in mentors, friends, neighbors, even marriage partners.  Skill building, coaching, ability to consult with mental health professionals and other supports may be important supports that increase the likelihood that the relationship will last and contribute to resilience.  Relationships that provide security and belonging can only occur when people have the skills and competencies to actually be supportive in times of stress and challenge as well as during celebration and repose.  

Community, culture and spirituality provide human beings with belonging, faith, hope, and a sense of meaning.  In the following slides we’ll talk about many aspects of community as a system for guiding resilience.
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There are many other examples of how organizations, communities and programs have put the ACE information to work effectively.

For example, Parent Trust for Washington Children, which works with parents who have multiple issues, including substance abuse AND domestic violence OR abuse of their own children.  These parents are court-ordered to treatment and they are court-ordered to parenting classes.  It can be hard to make progress under those conditions.  However, Parent Trust has begun to use ACE screen as a very effective tool.  On the one hand they use ACEs to help parents understand the source of their own struggles and to motivate parents to prevent ACEs in their own children’s lives.  On the other hand, they use ACE information to help predict and prevent relapse.  Because people who suffer trauma during childhood can have a lower threshold where stress is experienced as crisis, parents with 4 or more ACEs are considered more vulnerable to relapse when facing certain kinds of stressors.  They collect ACE data and other data quarterly and use that information to do relapse prevention.  It’s extremely cutting edge work and just one example of how programs are thinking about the application of ACE findings.

Another example of leading edge work is the Office of the Superintendent of Public Instruction’s Compassionate Schools Initiative. The Compassionate Schools Initiative within Learning and Teaching Support provides training, guidance, referral, and technical assistance to schools wishing to adopt a Compassionate Schools Infrastructure. Compassionate Schools benefit all students who attend but focus on students chronically exposed to stress and trauma in their lives. These schools create compassionate classrooms and foster compassionate attitudes of their school staff. The goal is to keep students engaged and learning by creating and supporting a healthy climate and culture within the school where all students can learn. Staff from The Learning and Teaching Support section of OSPI and Dr. Ray Wolpow at the Woodring College of Education at Western Washington University in Bellingham have co-written a 246 page handbook entitled The Heart of Learning and Teaching: Compassion, Resilience, and Academic Success.  This publication is a great resource for schools wishing to adopt a compassionate approach to learning and teaching. It includes principles for working with children who have experienced traumatic stress: 

Offer Unconditional positive regard and encouragement. 
Always empower, never dis-empower.
Required helpfulness: ask students to make regular contributions to the welfare of their families or support groups by helping others deal with common challenges. 
Increase connections between individuals and any pro-social person— family members, alternative caregivers, communities, peer groups, and school personnel – that can provide external support to foster resiliency.
These principles are evident in the work of many whole communities, whether they be school communities, communities of faith, or geographic communities, who are changing the way people live with one another.  Let’s take a look at the amazing success in the Port Gamble S’Klallam Tribe.
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The challenge model of resilience helps us to learn about strength-building life stressors.  Some life experiences, although difficult, help us to learn how to navigate life’s ups and downs.  A delicate balance of challenge and support occurs in our lives over the course of years and decades.  Challenge comes in the form of internal struggle like illness, mood swings, or fears.  Challenge also comes from other people treating us or the people we care most about  badly.  Challenge factors are ones where exposure to too much or too little is associated with bad outcomes; but exposure to moderate levels of risk help us learn how to overcome future stressors in our lives.  People can come through very difficult experiences with new insights or growth – perhaps understanding the importance of one’s own inner strength or the wisdom of historic cultural practices or ritual.  These understandings can help to protect us over time. 

In order to understand resilience in context, we need to consider the risk involved in growing up in that context.  For Native people, risk includes historic trauma, forced separation from land, family, and cultural traditions, grief and loss of loved family and community members, and disproportionality in health, safety, and education.  Some researchers look specifically at resilience among Indigenous people.   They consider how certain protective factors support relative resistance to risks that arise from institutional, historic, and perceived discrimination and trauma.


Having a sense of self that is wholly integrated with one’s culture is called enculturation.   The degree to which people form identity around,  and engage in culturally specific activities, language, healing, intergenerational connection and spirituality is the degree to which  we experience enculturation.  Youth with high levels of self-esteem and cultural identity report less alcohol and substance abuse and enjoy greater school success.  Youth who engage in traditional activities and spiritual practices have lower depressive symptoms.  And, in one study, enculturation was the second strongest predictor variable (after drug use) found to be protective against suicidal ideation.  For many indigenous people, spiritual values and activities are at the core of belonging and health. Indigenous spirituality is not separate from cultural expression and norms. The exact content of traditional spiritual activities and traditional spiritual values changes from one Tribe or Band to another, and must be defined based on consultation with Tribal Elders.  It may not be appropriate for researchers to know and report details of sacred practice and beliefs.  But, there are aspects of spiritual and cultural life that clearly contribute to resilience that can be known and supported by everyone. 


Spirituality is the intrinsic human capacity for understanding one’s self as embedded in something greater than self, including the sacred.  Spirituality motivates, and helps us to express our interdependence, connectedness, meaning, purpose, and contribution.  Spirituality is widely believed to contribute to resilience at the individual, family and community levels.  In a study of over 1,400 Native people ages 15 to 57 years old, Dr. Eva Marie Garroute found that those with a high score of cultural spiritual orientations were half as likely to attempt suicide as those without such an orientation.  Other researchers have found strong relationships between cultural continuity – including continuity expressed through Tribal self governance, education, health services, cultural facilities,  police and fire – and reduced suicide risk among youth.  The continuity and efficacy of the Tribe contributes immensely to the resilience of it’s people.

Native traditions, rituals, and elder wisdom celebrate the complexities of the whole of life.  They integrate interdependencies of mental, physical, spiritual, historic, and context  realities of being human in the ecosystem.  These interdependencies may explain resilient family behavior better than any strand of research about specific risk or resilience factors could describe. Perhaps the biggest issue with applying resilience research in Native communities is the notion of resilience as a linear process – a specific predictor leading to a specific outcome.  This linear way of thinking  is very different than the ways of thinking of most Native people. Unless one understands the world view of a people, we are unlikely to be able to understand resilience in the lives of those people.
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Dr. Pauline Boss is a psychologist best known for her work helping suffering tremendous loss to move forward to joyful and fulfilling lives.  Her work is about all kinds of losses – from loss of one’s country through resettlement to loss of one’s family in a terrorist bombing.  She has studied ambiguous loss – the kind that has no closure, and remains with us throughout life.  Individuals do not live in isolation.  Whether with their birth family or a chosen family, resilient individuals feel a sense of belonging with those who care for them, join in celebration of major life events, and comfort them when life gets tough. Family resilience is characterized by flexibility and adaptability.  Dr. Boss says that resilience is a complex process that occurs in relationship, so it always includes friends, family and community.

Having a sense of community is an important part of resilience. One’s community or tribe can help heal family and individual wounds, so promotion of resilience should focus on the network of connections between and among individuals, families, and communities.  Interventions should pay special attention to developmental transitions in individual, family and community life.  Dr. Boss’s landmark book, Loss, Trauma, and Resilience, describes a healing journey that can be supported and encouraged by professionals, elders, and caring friends.  That journey has six  features.  The first is finding meaning.

The ways that people find meaning varies greatly.  Some find it through cultural beliefs or religion; others find meaning through a spiritual acceptance of the circle of life or a philosophy of life that helps them live more in the moment. It doesn’t matter so much how we find meaning, but being able to make sense of what happens to us is important.  Victor Frankl said that meaning can be found through actions, values and attitudes.  Meaningful action is the foundation for making sense of life difficulties.  So, what actions help?  Naming the problem, doing small good works, engaging in rituals, forgiveness, religion and spirituality, hearing and telling stories, seeking justice, and living into hope are all helpful. What actions or ways of thinking hurt?  It is harder to find meaning in the midst of hate, revenge, secrets, violent and sudden loss, and disillusionment.  

Tempering mastery means expecting to be able to  accomplish one’s goals; and, at the same time, accepting that many experiences in life are simply beyond one’s control.  Tempering mastery means attending to what one controls, and letting go of what one does not.

As we navigate transitions in life, our identity adjusts to new roles, relationships and aspirations.  Reconstructing identity means answering questions like: Who am I now?  Who is really my family now?  What roles am I expected to perform now? To what community do I now belong? Holding flexible boundaries around who is “family” so that you feel belonging, creating rituals and stories that reflect positive family themes; and developing shared values and views with others are all helpful.  Discrimination, stigma, forced uprooting, isolation, disconnection, and resisting change are all barriers to reconstructing identity.

Normalizing ambivalence means knowing that there may not be clarity about all aspects of life’s traumatic experiences.  Being able to bend and recognize one’s mixed feelings, rather than struggle endlessly for answers or expect to only have positive feelings can support resilience.

Revising attachment means renewing connections with relatives, friends and community, even if primary relationships are not the same because of divorce, death, or other reasons.  Revising attachment sometimes requires moving on – from a circle of relationships that were a source of joy.  Developing ceremonies or rituals, including others in therapy and health-promoting activities, engaging in multiple-family or whole community dialogues, setting up mutual support systems, and creating art and music are all helpful in revising attachment.

All of these processes bring one back to hope. Hope-filled action is central to resilience: without hope there is no meaning; without meaning there is no hope.  



1. Expectation for Thriving Despite Oppression

2. Strength Based ≠ Solutions

3. Attending to Characteristics & Factors that 
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CAUTIONS ABOUT THE RESILIENCE APPROACH
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Our lives happen in the context of our culture and our interaction with family and community.  We are profoundly impacted by the economy, laws, norms and society as a whole.  As we promote resilience, it is important to recognize larger societal patterns that have a powerful impact on health and wellbeing.

Dr. Boss cautions that: “Remaining resilient is not always desirable, especially if it is always the same persons who are expected to bend.  People with less privilege and power or agency have become great adapters to the whims of others.  They are expected to give in to those with higher agency and to fit in without making waves.  Resiliency, there is not itself always a sufficient goal.  

Sometimes fighting back, insisting on radical change, or going into crisis is better than continuing to endure, for example, abuse and injustice.  In such cases, we must be supportive of a person’s refusal to continue being adaptive.  Rather than focusing on, for example, how people can thrive despite oppression, we should also be looking for ways to reduce discrimination, poverty, traumatic loss, and violence. Although the essential criterion of resilience is health, we must also promote the health of a society and environment in which humans can thrive.”

As we work to foster environments that promote resilience, it is important to recognize that some experiences that clearly arise in life as problems cannot be solved.  Solution-focused interventions may cause us to miss pathways to resilience.  We may need to learn to live with unanswered questions, adapt, approximate, and find a way to walk through the dark… and even thrive doing it.

Even as we focus on resilience, we must also attend to symptoms that need medical attention or psychiatric treatment.  And even though resilience research provides us with lists of factors that are important, these lists should not substitute for deep regard and respect for the wholeness of human beings.  

Dr. Cajete teaches that Indigenous people understand nature not as a collection of objects, but as a dynamic, ever flowing river of creation inseparable from our perceptions and being. He asserts that creativity is the child of chaos, and that the center of all dynamic forces of life is hope.  As we experience the world, so we are also experienced by the world. Human beings bring to community our highest thoughts, our spirit, hope, creativity, and wisdom.  We bring our whole selves, not just a collection of factors or characteristics, into relationship with life.

It is that very wholeness that the Family Policy Council celebrates with this course, and with our work with children, families, and communities.




ENHANCING COMMUNITY CAPACITY

A DYNAMIC PROCESS OF CONNECTION
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Leaders in systems thinking, community and organizational development, Native Science and other fields are increasingly recognizing the power of community.

Peter Block, in his book: The Structure of Belonging says that “A shift in community needs a communal connectedness – a communal structure of belonging that produces the foundation for the whole system to move.” 

Meg Wheatley is a national and international leader in the areas of Community Resilience, Community Leadership and Transformational Change.  She has been a speaker, consultant, and writer since 1973. She has been inside most kinds of organizations – from the Girl Scouts to the U.S. Army, from Fortune 100 companies to small town churches– and lived and worked in many different cultures and countries.  She applies the lens of living systems theory to organizations and communities, exploring the question: "How might we organize differently if we understood how Life organizes?“ ��In her book, A Simpler Way, Dr. Wheatley says that: “Changes in attitude and behavior emerge from our decisions about how to belong together. ” 

“Through dynamic processes of connection, we choose a shared identity.  
Every system takes form from the self it has created.  It is this self that defines meaning.  It is this self that invites people to change or compels them to resist. Identity is at the core of every organization, fueling its creation.”

And, Gregory Cajete talks about community in his book: Native Science: Natural Laws of Independence.  He notes that: “Community is a living, spiritual entity, supported by every responsible adult.”

Thousands of volunteers and professionals have worked on building healthier communities in Washington state.  Their work has been systematic and profoundly impactful.  Let’s take a look at a model that improves community, family, and individual health and safety.



GENERAL COMMUNITY CAPACITY DEVELOPMENT MODEL

General Community Capacity is:
capacity to not only sustain programs, but 
also to identify new community problems 
as they arise, and develop ways of 
addressing them.  

General Capacity Development is a 
dynamic process that enhances the 
infrastructure, skills, and motivation of a 
community – changing the way we live 
with one another day‐to‐day.  

Literature strongly supports the 
importance of general capacity building in 
the process of promoting effective 
prevention. (Livet, 2008)
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Communities can be more or less resilient.  They are impacted by the resilience of individual members – and they influence those members as well.

So how do we promote community resilience?  How do we build the capacity of the community to identify and develop ways of addressing important matters as they arise – whether they be problems or cause for celebration?  How do we engage with people in a community, whether they be people who are struggling, or people who find ease in everyday life?

Healthy processes in community may be unstable, requiring constant input to maintain, or they may be self sustaining.  The Family Policy Council’s model for community capacity development puts into place self sustaining processes that provide increasing opportunity for people to overcome stress, trauma and other life challenges by drawing from healthy social and cultural networks and practices in the community.  The model taps into the value systems of the community, challenges people to realize core values in their everyday actions, and supports policy and system change so they can do so.  

The Family Policy Council model is consistent with, and informed by, work in the fields of physics, poverty relief, community psychology, cellular biology, ecology, Native Science, and the ancient traditions of welcoming and naming core gifts of community members.  The model has all the key elements of a living system – one that adapts to changing conditions while maintaining core functions, protection of diversity, and specialization.  

But, the Family Policy Council model for Community Capacity Building is not theoretical.  It is grounded in a dozen years of observation and measurement.  It is characterized by results-focused interaction among and between funders, community leaders, families, and individuals throughout the state of Washington.  The Family Policy Council Capacity Building Model carries research evidence that improvements in four elements of the model lead to  reduced rates of many major social problems.  What is most important about the model is it’s reinforcing positive adaptation at the community level – adaptation that turbo-charges other investments in child and family resilience. Each phase in the model reinforces and invites the next phase to occur. 

Good programming alone may not reduce the overall rates of major social problems; good programming coupled with higher community capacity shifts the norms in the community as a whole, and improves population mental, physical and behavioral health, prosperity and well-being.  The Family Policy Council model for Community Capacity Building is sustainable, cheap, and accessible to every community.  

When people coming together to address issues that matter most to them, their interaction naturally lead to greater opportunity – to exchange knowledge, resources, ideas, and skills .  Expanded opportunity leads to a new kind of stability – one that is curious, flexible, open to the talents of all, and creative of shared identity – a powerful force for resilience.  Adaptive stability opens the possibility for more people to step forward to share in leadership.  

At the Fmaily Policy Council we think that everyone who wants to help at this time is a leader.  Shared identity in a stable community where opportunity exists for all invites shared leadership.  And, most importantly, expansion of leadership is a leverage point. Funders who invest in expanded leadership are likely to receive high levels of return on investment.  People who step up to provide leadership  - whether with one person or an entire community – become powerful drivers of resilience.  



VIRTUOUS REINFORCING CAPACITY BUILDING ‐ SUSTAINABLE THRIVING
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Family, community and funders each have roles and responsibilities in general community capacity building that are summarized in this diagram.  We work in concert to produce a dynamic of capacity building that has the power to reduce the rates of major social problems and dramatically improve resilience.  The Family Policy Council community capacity building model helps us to identify  where, in the cycle of capacity building, we should invest our time, energy, resources, and commitment.  

Leadership expansion is the key to sustainable community capacity building.  When leaders come from all classes, social and ethnic backgrounds, and when community leaders are continuously creating new roles for leaders who give and receive from their leadership, community capacity is most likely to expand.  Leadership characterized by reciprocity – not only by sacrifice or expert standing – is especially powerful.  And, opening new roles for leaders is fulfilling work for people who have been in leadership roles in past years. 

Well meaning outsiders often come into community offering new resources – new information, new skills, new funds or programs that conform to an outside model of what works.  Those investments come into the natural local cycle at a time when leadership has already expanded around matters of importance to local people who have come together with ideas, hopes, possibility, and willingness to  exchange valuable locally-held assets.  Unless there’s a great fit with local aspirations, bringing new resources into the “learning and opportunity” part of the cycle can actually interrupt the dynamics of community capacity building.  People have to adjust to fit the outside resource instead of putting their time, money, effort into emerging local solutions that are attracting support and generating hope and energy.  

When funders or program administrators experience local people as having chaotic or unorganized it is prudent to consider whether their natural cycle of human organization has been interrupted.  

In the Family Policy Council capacity building model, newcomers bring resources in support of what local people are saying would matter at this time.  In order for community to be a more health promoting place, people have to believe that their thoughts, priorities, commitments and insights are important and worthy of action.  So, funders and program proponents need to let people know that they are willing to act upon what local people believe will matter most.  
 



1. Child Out –of‐Home Placement

2. Dropping Out of School

3. Teen Pregnancy

4. Youth Felony Crime Filings

5. Youth 30 Day Use and Binge Drinking

6. Youth Marijuana Use

7. Youth Cigarette Smoking

Rates Plummeting 
for 5 Different Problems Concurrently!

HIGH COMMUNITY CAPACITY –
BETTER THAN STATE & COMPARISON COUNTY TRENDS

Presenter
Presentation Notes
Higher community capacity is highly correlated with positive trends in the rates of multiple problem behaviors.  



COMMUNITY CAPACITY  
IN WASHINGTON STATE

1. ACE Score Is Reduced from 
One Generation to the Next

2. Improved Social Responses to 
High ACE People Result in 
Better Life Course

3. Foundations for Healthy 
Development Become Stronger

General Community Capacity is:
capacity to not only sustain 
programs, but also to identify new 
community problems as they arise, 
and develop ways of addressing 
them.  

General Capacity Development is a 
dynamic process that enhances the 
infrastructure, skills, and motivation 
of a community – changing the way 
we live with one another day‐to‐
day.  

Presenter
Presentation Notes
Since 1997 Family Policy Council Community Networks have worked collaboratively with families, community-based organizations, and state managers to develop higher levels of community capacity and to reduce the rates of seven major social problems.  These are: child abuse and neglect, domestic violence, youth violence, youth suicide, teen pregnancy, youth substance abuse and dropping out of school. The Family Policy Council monitors the rates of these and related problems over time.
 
Communities vary greatly in the number and severity of problems they face and in the resources available to solve them. Problem severity – having many problems with rates that fall in the worst quartile of rates statewide – can complicate community work to improve the lives of children and families because problems are interrelated, multigenerational, and can seem overwhelming.  

Recent studies on successful public health interventions indicate that building community capacity increases the scope of interventions, the effectiveness of evidence based programs and extends the scale of efforts in a sustainable way so that they can actually reduce community-wide rates of children and family problems. Research shows that there is probably a tipping point when community capacity improvements rise to a high level, and at that level, five or more different problem rates come down all at once.  

To learn about the relationship between community capacity improvement and problem rate reduction, the Family Policy Council measures four dimensions of community capacity and conducts analysis on the degree to which improved community capacity scores are related to reduced problem rates.  The four dimensions of community capacity that are measured are shared focus on matters of importance, learning and innovation, results-based decision making, and leadership expansion.  These represent key features of the four quadrants on the Family Policy Council capacity building model.

Published reports on the relationship between community capacity improvement and problem reduction can be found on the Family Policy Council website.  These include a reduction in problem severity – the number of problems occurring at very high rates – reductions in the rates of all seven social problems the Family Policy Council seeks to reduce, reduction in the number of young adults, ages 18 to 34 with 3 or more Adverse Childhood Experiences, and improvements in drug, alcohol and tobacco use among youth with two or more ACEs.
 




YOUNG ADULTS WITH HIGH ACE SCORES REPORT 
FEWER MENTAL ILLNESS DISORDERS IN THRIVING COMMUNITIES
Lower Community Capacity (Yellow) vs. High Community Capacity (Green)

Ages 18‐34
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Ages 18 – 34 with 3‐8 ACEs



THANK YOU! 
If you or someone you are working with has already made 

changes to the way you interact with others, or provide services 
based on ACE & resilience research, 

We want to hear from you!  

The Family Policy Council collects inventory of changes to 
practice, policy and neighborhood work that is consistent with 
brain science, the ACE Study, and Resilience research.  You can 
complete a short survey online at: http://www.fpc.wa.gov/

INVENTORY OF SERVICE CHANGE

Contact us at: 
Washington State

FAMILY POLICY COUNCIL
A Family, Community, State Partnership

www.fpc.wa.gov

360‐902‐7880

fpc@dshs.wa.gov

Presenter
Presentation Notes

THANK YOU FOR DOING THIS WORK!

http://www.fpc.wa.gov/
mailto:fpc@dshs.wa.gov
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