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WELCOME, INTRODUCTIONS AND HOUSEKEEPING

❖Training Agenda for the Series

❖Begin With the End in Mind

❖What do you hope to gain? 

❖What is your confidence in Trauma 
Treatment? 



DEFINING MOMENTS 



ADVERSE CHILDHOOD EXPERIENCES 



WHAT ARE ACES? 

Adverse Childhood Experiences, or ACEs, are traumatic 
experiences that can have profound impact on a child’s 
development and a lasting effect on their health 
throughout their lifetime. There are a total of ten 
recognized ACEs, falling into three categories—abuse, 
neglect, and household dysfunction. 



TRAUMA: WHAT’S IN A NAME?



WHAT IS TRAUMATIC STRESS 

Overwhelm a child’s capacity to cope and elicit 
feelings of terror, powerlessness, and out-of-control 
body response. 

•May affect: –Ability to trust others –Sense of personal safety –
View of the world and self –Ability to navigate stressful events and 
changes in life





WHAT IS TOXIC STRESS 

The excessive or prolonged activation of the 
physiological system in the absence of the buffering 
protection afforded by stable, responsive 
relationships.- American Academy of Pediatrics







ACUTE TRAUMA 
❖Acute Trauma is a single traumatic event that is limited in time.

❖During an acute event, children go through a variety of feelings, 
thoughts, and physical reactions that are frightening



CHRONIC TRAUMA 

❖Chronic trauma refers to the experience of multiple traumatic 
events. 

❖These may be multiple and varied events, such as:  the child’s 
being exposed to domestic violence, involved in a serious car 
accident, and then becoming a victim of community violence, or 
longstanding trauma such as physical abuse, neglect, or war

❖The effects of chronic trauma are often cumulative.



COMPLEX TRAUMA 

❖Complex trauma describes both exposure to chronic trauma—
usually caused by adults entrusted with the child’s care—and the 
impact of such exposure on the child.

❖Children who have experienced complex trauma have endured 
multiple interpersonal traumatic events from a very young age.

❖Complex trauma has profound effects on nearly every aspect of 
a child’s development and functioning.



HISTORICAL TRAUMA 

Historical trauma is a personal or historical event or prolonged experience that 
continues to have an impact over several generations. Examples include:

- Slavery

- Removal from homelands

- Relocation

- Massacres, genocides, or ethnocides

- Cultural, racial, and immigrant oppression

- Forced placement in boarding schools



WHAT ABOUT NEGLECT 

❖Failure to provide for a child’s basic needs

❖Perceived as trauma by an infant or young child who is 
completely dependent on adults for care

❖Opens the door to other traumatic events

❖May interfere with a child’s ability to recover from trauma



TRAUMA FOCUSED COGNITIVE BEHAVIORAL 
THERAPIES



PROLONGED EXPOSURE



MIXED COGNITIVE BEHAVIORAL THERAPY



OVER VIEW OF ADVERSE CHILDHOOD 
EXPERIENCES 



JUST UNDER THE SURFACE 



ABUSE

Physical Emotional Sexual 



NEGLECT 

Physical Emotional 



HOUSEHOLD DYSFUNCTION 

Mental Illness 

Drug Use 

Divorce 

Mother 
Treated 
Violently 

Incarcerated 
Relative 



WHAT IS THE ACE STUDY? 

❖Looked at the potential long-term influence of Adverse childhood 
experiences

❖Dates back to 1995

❖First study look at 17,000 average Americans at Kaiser 
Permanente

❖First study was published in 1998

❖Questionnaire examined a range of health and social problems 
from adolescence to adulthood assessing childhood exposure to the 
ten categories of adverse experiences



CO- PRINCIPAL INVESTIGATORS 

Robert F. Anda, MD, MS

Epidemiologist, Centers 
for Disease Control, 
Atlanta

Vincent J. Felitti, MD, 

Internist

Kaiser Permanente, San 

Diego



PREVALENCE OF ACES 

ACE Percentage of the Population

0 33%

1 26%

2 16%

3 10%

4+ 16%



HIGHER ACES = 
HIGHER RISK OF POOR ADULT OUTCOMES 

Work on ACEs has built an 
understanding of the 
cumulative effect of 
adverse experiences on 
human development. The 
likelihood of risky 
behavior or poor health 
outcomes increases 
substantially with the 
number of ACEs reported 



ADVERSE CHILDHOOD EXPERIENCES 



UNDERSTANDING HEALTH RISKS ACROSS 
GENERATIONS IN ILLINOIS 

❖Illinois started to use the ACE module to study what 
ACES looks like in 2013

❖22 states have conducted the ACE Study at least 
once and results are consistent

❖ACES are prevalent and appear to be a strong 
predictor of adult physical and mental health 
outcomes



PRELIMINARY 2013 ILLINOIS BRFSS 
FINDINGS 



Having at least one 
adverse childhood 
experience was 
reported by 
approximately half 
of both adult men 
and adult women 
in Illinois. 
Approximately 1 in 
6 women and 1 in 
10 men reported 
experiencing 4 or 
more ACEs. 



Except for adults 65 
and older who 
reported slightly 
fewer ACEs, 
approximately half of 
adults said they had 
at least one ACE and 
ap-proximately 1 in 6 
said they had 4 or 
more ACEs. 



Close to 3 in 5 African 
American adults in 
Illinois reported at 
least one ACE, 
compared to slightly 
more than half of 
Hispanic adults and 
half of white adults. 
Among both African 
American and Hispanic 
adults, about 18% 
reported 4 or more 
ACEs. 



Reporting of ACEs 
was fairly 
consistent across 
Illinois. Regardless 
of place of 
residence, 
between 11 and 
16% of Illinois 
adults reported 4 
or more ACEs with 
approximately half 
of all adults 
reporting at least 
one ACE. 



Nearly 1 in 5 of those who did not finish high school reported 4 or 
more ACES, while only 1 in 10 of those with a post high school 
degree reported 4 or more ACEs 



The highest percentages of adults reporting 4 or more ACEs was seen in the 
lowest income groups, and the lowest percentage reporting 4 or more ACEs was 
seen in the highest income group. 



Since many adults reported 
more than one ACE, it is 
important to examine the 
patterns of ACEs among adults. 
Adults reporting physical or 
sexual abuse were grouped 
together regardless of what 
other combinations of ACEs they 
reported. Then, those who 
reported living in a home with 
adults who were 
depressed/mentally ill, who 
were sub-stance abusers, who 
were physically abusive to each 
other, or who were involved 
with the prison system were 
grouped together. Finally, adults 
re-porting only verbal abuse or 
only having divorced or 
separated parents are in distinct 
groups. These groupings provide 
a different perspective on the 
extent of ACES among adults in 
Illinois. 



IMPACT ON MENTAL HEALTH 



THE CHILD TRAUMA EPIDEMIC

❖ Up to 70% of children and adolescents will experience 
at least one traumatic event by age 18 (Finkelhor et al., 
2007;2009)

❖ Significant minority will experience multiple forms

❖ 22% will be victimized in the next 12 months

❖ Increases risk of being victimized as adults



POSSIBLE TRAUMA OUTCOMES

Psychiatric Disorders

❖PTSD

❖Depression

❖Substance Use Disorders

❖Personality Disorders

❖ADHD

❖ODD/CD

❖Suicide Attempts

Overall functioning

❖Sleep disturbances

❖Occupational/School

❖ Developmental Delays

❖Social

❖Divorce

❖Poor Quality of Life



POSSIBLE TRAUMA OUTCOMES

Increased Mortality 

Prevalent Diseases:

❖ Cardiovascular disease

❖ Cancer

❖ Asthma

❖ Metabolic syndrome

❖ Autoimmune disorders

❖ Type II Diabetes

❖ COPD

Risk Factors for Common Diseases

❖ Smoking

❖ Obesity (unhealthy eating) 

❖ Substance use (Alcohol, tobacco, illicit drug 
use (self-medication; arousal) 

❖ STDs

❖Teenage sexual activity (arousal) 

❖Suicide attempts (communication; way out) 
(Isolation; avoidance) 

❖Chronic stress (on guard; protection) 

❖Intimate partner violence (power; control) 





SHUTTING THE DOOR TO TRAUMA SYMPTOMS



EFFECTS OF TRAUMA 

❖C ognitive Problems

❖R elationships Problems

❖A ffective Problems

❖F amily Problems

❖T raumatic Behavior Problems

❖S omatic Problems 



AVERAGE NUMBER OF DAYS PER MONTH ILLINOIS 
ADULTS REPORTED MENTAL HEALTH NOT GOOD 

ACCORDING TO NUMBER OF ACES 

ACES AVERAGE DAYS

4 or more 6.7

1-3 3.6

None 2.9

Data Source: 2013 IL BRFSS, IL Department of Public Health 



AVERAGE NUMBER OF DAYS PER MONTH 
ILLINOIS ADULTS REPORTED MENTAL HEALTH 
NOT GOOD ACCORDING TO ACES PATTERN 

ACES AVERAGE DAYS

Physical and Sexual Abuse 9.0

Physical Abuse 5.2

Sexual Abuse 6.2

Stressful or Abusive Home 4.0

Verbal Abuse 3.2

Divorce or Separated Only 1.9

None 2.9

Data Source: 2013 IL BRFSS, IL Department of Public Health 



RESILIENCY 
❖Those who manage to continue to  be successful 
despite severe adversity are called “resilient”

❖It is an innate ability to adapt 

❖Sometimes coping skills are unhealthy but 
necessary.



ACES AND RESILIENCE ACTIVITY



OVER VIEW OF NEUROLOGICAL IMPACT OF EARLY 
EXPOSURE TO ADVERSITY

https://www.youtube.com/watch?v=D33Aj5w061g

https://www.youtube.com/watch?v=D33Aj5w061g


PERSONALIZED NEUROSCIENCE FOR 
MENTAL HEALTH

Genetic Risk

Temperament

Brain Circuits

Physiology

Behavior

Life Experience 

• Brain circuits and

physiology as the most

“proximal” measures of

the disease state.

• Behavior =

performance correlates

• Life experience, incl.

early life stress = distal

moderators

Williams. Lancet Psychiatry, 2016 (in press)



ISSUES WITH CHILD DEVELOPMENT CAN 
BEGIN PRIOR TO CONCEPTION

❖Lifestyle, diet, physical and 
emotional health

❖Culture

❖SES

❖Support Systems

❖Age

❖Mothers attitude toward              
the pregnancy

http://www.clipartof.com/details/clipart/4708.html


INFANT INTERACTION WITH A DEPRESSED 
MOTHER: 

❖Infants are less playful

❖Show less activity

❖Express fewer face to face interactions

❖Express less imitation of their mother than babies 
of non-depressed mothers. 



RESEARCH SHOWS INFANTS OF DEPRESSED 
MOTHERS AT 3 MONTHS OF AGE:

❖Show the same 
characteristics even in 
interactions with non-
depressed adults

❖May suggest that a 
temperamental social 
style has already 
developed 



“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

Most of the brain’s 
growth occurs within 
the first 2-3 yrs of 
life.

Conception to 3 yrs.



“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

The brain develops from 
the bottom up.

From lower centers to 
higher center.

Brainstem to cortex.

100 million to 100 billion 
neurons with tens of 
thousands of connections to 
other neurons. 













“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

❖Neurons are not hard-wired, they are designed to change in response to patterned, 
repetitive stimulation

❖Brain development is an ongoing process.

❖Neuronal: cell division, cell migration, cell differentiation, cell death and dendritic
sprouting.

❖The more activity between neuronal connections…the stronger the connections become.

❖Less complex areas i.e. brainstem have less plasticity, whereas cortex has most plasticity.

❖“…experiences can change the function of our brains, and even          

alter its structure” 
 Stien & Kendall, 2003.





“…in children, neuronal activity literally provides 
the organizing template for neural systems.

Positive experiences

Negative experiences.

In adults, activity can alter pre-existing neural 
organization…”

“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY



“use it or lose it”

The more you do something over and over the easier it 
becomes (i.e. throwing a baseball).

Same for fear…the more you experience it, the quicker that 
response will come next time it is stimulated.

75% of all child abuse is documented in the 0-3 yr age range. 

75% of the maltreatment perpetrated on the 0-3 yr age range 
is NEGLECT.

“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY



“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

Lack of stimulation = no neuronal pathways develop.

Over years the ability to create those pathways are 
lost forever.

Attachment

 Relationships

 Empathy

 Compassion.

Higher cognition.



“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

❖Type of dysfunction is dependent on age 
at the time of neglect or trauma.

❖Whether trauma/neglect was episodic or 
chronic.

❖Dysfunction can be profound or subtle.

❖Can have splintered dysfunction

❖Child is neglected in one area but 
not another and performance follows.



“A CHILD’S BRAIN CHANGES IN A USE DEPENDENT WAY.”
BRUCE PERRY

Neglect can be as simple as chaotic, dysynchronous, 
over stimulating environments.

Neglect injury is due to an absence of appropriate 
stimulation at the right time.



























CONSEQUENCES OF MALTREATMENT COGNITIVE



CONSEQUENCES OF MALTREATMENT SOCIAL





IMPACT OF TRAUMA 
❖Activation of survival responses: 

• Fight • Flight • Freeze • Submit 

❖Shutting down of non-essential tasks. 

❖Rational thought is less possible at this time. 

(Hopper, 2009)



TRAUMA IMPACTS SCHOOL PERFORMANCE

❖Lower GPA 

❖Higher school absences 

❖Higher drop-out rate 

❖More suspensions and expulsions 

❖Decreased reading ability 

❖Lower cognitive functioning 

❖Effects attention, memory, and thought processes 



BEHAVIORAL MANIFESTATION

❖Impulsive and reactive 

❖High frustration, anxiety, and anger 

❖Poor control of emotions 

❖Physical symptoms (e.g. headaches) 

❖Poor problem solving and choices 

❖Overreacting when told what to do 

❖Misperceived situations or triggers









PREDISPOSING RISK FACTORS

❖Increase the likelihood of adversity being traumatic. 

❖Previous trauma experiences 

❖Severity/extent/proximity of trauma 

❖Significance to the child 

❖Separation from the caregiver and support 

❖Genetic predisposition 

❖Lack of material/social resources 

❖Previous psychological functioning 

❖Caregiver distress and psychopathology



RESPONSES TO TRAUMATIC EVENTS

❖Something that is traumatic for one child may not be traumatic for 
another child.

❖Nature of the event 

❖Risk & protective factors 

❖Child’s perception –Real to them 



RESILIENCY 

“Resiliency is the capability of individuals to cope 
successfully in the face of significant change, adversity, or 
risk. The capacity changes over time and is enhanced by 
protective factors in the individual and environment.” 
(Stewart et al.,1991 as cited by Greene and Conrad, 
2002) 



PROTECTIVE FACTORS

There are behaviors, characteristics and qualities 
inherent in some personalities that that will assist in 
recovery after exposure to a traumatic event, these 
are called, protective factors. 



ENVIRONMENT

❖ A reliable support system (friends, family). 

❖ Access to safe and stable housing.

❖ Timely and appropriate care from first responders.



BEHAVIORS
❖Good Self care such as: sleeping at least eight hours a 
night. 

❖Eating nutritious foods. 

❖Exercise 

❖Practicing good boundaries. 

❖Using positive coping mechanisms verses negative coping 
mechanisms.



RESILIENCY AS A TRAIT

❖A vigorous approach to life 

❖A sense of meaningfulness 

❖An internal locus of control (vs. external) 

❖A way to conceptualize this is the “ability of a person to 
bounce back from challenges through feelings of control, 
commitment and the ability to see change as a challenge.” 
(Phelps et al., 2009) 



POST TRAUMATIC GROWTH

❖“Resilient survivors continue therefore, to grow and even thrive in 
spite of and quite often because of their history.” (Armour, 2007) 

❖Survivors of trauma who strengthen their abilities and find 
wisdom that allow them emotional growth in relationship with other 
are often referred to as experiencing post-traumatic growth. 

❖Post-traumatic growth is reflected in the following: - strengthening 
of relationships/sense of connection - increased sense of personal 
strengths - awareness of increased possibilities in life



TRAUMA INFORMED CARE AND PRINCIPLES AND 
PRACTICES 



TRAUMA INFORMED CARE 

❖Aims to avoid re-victimization. 

❖Appreciates many problem behaviors began as understandable 
attempts to cope. 

❖Strives to maximize choices for the survivor and control over the 
healing process. 

❖Seeks to be culturally competent 

❖Understands each survivor in the context of life experiences and 
cultural background. (Alvarez and Sloan, 2010)



THE THEORETICAL MINDSET
❖Symptoms are adaptations

❖Trauma shapes beliefs about identify and world view

❖Using a trauma framework can address mental health

❖Collaboration between client and provider

❖Four important components to offer client: respect, information, 
connections and HOPE

❖Providers need to support each other

❖You will be affected too



ADDRESSING TRAUMA REQUIRES 
AN INTEGRATED APPROACH

❖Trauma has biological and psychological 
effects that impact behavioral, social, and 
emotional domains.

❖The impact of trauma can hinder 
development and interfere with children’s 
functioning in relationships, school, and life.

❖Complex challenges of children who have 
experienced trauma may not be addressed 
by the system and services as they are 
currently designed.



EFFECTIVE ELEMENTS OF TRAUMA FOCUSED 
COGNITIVE BEHAVIORAL THERAPIES



A MODEL OF TREATMENT: THREE PHASES 

Safety and Stabilization 

Processing of Traumatic Material 

Reconnection and Reintegration



PHASE ONE: SAFETY AND STABILIZATION

❖Attention to basic needs including: connection to resources, self-
care, identification of support system 

❖ Focus on the regulation of emotion and develop capacity to self-
soothe. 

❖ Education on trauma and treatment process.



PHASE TWO: PROCESSING AND GRIEVING OF 
TRAUMATIC MEMORIES 

“The primary goal of this phase of treatment is to have the 
patient acknowledge, experience and normalize the 
emotions and cognitions associated with the trauma at a 
pace that is safe and manageable.” (Luxenberg, 
Spinazzola, Hildago, Hunt and van der Kolk, 2001) 

Avoidance



PHASE THREE: RECONNECTION & REINTEGRATION

❖Development of a firm or new sense of self

❖Healing or development of healthy and supportive: 

- Friendships

- Intimacy 

❖Generalization and Maintenance



COGNITIVE BEHAVIORAL THERAPY FOR ADULTS

Therapy # of Level A 

(Randomized)

# of Level B 

(Non-Randomized)

Exposure Therapy-with trauma populations 22 8

Exposure-combination of imaginal and in vivo 11 4

Imaginal Exposure 9 2

In vivo Exposure 2 1

Cognitive Processing Therapy 3 1

Stress Inoculation Training 2 2

Cognitive Therapy 2 -

Systematic Desensitization 2 3

Relaxation and Biofeedback 3 -

Dialectical Behavior Therapy and Acceptance and Commitment Therapy 2 1

Medication and CBT 1 -



COGNITIVE BEHAVIORAL THERAPY FOR CHILDREN 
AND ADOLESCENTS 

Therapy # of Level A 

(Randomized Study)

# of Level B 

(non-Randomized Study)

Trauma-Focused Cognitive Behavioral Therapy 6 3

Cognitive –based CBT 1 -

Seeking Safety 1 -

KIDNET 1 -

Trauma Systems Therapy - 1



OTHER EFFECTIVE TREATMENTS
Eye Movement Desensitization & Reprocessing (Level A)

Psychosocial Rehabilitation (Level A)

Psychodynamic Therapy for Young Children (Level A)

Psychodynamic Therapy for Adults (Level D)

Group Therapy (Level A & B)

Hypnosis (Level C & D)

Couple & family Therapy for Adults
 Behavioral Family Therapy, Behavioral Marital Therapy (Level A)

 CBT Couple Treatment, Lifestyle Management (Level B)

 Emotionally focused couple therapy, Spousal education and support, family systems-based therapy (Level D)

 Critical interaction therapy (Level F)

Creative Arts Therapies for Children (Level A & D)

Creative Therapies for Adults (Level D)



Psychoeducation

Relaxation

Affective Modulation

Cognitive Coping

Trauma Narrative

and Processing

In vivo

Conjoint sessions

Enhancing safety
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Psychoeducation

Relaxation

Affective Modulation

Cognitive Coping

Trauma Narrative

and Processing
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Conjoint Sessions
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TF-CBT Pacing – Complex Trauma
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STATE DEPENDENT FUNCTIONING



ROLE PLAYING



HOMEWORK/PRACTICE 



Thank you, Gracias, Hahoo, Dank u wel, Dua netjer
en etj, Vinaka, Kiitoksia, Merci, Aayya, Danke, 
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