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Learning Objectives

• Discuss Trauma Informed Care (TIC) as secondary prevention against lifelong 
effects of early childhood adversity.

• Define pediatric medical traumatic stress and be able to identify children and 
families at risk for maladaptive response.

• Implement basic principles and strategies of TIC, including promotion of resilience 
and identification of secondary traumatic stress.



AAP Policies



Trauma Informed Care

• An organizing principle for care delivery
• Based on the science of toxic stress and 

attachment theory (SSNRs)
• Is asset-driven rather than deficit-based
• Promotes relational health and family 

resilience
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Trauma 
Informed Care

• Realize
• Recognize
• Respond

• Resist Retraumatization
• Buffer secondary 

traumatic stress



Realize the proximal and distal effects of adverse 
childhood experiences
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Stress, Particularly Human

• A stressor disrupts homeostasis
• The stress response returns  homeostasis
• Humans can trigger the stress response 

with thoughts, memories or feelings
• Stress may be positive, tolerable or toxic 
• Stress buffered by Safe, Stable, Nurturing 

Relationships (SSNRs)
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Expanded Adverse Childhood Experiences
Exposures

• 10 intrafamilial ACEs
• Child abuse
• Child neglect 
• Household dysfunction

• Loss of parent/family separation 
(pandemic, migration, fentanyl)

• Community violence
• Natural Disasters
• Mass trauma events
• Racism is cross-cutting factor

Populations at risk

• Children with disabilities, medical 
complexity

• Immigrants and refugees
• Foster/kinship placement
• LGBTQ/gender 
• Ethnic or religious bias
• Economic hardship, most 

commonly reported ACE, 
nationally and in most states

http://www.childtrends.org/wp-content/uploads 2014/07/Brief-
adverse-childhood-experiences_FINAL.pdf

http://www.childtrends.org/wp-content/uploads/2014/07/Brief-adverse-childhood-experiences_FINAL.pdf


Life Course Burden

• Alterations in brain architecture
• Changes in gene expression, social 

epigenetics 
• Endocrine and immune imbalance
• Decreased executive function and affect 

regulation
• Interference with relational health
• Behavioral allostasis
• Chronic illness, health disparities, 

decreased quality and length of life

Adverse Childhood Events
(ACEs)

Functional Impairments

High Risk Behaviors

Disease
Disability

Early
Death



Dose Response Increased Risk

• Alcoholism and alcohol abuse
• Liver disease
• Smoking
• Chronic obstructive pulmonary 

disease
• Ischemic heart disease, stroke
• Illicit drug use
• Depression
• Suicide attempts

• Intimate partner violence
• Early initiation of sexual activity
• Multiple sexual partners
• Sexually transmitted diseases
• Unintended pregnancies
• Prematurity, small for gestational age
• Fetal death

Felitti VJ et al. Am J Prev Med 1998;14(4) 245-258



Early Childhood Adversity Linked 
with Adult Illness
• CDC survey, 25 states over 2 years
• Logistic regression modeling harm reduction

• Preventing or mitigating early childhood trauma would generally and 
significantly reduce adult morbidity and mortality

• Heavy drinking decreased 23.9%, COPD 27%, depression 44.1%
• Recommendations

• Create healthy communities
• Support SSNRs
• Apply primary and secondary prevention strategies based on TIC

Merrick MT, Ford DC, Ports KA, et al.MMWR Morb Mortal Wkly Rep. 2019;68(44):999–1005



Effect on Relational Health and Attachment

• Emotional bonds (secure attachments) are basic for 
survival

• Care seeking/care giving are complimentary
• Early childhood trauma threatens secure 

attachment and risks anxiety, lack of basic trust
• May cause lifelong problems in ability to establish 

and benefit from intimacy
• Threatens self-esteem, confidence, self-efficacy and 

resilience

John Bowlby 1907-1990



ACEs and Academic Achievement
• Impaired intellectual ability and decreased 

school performance
• Difficulty regulating emotions, focus, and 

impulses
• Selective attention to perceived threats
• Impaired verbal, visual memory
• Apathy

• With three or more ACEs
• 3 times more likely to fail
• 5 times more likely to have severe 

attendance problems
• 6 times more likely to have severe 

behavior problems
• 4 times more likely to self-report poor 

health

Clinical presentation:
1st grader with unruly behavior at risk for 
multiple suspensions, poor reading ability, 
decreased graduation, criminalization of youth 
behavior, and early incarceration.

www.cdfohio.org

http://www.cdfohio.org/


Toxic Stress            Trauma

Toxic Stress

• Toxic stress results from 
prolonged activation of bodily 
stress response in the 
absence of buffering factors
• Toxic stress gives rise to 

lifelong impairments in 
physical and mental health

Trauma
An event, series of events, or set of 
circumstances experienced as by an 
individual as physically or 
emotionally harmful and has lasting 
adverse effects on the person’s 
functioning and mental, physical, 
emotional or spiritual well-being. 

SAMHSA’s Guidance for a Trauma-Informed 
Approach (2014)
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Traumatic Stress Reactions
• Re-experiencing

• Thinking a lot (unwanted, intrusive thoughts) about the illness, injury, or procedure
• Feeling distressed at thoughts or reminders of it
• Having nightmares and “flashbacks”

• Avoidance
• Avoiding thinking or talking about the illness, injury, or hospital experience, or things associated 

with it
• Displaying less interest in usual activities
• Feeling emotionally numb or detached from others, dissociation most concerning

• Hyper-arousal
• Increased irritability
• Trouble concentrating or sleeping
• Exaggerated startle response
• “Hyper-vigilance”— always expecting danger

19



Relational Health Buffers Trauma

The most important and frequent commonality of children who 
succeed is that they have had a least one stable and committed 
relationship with a supportive parent, caregiver or other adult.

Harvard University Center on the Developing Child
http://developingchild.harvard.edu

http://developingchild.harvard.edu/


Foundations of Resilience 

• At least one stable, caring, and 
supportive relationship
• A sense of self-efficacy or mastery 

over life circumstances
• Strong executive function and self-

regulation
• Solid grounding in faith or cultural 

traditions

http://www.artic.edu/aic/collections/artwork/111442

http://www.artic.edu/aic/collections/artwork/111442


Trauma Nosology

Proposed pediatric-specific nosology

• Post Traumatic Stress Disorder (PTSD)
• Reactive Attachment Disorder
• Developmental Trauma Disorder (DTD)
• Post-traumatic Stress Symptoms (PTSS)
• Pediatric Medical Traumatic Stress

22
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Developmental Trauma Disorder
• Symptoms of emotional and physiologic dysregulation/dissociation

• Inability to modulate extreme affective states (eg prolonged tantrums)
• Disorders of sleeping, eating, toileting

• Problems with conduct and attention regulation
• Pre-occupation with threat, misreading of danger or safety cues
• Maladaptive attempts at self-soothing, self-harm

• Difficulties with self-esteem and social connectedness
• Negative sense of self
• Extreme distrust, reactive physical aggression
• Lack of empathy
• Inappropriate (excessive or promiscuous) attempts to achieve intimate contact

VanderKolk BA, et al. http://www.traumacenter.org/announcements/DTD_papers_Oct_09.pdf
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Can Hospitalization Precipitate Toxic Stress? 
Shah AN, Jerardi KE, Auger KA, Beck AF.  PEDIATRICS Volume 137, number 5, May 2016 :e 20160204

• Childhood injuries and illnesses are common:
• 5 out of 100 American children are hospitalized for a major acute or chronic 

illness, injury, or disability.
• 20 million children in the US each year suffer unintentional injuries

• 4,500 deaths (<21) from firearm injuries in 2015
• Over 11,000 children are diagnosed with new cancers each year in the US, and 

there are an estimated 250,000 children who are cancer survivors.
• More than 1,000 children have organ transplants each year and several thousand 

more are awaiting transplants
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Medical Traumatic Stress

• Set of psychological and physiological responses 
of children and their families to pain, injury, 
serious illness, medical procedures, and invasive 
or frightening treatment experiences.

• Often more related to the person’s subjective 
experience of the medical event rather than its 
objective severity

• Secondary Traumatic Stress (STS) to healthcare 
professionals and other hospital workers

25



Unrecognized and Untreated

• As many as 1 in 5 parents developed PTSD about 3-6 months after their child’s PICU 
admission.

• Up to 80% children and family members experience PTSS following a life-threatening 
illness, injury, or painful medical procedure.

• Up to 20 - 30 % of parents and 15-25% of children and siblings experience persistent 
PTSS that impair daily functioning and may affect both treatment adherence and 
recovery.

26
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Pediatric Medical Traumatic Stress (PMTS)
• Post-surgery

• 10% of children exhibited PTSD, 3-5 months after hospitalization
• 28.6% of parents reported functional disability in children

Ari AB et al. J Pediatr Surg. 2017 Oct 16

• Children and parents after an injury or new diagnosis
• 287 children assessed at 6 weeks and 1 year post-event
• 11% on 1st assessment and 10% on 2nd had moderate to severe PTSS 
• At 1 year, 15% of mothers and 8% of fathers had full PTSD 

Landolt MA et al. J Child Psychol Psychiatry. 2012 Jul;53(7):767-74

• Meta-analysis of illness and injury
• Significant PTSS in12% of ill children and 19% of injured 

Kahana S. et al. Traumatology. 2006;12(2):148-161
27



Unique Features of PMTS

• Pain
• Acute

• 5th vital sign
• Pain may be misinterpreted 

catastrophically
• Persistent

• Children may have limited 
experience or capability to manage 
without help

• Behavioral and emotional 
dysregulation common

• Procedures
• Anticipatory anxiety
• Treatment refusal

https://www.healthcaretoolbox.org/images/TherapistResourceGuide.pdf

• Anesthesia, sedation
• Separation from parents, family, pets, 

usual support
• Exposure to sickness, death of others

• In the community, at the scene
• In the hospital, ED, in-patient

• On-going threat to life, independence, 
personal agency

• Asthma, diabetes (hypervigilance)
• Cancer (fear of relapse)

• Changes in family structure, functioning

28
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Secondary Traumatic Stress

• Results when a person hears about the firsthand trauma experiences of another
• Parents, grandparents are at especially high risk, as are foster parents
• Healthcare workers often have their own trauma histories, and may be triggered 

by secondary trauma 
• Non-clinical staff may also experience secondary trauma, especially if the 

healthcare facility is located in areas of high adversity and non-clinical staff may 
live in the vicinity



“We went from taking him to our family doctor, thinking that he had some kind of virus 
or flu, to by the end of the afternoon being in the ICU and having him inundated with 
needles, and tubes, and…Wow! How did the day end up like this?”

“I still have a hard time driving by the hospital — reminds me of that time when she 
almost died.”

“There’s nights you lay in bed and awful thoughts run through your head…of them 
dying, you know, having a relapse.”

30
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Burnout

• Pathologic conditions which develops in 
the context of prolonged occupational 
stress

• Maslach dimensions
• Emotional Exhaustion
• Depersonalization and cynicism
• Inefficacy/lack of personal 

achievement
• Relationship among STS, burnout and 

affective disorders

31



Recognize the signs and symptoms of trauma in 
children, parents, caretakers and healthcare workers

32



From “what’s wrong with you?” to 
“What’s happened to you?”
• General principles

• Universal screening in primary care reduces potential bias
• A positive screen is a disclosure and the emotional environment must be 

ready to hold the trauma.
• Screening should always benefit the patient—must be addressed in some way
• If positive for one type of trauma, ask about other symptoms and exposures
• Re-screening should be avoided.

• Surveillance
“Has anything sad, bad or scary happened to you or your family since last time 
we talked?”



What’s Strong with You?

Strength-based Assessment

• Screen for protective factors along 
with risks

• Family functioning, social support 
network

• Availability and use of community 
resources

• Previous interventions

Protective Factors Survey

• In my family, we talk about problems
• My family pulls together when things 

are stressful
• When I am lonely, there are several 

people I can talk to
• I am able to soothe my child when she 

is upset
https://friendsnrc.org/jdownloads/attachments/pfs_revised_2012.pdf
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Clinical Presentation

• Developmental regression
• “Hair trigger” emotional response
• Difficulty regulating their arousal 
• Reluctance to turn to others for help 

(trust) 
• Inability to discuss their emotional 

feelings 
• Insecurity over food, safety, or 

relationships

• New somatic complaints (bellyaches, 
headaches) not explained by medical 
condition

• New fears related to the medical event
• Feeling in a daze or “spacey”

35



Re-traumatization in Healthcare Settings

Sensory Triggers
• Sights- White coats, medical equipment, 

restraints, x-ray bibs
• Sounds- Rescue squad sirens, equipment 

alarms, chaos, dental drills
• Smells- disinfectants, rubbing alcohol, 

gloves
• Invasive procedures

Relational Triggers
• Removal of clothing
• Physical touch
• Loss or lack of privacy
• Gender of healthcare provider
• Vulnerable physical position
• Power dynamics

36



Recognition: Formal Screening

• Screen children 
• Risk based on history
• Pre-existing medical or psychiatric 

disorder
• Development of maladaptive 

response to exposure
• Screen parents/family members

• Hospital Emotional Support
• Social Drivers of Health
• History of trauma

• Screen healthcare providers
• Secondary Trauma
• Burn-out, empathy fatigue

37



Parents, what do you need?
• Risks

• My child’s injury/illness is extremely upsetting to 
me

• Sometimes I am so upset it is hard to come to the 
hospital

• Protective Factors
• I know how to comfort my child
• I know how to help my child deal with things in 

the hospital
• What would help

• I need more information
• I would like suggestions from staff (to help with 

procedures or pain)
https://healthcaretoolbox.org/images/pdf/Hospital_Emotional_Support_Form.pdf

38
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Screen Healthcare Workers: ProQol

• 30 questions, may be self-administered and self-scored
• Sample questions

o I am not as productive at work because I am losing sleep over traumatic experiences of a 
person I [help].

o I find it difficult to separate my personal life from my life as a helper.   
o I jump or am startled by unexpected sounds.   
o I feel invigorated after working with those I [help].   

• Personal scores for
• Compassion satisfaction
• Burn-out
• Secondary traumatic stress

http://www.proqol.org/ProQol_Test.html

39
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Respond by incorporating knowledge of trauma into 
policies, procedures, and practice management

Resist re-traumatization

40



TIC Key Principles for Systems of Care

• Safety
• Trustworthiness and transparency
• Peer support and mutual self-help 
• Collaboration and mutuality 
• Empowerment, Voice and Choice  
• Cultural, historical, and gender concerns
http://store.samhsa.gov/shin/content/SMA14-4884/SMA14-4884.pdf

41
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Organizational Practices

• Increase awareness of trauma exposure and symptoms.
• Create a physically and emotionally safe environment.
• Provide resources to children, families, and providers on trauma, its impact, and 

treatment options. 
• Build on the strengths of children and families exposed to potentially traumatic 

experiences. Address parent and caregiver trauma. 
• Engage families in organizational planning.
• Collaborate across child-serving systems to coordinate care. 
• Support staff by minimizing and treating secondary traumatic stress, which can 

lead to burnout.  Train and hire a trauma informed workforce.
• Implement culturally appropriate, evidence-based assessments and treatments 

for traumatic stress and symptoms. 
National Child Trauma Stress Network  http://www.nctsn.org/ (adapted)

42
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Primary Prevention: 
Promote Relational Health

Promote Safe, Stable, Nurturing 
Relationships and Environments
Engage Serve and Return
Recognize temperament variations
Understand response to stress and 
trauma, normal and maladaptive
Promote caretaker resilience

Reach Out and Read. www.reachoutandreadwa.org/programs



Apply Two-Generational Interventions

There is no such thing as a baby. Without 
maternal care, one would find no infant.

- D.W. Winnicott (1960)

• Home visiting, CHCs, promotoras de 
salud

• PCIT and other EB and TF therapies

Mary Cassatt: The Complete Works. www.marycassatt.org
Thoughts: Thoughts on psychoanalysis. thinkingthoughtsdotorg.wordpress.com



Safe Emotional Environment

• Ensure that patients feel respected, 
welcomed and supported
• Make sure that staff maintain healthy 

interpersonal boundaries and are able to 
manage conflict 
• Maintain open communication that is 

respectful and compassionate
• Be aware of how cultural backgrounds affects 

the perception of trauma, safety and privacy

http://www.chcs.org/media/ATC_whitepaper_040616.pdf

45
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Sufrimiento No Tiene Fronteras
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Cultural Humility/Responsiveness

• Be aware of gender and power 
concerns
• Involve families in all decisions, 

may include important people 
such as faith and clan leaders
• Watch for miscommunication. 

Need for cultural interpreters
• Be open to conjoint treatment, 

allopathic and traditional
• Kleinman’s 8 questions

“The good physician treats the 
disease; the great physician treats 
the patient who has the disease.”

William Osler



Trauma Informed Pediatric Ethics

• Process or framework, way of doing ethics
• Consistent with classic principles and approach of clinical bioethics
• Public Health principle of solidarity (readiness for mutual support)
• Contextual and intersectional, aware of power differentials
• Holistic, energizes rational, emotional and relational factors
• Widely applicable to all care settings



Buffering Secondary Traumatic Stress

• Provide training to raise awareness of secondary traumatic stress
• Offer opportunities for staff to explore their own trauma histories
• Encourage reflective supervision
• Incentivize employee wellness opportunities such as yoga, meditation or other 

more active physical exercise
• Allow and encourage PTO when individual staff are showing signs of traumatic 

stress
• Use behavioral interviewing during hiring to screen for empathy, non-judgement 

and collaboration
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Organizational Readiness: 
Examples of Policies and Procedures

The organization has a written statement that includes a commitment understanding 
and implementing trauma informed care.

Resources are in place to help children and families understand trauma, identify 
triggers, manage strong feelings and de-escalate (prevent) crises in any healthcare 
setting.
Leadership, directors and supervisors regularly review policies and procedures to 
assure that they are sensitive to the needs of trauma survivors

http://www.traumainformedcareproject.org/resources/Trauam%20Informed%20Organizational%20Survey_9_13.pdf

http://www.traumainformedcareproject.org/resources/Trauam%20Informed%20Organizational%20Survey_9_13.pdf


Hospitals as Anchor Institutions

• Promote mental health integration and 
trauma informed practices in all services

• Integrate trauma informed care into core 
education

• Emphasize community collaboration
• Sponsor/participate with continuing 

education for 
• First responders
• Child welfare workers
• Teachers
• Juvenile justice personnel
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Summary

• The origins of life-long health are in early childhood.
• Exposure to potentially traumatic events is ubiquitous
• Toxic stress is primarily physiologic, trauma is holistic
• Relational health buffers early childhood adversity.
• TIC builds on strengths of children and families in a tiered approach 
• Key concepts for successful implementation are family engagement, mutuality, 

cultural humility and commitment to both physical and emotional safety
• TIC promotes relational health and family resilience





Beyond Toxic Stress:
Implementing Relational Health in Primary Care

Andrew Garner, MD, PhD, FAAP
Clinical Professor of Pediatrics
CWRU School of Medicine
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- Does not have any other financial arrangements or affiliations with 
any commercial entities whose products, research or services may 
be discussed in these materials.

- Will not be discussing any off label indications.



Learning Objectives

• Define toxic stress and describe how it helps to 
elucidate “the problem.”

• Define relational health and describe how it helps to 
elucidate “the solution.”

• Describe 3 different “lenses” that inform efforts to
operationalize relational health.

The “WHY!”

The “HOW!”

The “WHAT!”



Linking Childhood Experiences and Adult Outcomes

Childhood Experience Adult Outcomes

?ACEs
Violence, Abuse, Disasters …
Poverty, Racism, Social Isolation … 

PCEs
Attuned adults
Play/ROR

Poor Health
Academic Failure

Economic Hardship

Healthy Lifestyles
Academic Success
Economic StabilityDIFFICULT                    DOOMED

RESILIENT

Slide adapted from Thinking Developmentally: Nurturing Wellness in Childhood to Promote Lifelong Health, Garner and Saul, 2018.  
Used with permission.  

Defining “The PROBLEM”



Positive Stress Response
– Brief, infrequent, mild to moderate intensity
– In response to normative childhood adversities

• Inability of the 15 month old to express their desires
• The 2 year old who stumbles while running
• Beginning school or childcare
• The big project in middle school

– Safe, Stable, Nurturing Relationships*** allow a return to baseline
(responding to non-verbal clues, consolation, reassurance, planning assistance)

– Builds motivation, confidence and RESILIENCE IN THE FUTURE!!
– “Positive Stress” is NOT the ABSENCE of stress

Defining Adversity or Stress



Toxic Stress Response
– Long lasting, frequent, or strong intensity
– In response to the more extreme adversities of childhood (ACEs)

• Physical, sexual, emotional abuse
• Physical, emotional neglect
• Household dysfunction

– Insufficient social-emotional buffering (not enough SSNRs)
(Deficient levels of emotion coaching, re-processing, reassurance/support)

– Chronic exposure to the physiologic mediators of stress (cortisol, epi) 
leads to potentially permanent changes and long-term effects

• Molecular level (epigenetics)
• Cellular level (brain connectivity)
• Behavioral level (allostasis)

Defining Adversity or Stress

The same biology also explains how
RH becomes biologically embedded



TS and RH are Two Sides of Same Coin!
Molecular level Cellular level Behavioral level

DNA methylation Brain connectivity Responses to
patterns and activity future adversity

Adversity increases Adversity alters Adversity increases
methylation of GCr EEG patterns behavioral allostasis

Relational health Relational health Relational health
(breastfeeding, touch)             (Attachment Biobehavioral        (SSNRs) buffers adversity

decreases GCr Catch-up) normalizes              and promotes the skills
methylation EEG patterns needed for resilience

If TS is the problem, RH is the solution!

Pivoting towards “The SOLUTION”



Refers to the ability to develop and sustain the safe, stable 
and nurturing relationships (SSNRs). These, in turn, provide 
kids with positive childhood experiences (PCEs).

– Dyadic level (parent or caregiver and child interactions)
– Familial level (intra-familial interactions)
– Community level (societal interactions and “normative” behaviors)

– Provider level (pediatric provider and patient/family interactions)
– Practice level (FCPMH and staff / community level interventions)

– Buffers adversity (toxic stress -> tolerable or positive)
– Builds the skills needed to be resilient in the future

RELATIONAL HEALTH:

Shared 

Reading!



Bethell et al., 2019. Health Affairs 38:729-737
National Survey of Children’s Health, 2016-7, ages 6-17, n = 51,156, parent report
Child Flourishing Index (CFI), ranges from 0-3, “definitely true” that their child:

1) “shows interest and curiosity in learning new things” - curious
2) “works to finish tasks he or she starts” - completes
3) “stays calm and in control when faced with a challenge” - control

Family Resilience and Connection Index (FRCI), ranges from 0-6
- “When your family faces a problem, how often are you likely to:”

1) “talk together about what to do”
2) “work together to solve our problems”
3) “know we have strengths to draw on”
4) “stay hopeful even in difficult times”

- Asked parents how well they:
5) can “share ideas or talk about things that really matter”
6) are “handling the day-to-day demands of raising children”

Family Resilience and Connection Promote Flourishing



Percent flourishing, by Family Resilience & Connection
0 or 1 2 or 3 4 – 6

All children: 21.5 38.1 51.5
Number of ACEs:

0 26.8 44.3 57.6
1 20.1 36.6 48.4
2 or 3 16.8 30.6 40.8
4 – 9 11.9 21.6 30.5

Nationally, only 40.3 % of children are “flourishing”
(curious, complete tasks, are in control when faced with a challenge)

Bethell et al., 2019. Health Affairs 38:729-737

IF WE ARE ONLY LOOKING AT ADVERSITY, WE ARE MISSING THE POINT: 
ALL KIDS NEED RELATIONAL HEALTH TO FLOURISH

Family Resilience and Connection Promote Flourishing



Few PCEs

More PCEs

Few ACEsMore ACEs

Less Well

More Well

ACE only

ACE-PCE

ACE+PCE

HIGH adversity does NOT 
mean that you are 

“broken or “doomed!”

Kids with high adversity 
but high relational health 
may fare relatively well



Few PCEs

More PCEs

Few ACEsMore ACEs

Less Well

More Well

ACE only

ACE-PCE

ACE+PCE

LOW adversity does NOT 
mean that you are “well” 

or “in the clear!”

Preventing ACEs is not 
enough. All kids – especially 
kids w/ ACEs – need PCEs!

Kids with low adversity but 
low relational health may 

fare relatively poorly

Adverse and Positive
experiences CO-EXIST in the 

lives of children everyday



What’s Inside the Proverbial Black Box?

Slide adapted from Thinking Developmentally: Nurturing Wellness in Childhood to Promote Lifelong Health, 
Garner and Saul, 2018.Used with permission.  

Childhood Experience Adult Outcomes

ACEs
Violence, Abuse…
Poverty, Racism… 

PCEs
Attuned adults
Play/ROR

Poor Health
Academic Failure

Economic Hardship

Healthy Lifestyles
Academic Success
Economic Stability

Toxic Stress
Epigenetic Modifications

Changes in Brain Connectivity

Behavioral Allostasis

Safe, Stable and 
Nurturing Relationships

Social-Emotional Learning

Healthy Adaptations

Preventing adversity 
and TS is not enough!

We must proactively 
promote RH / SSNRs!



“You never change things
by fighting the existing reality. 

To change something, 
build a new model

that makes the 
existing model obsolete.”

- R. Buckminster Fuller

Pivoting from Deficits-Based Models
To Strengths-Based Models

HOW to Build a Culture of Relational Health?



Three “Lenses” to Operationalize
Relational Health

• Two-Generational Approach
• Partner with caregivers in order to help the children

• Developmental Approach
• Affect regulation and relational health are moving targets

• Public Health Approach
• Layered efforts are needed across systems of care

HOW to Build  Culture of Relational Health?



“In order to develop normally, a child requires 
progressively more complex joint activity with one or more 
adults who have …
… an irrational emotional relationship with the child. 
Somebody's got to be crazy about that kid. That's 
number one. First, last and always.”

- Urie Bronfenbrenner

HOW: A Two-Generational Approach

How do we get parents / caregivers out of
“survival mode” and into “relational mode?”



Caregivers in Survival Mode

Caregivers in Relational Mode

Child in Relational Mode

Scaffolding of New Skills

STEP 1: Provide Social Supports,        
Meet Caregiver Deficiency Needs

STEP 2: Develop Safe, Stable and 
Nurturing Relationships with Child

STEP 3: Promote Develop-
mentally Appropriate Play/ROR 

Foundational Social, 
Emotional & Language Skills

Healthy Child Attachment 
to the Caregivers

Social Determinants of Health,    
Unmet Caregiver Deficiency Needs

Slide adapted from Thinking Developmentally: Nurturing Wellness in Childhood to Promote Lifelong Health, Garner and Saul, 2018.  Used with permission.  
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HOW: A Two-Generational Approach

Emotionally attuned and engaged caregivers are critical because 
they can “hack in remotely and turn off the stress response” 

Tronick Still Face 
Experiment to see … and 
even feel viscerally … two 
generational:
1) Synchrony, then …
2) Mismatch, then …
3) REPAIR
(a.k.a, Bio-behavioral Synchrony, Autonomic 
Emotional Connection, Interactive Repair)

https://www.youtube.com/watch?v=apzXGEbZht0


BEHAVIOR BEHAVIOR BEHAVIOR

CHILDPARENTPCP

“Good” v. “Bad”
“Helpful” v. “Hurtful”

“Age Appropriate” v. Not

Adaptive v. Maladaptive
Context-dependent

Parenting Styles
Positive (many definitions)
Responsive (Serve/Return)

Promoting “Safe, Stable and 
Nurturing Relationships”

Authoritarian
Indifferent

Authoritative

Promoting “Caring, 
Therapeutic Relationships”

Mismatches in 
Temperament

2* Trauma / 
UC Bias

Parenting and Parenting Interventions:
It’s Complicated

Through trusted and respectful relationships with parents and caregivers, we work to 
improve relational health, in order to improve the health & development of our patients.



HOW: A Developmental Approach
• Relational Health refers to the ability to develop and 

sustain the safe, stable and nurturing relationships 
(SSNRs). 

• Relational Health reflects a capacity: there are prerequisite 
social, emotional, language and cognitive skills.

• These foundational skills can to be modeled, taught, 
practiced, reinforced, and celebrated

• Relational Health can be LEARNED
How do children (& adults) best learn these capacities?



Reason … refers to Thinking / Learning … and the ability to develop new skills
– Must be developmentally appropriate (Brazelton / Touchpoints; noting new milestones as they emerge)
– Basic social-emotional-language skills are the foundation for more advanced skills … like self-control and resilience

Relate … refers to the connection that occurs w/ Biobehavioral Synchrony (BBS)
– Also known as “autonomic emotional connection”
– Responsive, attuned caregivers turn off  the amygdala (the “on-switch” for the stress response)
– They also turn on the pre-frontal cortex and hippocampus (the “thinking / learning” parts of the brain)

Regulate … refers to having affect regulation … and feeling safe!
– Is the ability to understand and handle strong emotions in a healthy, adaptive manner
– Is a prerequisite for relating (connecting with others emotionally) and then reasoning (learning)

Parallel Processes (as seen in HV programs and discussed above in the 2-GEN approach):
- If the pediatric provider regulates, relates and then reasons with the parent or caregiver, then the 

parent or caregiver is more likely to regulate, relate and then reason with the child

REGULATE –> RELATE -> REASON*

-> bug in our biological code to “hack in remotely”

*Adapted from the Neurosequential Model per B. Perry



Prefrontal Cortex (PFC) and Hippocampus are “off-switches” for stress 
– Are important for executive function (“air traffic controller”) and short term memory (learning)
– Allow for conscious, intentional and adaptive responses to threats / strong emotions 
– Have the capacity to shut down the amygdala –> “self-regulation”
– Mature later in development 

The amygdala is the “on-switch” for the stress response
– Allows for subcortical, subconscious responses to threats / strong emotions
– Results in reflexive, impulsive, “emotional” and often aggressive responses
– Matures early in development (evolutionarily advantageous?)
– Shuts down the PFC and hippocampus … and the ability to think adaptively or to learn new skills!

Young children need SSNRs … to turn off the amygdala for them (regulate->relate)
– Autonomic Emotional Connection / Bio-Behavioral Synchrony 
– Responsive, attuned caregiving “releases the brakes” on the PFC / hippocampus
– This allows children to be creative, to be social, to learn 

Older children also need SSNRs … 
to promote Social-Emotional Learning (reason)

AFFECT REGULATION: A Tale of 3 Structures

-> emotions are “contagious”

…all in the context of relationships!!
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Prenatal / Infancy … but on-going
– Attuned parents and caregivers are the locus of affect regulation for the child
– When they are calm, nurturing and consistently available, they act as an emotional container
– But it can be hard for parents to give something that they may never have had
– To help the kids, we need to help the parents and caregivers (pACEs, MI, SA, poverty, etc)

Beginning in infancy … but particularly in the toddler years … and on-going
– The dyadic dance is the locus of affect regulation for the child
– Bio-Behavioral Synchrony (per Feldman and others) allows for co-regulation (emotions are contagious)
– If the parent or caregiver is well-regulated and engaged, the child will attune to them and calm (Tronick)
– We need to use developmentally appropriate play / Brazelton’s approach to support the dance

Beginning in preschool … but always with room for improvement!!
– The child becomes the locus of affect regulation … self-regulation is the objective!
– Self-regulation begins to develop as the child learns adaptive ways to cope with strong emotions
– Children learn these adaptive skills in the context of SSNRs
– We need to use formalized social-emotional learning to model, teach, practice 

and celebrate these skills

AFFECT REGULATION: A Moving Target



Definition of SEL per CASEL:
– The process through which children … and adults:

• Understand and manage emotions (self awareness)
• Set and achieve positive goals (self management)
• Feel and show empathy for others (social awareness)
• Establish and maintain positive relationships (relationship skills)
• Make responsible decisions (decision making)

These are SKILLS that are LEARNED 
• Modeled, taught, practiced, reinforced, celebrated

Strong emotions are a NORMAL part of being HUMAN – they are OK!
• The challenge is to be aware, normalize, learn healthy adaptations
• Build “distress tolerance” … in a developmental manner!

… by SSNRs!!

Social-Emotional Learning
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Strong Emotions Demand Distractions

This Photo by Unknown Author is licensed under CC BY-NC

Healthy 
Distractions

Wastes of Time
/ Escapes

Unhealthy 
Distractions

Tantrums
Fighting
Smoking
Alcohol 

Promiscuity

TV
Movies

YouTube
Social Media
Video Games

Play
Art

Sports
Music

PASSIONS!

SSNRs help kids to channel their emotional energy into 
something constructive

(behavioral 
allostasis)

(passive enter-
tainment)

(building 
resilience)

Shared 

Reading!

“Connect then Redirect”

http://www.pngall.com/bucket-png
https://creativecommons.org/licenses/by-nc/3.0/


HOW: A Public Health Approach

• Relational Health is a paradigm shift with the potential 
to transform training, funding, practice, research, 
advocacy and policy

• Operationalizing or implementing Relational Health will 
require layered efforts (vertical integration) across all 
the sectors that interface with children and families 
(horizontal integration)
What would an integrated public health approach to

prevent toxic stress / promote relational health look like?



Public Health                 Types of                     Population Being  Primary                 Examples Regarding
Level                      Prevention                          Served                                Objectives   Lead Poisoning

Tertiary                  Indicated Treatments Treat disease and Chelation therapy
for those with defined            prevent progression

symptoms and diagnoses                   

Secondary           Targeted Interventions Identify risks  Screen for lead based on
for those at higher risk              and early disease risks and abate if possible

Primary                Universal Preventions Prevent disease Remove lead from products
for everyone                    and promote wellness like gasoline and paint

3

2

1

Get Well

Stay Well

Be Well
ALL LEVELS ARE NECESSARY … NONE ARE SUFFICIENT!



Public Health                 Types of                     Approaches to   Approaches to
Level                      Prevention                     Toxic Stress                            Examples        Relational Health            

Tertiary                  Indicated Treatments ABC                                  Repair strained
for toxic stress related                    PCIT                                 or compromised

symptoms and diagnoses                 CPP                                    relationships
(e.g., anxiety, PTSD)                     TF-CBT

Secondary           Targeted Interventions Parent/Child Adversity            Identify / Address
for those at higher risk SDoH potential barriers

of toxic stress responses              Biomarkers to SSNRs

Primary               Universal Preventions Positive Parenting                  Promote SSNRs
for ALL kids & families                   Play / ROR by building 2-Gen

Consistent Messaging              relational skills

3

2

1
Slide adapted from Thinking Developmentally: Nurturing Wellness in Childhood to Promote Lifelong Health, Garner and Saul, 2018.  Used with permission.  

Get Well

Stay Well

Be Well

A Layered Public Health Approach to Relational Health is the Objective!

A Public Health Approach to Prevent Toxic Stress …
IS a Public Health Approach to Promote Relational Health!



Public Health                 Types of                    Approaches to   
Level                      Prevention              Relational Health                 Why this isn’t working (the pyramid is upside down):

Tertiary                   Repair strained Although there are evidence-based interventions to repair
or compromised Relational Health, they are expensive, labor- and time-

relationships intensive, and hard to access due to limited providers.
(ABC, CPP, PCIT, TF-CBT)            Demand already outstrips supply, and demand is increasing.

Secondary             Identify / Address Although there is a growing movement to identify /address
potential barriers                these important barriers to Relational Health, systems are

to SSNRs                           not incentivized to do so, and there are not enough
(SDoH, ↑ ACEs, ↓ PCEs)         community resources available to address these barriers.

Primary                  Promote SSNRs                   Supporting families and their communities is the foundation,
by building 2-Gen but that is not a priority in our society. It also runs counter to

relational skills                   the current financial incentives in healthcare, which prioritize
(PPP, play, ROR, VIP)               procedures over relationships, and quantity over quality.

3

2

1
Slide adapted from Thinking Developmentally: Nurturing Wellness in Childhood to Promote Lifelong Health, Garner and Saul, 2018.  Used with permission.  

Get Well

Stay Well

Be Well



Level 1 – Universal Preventions
that actively promote RH

Level 2 – Targeted Interventions that 
address potential barriers to RH2

Level 3 – Indicated Treatments that 
repair or rebuild RH once strained3

1

A Public Health Approach to Build RH



Level 1 – Universal Preventions that actively promote RH

1

Promote the development of SSNRs by:
- Loving the child (if not the behavior)
- Understanding child development (and what specific behaviors mean)
- Promoting positive but authoritative (not authoritarian) parenting styles
- Encouraging large amounts of developmentally appropriate play (ROR, VIP)

Proactively build the foundational skills for resilience through SSNRs that:
- Model social capacities, emotional regulation, language skills and adaptive 
functioning (2 generational; parallel processes)
- Nurture foundational social, emotional and language skills as they emerge 
developmentally (Touchpoints)
- Identify the child’s passions and healthy distractions (sports, music, art, 
hobbies, volunteering)
- Provide opportunities to practice and implement these foundational skills
(developmentally appropriate play, sibling rivalry, everyday disappointments)

When adversity occurs, buffer it through SSNRs that:
- Meet a child’s most basic needs in order to prevent additional adversity (safe)
- Provide routines and predictability to decrease additional stress (stable)
- Encourage the use of healthy distractions and adaptive behaviors (nurturing)



Level 2 – Targeted Interventions that address 
potential barriers to RH

2

For children and families that may need additional supports:
- Provide each of the Universal Preventions of Level 1 plus:

- Identify the most common potential barriers to SSNRs in your particular 
practice (parental ACEs; parental mental illness or substance misuse; 
exposure to violence or poverty or racism) 

- Begin universal screening for those common potential barriers
(to identify those that may be in need some additional supports)

- Address or mitigate these common potential barriers to SSNRs 
(Team based care and collaborative community partnerships)

- Start small, identify champions, work toward consensus, build confidence and 
competence with early wins (low hanging fruit)



Level 3 – Indicated Treatments that 
repair or rebuild RH once strained

3
For children and families who are symptomatic:
- Provide each of the Universal Preventions of Level 1 plus:
- Provide the Targeted Interventions of Level 2 plus:
- Use a “common factors approach” to: 

- form a therapeutic alliance (“SHARE” and “SPLINT”)
- demystify (“FRAYED” and “FABRIC), and 
- provide hope (“PASTA,” “THREADS,” and the “Staircase”).*

- If they are available locally, refer to evidence-based therapies (e.g., 
ABC, CPP, PCIT, FT-CBT)

- If they are not available locally, advocate for the development of those 
evidence-based therapies.

* Forkey HC, Griffin JL, Szilagyi M. Childhood trauma and resilience : a practical guide. 1st. ed. 
Itasca: American Academy of Pediatrics; 2021.
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Both feel safe, 
connected, 
supported?

Early Relational Health 
is Essentially Dyadic, 
But it is …

Early relational health 
will influence the other 

spheres as well!

Horizontal integration is 
necessary across all 

family serving sectors!

… Strongly Influenced 
by Many Other 

Relationships



Toxic stress defines the problem.

Toxic stress explains how many of 
our society’s most intractable 
problems (disparities in health, 
education and economic stability) 
are rooted in our shared biology but 
divergent experiences and 
opportunities.

Relational health defines the solution.

Relational health explains how the 
individual, family and community 
capacities that support the development 
and maintenance of safe, stable and 
nurturing relationships also buffer 
adversity and build resilience across the 
life-course.

Moving Beyond Toxic Stress … Towards Relational Health
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TIC is a Public Health Approach to Relational Health
Per the National Child Traumatic Stress Network:
With TIC, programs, agencies and providers:
1) Address parent /caregiver trauma & the impact on the family system
2) Use culturally appropriate, evidence-based assessments & treatments
3) Make resources available to children, families and providers on trauma 

exposure, its impact and treatment
4) Routinely screen for trauma exposure and related symptoms
5) Strengthen the resilience and protective factors of children & families
6) Incr. continuity of care + collaboration across child-services systems
7) Address, minimize, and treat secondary traumatic stress and                   

increase staff resilience.

2-Gen

3°Prev

2°Prev
1°Prev

Horizontal



Partner with Families 
and Communities to …

…Promote 
SSNRs

…Address Barriers 
to SSNRs

…Repair Strained 
Relationships

…Buffer Adversity 
(turn Toxic Stress 

into Tolerable 
Stress)

…Build Resilience 
(nurture adaptive 
coping skills for 

future adversity)

Then use those 
Relationships to …

TIC: It’s all about Relationships!



CONCLUSION:
(with apologies for paraphrasing Frederick Douglass)

It is easier 
to help the caregivers

as they build strong children
than to repair broken men [and women].
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https://ohioaap.org/education-cme-moc-
ii/preventive-health-program/

The Ohio Chapter, American Academy of Pediatrics (Ohio
AAP) is accredited by the Ohio State Medical Association
to provide continuing medical education for physicians.
The Ohio AAP designates each live activity for a maximum
of 1 AMA PRA Category 1 Credit(s)TM. Physicians should
claim only the credit commensurate with the extent of their
participation in the activity. Successful completion of this
CME activity, which includes participation in the activity,
with individual assessments of the participant and feedback
to the participant, enables the participant to earn 1 MOC
points in the American Board of Pediatrics’ (ABP)
Maintenance of Certification (MOC) program.It is the
CME activity provider’s responsibility to submit
participant completion information to ACCME for the
purpose of granting ABP MOC credit. MOC Part II credit
will be entered into the CME data portal entitled PARS
and will be shared electronically with the ABP within 30
days of the activity date. 

PREVENTIVE 
HEALTH PROGRAM

 

More trainings coming soon!

Webinar of the Month !

Register: ohioaap.org/education-cme-
moc-ii/preventive-health-program/

Please contact 
Alex Miller at
amiller@ohioaap.org 
for questions. 

1 credit 
available 

for all 
trainings!

 

https://ohioaap.org/education-cme-moc-ii/preventive-health-program/


Alex Miller
Ohio AAP

Senior Program Manager
amiller@ohioaap.org

mailto:amiller@ohioaap.org

