
This presentation was provided as a Webinar for Health Home Care Coordinators which 
aired on April 10, 2014. Review of this PowerPoint presentation satisfies, in part, the 
required State-sponsored special training modules for Health Home Care Coordinators.  
 
This presentation was developed by Andrea Parrish and focuses on coaching children 
and families. Andrea is the Program Manager and specialist on pediatric mental health 
with DSHS’s Behavioral Health Administration. 

1 



 
 

2 



3 



First let us consider Adverse Childhood Experiences: 
• What it is? 
• Symptoms of ACEs? 
• How are ACEs  tied to behaviors and symptoms? 
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As the number of ACEs increase the risk for these health conditions also increases. 
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Healthy emotional and psychological development of young children 
requires that the child have a relationship with a nurturing, protective adult 
who fosters trust and security. This is an attachment relationship. A young child 
forms attachments during the period of early brain development, which sets the 
framework for emotional development. The professional literature3 identifies four 
types of attachment relationships:4 

• Secure attachment: The child trusts that her parents are consistently 
available. When the child is frightened or unsure about something, she 
looks to her parents for reassurance. If the parent is calm, the child is no 
longer frightened. She may move closer to the parent to touch base but 
then will return to whatever activity she was engaged in before the threat. 
• Anxious-ambivalent attachment: The child cannot count on his 
parents to respond consistently. Sometimes the parent is nurturing 
and sometimes she is not. The child uses two coping strategies 
interchangeably—clinginess and feigned independence—to demonstrate 
his insecurity. 
• Anxious-avoidant insecure attachment: The child has learned that 
the parent is not there for her. She behaves as though she has no need 
for the parent’s attention. 
• Disorganized attachment: This form of attachment is associated with 
children who have been physically abused and is the most difficult to treat. 
Such a child has no strategy for dealing with his parents’ failure to protect 
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and nurture him. He attempts proximity with his parent in odd ways such 
as approaching her backwards or simply falling in a heap near her. 
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What is wrong/the matter and what happened to you. This is a great engagement 
question on may levels. You are not asking for an explanation you are asking for the 
child/youth experience 
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This will take about 10 minutes to review 
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Be aware that knowing how ACEs effect others may also trigger past experience for 
each of us. 
Please find appropriate support for yourself 
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Do children, youth and families need services?  
Or do we need to sell our services? 
Do we need for families to accept the services we have? 
What does the family need?  
What does the youth need? 
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The child has many “individualized plans” 
 
Little family/youth voice overlapping (and often contradictory) 
services…..  

 
Kids and families pulled in many directions.  
 
Services may be viewed as a waste of time, effort, and money. 

 
Professionals may indicate that the family is resistive,  when in truth, 
all of the “help” pulls them in many directions  
adding more stress to an already stressful situation. 
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Development of an interagency Governance Structure 
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Legislation and court orders that have effected Children’s Mental Health 
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Historically, Traditional/Categorical Care includes each system operating independently 
– resulting in multiple plans for a family. 
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The bubbles with an “S” represent services. 
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Building on the DSHS values…  
 
Family and Youth Voice and Choice: Family and child voice, choice and preferences are 
intentionally elicited and prioritized during all phases of the process, including planning, 
delivery, transition, and evaluation of services. Services and interventions are family-
focused and child-centered from the first contact with or about the family or child. 
 
Team-based: Services and supports are planned and delivered through a multi-agency, 
collaborative teaming approach. Team members are chosen by the family and 
connected to them through natural, community, and formal support and service 
relationships. The team works together to develop and implement a plan to address 
unmet needs and work toward the family’s vision. 
 
Natural Supports: The team actively seeks out and encourages the full participation of 
team members drawn from family members’ networks of interpersonal and community 
relationships (e.g. friends, neighbors, community and faith-based organizations). The 
care plan reflects activities and interventions that draw on sources of natural support to 
promote recovery and resiliency. 
 
Collaboration: The system responds effectively to the behavioral health needs of multi-
system involved children and their caregivers, including children in the child welfare, 
juvenile justice, developmental disabilities, substance abuse, primary care, and  
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education systems. 
 
Home and Community-based: Children are first and foremost safely maintained in, or 
returned to, their own homes. Services and supports strategies take place in the most 
inclusive, most responsive, most accessible, most normative, and least restrictive 
setting possible. 
 
Culturally Relevant: Services are culturally relevant and provided with respect for the 
values, preferences, beliefs, culture, and identity of the child/youth and family and their 
community. 
 
Individualized: Services, strategies, and supports are individualized and tailored to the 
unique strengths and needs of each child and family. They are altered when necessary 
to meet changing needs and goals or in response to poor outcomes. 
 
Strengths-based: Services and supports are planned and delivered in a manner that 
identifies, builds on, and enhances the capabilities, knowledge, skills, and assets of the 
child and family, their community, and other team members. 
 
Outcome-based: Based on the family’s needs and vision, the team develops goals and 
strategies, ties them to observable indicators of success, monitors progress in terms of 
these indicators, and revises the plan accordingly. Services and supports are persistent 
and flexible so as to overcome setbacks and achieve their intended goals and outcomes. 
Safety, stability and permanency are priorities. 
 
Unconditional: A child and family team’s commitment to achieving its goals persists 
regardless of the child’s behavior, placement setting, family’s circumstances, or 
availability of services in the community. The team continues to work with the family 
toward their goals until the family indicates that a formal process is no longer required. 
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Health Plan providers address mental health concerns through identification, direct 
intervention, and referral to MH providers (for up to 20 sessions) or to RSNs for 
additional services. 
 
 
Regional Support Networks and their contracted Community Mental Health Agencies 
address moderate to intensive / acute mental health challenges.  
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If you were not able to attend the Webinar held on April 10, 2014 please print this slide 
then sign and date it after reviewing all of the slides slides and speaker’s notes. Your 
supervisor should sign to verify completion of this training. Please retain a copy for your 
records. 
 

45 


