
Supporting New Jersey’s Diverse 
Children and Families: 
DEALING WITH ADVERSE CHILDHOOD 
EXPERIENCES AND RECOVERY POST SANDY 



Outline 
 Learning Objectives  
 Putting it into Perspective 
 Race and ethnic disparities of NJ’s children 
 Impact of Hurricane Sandy 

• One Parent’s /Family’s Experience 
 Toxic Stress 
 Brain Development 
 Study of Adverse Childhood Experiences 
 Resilience 

 Making This Work in Your Practice 
 Communicating and Connecting 
 Screening 
 Self-Care for the Practice 
 Linkages to Community Resources 
 Continuing Care 
 Medical Home 

 Questions 



Learning Objectives 
 By the end of the session, participants will be able to: 
  
 State some of the racial and ethnic disparities experienced by New Jersey’s 

children that put them at increased risk of harms of trauma and toxic stress. 
 Describe the extent of the Super Storm Sandy damage and why it may be 

very difficult for some children and families to fully recover from it. 
 Describe common adjustment reactions in children experiencing toxic stress, 

including the unique ways that bereavement and specific risk factors make 
adjustment more difficult. 

 Implement strategies for building resilience and protective factors in 
children and families that can ameliorate impacts of toxic stress. 

 Apply communication techniques and screening tools that can assist with 
recognizing distress in children that may result following a disaster. 

 State the rationale for implementing Quality Improvement (QI) initiatives 
that can assist with identification of children at risk for toxic stress, 
strengthen medical home practices, and support longer term management 
of higher risk families. 

 Identify community linkages to strengthen practices’ capacities to respond 
to distress in children and their families. 
 



Putting it into 
Perspective 
Impact of Hurricane Sandy 



 In 2013, in each of NJ’s 21 counties, there were 
children living below poverty – 17% for the state but 
the range was from 4% in Morris County to 38% in 
Salem County. 
 

  Also in 2013, about half of the state’s total child 
population was black, Hispanic, Asian, another 
race or mixture of races. 

 

Poverty and New Jersey’s Children 











 “New Jersey’s black, Hispanic, and mixed-race 
children are more likely to live in poverty, 
experience negative health outcomes, be 
involved in the state child protection and juvenile 
justice systems and struggle in school.” 
 
 

Advocates for Children of New Jersey, April 2015 Race for Results: Creating a Path of 
Opportunity for All Children, p. 1. 



Impact of 
Hurricane 
Sandy in NJ 

 

 38 people lost their lives 

 346,000 homes were 
damaged or destroyed  

 107,300 people lost their jobs 

 Lost wages due to the Storm 
totaled $833M 

 The remaining unmet need is 
$28.4 billion 



ALICE Households 
 According to ALICE (Asset-Limited, Income-
Restrained, Employed) Study of 2012 
 1/3 of NJ families do not earn enough to afford a basic 

survival budget.  Families are above the poverty line but 
below financial stability. 

 69% had no home owners insurance, 90% had no flood 
insurance   

 $2.2B gap between residential damage / income lost and 
what survivors are able to rebuild / make up 

School of Public Affairs and Administration, Rutgers-Newark  
THE IMPACT OF SUPERSTORM SANDY ON NEW JERSEY TOWNS AND HOUSEHOLDS  

Since many were already living in poor conditions,  
Sandy was a crisis from which they may never recover.  



One Parent’s Story… 



My family, Nicole, Alexix and Jordan 



Trauma 

  Evolution of trauma in my family 
 Survived and endured a Domestic Violent marriage 

for 11 years 
 Had two children born 5 years apart both at 26 

weeks gestations. Daughter (Alexix,20) learning 
disability and mental health diagnosis  

 Son (Jordan, 15) mild Cerebral Palsy and 
neurological cognitive developmental delay 

 In October 29, 2012 Hurricane Sandy hit Jersey City 



Affects of Hurricane Sandy 

 Lived without electricity for 8 long days 
 There was no heat and food spoiled 
 Had to pack up my children to find places to stay, 

which at times was difficult 
 The trauma from Hurricane Sandy affected me 

socially and  emotionally. 
 Needed to keep my children safe, fed and crisis 

free 



After affects 

 Emotional affects in connection to electrical 
blackouts. 

 
 Feel stress when ever there is a rain or snow storm. 

 
 Make sure my children are safe and go over 

emergency evacuation. Jordan registered on the 
emergency response county disability registry . 



Toxic Stress 



Types of 
Stress, 
Examples, & 
Physical 
Response 

 

 Positive 

 Tolerable 

 Toxic 

 
http://developingchild.harvard.edu/topics/science_of_early_childho
od/toxic_stress_response/ 
Toxic Stress: The Facts,  Center on the Developing Child at Harvard 
University 



AGE: RESPONSES: 

Younger 
children 
may. . . 
 

• Regress behaviorally 
• Have strong startle responses, nightmares, and outbursts 
• Process stress through play, drawing, and storytelling 
• Cling to parents 

School-age 
children 
may. . . 
 

• Experience guilt or shame 
• Constantly retell the stressful situation 
• Have extreme feelings of fear, sadness or worry 
• Complain of stomach aches and headaches 
• Have sleep disturbances, difficulty concentrating/learning 
• Engage in reckless or aggressive behavior 

Adolescents 
may. . . 
 

• Feel self-conscious about their emotional responses 
• Withdraw from family and friends 
• Experience feelings of fear, shame and guilt 
• Have a radical shift in the way they think about the world 
• Engage in self-destructive or accident-prone behaviors 

Children’s Responses to Stress 

National Child Traumatic Stress Network 



Brain Development 



Brain Development and Toxic Stress 

Dr. Collen Kraft "The First 1000 Days: The Importance of Early Brain and Childhood Development" 

Childhood Stress 

Chronic “fight or flight”;   
Adrenaline/cortisol 

Changes in brain 
architecture 

Hyper-responsive stress 
response;  decrease in 

calm/coping 



Study of 
Adverse Childhood 

Experiences 



Critical Concept : 
Childhood Adversity Has Lifelong Consequences 

 Significant adversity in childhood is 
strongly associated with 
unhealthy lifestyles and 

poor health decades later. 
 



ACE Study 

 Analyzed the relationship between multiple 
categories of Adverse Childhood Experiences (ACEs), 
and health and behavioral outcomes later in life 

 Data on over 17,000 participants gathered from 
various sources including outpatient medical 
records, pharmacy utilization records, and hospital 
discharge records to track the health outcomes and 
health care use of ACE Study participants 

 
  
  



Categories of ACEs 
 Physical abuse 
 Emotional abuse or neglect 
 Sexual abuse 
 Substance abuse in the household 
 Incarcerated household member 
 Household member with mentally illness 
 Mother treated violently 
 Parental separation or divorce 

  
  



How ACEs Impact Health 
 

Early 
Death 

Distress, 
Disability, and 

Social Problems 

Adoption of 
Health-risk Behaviors 

Social, Emotional, and Cognitive 
Impairment 

Disrupted Neurodevelopment 

Adverse Childhood Experiences 

The impact of 
violence in 
childhood manifests 
throughout the 
entire life course. 

Mechanisms by which 
Adverse Childhood 
Experiences influence 
health and well-being 
throughout the lifespan. 

Conception 

Intervention is most 
effective when 
issues are identified 
and treated in early 
childhood. 

Death 



ACE Scoring 
 You get one point for each type of trauma. The 

higher your ACE score, the higher your risk of health 
and social problems.  

 With an ACE score of 4 or more, things start getting 
serious.  The likelihood of: 
◦ Chronic Pulmonary Lung Disease Increases 390% 
◦ Hepatitis 240% 
◦ Depression 460% 
◦ Suicide 1,220% 

  
  
  
  
  
  

http://acestoohigh.com/got-your-ace-score/ 

http://acestoohigh.com/got-your-ace-score/
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64% reported 
experiencing 
one or more 

37% reported 
experiencing 
two or more 

ACE Scores 

ACE Scores Prevalence 

0 36.4% 

1 26.2% 

2 15.8% 

3 9.5% 

4 6.0% 

5 3.5% 

6 1.6% 

7 or more 0.9% 

Number of individual adverse childhood experiences were summed. 



ACE Study Findings 
 ACEs in childhood are related to adult disease by 
two etiological mechanisms: 

 
 Conventional Risk factors – attempts of self help 

through use of agents like nicotine, alcohol and 
drugs 

 The effect of chronic stress on the developing brain 
and body systems 



Resilience 
 



Protective Factors for Resilience 

National Scientific Council on the Developing Child. Excessive Stress Disrupts the Architecture of the 
Developing Brain: Working Paper #3. Cambridge, MA: National Scientific Council on the Developing 
Child, Center on the Developing Child at Harvard University; 2005. Available at 
www.developingchild.harvard.edu. Accessed January 17, 2014. 
 

Safe, cohesive 
neighborhood 

Basic needs met : 
Food,  Housing, etc. 

Safe home 

Connection with a 
caring, stable adult 

Access to healthcare 
and social services 

http://www.developingchild.harvard.edu/


The Essential Building Blocks of Resilience 

Young people live up or down to expectations 
we set for them.  They need adults who 
believe in them unconditionally and hold 
them to the high expectations of being 
compassionate, generous, and creative. 

Bottom 
Line #1:   

What we do to model healthy resilience 
strategies for our children is more important 
than anything we say to them. 

Bottom 
Line #2:  



Building Resilience 
 

 Address parent needs to increase stability in the 
home 

 Educate parents about children’s emerging social-
emotional-language skills 

 Talk about and encourage adoption of positive 
parenting techniques 

 Ask about and help to strengthen family’s social 
supports 

 Link to community resources 
 
AAP Policy Statement “Early Childhood Adversity, Toxic Stress, and the Role of the Pediatrician: 

Translating Developmental Science Into Lifelong Health “ 

 
  



Critical Concept : 
For young children, parent/caregiver support is critical 

 Turns off physiologic stress response by addressing 
physiologic and safety needs  

 Turns off the physiologic stress response by promoting 
healthy relationships and attachment  

 Notes and encourages foundational coping skills as they 
emerge  
 

Pediatricians are ideally placed to: 
 Promote this sort of “Purposeful” Parenting 
 Advocate for a public health approach to address toxic 

stress 
 



Making this 
Work in  
your Practice 
Communicating and 
Connecting 



Everyone Brings Their Culture 

Cultural 
Identity 

Systems of 
Patient 

Cultural 
Identity 

Systems of 
Provider 

Clinical 
Encounter 

Issues in 
Communication 

• Stereotyping 
• Rapport 
• Satisfaction 
• Compliance 
• Responsibility 



Factors Impacting Effective Communication 
 Culture 
 Trust/Mistrust 
 Low Health Literacy 
 Language Access 
 Spiritual and Religious Diversity 
 Sexual Orientation/Gender Identity/Gender 

Expression 
 Disabilities and Other Special Needs 
 Bias and Stereotyping 



The Basics of Creating a Safe Environment 

 Ask Open-Ended Questions 
 Use patient’s own words 
 Ask questions in a tone that invites openness 

 Pay Attention to Non-Verbal Communication 
 Put patient at ease by considering your eye contact, facial 

expressions, and your own as well as patient’s body language 
 Convey respect, interview in a private setting 

 Convey Care and Empathy 
 Acknowledge their feelings 
 Use language that is non-judgmental 
 Consider things through the family’s lens 



Common Factors Interventions - H.E.L.P. 

HOPE 

EMPATHY 

LANGUAGE and LOYALTY 

PERMISSION, PARTNERSHIP and PLAN 

Wissow LS, Gadomski A, et al. Improving Child and Parent Mental Health in Primary Care: A 
Cluster-Randomized Trial of Communication Skills Training. Pediatrics. 2008; 121 (2): 266-275. 



Psychological First Aid 
 Provide broadly to those impacted 
 Supportive services to foster normative coping and 

accelerate natural healing process 
 All staff should understand likely reactions and how 

to help children cope 
 

Anyone who interacts with children can be a potential 
source of assistance and support –  if unprepared, 
they can be a source of further distress 

David J. Schonfeld, MD, FAAP, Director, Nat'l Center for School Crisis and Bereavement 



 Observation or awareness 
 Make a connection 
 Help people feel 

comfortable and at ease 
 Be kind, calm, & 

compassionate 
 Assist with basic needs 

 Listen 
 Give realistic reassurance 
 Encourage good coping 
 Help people connect 
 Give accurate and timely 

information 
 Suggest a referral resource 
 End the conversation 

Psychological First Aid Actions 

Source: American Red Cross 



Residual Effects of a Crisis – Feelings of Loss 

 Future events can lead to temporary resurgence of 
feelings from past crisis, even if new event is not 
related – can trigger feelings of Grief, Trauma, Loss 

 Children’s general lack of control over their lives 
means they place a huge importance on feelings of 
safety and security.  

 Loss of a home/neighborhood, parent’s job, change 
of school, friends – all create a larger feeling of loss 
of their sense of SECURITY. 
 



Screening 
 



 
 
 
 
The Importance of Standardized Screening  

 Parents Often Underestimate Symptoms: 
◦ Children may withhold complaints because of 

concerns they are abnormal, or to protect parents 
who are upset 

◦ Parents may not think professionals are interested or 
assume “normal reactions to abnormal event” 

◦ Stigma related to mental illness 



Developmental Screening 

96 % 

71 % 

15 % 23 % 

Any Screening Always Only
Clinical

Assessment

Sometimes Only
Clinical

Assessment

Standardized
Instrument

AAP Periodic Survey #53, 2002 

Percent of Pediatricians Screening Young  
Children for Developmental Problems 



SWYC 
Survey of the Wellbeing of Young Children:  
 Comprehensive surveillance or first-level                       

screening instrument for routine use  
in regular well child care.  

 Sections on developmental milestones, 
social/emotional development 

 Combines what is traditionally “developmental” with 
traditionally “behavioral” screening, and adds 
screening for autism, parental depression and other 
family risk factors. 

 Freely-available, takes 15 minutes or less to 
complete, for ages  2 months – 5 years 

Tufts University School of Medicine, http://www.theswyc.org/ 



Ages and Stages Questionnaire 
  
1. Ages and Stages Questionnaire (ASQ) 
 Strictly developmental screen of 5 domains of 

development: communication, gross motor, fine motor, 
problem solving, personal-social 

2. Ages and Stages Questionnaire:  Social-Emotional (ASQ-SE) 
 Taps temperament, behavior, regulations, attention, etc. 
 For children 1 – 66 months  

 Parent completed tool 

 IDs children in need of further assessment    

  



Pediatric Symptom Checklist 
 A psychosocial screen designed to facilitate the 

recognition of cognitive, emotional, and behavioral 
problems so that appropriate interventions can be 
initiated as early as possible 

 

 Can be used for ages 6-18.  
 

 Available in multiple languages and a pictorial version 
 

 Parent version available for young children ages 6 to 11 
and self assessment from age 11 and up. 

http://www.massgeneral.org/psychiatry/services/psc_scoring.aspx  
 

http://www.massgeneral.org/psychiatry/services/psc_scoring.aspx


Linkages 
to Community 

Resources 



Children’s System of Care (CSOC) 
 Committed to providing services based on the 

needs of the child and family in a family-
centered, community-based environment. 

  
 Serves children and adolescents: 

• in need of behavioral and mental health services 
• in need of substance abuse services up to age 21 
• with intellectual and developmental disabilities  

up to age 21 
  



PerformCare 
 Single point of entry for all children and adolescents 

entering the New Jersey CSOC to help families and 
caregivers create a more stable and healing 
environment for children, and maximize youth and 
family strengths.  

 Available 24 hours a day, 7 days a week, families 
should call if their child’s behavior has changed from 
normal or if they are overwhelmed by challenges at 
home or in the community.  

 1-877-652-7624  
    TTY: 1-866-896-6975 

 
  
  
  



Resources - State 

• Mental Health Cares Hotline  – 1-866-202-4357 
• PerformCare – 1-877-652-7624 

Mental 
Health 

• 211 (Available 24/7) 
• NJ Help –www.njhelps.org  
• NJ Housing Resource Center – 1-877-428-8844 
• End Hunger NJ – www.endhungernj.org 

Help 
with 
Basic 

Needs 



Resources - State 

 Abuse Hotlines 
 
 NJ Child Abuse and Neglect 

1-877-NJ ABUSE 

 Statewide Sexual Assault Hotline 
1-800-601-7200  

 Statewide Domestic Violence Hotline 
1-800-572-SAFE  



Disaster Resources - State 
  

 Hurricane Sandy Information Center 

 FEMA Disaster Survivor Assistance 

 New Jersey Strong 



Continuing Care 



Building Sustainable Practices 
and the Utility of the M-CHAT 
ROBERT R .  KRUSE,  MD,  MPH 
CHIEF  RESIDENT,  RUTGERS RWJMS 
FAMILY MEDICINE RESIDENCY PROGRAM AT CENTRASTATE 



 I have no actual or potential conflict of interest in 
relation to to this presentation 

Disclosures 



 Comprehensive approach to screening for developmental delay 
 Recognizes that there are many experts in a child’s life 

 Recognizes that care should be delivered in a family-centered 
approach 

 Coordinates resources and avoids duplication of services 
 Helps ensure seamless transition from screening, referral and follow-

up 

 Applies the concepts central to medical home creating a 
comprehensive developmental screening program 

What is a Coordinated System of Care 



• Improve and integrate the screening of Autistic Spectrum Disorders 
with the use of the MCHAT screening tool in the ages of 18 and 24 
months in our FMRP with the goal of improving identification of 
Autism Spectrum Disorders and the outcome by referring to 
appropriate early interventional services 
 

• Measurable Goal: 50% of well child visits in 18 and 24 month olds will 
have MCHAT screenings performed 
 

• Measurable period: 8/1/2014 - 2/1/15 

AIM Statement 



 1 out of 6 children are identified with a 
developmental disorder and/or behavior problem 

 1 in 88 children are diagnosed with an autism 
spectrum disorder 

 Developmental disorders have subtle signs and may 
be easily missed 

 Autism Spectrum Disorder is presumably present at 
birth, with onset of symptoms before 36 months 

Why Screen? 



 CDC determines ASD as a health issue of “critical 
importance” (CDC 2009) 

 Early ID provides more intervention opportunities 
 More intervention = can optimize long term 
outcome, reduce lifetime cost of services, improve 
functional independence 

Importance of Effective Early ID of ASD 



 Regular well-child visit 
• 18 months 
• 24 months 

  
 Additional screening might be needed if child is 
high risk for ASD 

• Low birth weight 
• Pre-term birth 
• Sibling or parent with ASD 

M-CHAT 



 Ages 
_ What age groups do we serve and what screening tools are made for those 

ages? 
 Time 

_ How much time does it take to use the screening tool? 
_ Which tool is practical? 

 Cost 
_ What is the cost for the screening tool and its ongoing use 

 Training 
_ Is there training required to use this screening tool? 
_ How much training is required? 

 Languages 
_ Does the screening tool need to be available in different languages to fit the 

needs of the families we serve? 

The Right Screening Tool 



 Modified Checklist for Autism in Toddlers 
 A screening tool used for the early detection of 
Autism Spectrum Disorder (ASD) 

 6th-grade reading level 
 Does not rely on physician’s observations of the 
child 

 A practical tool for primary care offices 
 Expanded American version of the Checklist for 
Autism in Toddlers (CHAT) (Baron- Cohen et al., 
1992) 

M-CHAT 



 23 items- Questionnaire completed by parent 
 Time- parent completion: 5-10 min 
 Time- provider to score/interpret: 2 min 
 Validated for screening between 16-30 months 
 Goal to screen with much wider sensitivity then CHAT, to 

identify more children with ASD earlier, even though this 
might mean some false-positives 

 To account for potential regressions, the M-CHAT should be 
administered both at 18 & 24 months to increase sensitivity 

M-CHAT 







 A child fails the checklist when 2 or more critical 
items are failed OR when any three items are failed 

 M-CHAT follow-up interview: clarifying questions 
that can be used to increase positive predictive 
value of a positive screen 

Scoring 





 Screening is looking at the whole population to 
identify those at risk 

 Identified children are referred for assessment 
 Assessment determines the existence of delay or 
disability, which generates a decision regarding 
intervention 

Does Screening mean becoming an expert in evaluating 
a child’s Development?  No… 



 Language barrier 
 Residency program 
 Patient’s with illiteracy need to have questions read 
to them 

 Barriers 
• Lack of time to implement an additional procedure 
• M-CHAT may be perceived as replacing clinical 

judgment 

CentraState Family Medicine Residency 
Practice 



  



 Can be given to parents or guardians before a well-
child visit while they sit in the waiting room 

 Can be scored by a nurse or physician rapidly for 
discussion with parents during the visit 

 Questions or concerns can be resolved during 
follow-up interview 

 Integrate into EMR 

How to administer the M-CHAT 







 Refer for a developmental/ASD evaluation 
 Refer to Early Intervention 
 Refer for audiology evaluation (even if newborn 
hearing screen was normal) 

 If a child has an older sibling with an ASD consider 
referral for evaluation early 

Concerning Scores on M-CHAT 



  



 Developing community partnerships 
 Building a strong foundation 
 Carrying out well defined and organized physician 
outreach 

 Clearly defining the referral and follow-up 
processes 

 Making parent education a priority 
 Organizing community training efforts 

What is your Role 
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 Through pre- and post- training evaluations and 3-
month follow-up findings, the PPI training worked.   

 Participating providers are now… 
o  …more comfortable introducing small changes in 

their practices; 
o …doing standardized screening; 
o …using more open-ended, probing questions & 

learning more of patient’s/families needs; 
o …are more familiar with community resources 

available ; and 
o …are referring patients to these resources more 

often – all things emphasized during the training. 

What We’ve Learned Through Evaluation 



 
 

New Jersey Pediatrics Special Edition 
(Fall 2014)  

http://mazdigital.com/webreader/16537 

 
New Jersey Pediatrics Special Edition II 

http://mazdigital.com/webreader/29535 

 

Highlights and Other 
Enduring  PPI 
Materials 

http://mazdigital.com/webreader/16537
http://mazdigital.com/webreader/29535
http://mazdigital.com/webreader/29535


 
 
 

 
QUESTIONS? 
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