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ABSTRACT
Introduction: The dose-response relationship of adverse child-

hood experiences (ACEs) with chronic morbidities is recognized 
as prevalent. However, screening for ACEs and implementing 
trauma-informed care (TIC) have yet to become a standard of 
care in pediatrics. 

Objectives: To document impactful developmental experi-
ences of implementing TIC and universal screening of ACEs in the 
pediatric setting, elucidate the relationship between ACEs and 
their common presentation of developmental and behavioral 
health problems in pediatric patients, and propose feasible system 
changes to promote evidence-based professional expertise.

Methods: During pediatric residency training, I implemented 
routine universal screening of pediatric patients using ACE 
questionnaires. Research-based trauma-informed practices, such 
as patient-centered communication regarding adverse health 
outcomes associated with prevalent ACEs, were used. Clinical 
vignettes describe 12 cases.

Results: Most patients and their families were receptive to coun-
sel on recognizing, preventing, and mitigating the effects of toxic 
stress resulting from ACEs. Behavior in a patient, and sometimes 
a parent, was addressed from a developmentally sensitive lens of 
TIC, and appropriate therapeutic interventions were discussed. 
Addressing ACEs opened crucial conversations with some patients, 
which promoted efficacious, developmentally sensitive care. 

Discussion: Implementing TIC in the pediatric setting, especially 
in training, is not only feasible but also vital to adequately under-
stand the patient population. Equipped with clinical knowledge 
and experience in addressing ACEs, practitioners will more readily 
empower patients and their families to improve health outcomes. 

Conclusion: When pediatric practitioners discover, intervene, 
and address the adverse effects of ACEs, their care becomes more 
efficacious and evidence based.

“[Adverse childhood experience] studies are as  
revolutionary as germ theory was for the 19th century.” 

—Sandra L Bloom, MD1

INTRODUCTION
Practitioners often consider individual variability and devel-

opmental plasticity among their patients in the sensitive years 
of development to comprehend the role of events and environ-
ments.2 During the first 18 years of life, levels of toxic stress 
caused by adverse childhood experiences (ACEs) are known to 
have a strong, graded dose-response relationship with increased 
health risk behaviors, chronic adverse health conditions, and the 
leading causes of death such as heart disease, stroke, and diabetes.3 
ACEs include 10 categories of abuse, neglect, and household 

dysfunction. They are common and considered to be “the main 
determinant of the health and social well-being of the nation.”4 
This article will review the developmental impact of ACEs and 
trauma-informed care (TIC) and will provide a sampling of 
clinical vignettes demonstrating TIC skills in a pediatric setting.

Developmental Impact of Adverse Childhood Experiences
There is an inverse relationship between the developmental 

stages of childhood and the 3 types of stress: Positive, tolerable, 
and toxic.5 The relative frequency of the 3 types of stress can 
adversely affect developmental health outcomes, or it can opti-
mize developmental health outcomes. Through positive stress, 
the body responds with mild to moderate elevations in cortisol. 
Support and protection are generally provided by a caring adult; 
this allows for the stress response to return to baseline. A toler-
able stress response is higher in magnitude and can occur when 
there is a death in the family, serious illness, or another traumatic 
event; these adverse life events are ameliorated by the availability 
of supportive and caring adults. The magnitude of harm to the 
developing brain of a child depends on the severity of the stressor 
and how much protection an adult provides.5

In the case of toxic or chronic levels of stress hormones brought 
on by an ACE, the stress response is activated for a prolonged 
duration with relative absence of protection and support from an 
adult. This is the most hazardous form of stress and can adversely 
alter the brain architecture of a child.5,6 Because of the abundance 
of glucocorticoid receptors in these structures, high levels of cor-
tisol can lead to disruptions in the amygdala, hippocampus, and 
prefrontal cortex.5 This can result in overactivity and hypertrophy 
of the amygdala along with neuronal loss in the hippocampus 
and prefrontal cortex, which can lead to impairments in learn-
ing, memory, behavior, executive functioning, mood, increased 
risky behaviors, difficulty with forming healthy relationships, and 
impulse control.5,6 The disruption in neurodevelopment caused 
by toxic stress has the potential to cause social, emotional, and 
cognitive impairment in a child or adolescent. The mechanisms 
of neurobiological change and intergenerational transmission of 
ACEs through epigenetic modification are well documenteda;7 
and continue to be researched.

As health care practitioners partner with caring family mem-
bers and mentors close to the child through shared decision 
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making, they play an important role in preventing ACEs and 
promoting resilience should ACEs occur.7 With this transforma-
tional knowledge, practitioners and educators can use measures 
to screen for ACEs and implement TIC.8,9 Unfortunately, many 
practitioners and training programs remain hesitant to implement 
such changes. The rates of screening for ACEs remain low, with 
constraints for widespread screening to include time, resources, 
concern for revictimizing adults and children, and possible pa-
rental hesitancy to self-report. There seems to be even less op-
portunity and confidence for medical residents who are unaware 
of the opportunity to screen their patients.10,11 

The pediatric medical home is an ideal environment to imple-
ment universal screening for trauma and adversity in standard 
clinical practice.12 Koita et al9p2 wrote “because [p]ediatricians 
provide care for children and their families at regular intervals, 
patients and providers develop a trusting relationship, which 
facilitates screening and patient education about the impacts of 
adversity on health.” The founder and medical director of the 
Trauma Center in Brookline, MA, van der Kolk13p169 declares that 
“recognizing the profound effects of trauma and deprivation on 
child development need not lead to blaming parents.” He attests 
that we can assume parents may be doing the best they can in 
raising their kids, “but all parents need help to nurture their kids” 
[emphasis added]. Addressing all those involved in working with 
children, he offers this13p169:

Our great challenge is to apply the lessons of neuroplasticity, the 
flexibility of brain circuits, to rewire the brains and reorganize the 
minds of people who have been programmed by life itself to experi-
ence others as threats and themselves as helpless. Social support is 
a biological necessity, not an option, and this reality should be the 
backbone of all prevention and treatment. 
A pediatrician’s approach to reduce toxic stress in children 

affected by ACEs is highly successful if rooted in evidence-
based research, the science of ACEs, and delivered by a TIC 
approach.8,10,12

Trauma-Informed Care
Bloom, founder of the Sanctuary Model, has suggested that 

being “trauma informed” means that one embraces and demon-
strates new mental models informed by trauma theory.14 Still 
others use being trauma informed to describe how various care-
givers (social services, education, health care, and corrections) can 
better serve people who have experienced traumatic life events.15 
Regardless, when working with patients who have behavioral 
and/or other health challenges as well as a history of ACEs, a 
trauma-informed practitioner would provide education about 
how these are “normal reactions to abnormal circumstances.”16 
One developmentally sensitive practice to be employed in every 
pediatric setting encourages patients to feel they have more 
control over the encounter itself, such as offering choices in 
the examination room (ie, “shall we start with the left ear or 
right?” or “would you prefer to sit or stand?”). Another example 
includes using body language in a way that communicates to 
the patient and his/her family “I believe you, and I care.” Turning 
one’s back to a patient and having one’s gaze fixed on a computer 

screen may be distressing for a patient whether or not a history 
of ACEs is present.

As depicted in the TIC pyramid (Figure 1),17 there are best 
practices, also known as universal trauma precautions, that all 
professionals can employ, and additional levels of trauma-specific 
care to consider as well. Understanding health risk behaviors and 
trauma-related coping mechanisms is a fundamental skill for 
trauma-informed practitioners. Collaborating with patients in a 
nonjudgmental fashion when discussing health behavior change 
decreases patient anxiety and deepens trust between practitioner 
and patient.17 When employing TIC, it is important to know 
where to refer patients by maintaining a list of affordable, acces-
sible trauma-specific practitioners to provide integrated behav-
ioral health and maintain interprofessional collaboration to ensure 
continuity of care.17 Employing a strengths-based approach will 
magnify the therapeutic intervention.8,18 When a practitioner or 
clinic decides to conduct routine ACEs screening of all patients, 
it is important to consider the importance of using “a framing 
statement prior to the trauma screen” and to ensure that all staff 
are competent “with communication skills training about how to 
discuss a positive trauma screening with a patient.”17 An example 
of one such framing statement is “We screen all our patients for a 
history of trauma, which may contribute to current and lifelong 
health.” Therapeutic behavior assists in removing lingering shame 
or guilt associated with childhood trauma. 

Training in TIC does not require much work or time but does 
require pediatricians to reframe their role as healers. It requires a 
willingness to tolerate ambiguity, a patience to not expect every 
person to respond with gratitude or heal with every therapeutic 
intervention; ultimately it requires a listening ear. As illustrated 
in this article, all pediatricians are empowered when using a bet-
ter framework to consider the sensitive years of development. 
Trauma-informed pediatricians better understand that many 
adult diseases are really developmental disorders that began early 
in life. This is made clear through the ecobiodevelopmental frame-
work, which considers multiple factors including psychological 

Figure 1. Trauma-informed care pyramid.a

a Bottom 2 levels (asterisk) are universal trauma precautions; top 3 levels (double asterisk) 
represent trauma-specific care. 

Reprinted with kind permission from Raja S, Hasnaian M, Hoersch M, Gove-Yin S, Rajago-
palan C. Trauma informed care in medicine: Current knowledge and future research direc-
tions. Fam Community Health 2015 Jul-Sep;38(3):216-26. DOI: https://doi.org/10.1097/
fch.0000000000000071.16 
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adaptations and disruptions, epigenetics, anatomic development, 
and children’s social and physical environment, as documented by 
Shonkoff et al.5 In addition to asking pediatricians to consider 
the effect of toxic stress on development and behavior, this trans-
formational framework “underscores the need for new thinking 
about the focus and boundaries of pediatric practice.”5

CLINICAL VIGNETTES
The researchers provide the following cases from direct practice. 

These cases document impactful experiences of implementing 
TIC and universal screening of ACEs in the pediatric setting, 
while depicting the relationship between ACEs and their com-
mon presentation of developmental and behavioral health in 
pediatric patients. These 12 patients are selected from hundreds 
as an appropriate sampling of the varying clinical presentations 
of individuals affected by ACEs. In our attempt to adhere to best 
practices and protect the privacy of the patients whose cases are 
discussed here, we have changed the names and other identifying 
characteristics. Any resemblance to any persons, living or dead, 
or to actual events is coincidental. A nonresearch determination 
letter was obtained from the institutional review board Brooke 
Army Medical Center at Fort Sam Houston, TX, eliminating 
the need for institutional review with implied informed consent 
for standard clinical care. 

Each patient had his/her unique story to tell but, before this, 
had not known it was acceptable or important to do so. After-
ward, each patient understood that these traumatic events are not 
a “normal” part of childhood; no matter what they felt, or had 
formerly been told, these events were not their fault; and they are 
not alone in their experience because ACEs are common. Further-
more, as they consider the effect their ACEs have had on their 
lives, they are now empowered to explore how to remove shame, 
guilt, and blame; find effective means to reduce toxic stress; and 
no longer let these events define their health. Personal safety and 
ongoing abuse were evaluated and addressed as needed. Patients 
and parents were educated about the relationship between toxic 
stress and adverse health outcomes. Most patients and/or parents 
verbalized understanding of their personal connection between 
toxic stress consequent to ACEs, behavior, physical symptoms, 
and overall health. Each family was encouraged to increase open 
communication, validation, and to find ways to build personal 
and familial resilience. When applicable, parents were invited to 
consider how their own personal history of ACEs might be af-
fecting their own parenting. As a result, important conversations 
and appropriate therapeutic interventions were made possible. 

I admit to limitations in words and text space to adequately 
depict the clinical significance and emotional implications of 
each of the following patient interactions. Table 1 is designed 
to summarize and assist navigating each case within the series.

Case 1: “He’s Just a Lazy Teenager”
Victor, a 13-year-old boy, who was concerned about “shortness 

of breath,” came to the clinic with his father, Eugene. Victor re-
layed the details of a recent episode of difficulty breathing while in 
a movie theater with his family. Alarmed, he walked out of the 
theater and had to wait about 5 minutes for the episode to pass. 

Making a point to never look at the computer screen during the 
interview, I knew from prior chart review that Victor had visited 
this same clinic twice in the past 6 months for evaluation of chest 
pain. At that time, cardiac causes were ruled out. 

“I think I was having a panic attack,” Victor now said. He 
quietly added, “They seem to be happening more often.” 

Because of abnormal results on a Patient Health Question-
naire-2, our nurse administered a full Patient Health Question-
naire-919 and the Generalized Anxiety Disorder 7-item GAD-720 
screening questionnaire, and the results revealed concern for 
severe depression and anxiety, respectively. Victor admitted he 
had progressively felt this way over a couple of years.

Eugene dismissed the results of both questionnaires and of-
fered his perspective, describing his son as a “lazy a**hole … [who] 
locks himself away in his room … [and] gets angry whenever 
I ask him to stop playing video games.” With no documented 
history of depression or anxiety, Victor had not identified what 
possibly could have triggered his recent panic attack, nor what 
was contributing to his chronic symptoms. After asking Eugene 
if he had anything further he wanted to add, I invited him out of 
the room for the adolescent-specific psychosocial examination.21 I 
handed Eugene the Center for Youth Wellness (CYW) ACE-Q 
Teen Questionnaireb;3,22(parent/caregiver report) and asked that 
he fill it out in the waiting room. Once Eugene left the room, I 
handed Victor the CYW ACE-Q Teen Self-Report question-
naire. I explained to Victor I did not need to know the specific 
events (unless he would like to discuss them), but rather a tally 
of any possible positive responses to better understand what he 
may have faced in his life. I made sure not to turn my back toward 
him, as a subtle way to communicate I was not leaving him alone 
or considering this interview just routine. While he tallied his 
score, I made notes on my clipboard. “Okay, I’m done.”

Without showing any signs of surprise, I confirmed an ACE 
score of 5/10 (and 2/9 supplemental). The supplemental questions 
(7 for children up to 12 years old, and 9 for teens up to 19 years 
old) assess for exposure to additional early life stressors relevant 
to children and youth, such as bullying, history of being in foster 
care, prejudice, or community violence. Studies show those with 
an ACE score of 4 or more have a 4-fold to 12-fold increase in 
health risks for alcoholism, drug abuse, depression, and suicide 
attempt compared with those with a score of 0.3 I leaned in to 
inform him I was concerned for his health and safety. I asked, 
“How have these events affected you in your life?”4 Victor de-
scribed overwhelming isolation after his parents’  divorce, the 
persistent conflict at home between his father and stepmom, be-
ing bullied at school, and not feeling loved by his father. He felt 
angry at himself for not being happy and driven, like his father 
expected him to be. “I don’t know why I can’t just be happy.” He 
described a history of cutting, and intermittent thoughts of end-
ing his life, saying, “I’m not sure I would be missed.” Sometimes 
interpersonal problems with family and peer relationships lead 
to behaviors such as cutting.23

He continued to talk about his father, “I feel like he doesn’t 
care or even love me most of the time.” After listening to Victor 
speak for some time about the effect of ACEs on his life, I invited 
him to consider his episodes of chest pain and panic attacks and 
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his symptoms of depression and anxiety as natural consequences 
to abnormal circumstances.4,16 With tears in his eyes, Victor was 
no longer looking at the floor, and his shoulders relaxed as if a 
weight was removed from his shoulders. “Can I offer a thought 
about your dad?” I asked. “Sure,” he replied. 

“I think your dad loves you, but he may have never learned 
how to express it. Victor, he might have a list of his own ACEs, 
and it may be affecting his way of relating to you and others. We 
can’t control how he acts, but we can control how we see him.”24

After inviting Eugene back into the room, I pointed out the 
differences in his assessment of Victor’s personal ACEs (1/10, 0/9 
supplemental). I encouraged him to share his thoughts with me. 
After an uncomfortable period of silence and strained surprise, 
he remarked, “I don’t understand how to fix him.” He began to 
insinuate that Victor may have misunderstood the questions. 
I noticed Victor begin to tense his body and lower his head. I 
intervened to discuss how the score was not as important to me 
as recognizing that Victor had experienced several life-altering 

events currently affecting his health and his perception of himself 
and the world around him. What Eugene perceived as defiant 
anger was more likely Victor’s normal reaction to high levels of 
toxic hormones. “What this indicates to me is the trauma Victor 
has experienced is something his mind, body, and spirit process 
as danger, and makes him feel isolated, anxious, and depressed.” I 
explained that Victor is stuck in a mode of toxic levels of stress 
hormones affecting his brain and preventing him from function-
ing at his best. “Sir, I invite you to consider you don’t need to fix 
him, but perhaps be an active listener.” 

Victor expressed interest in starting antidepressants. I discussed 
neuroplasticity and methods to help his brain recover. Eugene 
reacted, “I just don’t believe in this whole depressed thing or 
[that] Victor should be on pills to function … . I’ll speak to his 
mother about this.” 

I asked Eugene, a veteran, if any of his friends who fought in 
war with him returned home and struggled with posttraumatic 
stress disorder or feelings of isolation. Through our discussion, he 

Table 1. Summary of cases
Case Age, Sex ACEs/toxic stress relevance TIC intervention
1 13 y, M Depressed, anxious; relevance of trauma 

history not recognized by father
Screening indicated vast disconnect between parent and patient. ACE questionnaire 
made conversation possible, which led to both patient and his father to better understand 
effect of ACEs and thereby willing to engage in proper therapeutic intervention.

2 13 y, M Patient with intellectual disability among 
other diagnoses; he has witnessed intimate 
partner violence

Patient, normally very quiet, felt safe enough to reveal his deepest concerns about safety 
at home. Therapeutic alliance formed between mother, child, and practitioner for safety 
plan.

3 19 y, F History of severe anxiety, high-risk behavior 
with drugs and sex

Links between history of ACEs and current health risk behaviors established. Patients are 
able to understand their methods of self-medicating when understanding the science of 
toxic stress; they are then empowered to pursue specialized treatment.

4 17 y, M ACEs quite possibly would have never been 
discovered because parent was unaware; 
symptoms hidden and not discussed with 
parent

Receptive to recommendations for open communication, self-care, and finding personal 
means to suppress stress reaction. Practitioners cannot adequately assume who has a 
history of ACEs or who does not without asking the questions.

5 14 y, F High ACE score in both patient and mom. 
Intergenerational transmission assumed 
normal by both patient and mom

Not all patients are ready to address effects of personal trauma on current health. TIC 
allows for patients to be given control.

6 6 mo, F Maternal history of postpartum depression 
and childhood ACEs

Parents can be empowered in their efforts to build resilience in their children through TIC.

7 8 y, F Diagnosis of ADHD, with formerly 
undiscussed trauma history; symptoms not 
addressed with medication

Some parents carry burden of their children’s trauma, as well as their own personal ACEs. 
When the link between symptoms and trauma history is made, the family can move 
forward with healing.

8 2 y, M At-risk parents with personal history of ACEs 
and without much community connection

TIC allows for education on parental self-care and the vital role of relationships and 
community connection for the family.

9 16 y, M Patients carrying weight of mom’s guilt; 
Mom wanting to help but does not know 
how; military family at risk

TIC makes possible the opportunity for family members to be vulnerable with each other 
and openly express their concerns. Most parents want to discuss ACEs and help their 
children heal. TIC encourages patients to discuss ACEs with their practitioner.

10 14 y, F Social isolation and political extremism 
putting patient at risk

Sometimes all a practitioner can do is discuss the science and offer counsel, even when 
family is not receptive. 

11 11 y, M Dysfunctional family; patient with intellectual 
disability largely unable to express his own 
ACEs; verbally abusive father in room, 
intimate partner violence

Some forms of trauma can be revealed through simply asking the questions. Assessing 
for safety and implementing important TIC measures can de-escalate a potentially 
catastrophic interaction.

12 12 y, M Parental history of trauma can manifest 
through the parent’s behavior or interactions 
with clinicians

Difficult clinical encounters can often clue the practitioner in to a parental history of ACEs. 
Approaching families through a lens of TIC allows for more appropriate therapeutic 
alliance.

ACE = adverse childhood experience; ADHD = attention-deficit/hyperactivity disorder; F = female; M = male; TIC = trauma-informed care.
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began to correlate the effect of depressive symptoms and post-
traumatic stress disorder when he described losing 2 close friends 
who ended their own lives after their time in combat. I discussed 
the basics of cognitive behavioral therapy.24 I recommended that 
Victor regularly work with a professional through cognitive work, 
as well as meditation, prayer, yoga, and/or mindfulness so Victor 
may feel safe in his body. 

At the 2-week follow-up, Victor’s mother joined us. His father 
was more receptive to Victor starting therapy and antidepressants 
after our reiterated discussions of Victor’s symptoms, ACEs, and 
neuroplasticity. Victor is currently doing well, with declining 
symptoms of anxiety and depression, and Eugene enthusiastically 
reminds him to take his medication and attend therapy.

Case 2: “Sometimes I Get Scared”
Gabriel, a 13-year-old boy with an intellectual disability, 

attention-deficit/hyperactivity disorder (ADHD), and a rare ge-
netic condition affecting multiple organ systems, arrived with his 
mother, Melanie, at a subspecialty clinic for follow-up. Melanie 
filled out her assessment of Gabriel’s ACEs while I explained 
to him what each question on his questionnaire was asking. He 
concentrated intently on each question, then told me, “Sometimes 
I get scared.” I leaned forward in my chair, with my hands opened 
palm side up on my knees. I was mindful to let him know I was 
listening, concerned, and accepting of whatever he was about to 
share. “What makes you feel scared, Gabriel?” I asked, patiently 
waiting for his answer. “Sometimes Mommy and Daddy yell at 
each other … . Mommy throws plates at Daddy.”

Validating Gabriel’s response with a nod, I asked, “What else?” 
Although intellectually behind his peers, he articulated some 
common adverse effects of intimate partner violence. “Sometimes 
I feel like it’s my fault … like I cause it … I don’t know how to 
help it.” When I assessed for Gabriel’s and his siblings’ safety at 
home, he detailed their normal response: “We all go hide until 
the yelling stops.”

Melanie tearfully verified Gabriel’s experiences, admitting to 
her lifelong struggle with bipolar disorder. “Sometimes it gets out 
of control. … Because of how much it has strained my marriage, 
my husband and I are in counseling, and I just got on meds.” 
Gabriel playfully swung his feet on the edge of the examination 
table, observing my interactions with his mother. I said, “Gabriel, 
thank you so much for sharing your experience with me. You 
strike me as a very brave boy. You can always talk about these 
things with your doctor if you want to. I am glad to hear your 
mom and dad are getting the help they need. Sometimes we all 
need to ask others for help.” 

Turning to Melanie, I asked, “What are some things you think 
you can do to stop from escalating?” Recruiting Gabriel to help 
in setting a safety plan, she agreed to hold a family council over 
dinner that night and find ways that she could signal to her fam-
ily when feeling particularly on edge, and for family members to 
likewise decide how best they can communicate their feelings 
with her. Melanie added that giving herself permission to leave 
the room, to take a walk, deep breathe, pray, and/or engage in 
other personal healthy measures sometimes help her.

After this TIC interaction, his primary physician expressed 
surprise that Gabriel even talked to me because “he normally is 
a closed box … can never get a word out of him.” In follow-up, 
Melanie expressed that she and the family continue to work on 
communication and goal setting.

Case 3: “I’ve Done Every Drug”
Sadie, a 19-year-old with ADHD, came by herself to the clinic 

for her yearly checkup. She admitted that life had been particu-
larly stressful until recently when she dropped out of college. “I 
realized it really wasn’t for me when I was failing all my classes. 
… I’ve always put so much pressure on myself to get As in all 
my classes.” Sadie described debilitating symptoms of anxiety, 
which often prevented her from leaving her room. “I would go 
days without food because I just couldn’t get out the door, afraid 
of having another panic attack or something like that.” 

I used strengths-based therapeutic techniques through the ado-
lescent psychosocial examination21 and started with asking Sadie 
her greatest strength: “Something you’re proud of in yourself.” 
“I help people,” she quickly responded. “Marvelous,” I replied. 
“Sadie, you do strike me as a very kind and helpful individual. I 
imagine you will have a lot of opportunities to use this strength 
to help others, even while you face struggles of your own.” After 
I verified with her the confidentiality of our discussion, with 
exceptions to danger for herself and others, she unabashedly 
described her extensive experimentation with numerous types of 
drugs. “They make me feel so alive and okay.” She began using 
illegal substances in her early teens. “I have put myself in a lot of 
stupid situations … even got raped once by a guy I thought loved 
me.” Practitioners had been treating her ADHD with medication 
less likely to be abused.

We discussed the life-altering events put on her at an early age. 
Sadie wanted to hear more. We discussed the negative aspects of 
ACEs. Sadie excitedly reported, “I know exactly what [ACEs] 
have caused me to do! I’ve been trying to fill this huge hole in me 
created by my parents’ divorce.” While I listened, she continued, 
“I turn to all these drugs and boys, because even for a moment I 
feel like I’m getting what I’ve needed my whole life.” 

Continuing to be nonjudgmental of her experience, I encour-
aged her to find unique ways to build personal resilience.8 Sadie 
recognized the need to properly address her battle with anxiety and 
no longer shoulder the weight of her parents’ divorce. She agreed 
to see a specialist for drug use cessation and anxiety management, 
both consequent to her traumatic experiences. Sadie used to do 
yoga and felt like it helped her feel safe in her body. Through my 
use of TIC in the clinical encounter, Sadie felt empowered to no 
longer “fill the void” with drugs and promiscuity, but rather with 
opportunities for her to exercise mindfulness and wellness. Sadie 
proved, if given the chance to reflect, patients are able to identify and 
understand their methods of self-medicating and risky behavior 
when understanding the science of toxic stress caused by ACEs.

Case 4: “My Mom Might Get Upset if She Knew” 
Jacob, a 17-year-old boy with seasonal allergies, visited the clin-

ic with his mother for a medication refill and to discuss recurrent 
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abdominal pain. Jacob was a high school athlete with plenty of 
friends, competitive grades, and test scores to get accepted into 
any major university. Jacob and his mother both admitted to use 
of protein powder and creatine when we discussed dietary and 
physical activity practices. They both thought the supplements 
would help him have strength and endurance for his rigorous 
sports demands, but they admitted to stomachaches beginning 
around the same time of implementing such dietary practices. 
After counseling and expressing caution against the use of such 
products, I invited his mom out of the room so Jacob could 
practice being in charge of his medical care, starting with the 
adolescent psychosocial examination.21

Jacob’s CYW ACE-Q Teen Self-Report revealed a score of 5. 
I asked, “Do you currently feel safe at home?” “Yes.” I followed 
up by assessing for any ongoing ACEs. After he told me these 
events were no longer happening but rather happened several 
years ago, I asked him how they currently affected him. He re-
sponded with a shrug of the shoulders, “I’ve never really thought 
about it.” “Have you been able to talk these things through with 
your parents? Are they aware?” He quickly responds, “I’ve talked 
with my dad, but my mom might get upset if she knew.” Living 
at home with his mom and stepdad, he is often not sure which 
caring adult he can turn to in times of need. The remainder of our 
conversation revealed that Jacob had intermittently been having 
overwhelming symptoms of depression, without a recognizable 
event or circumstance surrounding these symptoms.

Taking the opportunity to discuss the deleterious nature of 
ACEs and the toxic stress they have created for Jacob, I ensured 
that he understood his body was triggering a survival response 
with the potential to make him sick now and throughout his 
life. He admitted to off and on issues with feeling overwhelm-
ingly sad, with intermittent suicidal ideation without a plan. “I 
feel okay today, but often at night I begin to have these dark 
thoughts. …” He examined my reaction to see if he could trust 
me with this information. “Jacob, I want you to know now, you 
have permission not to be ashamed by these thoughts or feelings. 
They sometimes happen as a natural consequence to abnormal 
circumstances.” I reassured him against feeling alone or weak. 
“Good news, Jacob, today is the beginning of your opportunity 
to counteract these toxic levels of stress hormones with compas-
sionate self-care.” 

After I taught him the basics of cognitive behavioral therapy, 
namely the relationship between events, thoughts, feelings, and 
behavior/symptoms, he expressed interest in finding personal 
ways to suppress his stress reaction. He discussed ideas that 
might work for him, including prayer and getting more involved 
at church. He declined to meet with a professional therapist, so I 
invited him to follow-up with me or any other practitioner if so 
desired. He agreed to reconsider therapy if he found that some 
of his personal goals showed minimal improvement. I encour-
aged him to communicate with at least one caring adult in his 
life about these things.25 

Considering my original perception of Jacob and my better 
understanding of the depth of his character, I was reminded of 
a quote from Cosmos26: “Pretending to know everything closes 
the door to finding out what’s really there.” Jacob is still working 

hard with school and athletics, his stomachaches have become 
less frequent, and he admits to feeling happier.

Case 5: “I’m Okay”
Prescilla, a 14-year-old girl with high blood pressure and 

tachycardia, arrived with her mother, Mary, to follow-up for 
these conditions. Her vital signs once again showed a heart rate 
in the 120s to 130s/min and blood pressure of 130s/80s mmHg. 
Results of standard laboratory workup had been reassuring on 
previous visits. Mary remarked that Prescilla tends to be a bit 
more nervous when visiting a doctor. She had otherwise been 
healthy. Through our conversation, it was obvious that Prescilla 
appeared much older and acted much more mature than the aver-
age 14-year-old. It was simultaneously apparent she was nervous 
to be with me. I offered the option to discuss adolescent items 
with or without her mom present for the adolescent portion of 
the interview.21 She quickly responded that she would prefer her 
mom be in the room during the interview. Prescilla filled out her 
CYW ACE-Q Teen Self-Report without hesitation. Her score 
of 8/10, with supplemental 4/9, happens to be the highest score 
I have assessed in my patients thus far. Mary’s assessment of her 
was a score of 6/10 and supplemental 3/9. 

Without revealing which ACEs she was indicating, Prescilla 
explained to Mary why her score was, in fact, 8/10. “Oh yeah, 
that’s right, I forgot,” Mary commented without much emo-
tion. They both acted as though they were normal events. Mary 
admitted her personal score would be a 5/10 or 6/10, as she 
offered a dismissive laugh and shoulder shrug. I had interacted 
with Prescilla’s mom just 2 weeks earlier when I met with Pres-
cilla’s older brother for an annual physical examination. During 
that visit, I had taken note of his tachycardia but assumed it was 
related to nervousness and caffeine consumption; I had not as-
sessed his ACE score. When it became clear this family had faced 
intergenerational trauma, with admitted ACEs in both mother 
and child as well as a sibling with unexplained tachycardia, I 
wondered how they might be functioning to help each other 
overcome these effects. Prescilla described chronic headaches 
but said, “I have been told I don’t drink enough water.” She also 
described feelings of depression, with little interest in school or 
social situations. Mother and daughter both assumed ACEs were 
a part of a normal upbringing. 

Prescilla was adamant she did not want or need any help with 
finding ways to build resilience and overcome the effects of her 
trauma. It became clear she needed the control, as Perry and 
Szalavitz27 describe: “Because trauma at its core is an experience of 
utter powerlessness and loss of control, recovery requires that the 
patient be in charge of key aspects of the therapeutic interaction.” I 
still hesitated to conclude the interview and possibly send Prescilla 
and her mother home to possible intimate partner violence or abuse. 
“Those things were in the past; we’re safe now,” they informed me. 
I spent the last minutes of our interaction describing toxic stress 
and the ways we can overcome its effects. “I am worried about you, 
Prescilla, but I want to give you complete control over your own 
health.” I added, “Anytime you feel the need to talk about these 
things, you can ask your practitioner to be sensitive to the effect 
of your ACEs. Perhaps in the future, whenever you feel ready, you 
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could bring your ACEs up to your practitioner and ask that s/he 
be a listening ear, and provide professional recommendations for 
you as needed.” Mary began to agree that talking through these 
things might help Prescilla feel safe, have fewer headaches, and 
find personal means for self-care. Prescilla remained uninterested. 

Having at least done my part to listen, accept, and educate, I 
reassured myself I did all I could. I hope to this day that Prescilla 
and her family are finding ways to build resilience and end the 
intergenerational cycle.

Case 6: “Thank You for Doing This”
Theresa, a 6-month-old female infant, arrived with her mother, 

Adriane, for a well-child checkup. Adriane denied any concerns 
at the time. According to her report, Theresa was developmen-
tally appropriate with normal findings of the physical examina-
tion. I told Adriane, “I want to discuss the Adverse Childhood 
Experience questionnaire you filled out in the waiting room.” I 
said, “Although Theresa is young, it is important you can have 
the following conversation with her pediatrician as needed.” I 
explained the scientific findings from the original ACE study and 
the consequent research that allow us to understand the mecha-
nism to chronic illness, with the good news that the effects can 
be mitigated and reversed. Through use of the ACE-Q Child,22 
Adriane documented a score of 1/10. With tears in her eyes, she 
commented, “Thank you for doing this.” Adriane explained that 
shortly after Theresa’s birth she had been struggling with post-
partum depression. She did not want Theresa to have to deal with 
mental illness in the home, as she had to in her younger years. 

I asked, “Do you feel like you can talk to your husband about 
these things?”28 “Yes, he is a good man, and I’ve been feeling better 
over the past couple months.” After she asked me how she could 
prevent her own history of ACEs from affecting her mothering, 
I discussed the importance of self-care and removing any linger-
ing shame or guilt. She admitted to herself that she was doing 
the best she could. She was relieved to know that acknowledging 
her struggles with postpartum depression, as well as a childhood 
that included her own ACEs, was the beginning of her recovery.

As with most moms, I offered her daily goals in which she 
could compassionately gauge her mothering through use of the 
acronym HEART (Hug, Engage, Ask questions, Read to, Talk 
to).29 These 5 basic measures were sure to accelerate Theresa’s 
neurodevelopment and increase levels of bonding between her 
and Adriane, but can also, when onerous to initiate or perform, 
be used as a measure for Adriane to understand she may need 
further professional health services. “I really appreciate your trust-
ing me with this information. I can tell you now, you are doing 
such a great job as Theresa’s mom, and I am assured she is part 
of a family that loves her and wants what’s best for her.” I then 
described the importance of building resilience so that whatever 
adversity she may face, Theresa will be able to bounce back and 
know she is loved no matter what. Additionally, I discussed the 
importance of open communication for the entire family, so that 
if an ACE happens in Theresa’s life, they can move forward as a 
family. She thanked me again for asking these important ques-
tions, having this discussion, and offering her encouragement. 

We know, through follow-up, that Theresa continues to develop 
appropriately. Adriane denies current symptoms of depression, ex-
pressing joy with motherhood despite normal parental challenges.

Case 7: “Her Personality is Gone”
Lizzie, an 8-year-old girl with a diagnosis of ADHD, was ac-

companied by her mother, Katie, who wanted to discuss “changes 
to her medication.” Lizzie’s ADHD was diagnosed when she was 
6 years of age, and varying doses of stimulant medications were 
tried. She was at her maximum dose, and Katie was still worried 
about her. “She shuts down quickly, and it’s like her personal-
ity is gone.” Lizzie was indeed almost without emotion, sitting 
perfectly still as if exhausted. I looked at Lizzie, introduced my-
self, and offered to shake her hand. She hesitated, but shook my 
hand with a reserved smile. Her mom continued to describe her 
sadness and frustration: “Her teacher says she’s failing and may 
have to repeat this year. She takes a long time to go to sleep and 
gets really nervous when asked to do something. She doesn’t eat 
much and has lost weight. I am so worried.” 

Having been trained to consider all causes for symptoms of 
ADHD, especially trauma, I began to ask the important TIC 
questions. Katie answered, “Yes, we don’t talk about it much any-
more, but Lizzie was molested by my brother, now in prison, when 
she was 5. I’ve been so angry with myself. I was also molested 
when I was little … swore I would never let it happen to my kids, 
and I feel like I failed to protect her.” With tears in her eyes, Katie 
continued, “I still haven’t gotten over her dad’s death.” I leaned 
in, with affirmative body language and prompted, “Please keep 
going.” Katie explained that Lizzie’s dad died during a military 
deployment and that life has been incredibly difficult for them. 
“I’m not even sure how to show love; my childhood was crap.” 

I was silent, knowing that some of the most important times 
to allow for silence are between episodes of a patient’s and/or 
the parents’ thoughts. TIC offers a compassionate approach in 
communicating with all patients and their parents or guardians. 
Ultimately, we know little of what our patients have suffered; 
still we have the opportunity to listen, acknowledge, and accept 
their suffering. This is the beginning of a therapeutic interaction. 

Katie told me she tried to take Lizzie to a therapist, but it did 
not last because Lizzie did not want to discuss the events. “Do 
you think all this stuff is what has caused her ADHD?” her mom 
asked. I responded by telling Katie that childhood trauma and 
ADHD can present with very similar symptoms.30 I reassured 
her we could now better understand why Lizzie struggles the way 
she does, and consider ways we could help her through these dif-
ficult times. Lizzie looked to her mom, as if in awe, or even sad, 
that Katie was crying. I reassured Katie that Lizzie did not have 
to talk about the specific details of her ACEs. “Sometime in the 
future, her body and mind will be more ready to process these 
things. Until then, continue to love her and support her as you’re 
doing. May I offer some advice?” Her mom replied eagerly, “Yes, 
please.” I suggested, “Find ways the 2 of you can work together 
on reducing stress reactions within your bodies.” I explained the 
fight, flight, or freeze mechanism as a means of survival our bod-
ies employ, in relation to behavior.6,8,10
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From what Katie described to me, it was clear both of them 
continued to experience a toxic level of this mechanism. I said, 
“I think perhaps her being overwhelmed consequent to toxic 
stress prevents her from concentrating and feeling safe dur-
ing stressful, although safe situations, such as being quizzed at 
school.” As I spoke without judgment, I hoped Katie began to 
understand that her levels of worry and anxiety about her own 
childhood, the loss of her husband, and the trauma that Lizzie 
has faced were perhaps making it harder for them to heal. I did 
not have to say much before she resolutely stated, “I think some-
times my anxiety, depression, and stress really affect her.” How 
remarkable that Katie was able to put this together. “I think you 
may be right.” Katie sounded more confident when agreeing 
to work on reducing stress and “taking better care” of herself. 
I continued, “I also think it’s important her school conduct a 
psychoeducational analysis. They might better be able to know 
why she struggles in the classroom.” We agreed on a treatment 
plan, which included adjusting medications with a trial of long-
acting clonidine (Kapvay) for addressing symptoms of ADHD 
and which some practitioners also use in children with a history 
of toxic stress.27 I then offered resources for both of them, and 
continued encouragement in their challenges. 

At subsequent meetings, Katie excitedly said, “My daughter 
is back!” The therapist they now regularly see knows not to force 
a discussion in which Lizzie is not ready to process. The school 
found that Lizzie has substantial dyslexia and implemented 
an individualized education program for her. She continues to 
follow-up regularly in our clinic.

Research shows that “the parent’s trauma becomes the child’s 
own and [the child’s] behavioral and emotional issues can mirror 
those of the parent.”24,31 Lizzie’s case adds witness to the impor-
tance of asking the tough questions of ACEs/trauma history, 
to prevent perpetually putting a bandage on a bleeding wound. 
Lizzie is excelling, although still working through her struggles. 
She is gaining weight and sleeping better while receiving medica-
tions better suited to address her overwhelming symptoms. Katie 
gets frustrated with Lizzie’s behavior and recently asked for help 
in knowing how to discipline Lizzie. She no longer wants to spank 
her, knowing it is not a recommended form of discipline.32 Lizzie 
is improving in reading and comprehension skills, and she is able 
to express the full range of childhood emotion. 

Case 8: “We Want Him to Have a Better Childhood than We Did” 
Max, a healthy 2-year-old boy, visited the clinic for his 2-year 

well-child checkup. The only concern shared by his parents, Dan 
and Jess, was a mild eczematous rash on his arms and legs. They 
filled out Max’s ACE score as a 0/10 and supplemental 0/7. 
“We’ve never seen this form, but it seems important.” I responded, 
“I screen my patients for any potential adverse events that have 
been shown to contribute to lifelong health. It gives me a better 
idea of any possible risk factors that should be addressed early on.” 
They looked at each other as if deciding which of them would like 
to speak first. It turned out they had had a long discussion with 
each other while filling out the form in the waiting area. “Hon-
estly, doctor, we worry a lot about how to raise him. Neither of 
us was shown how to love,” Dan said and paused with a sense of 

sadness. I nodded to let him know I was listening. “We don’t want 
anything bad to happen to him, and we don’t want to fail him. If 
we were to fill this form out for us, our numbers would be a lot 
different! We want him to have a better childhood than we did.” 

Max’s parents recently moved here for work. They did not have 
family close by, nor had they made many friends since their move. 
After they admitted they were not sure whom they could call in 
times of need, I asked if I could make a recommendation. “If 
you attend a religious group, I encourage you to get involved.33 
You could also join the local YMCA and other such community 
organizations where you might be able to meet friends and make 
connections. One of the most important things I recommend for 
all of my families is to have a connection to their community.8 
This contributes to Max’s and your resilience, and, of course, with 
having help whenever needed.” They agreed and were hopeful. 

I then took the opportunity to commend them on striving 
to prevent intergenerational transmission of ACEs. I informed 
them that their being mindful of how their own childhood his-
tory might be affecting them, and finding personal ways to heal 
together, is already effectively preventing their ACEs from ad-
versely defining their relationship with Max. There is much more 
that can be done to help adults end the cycle of intergenerational 
trauma.34 Incorporating mind, body, and spirit, I encouraged them 
to nurture their sense of meaning and purpose in the community 
and to help Max do the same in the future. According to Perry 
and Szalavitz,27p260 “[H]ealing and recovery are impossible—even 
with the best medications and therapy in the world—without 
lasting, caring connections to others.”

Case 9: “His Mom Seems Angry about the Questionnaire”
I will never forget the day I met Christopher and his family. 

My hard-working nurse helped give the ACE questionnaire, and 
she warned me that the patient’s mom seemed angry about it. 
“Right now, she’s in with her daughter, who is seeing a different 
doctor,” she told me. Reviewing my past positive experiences 
with implementing TIC, I prepared myself for any possible type 
of conversation as I walked toward the clinic room Christopher 
was in. 

Christopher, a healthy-appearing 16-year-old boy, was there 
for his annual visit. I made sure his mom would be joining us 
soon. “Yeah, whenever Tonia’s done,” he said quietly, referring to 
his sister. He did not seem nervous but was perhaps a little unsure 
about what to expect. “I am glad to meet you. What brings you 
in today?” “Well, I guess I need to get a check-up,” he said and 
began to make eye contact with me. 

After asking the standard developmental health questions, I be-
gan the adolescent portion of the patient’s history. “Christopher, 
please tell me what your greatest strength is. What are you most 
proud of within yourself ?” “I don’t know, I’ve never really thought 
of that before.” After I gave him time, even some prompting, he 
said, “Well, I really like sports.” “Yes, that’s very impressive, and 
it requires a lot of work to excel in sports. You strike me as a hard 
worker. But what is a unique characteristic that others close to 
you can rely on you for?” He was not alone, because most ado-
lescents struggle to immediately answer this question. However, 
he began to understand. “I am dedicated!” After challenging him 



9The Permanente Journal • https://doi.org/10.7812/TPP/19.045 The Permanente Journal • For personal use only. No other uses without permission. Copyright © 2019 The Permanente Press. All rights reserved.

CLINICAL PRACTICE
Trauma-Informed Care in Pediatrics: A Developmental Perspective in Twelve Cases with Narratives 

to consider his strengths on a regular basis, I encouraged him to 
draw on his strengths when faced with difficult things. I learned 
his friends were doing drugs, and sometimes he accepted their 
invitation to experiment. His grades had been declining, and 
he sometimes got into trouble at school. He sometimes felt sad 
but denied overwhelming feelings of depression or suicidal ide-
ation. “I don’t know. I guess sometimes life doesn’t seem worth it, 
but then I’m okay again.” It was not until we discussed his CYW 
ACE-Q Teen Self-Report that I began to understand.

At this point, his mom, Julia, and older sister, Tonia, walked into 
the room. Surprisingly, Julia seemed happy and curious to meet 
me. After introducing myself to Christopher’s family, I said, “I was 
just about to explain why I screen for adverse childhood experi-
ences, or ACEs.” I held up the questionnaire and asked, “What 
questions might you have about ACEs?” With weary eyes, she 
quickly responded, “I’m wondering why my daughter wasn’t given 
the same form to fill out. This kind of stuff is important for me to 
talk [about]. … I have wanted to talk to my kids about … what 
happened…, but I don’t know how to.” 

“Well, not all pediatricians routinely ask these questions of 
their patients. Many practitioners are still learning about ACEs.” 
After I took the time to explain the clinical significance of as-
sessing for these events and the great news that we understand 
how to better prevent, mitigate, and potentially reverse their ef-
fect on us, she became excited. “I had a s*** childhood. I swore 
to myself my kids would never have to go through it. But …” As 
her tough exterior began to soften, she sat forward and wiped 
away tears. Julia proceeded to explain that while she was sent on 
a military deployment, Christopher and Tonia were in the care 
of her now ex-husband, where “terrible things happened.” There 
was a long pause as all 3 of us waited for her to continue. “I have 
blamed myself every f***ing day for what happened to them while 
I was away. Now I just have to live with it. My kids are trying 
to spare me by trying to be tough about it.” She turned to them 
and said, “But you guys don’t have to be tough. I’m here for you.” 
Christopher was motionless, but I noticed a tender look in his 
eyes as he gazed at his mother. Tonia began to cry. 

The remainder of our conversation was transformative for all 
of us. The vulnerability expressed in that moment exhibited the 
power to positively alter the course of this family. The pain I felt 
for both Julia and her 2 children, likewise, allowed me to have 
access to the true art of healing in the pediatric setting. I encour-
aged each of them to find their personal and collective means 
of healing, emphasizing that each of them need not discuss the 
traumatic details before s/he was ready. “Because of what we just 
experienced, right here and now, you are already beginning to 
heal.” The amount of love felt in that room will forever be in my 
memory. Knowing that the unique stressors of military life have 
been linked with high rates of mental illness,35 I offered resources 
aimed to promote their resilience.

As I concluded our time together, I told Julia, “If you would 
like to, I suggest you bring up ACEs to your personal doctor, and 
any future doctor Christopher and Tonia will see. They may not 
fully know about the lifelong health effects of ACEs, but I am 
confident they will then want to read up on it.” 

In my experience, most parents want to talk about ACEs, even 
their own history. Starting trauma-informed discussions with 
families, in an environment of trust, is how a family can begin 
the intent to prevent intergenerational transmission of childhood 
trauma and help guide their children through this difficult world. 
Ultimately, practitioners can empower families by encouraging 
them to initiate these conversations with their health practitio-
ners—education from the ground up.

CHALLENGES OF USING TRAUMA-INFORMED 
CARE IN CLINICAL ENCOUNTERS

Since the original publication of the ACE Study3 in 1998, 
there has been slow and lingering progress in screening for ACEs 
and implementing TIC as a standard for all practitioners. Many 
objections have been brought up, such as “I don’t know what can 
of worms might be opened,” or “I wasn’t trained to be a therapist.” 
Many practitioners lack sufficient time to devote to their patients 
to discuss such important topics. We regularly encounter other 
systemic issues with lack of access to appropriate services and an 
administrative pressure focused on reimbursement. Practitioners 
spend countless hours training in medical and scientific settings 
but often feel ill-equipped to implement TIC. Some remain 
unaware of how to incorporate body language, motivational 
interviewing, and good ”bedside” manner into the visit to gain 
patients’ trust to share intimate, personal information. Families 
can sometimes present with abrasive and confrontational interac-
tions. Even the uncertainty of how some of our patients and/or 
their parents may react to being asked about a traumatic child-
hood can prevent us from initiating the discussion.

Case 10: “It’s All a Conspiracy”
It was not surprising when the appointment with Charlotte 

quickly turned negative. The 14-year-old arrived with both par-
ents, Brian and Carol, to follow-up for a recent sports injury. 
Brian later revealed he worked in radiology, after quizzing me 
on what I was seeing on the radiography of his daughter’s wrist. 
In retrospect, I realize it was an opportunity for him to covertly 
assess my proficiency as a health care practitioner. Sometimes the 
power differential between physician and patient might trigger 
a subconscious stress reaction in some families. Charlotte was 
homeschooled and did not really have a group of friends she 
was allowed to spend time with. I invited Brian and Carol back 
into the examination room after the adolescent portion of the 
interview21 and after Charlotte completed her ACE-Q Teen 
Self-Report (score 1/10 and 1/9 supplemental). Her parents 
handed me their blank questionnaire. Perhaps wanting me to 
react, Brian started yelling, “We looked up this questionnaire of 
yours. We don’t associate ourselves with anything that comes from 
California. It’s all a conspiracy from those d*** liberal Democrats 
trying to tell me how to raise my kid.” Charlotte tensed up and 
was clearly uncomfortable as her father turned red in the face. 
“Dad, please don’t.” 

Giving him time to speak his mind, and despite being as-
tounded at his audacity, I tried to remain calm. I explained why 
I choose to screen my patients for these life-altering events. All 
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I could do at that point was reinforce the scientific evidence that 
our lifelong health is largely determined by what happens in the 
developing years. 

There certainly may be an explanation for the pain Brian was 
speaking from. Nevertheless, some of the dysfunctional lives our 
patients may lead can be revealed through difficult encounters 
such as these. Children are at risk when families are in social 
isolation. Deleterious fear of “the other” and political extremism 
can often be a symptom of one’s own personal pain and a his-
tory of trauma.36

Case 11: “You’re Just Trying to Get Me in Trouble”
“Alarming” is how to describe the encounter with Damien 

and his family. “You’re just trying to get me in trouble; look at 
you, you’re too stupid to even know what you’re talking about,” 
Damien’s father, Bryce, yelled at the child’s mother, Sarah. 
Damien, an 11-year-old with intellectual disability, autism spec-
trum disorder, ADHD, and “behavioral issues,” began to slump 
his shoulders and look down at his feet with apprehension. Bryce 
admitted he did not normally come to Damien’s medical appoint-
ments but wanted to that day. Struggling with alcoholism and 
recently released from a short prison stay, he said, “I may not be 
a perfect father, but she won’t let me be.” We discussed how the 
family had been living in and out of various hotels during the last 
year and a half. Sarah sat silently and looked to me to help calm 
the atmosphere in the air. “Sir, no one is trying to get anyone in 
trouble,” I said as I remained in my seat. “What this questionnaire 
does tell me is that your son has faced a considerable amount of 
difficult circumstances. We all want to ensure his safety and his 
health.” He quickly responded, “I am not a bad guy. She keeps 
on trying to blame me for our s***.” “I am not doing any such 
thing,” Sarah said before explaining to me they are in the process 
of a divorce. Bryce continued to raise his voice and emotionally 
and verbally abuse Sarah. As his voice continued to escalate, I 
began to worry how far his anger would take him. 

Perhaps miraculously, I found a way to acknowledge his frustra-
tion and talk him down from his place of irrational pain. “What 
kind of help are you seeking as a family?” I asked. Sarah admit-
ted to regularly seeing a therapist, but Bryce refused to “believe 
in that kind of crap.” I tried to steer this interaction toward the 
most important person in the room, the boy who might not fully 
understand why but certainly sensed a persistent state of fear and 
anger between his caregivers. Perhaps Damien felt like it was 
his fault because he was not like other kids. “Because I care for 
Damien and I understand how difficult these times are for all of 
you, I would like to make a suggestion. May I?” I held my breath 
while waiting for his parents’ response. Sarah responded in the 
affirmative, and Bryce said, “Sure, go ahead.” I discussed going 
to couple’s therapy and found out that Bryce was not interested 
when Sarah had invited him to do so. “Bryce, again, because I 
am concerned for the health of Damien, I am going to chal-
lenge you to attend therapy with your wife, so at the very least 
you can both learn skills to communicate with each other and 
your children. This will help reduce times of toxic stress, which 
we can all see Damien is experiencing right now in this room.” I 

added, “Right now, sir, I am feeling incredibly stressed as if you 
might hurt anyone in this room. I am confident you don’t want 
Damien to feel like that whenever you come around.” I prayed I 
had not crossed some kind of line. Bryce looked at Damien, who 
remained quietly withdrawn, and said, “Okay, I’ll do it.”

This interview could have gone in a dozen different directions, 
but after I implemented TIC, the family agreed to move forward 
on a path with a higher chance of a bright future. I hope both 
parents consider the lifelong consequences their strife will likely 
have on Damien. Always in the best interest of a patient’s safety, 
each practitioner strives to apply the most meaningful thera-
peutic intervention. Sometimes the most memorable training 
comes through having to think fast. There are often times with 
no obvious right answer but rather painful moments ripe for 
important interventions.

Case 12: “I Have Control Issues”
After she refused the 2 needed vaccines for 12-year-old Hugh 

and complained about the last several pediatricians’ clinical de-
cision making, Hugh’s mother, Stephanie, asked me about the 
ACE questionnaire, “Why exactly are you doing this?” A medical 
chart review had revealed the challenges of his mom’s dissatis-
faction with medical care. Despite Stephanie not responding to 
the clinical justification for all vaccinations, I proceeded with the 
science behind ACEs and their risk to lifelong health. Because 
her approach to me was abrasive, I was unsure how the encoun-
ter might turn out. I started to think perhaps this very scenario 
was one reason many practitioners hesitate screening for ACEs. 
Touching on the intergenerational transmission of ACEs and 
their effect on parenting, a child’s behavior, and chronic illness, 
even incorporating data from epigenetics,7 I noticed something 
changing in Stephanie’s body language. She relaxed, took a deep 
breath, looked directly at me and said, “Wow, thank you. This 
explains a lot of my own childhood.” 

This had happened in encounters before—the ideal oppor-
tunity for parents to let something out, seemingly something 
they formerly did not know they could. I took the opportunity 
to ask her, “How have your ACEs affected your life?” She re-
plied, “I had a terrible childhood, with a lot of these [ACEs]. I 
work so hard to prevent Hugh from going through that stuff. 
I have control issues, I know; but I absolutely refuse to let my 
son suffer like I did.” 

As a practitioner and professional, I began to see Stephanie in 
an entirely different paradigm. “I support you in your efforts to 
love, nurture, and protect your son. Now might be the opportu-
nity for you to know the adversity you faced as a child was not 
your fault. You have permission to be gentle on yourself while 
you continue to move forward.” 

Equipped with scientific knowledge and confidence in un-
derstanding the importance of TIC, practitioners can under-
stand that parents can, although sometimes misunderstood, be 
empowered through advocating for their child. A practitioner 
will certainly have to undergo emotionally draining and chal-
lenging experiences with certain parents before s/he can better 
understand them. 
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CHILDHOOD EMOTIONAL NEGLECT 
As depicted in many of the preceding cases, it is fundamen-

tal to consider childhood emotional neglect in every patient 
encounter. Physical and sexual abuse is found when something 
was done that should not have happened, but it is often very 
difficult for practitioner and patient alike to recognize when 
something is not there, which normally and naturally should 
be. Childhood emotional neglect is an often under-recognized 
and insidious detrimental form of childhood trauma that has 
lasting and lingering effects on its survivors. Referring to child-
hood emotional neglect as “the Invisible Force” and with a fun-
damental caution to not “shame parents or make parents feel 
like failures,” Webb and Musello37 clearly detail that “whatever 
the level of parental failure, emotionally neglected people see 
themselves as the problem, rather than seeing their parents as 
having failed them.”

Sometimes even well-intentioned caregivers do not fully com-
prehend the effect of not responding with nurture and reassur-
ance, as nature would have us do. Pediatricians may see signs of 
it in a 15-minute clinical interaction if they know to look for it. 
If childhood emotional neglect is suspected, pediatricians should 
demonstrate validation, support, and emotional reciprocity for 
the parents to see. A simple measure every pediatrician should 
adopt in every clinical encounter is properly acknowledging 
the important role of emotions by using language that validates 
emotion, be it anger, sadness, or joy, and by supporting the role 
of healthy supportive language with the patient. Examples are 
“Today you seem sad. Are you sad? That’s okay, sometimes I feel 
sad too. It can be an important emotion to help me understand 
things differently” … or “We all feel angry sometimes, and that’s 
okay. We just have to make sure we don’t act poorly in our anger.”

DISCUSSION
The work between a practitioner and a patient is a sacred 

trust. It demands our time, our emotion, our sensitivity, and 
potentially a consideration of our own history of trauma.10,38 
Parents and their children may be willing to be vulnerable with 
a pediatrician if they believe there is hope. Although some prac-
titioners may hesitate in implementing TIC into their practice 
out of concern for “opening up a can of worms” or not having 
adequate time to address such important issues, consideration 
should be made for 2 fundamental truths. First, research sug-
gests the adverse lifelong effects to the mind, body, and spirit 
of not addressing ACEs. Second, to improve the status quo, 
practitioners can implement universal screening for trauma and 
adversity that incorporates ACEs and TIC research standards 
and practices to equip patients to discuss these issues openly 
in their families and with practitioners.

Future research implications are plentiful. It would be im-
portant to contrast pediatric residents who received training in 
TIC and screening for ACEs in how their future practice dif-
fers from peers who did not. Will they find more efficacy and 
satisfaction in their work? Will they become more equipped 
to have difficult conversations with their patients and/or pa-
tients’ parents? Will they be more efficacious in therapeutic 
techniques aimed at reducing patients’ health risk behavior? 

Future prospective studies could also include looking at inter-
vention vs control group (screened for and referred for ACEs 
using TIC vs no intervention) and look for uptake of referrals 
and long-term outcomes. 

Limitations for this series include small sample size, pos-
sible lack of generalizability, and potential bias in the patients’ 
or parents’ responses (eg, under-reporting of ACEs, with some 
respondents not wanting to be considered burdensome to 
the physician). It can be a challenge for pediatricians to fully 
understand how events have altered a patient’s life within the 
time constraints of an appointment. It is often necessary for 
pediatricians to learn how to ask the “right” questions to ensure 
they have the full picture.

Pediatricians must therapeutically ask, “What happened 
to you?” rather than the easily billable  “What’s wrong with 
you?”4,10,12 In the absence of a TIC framework, patients may be 
uncomfortable addressing ACEs. The status quo may create an 
environment in which patients are not provided sufficient time 
to address personal and sensitive questions regarding ACEs. 
Current practices often involve overworked practitioners who 
may appear to be glued to the computer screen. 

Helping colleagues relate to the importance of TIC is perhaps 
the greatest opportunity for the medical trainee. Differing atti-
tudes among health care colleagues may largely be indicative of 
1) knowing vs not knowing their own ACE score and the im-
portance of asking their patients about their childhood trauma 
and 2) understanding vs not understanding the impact of ACEs 
on their own lives and being able or unable to empathize with 
their patients’ lived experiences of trauma.10 By implementing 
formal training on ACEs and TIC in graduate health programs, 
especially when a trainee considers his/her own ACEs, trainees 
will better understand the scientific and clinical significance of 
lifelong effects of patients’ traumatic histories.38 

We propose that graduate health programs use the follow-
ing 9 professional competencies, as developed by some TIC 
proponents, which are in the process of rigorous development 
and evaluation.39 These can and should be implemented in every 
graduate health training program:
1.	Understand the nature and prevalence of trauma
2.	Implement patient-centered communication and care
3.	Understand the neurobiology of trauma
4.	Understand the health effects of trauma
5.	Implement interprofessional collaboration
6.	Consider practitioner’s personal history and trauma history
7.	Integrate peers with lived experiences
8.	Advocate for system change
9.	Screen for traumatic events when appropriate.

Best practices suggest that pediatricians apply what is known 
about the science of ACEs, toxic stress, and maladaptive behav-
iors, as well as increase connection and resilience for all patients. 
Perry and Szalavitz27p260-1write in their book, The Boy Who Was 
Raised as a Dog:

What maltreated and traumatized children most need is a 
healthy community to buffer the pain, distress and loss caused by 
their earlier trauma. What works to heal them is anything that 
increases the number and quality of a child’s relationships. What 
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helps is consistent, patient, repetitive loving care. … Because 
healthy communities themselves are often what prevents inter-
personal traumatic events … from occurring in the first place, 
the breakdown of social connection that is common in our highly 
mobile society increases everyone’s vulnerability .… [W]e need to 
build a healthier society.
Practitioners must set reasonable expectations when working 

with families, to prevent professional burnout. Acknowledging 
that some families may remain dysfunctional, despite one’s best 
efforts, frees practitioners from assuming responsibility for 
possible vicarious traumatization. Resilience is important to 
consider for both the patient and practitioner. Indeed, clinical 
interactions can be largely influenced by a practitioner’s own 
trauma history. Recognizing the signs of professional burn-
out and vicarious traumatization and prioritizing good self-
care are fundamental for the healer.17 Pediatricians empower 
themselves to be healers when, during clinical encounters, 
they are willing to feel and be vulnerable in moments of sad-
ness and stress. 

CONCLUSION
Starting the conversation of childhood trauma is often what 

must happen for patients and parents to process connections 
of childhood trauma to current health problems. Attainment 
of such awareness can set families on a trajectory of emotional 
and physical healing. In a clinical framework that considers 
contributing factors that adversely affect sensitive years of 
development, all practitioners should echo the words of Felitti 
and Anda: “Gradually, we came to see that asking, listening, 
and enabling a patient to go home feeling still accepted, is in 
itself a major intervention. The clinical practice of asking, lis-
tening, and accepting is doing.”40 Medical practitioners are in 
a position to guide families toward the healing process when 
childhood trauma is considered a cause of developmental and 
behavioral issues. Not all children presenting with these issues 
have childhood trauma as the cause of their problems. Never-
theless, approaching pediatric patients with a developmentally 
sensitive framework of TIC helps ensure the development and 
well-being of these children.1,10-12,14,15,41 v

a Michael Meaney, who evaluated newborn rat pups and their mothers, conducted one such 
important study. According to van der Kolk,13 “He discovered that how much a mother rat 
licks and grooms her pups during the first 12 hours after their birth permanently affects 
the brain chemicals that respond to stress—and modifies the configuration of over a 
thousand genes.”

b The CYW and partner primary pediatric care clinic, the Bayview Child Health Center 
(BCHC) in San Francisco, CA, have been screening youth for ACEs using a modified 
ACEs screening questionnaire, the CYW ACE-Q, since 2014. The practice and the 
aforementioned questionnaire have been studied and reviewed.42
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