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• ·Recognize Trauma-based attachment interruption as a foundation to 

substance use and emotional dysregulation

• Connect neurological responses to early attachment disruption to the inability 

to self-soothe or receive soothing, and SUD

• Review SAMSHA's 12 Step process for co-occurring disorders assessment 

• Align Integrated Assessment & Treatment Planning Tools with Transformational 

Care Planning 

• Cross-walk current diagnostic criteria for substance-related disorders (e.g., 

ASAM & DSM5 and ICD-10) and major mental health diagnostic categories that 

present in addiction treatment programs

• Determine high risk indicators for suicide and violence in persons with co-

occurring disorders. 



• Distinguish signs, symptoms of, and appropriate responses to high-risk 

medical complications including withdrawal, medication toxicity, and 

overdose. 

• Identify Stage of Change impact on the interactions between co-existing 

mental health, substance use, and other health care issues on treatment 

planning and case conceptualization

• Describe barriers that may complicate a person's ability to access and 

remain in treatment, including stigma, resource access, stage of change, 

and criminal justice cycle

• Explore tools and techniques to educate clients and support systems 

about self-advocacy and empowerment 

• Identify group facilitation modalities for co-occurring: handling being 

loaded and manually based modules (seeking safety) differences in 

populations

• Planning for co-occurring relapse preventions based on stage of recovery 



We will start with a simple proposal: individuals develop 

a secure attachment to substances to self-soothe in 

the absence of available caretakers. While the use of 

substances is a reliable strategy that makes sense to the 

user, addiction hijacks the individual’s ability to form 

effective self-regulation skills and utilize support to 

achieve long-term sobriety. 



The premise of this approach is that 

individuals who have experienced 

substantial attachment disruption are 

unable to utilize the traditional structure of 

addiction treatment and Twelve Step 

culture to receive the support they need.



This population, with their accompanying trauma, 
require an approach that directly addresses this 

attachment disruption within the addiction treatment 
structure and staff. Recovering clients will need 

extensive assistance to gain self-regulation skills they 
can employ, both individually and with others.



A large part of their treatment will include an 
intentional development of a social network as 

part of relapse prevention planning, with frequent 
reflection on their own attachment style and how 
their current attachment strategies may or may 
not be effective with the others in the treatment 

milieu as well as staff. 



This approach requires more
transparency from the staff, as they will
need to model strong reflexive function
(capacity to see and reflect the reality of
others - empathy) skills.



What links mental health and substance use cultures is 
early attachment theory and Edward Khantzian’s Self-

Medication Hypothesis; his insight that addiction is pain 
relieving instead of pleasure seeking. 

The psychological pain, and eventually physical pain, is 
temporarily suspended by substances which means 
that he sees addiction as a self-regulation disorder.



In the process of these attempts to self-
regulate with substances, the adaptation in
brain circuitry and neurophysiology is altered
in a way that the brain functioning of the
substance abuser is permanently changed.



Prolonged use of substances can alter 

neural synapses and the endogenous 

production of certain neurotransmitters 

that affect the reward center of the brain. 



An attachment-based approach situates the physical and 
psychological pain in un-remediated attachment 

interruption, which traps recovering clients in a 
hyperarousal or hypoarousal neurological response

resulting in an inability to self-soothe or receive soothing 
from external resources.



In the process of attempting to manage 

attachment threats and mental health symptoms 

with substances, clients are neurologically 

hijacked and develop the disease of addiction.



Individuals who experience 
disorganized, avoidant, or 
anxious attachment in 
infancy develop difficulties 
in reflecting on their own 
thoughts and accurately 
reading the thoughts and 
intentions of others.



This impaired ability prevents substance abusing 

clients from effectively identifying and interrupting 

their self-harming patterns. It also prevents them from 

fully utilizing the counseling, family, and community 

support that research demonstrates are crucial for 

long-term recovery. This difficulty can lead to an 

increasingly discouraging relapse cycle.



Affective states cannot be completely 

regulated by individuals themselves as 

“we all are emotional regulators of each 

other.”



The heavy lift falls on our caregivers to have 

the capacity to see and hear us accurately to 

address our needs in a timely manner. 



The first part is mentalization, 

caretakers need to be able to mentalize, 

or hold a mental picture of us in their 

minds as separate from themselves. 



This means our caregivers think about us when 

they’re away from us, have us in mind as they plan 

our care, and match our care to the needs and 

responses they are learning from us about us just as 

WE are learning about ourselves.



We are able to mentalize through something 

called Mirror Neurons, - a group of 

specialized neurons that “mirrors” the 

actions and behavior of others. 



The other important aspect to mentalizing and 
mirroring is that our caregivers serve as external 
emotional regulation for us because we are not 
capable of managing our own emotions when 

we’re so young. 

So, we’re sponges for the emotional state of our 
caregivers

(290) Dr. Dan Siegel - Explains Mirror Neurons in Depth - YouTube



We develop our view of other people as 

part of our emotional regulation and 

comfort skills if we have been taught that 

other people are available to connect with 

us in this way. 



I don’t need to monitor them to make 

SURE they see and hear me, I'm not

afraid that they will forget or respond 

badly. 



...we do not learn to trust that other people will be part 
of managing our distress in a reliable way.

As we get older this may lead to “attaching” to 
substances or relying only 

on ourselves when we have needs or emotional 
discomfort.



The sad part is we believe it’s 
OUR fault they were not 
available. . . When it was 
never about US at all! 

They weren’t holding out on 
us, they didn’t have it to give 
to us. 



Secure attachment is associated with 

an internalized sense of lovability, of 

being worthy of care, of being able to 

effectively ask for help when required, 

and a sense we are personally capable 

of dealing with most stressors 

independently. 



It’s never perfect, but 

we also have the 

ability to repair 

relationships when 

conflict happens 

because we trust the 

relationship is solid.



Interpersonal neurobiology, by Dan Seigel, explains 

the development of the human mind within a social 

context in which the right brain is encoded and 

matures through relationship with another brain.



Brain Integration, 
developed by being 
mirrored accurately, is 
the basis of secure 
attachment.



Substance abuse has an effect on 
attachment, too.

The consequences of substance abuse are a host of 

well-known developmental risks and neurological 

impairments. From an attachment perspective, four 

mental processes might be directly affected by 

substance abuse. 

From. Psychiatry, 15 October 2019 | https://doi.org/10.3389/fpsyt.2019.00727

Attachment and Substance Use Disorders—Theoretical Models, Empirical Evidence, and Implications for Treatment 

by Andreas Schindler*

https://www.frontiersin.org/articles/10.3389/fpsyt.2019.00727/full



First, exploration of the 
environment is reduced 
or distorted, or risks are 
taken that would never 
have been taken in a 

state of sobriety.

Second, mentalization, the exploration 
of the inner, mental world of oneself 

and others is reduced. This might even 
be a possible motivation for substance 

abuse: nonmentalization and 
nonperception of distress and painful 

memories.

Third, age-appropriate 
experiences in relationships 
often are inhibited or even 

prevented. 

Fourth, affect regulation and 
reward might be replaced 

by substance abuse. 



(305) How Childhood Trauma Leads to 

Addiction - Gabor Maté - YouTube (9:09)



Reflexive Self Functioning (RSF)

Highly self-reflective parents, Fonagy et al. maintains, 

are better able to see a situation from their infant’s 

perspective, to empathize with their infant’s 

emotions, and hence to respond to the infant’s 

attachment signals with caring behavior that 

successfully meets the infant’s needs for comforting. 



Evidence suggests that the capacity for what Fonagy 

calls Reflexive Self Functioning (RSF), the capacity for 

mentalizing, can develop only in a secure attachment 

relationship where the child does not have to be 

preoccupied with the availability or well-being of the 

mother. 



SUDS and RSF

Substance abuse and intoxication weakens RSF, both 

in relation to understanding oneself, and in relation to 

give attention to the mental states of others.



On the other hand, weakened or 
impaired “baseline RSF” may 
contribute to frustration and high 
emotional arousal, which in turn 
is often resolved by using 
substances. The latter implies 
that substance abuse also can 
be viewed as a clinical expression 
for weakened RSF and 
accompanying problems with 
affect regulation.



...addicts, even before their addiction 

kicks in, struggle with knowing how to 

form emotional bonds to connect to 

other people.



Secure preschoolers develop 
an understanding of other 
people’s thoughts and 
emotions, leading to 
empathy. An internal working 
model of the world as 
responsive and available for 
re-engagement allows for 
“emotion-focused coping."



That enables the acknowledgement and expression 

of feelings as well as the seeking of emotional 

support, so that distress can be reduced. This in 

turn enables the successful use of “problem-

focused coping” and therefore creates a 

constructive way of coping.



Security, one might say, is the capacity to directly, 

flexibly, creatively, and actively engage in the solution 

of interpersonal and intrapsychic attachment 

problems as they arise. 

(290) Dr. Dan Siegel - On Optimal Attachment - YouTube



Our roadmap of relationship reflects the 

way our caregivers demonstrated: 

•the awareness of our signals

•the ability to interpret their meanings

•the ability to respond in a timely manner



These roadmaps, our "internal working models," 

create strategies for forming future attachments 

with other people.

We can all do all of the strategies in some situations. 

In fact, theorist Dr. Patricia Crittenden would suggest 

that we NEED all of these strategies depending on 

the situation we are in. 



In all of these strategies, our thinking and emotions are no 

longer aligned which interferes with our ability to 

accurately “read” the internal reality of ourselves and 

others. 

In general, when attachment security in our early 

lives is disrupted or inhibited, the activation of other 

important behavioral systems (e.g., exploration, 

caregiving, sociability) is also impaired. 



However, your primary strategy when you feel your 

attachments with significant others is threatened will 

be the one you use when you are feeling the most 

threat to a significant relationship attachment. 

What strategies do you use when you are feeling 

most distressed? 



When caretakers are 
unavailable, children may 
develop a defensive strategy 
of dismissing or excluding 
certain emotions and 
experiences and primarily 
trust their thinking to “read” a 
relational situation. 
They avoid attachment.
(290) Dr. Dan Siegel - On Avoidant 
Attachment - YouTube



When caregivers are 
unpredictable, children may 
use coercive or clinging 
strategies and primarily trust 
emotion to “read” a relational 
situation. 

They anxiously/ambivalently 
attach.
(290) Dr. Dan Siegel - On Ambivalent 
Attachment - YouTube



When caregivers are scary 
and volatile, children may 
freeze or leave their bodies, 
called dissociating, in order to 
feel safe. Relational situations 
feel inherently unsafe. 
They have disorganized 
attachment.
(290) Dr. Dan Siegel - On 
Disorganized Attachment - YouTube



In all cases, we do NOT trust our relationships 

to continue or meet our needs consistently. 

Time to Take the Attachment Inventory!





When the availability of an attachment figure 

(caregiver or adult partner) is intermittent and 

unreliable, we remain in a state of distress and 

attachment insecurity. 



We are on high alert for signs they are 

distancing from us, and when we feel 

threatened we use hyper activating 

strategies.



This includes strong attempts (e.g., clinging 

and controlling) to obtain care, closeness, 

and affection. 



We perceive ourselves as incompetent 

and helpless when attempts to connect 

don’t work with our caregiver or partner, 

so we then develop an overdependence 

on them because we don’t believe we 

can take care of ourselves.



We get neurologically flooded with fight or 

flight anxiety the more we perceive threats 

of abandonment. 



We can’t effectively regulate our own distress and 

begin to see ourselves as inadequately supported, 

insufficiently loved, vulnerable to uncontrollable 

threats, and improperly or unfairly treated.  



We might even begin to feel rage 

toward the unavailable person 

for NEVER being there.



Anxiety, rumination, 

catastrophizing, jealousy, and envy 

can lead to increased efforts to 

capture a caregiver or relationship 

partner’s attention and loyalty 

and/or attempts to force their 

attention.



On the one hand, relying on the 
caregiver or adult partner is 
awkward, uncomfortable, and 
sometimes annoying, but on 
the other hand, trying to take 
care of ourself can seem 
dangerous or hopeless and 
just too hard. 



Because closeness and attention from the caregiver 

or partner, once we get it, is often not soothing and 

may be punishing, we remain persistently anxious 

and angry.



Our confidence in ourselves to 

respond appropriately to threats 

and self-soothe did not develop 

adequately as a kid, as all of our 

coping mechanisms were 

developed to manage external 

threats to security. 



How they feel about US is the focus of our 

attention, not how we feel about them. 

So, we developed a skill set for manipulating and forcing 

others to see and hear us to survive a preoccupied or 

inattentive caregiver. 



The problem is that if you use this skill set ALL the 

time – they’re outdated and no longer helpful skills. 

In fact, they blow your relationships. 



Deactivating Strategies



When timely and accurate response to distress 

is unavailable or met with rejection our 

attempts to attach shuts down or deactivates. 

These deactivating strategies aim to avoid the 

distress and frustration caused by the 

unavailability of our caretaker or partner. 



What might this look like in relationships?

Might be suspicious of another’s intentions when 

they want to know about us 

Assuming others are plotting to control us if they 

get close to us



• It doesn’t even occur to us to ask for 
help

• Being visible makes us feel exposed 
and uncomfortable, so don't accept 
praise or gifts graciously

• Not noticing ourselves, or even self-
neglect.

• Refusing to let others be of assistance, 
assuming that we will owe them or 
there will be a “tab” later



Interpreting questions as intrusive, 

anticipating criticism and unasked for advice

Have difficulty admitting needs and wants, so 

find excuses to get what we want, like pointing 

out how what we want will benefit YOU 



Always have a back-

door, or "Plan B" 

expecting the 

relationship to 

inevitably end



Of course, these patterns set up a self-fulfilling 

pattern because we are never fully “in” which can 

create the distance leading to the relationship to 

crater. You know this is you if people feel lonely 

with you.



Attachment needs are consequently denied and 

dependence on others is avoided. 



When we start to feel strong emotions, we get 

up in our head and think about something or 

distract to avoid feeling “out of control.”

For the Avoidant De-activator, staying in my 

thinking is my safe zone.



Anything that would normally 
activate the system, such as 
physical or psychological threats to 
the self, feelings of vulnerability, or 
wishes for someone’s protection or 
support, is defended against, 
suppressed, denied, or countered 
with grandiosity. 



So, avoidant de-activators have a tendency to not 

inhabit their own bodies, not necessarily recognize 

the emotional cues their bodies are trying to give 

them, and then feel flooded when they DO allow 

feelings to break through.



Unfortunately, that flooded feeling 

reinforces their tendency to not let 

themselves get attached. “See, I knew letting 

them in was going to be a problem!” and 

justify going back to shutting down.



De-activating avoiders need to learn to 

see other people as part of their 

emotional regulation system. To allow 

ourselves to be comforted by others who 

can see and hear us accurately.



We crave this, actually, but get 
freaked out at first when we get it 
because it can almost feel like a 
spotlight and we feel exposed. Most 
of our skills are designed for 
emotional invisibility to not 
overwhelm or irritate others with our 
“neediness.” 



It takes practice for us to trust that emotional 

vulnerability will create closeness instead 

of end it.



Later attachment theorists found a third attempt to 

attach to caregivers that forms when we are 

terrified by them. We all have attachment circuitry 

in our brain that says that when I am upset my 

attachment figure should soothe me. 



But if the caregivers are 
frightening, and you experience 
terror in response, then the 
circuits of fight or flight get 
triggered to get away from them.



Both circuits are simultaneously activated which is 

a biological paradox. It’s experienced as fear 

without a solution, (can’t go toward it or away from 

it), leading to dissociation for survival. 



Mothers of disorganized babies were observed 

to loom in the child’s face, talking too loudly, 

approaching the child too quickly or suddenly, 

threatening the child, or being outright abusive.



These experiences turn what should have been 

a safe haven and secure base into a source of 

threat, causing all of our organized attachment 

strategies to break down.

Our biologically based tendency to turn to our 

caregiver or adult partner in times of trouble is 

countered by the biologically based tendency to turn 

away from threat, and we are literally stuck.



These incompatible 

tendencies lead to unusual 

behavior in kids– lying down 

on the floor in attempt to 

draw someone closer, veering 

off course when approaching 

the caregiver and going under 

a table, backing away from 

the caregiver while in obvious 

distress, freezing.



In adulthood, the equivalent state can involve 

odd beliefs, dissociative states, extreme lack 

of trust in others, and, when discussing loss or 

trauma, difficulty with logic or reasoning. 



Role of Polyvagal Theory

The branches of the vagal nerve (which runs 

from our brains to our gut) serve different 

evolutionary stress responses in mammals: the 

more primitive branch elicits immobilization 

behaviors (e.g., feigning death), whereas the 

more evolved branch is linked to social 

communication and self-soothing behaviors. 



These functions follow a hierarchy, where the most 

primitive systems are activated only when the more 

evolved functions fail. When we cannot use our 

social and emotional strategies to feel safe, our 

primitive system kicks in and we “feign death,” 

leave our bodies, or even pass out. 



Interestingly, when we leave our bodies, our 

parasympathetic, or rest and relax system, comes on 

board and we calm down. We survive by standing still 

and checking out. 



When we do this on 

purpose it is daydreaming. 

When we do not have 

control of this, we can lose 

track of time, miss 

information people are 

giving us, don’t remember 

conversations. 



So, you need to learn to stay in your body when 

feeling distressed so you can CHOOSE how to 

take care of yourself more effectively.



This means we need to learn more about what 

triggers our instinct to check out:

•Take time outs to let yourself calm down and inhabit 

your body before continuing difficult conversations

•Have access to scented candles, music, fabrics, and 

other items that calm your fight or flight system

•Name 5 objects in the room to get centered



Maunder and Hunter summarize the influence of 

hyperactivating and deactivating strategies (i.e., 

secondary attachment strategies) as a general 

vulnerability factor for substance abuse in three 

ways:



• First, insecure attachment is accompanied by a 

heightened susceptibility to and a more 

pronounced physiological response to stressful 

events. 

• Second, it is accompanied by less efficient 

methods for emotion regulation, including a 

preferred use of external methods (e.g., substance 

use).

• Third, it is accompanied by less effective and less 

frequent help-seeking behavior. 



Since we did not learn healthy ways to 

manage our distress, including reaching out 

to other supportive people, we will 

naturally look outside of ourselves to find 

something to make us feel better.



Alcohol or controlling or gaming works 

temporarily, but doesn’t solve the original 

source of distress, so we have to keep 

using it.



While it’s commonly understood that early 

childhood attachments to parents and family are 

necessary for healthy development, Philip Flores 

says, emotional attachments remain necessary 

throughout adulthood. It’s not enough, he says, to 

“just stop drinking.



To achieve long-term well-being, addicts need 

opportunities to forge healthy emotional 

attachments. Addiction has served as a bond that 

replaced affectional bonds 

between people. 



We need to come to believe that people can 

be part of the solution for the distress we 

have been self-medicating over all this time.





Most basically, emotions are mediated by 

the Limbic System in the brain, which 

includes a small area called the 

hypothalamus.



Thus, our thoughts, 
moods, behaviors and 
overall health are 
influenced by our 
emotions.



Feelings are psycho-physiological states of energy in 

the body.

The impact of being activated by our attachment 

style is felt in our body FIRST and then translated into 

an emotion.



When the brain is idling, a network of 

neurocircuitry known as the brain’s “default 

mode network” quietly hums along.



Areas of the brain in the default mode 

network include those associated with 

memory, those that help us construct 

thought, to recognize that others have 

thoughts, and to help us as we integrate 

our thoughts. 



All those regions are integral to our internal 

thought process. Those regions allow us to 

see and hear ourselves and others accurately 

– a key component of establishing 

attachment and trust.



“The dense connectivity in these areas of 

the brain help us determine what’s 

relevant or not relevant, so that we can 

be ready for whatever our environment 

is going to ask of us,“ says Lanius. 



This can impair our 
ability to accurately 
attune to ourselves 
and others, which can 
create a disconnect 
between what is 
happening around us 
and our reaction to it.



Emotions become futile. You 

become emotionally unaware of 

what’s going on around you to 

downregulate your anxiety.



We may simply turn off unpleasant feelings, unable 

to respond with compassion for ourselves or others, 

or be turned off by anyone showing signs of 

neediness in general. 



The neurological actions of chronic stress can also 

worsen our emotional processing, recognition, and 

regulation deficits. This can appear as a severe form of 

dysfunction in emotional awareness, social 

attachment, and interpersonal relating.



We might not recognize dangerous or unhealthy 

situations and interactions which allows us to 

enter or stay in relationships that are chaotic or 

harmful because they seem familiar and safe. 



We may veer, with little warning, from a stable state 

or feeling to a state of heightened feeling. 



This lack of awareness of feelings, this lack of 

consciousness as to how you might be 

contributing to disharmony or friction in a 

relationship, presents a problem . . . the only way 

to manage your own stuff is to first be aware of 

what your stuff is. 





A small region in your brain 

known as the 

hypothalamus releases 

hormones that stimulate 

two little glands – the 

pituitary and the adrenal 

glands – to pump 

chemicals throughout 

your body. 



Adrenaline and cortisol trigger 
immune cells to secrete 
powerful messenger 
molecules that whip up your 
body’s immune response. 

Your pulse drums under your 
skin as you lie there, listening. 



Then you recognize those footsteps as those of your 

teenager coming up the steps after finishing his 

midnight bowl of cereal. Your body relaxes. Your 

muscles loosen. The hair on your arms flattens back 

down. Your "HPA stress axis” calms down.



After the stressful event your body 

dampens down the fight –or- flight 

response. Your system recovers and 

returns to a baseline state of rest and 

recovery.



More subtle types of tissue damage can happen 

slowly, over time, in response to chronic stress. 

When your system is repeatedly overstimulated it 

begins to downshift in response to stress. 



But remember, this stress response is supposed to 

react to a big stressor, pump into defensive 

action, and then quickly recover and return to a 

state of quiet homeostasis, relaxing into rest and 

recovery. 



The problem is, when you are facing a lot of chronic 

stress, the stress response never shuts off. You’re 

caught, perpetually, in the first half of the stress 

cycle. There is no state of recovery. 



Instead, the stress response is 
always mildly on – pumping 
out a chronic low dose of 
inflammatory chemicals. The 
stress glands – the 
hypothalamus, the HPA axis –
secrete low levels of stress 
hormones all the time, leading 
to chronic cytokine activity 
and inflammation. 



Chronic stress leads to dysregulation of our stress 

hormones – which leads to unregulated 

inflammation. And inflammation translates into 

symptoms and disease. 



It’s important to be familiar with your specific 

stress response!



(Fight) Overexcited stress response – If you 

tend to become angry, agitated, or keyed 

up under stress, you will respond best to 

stress relief activities that quiet you down. 



(Flight) Under excited stress 
response – If you tend to 
become depressed, 
withdrawn, or spaced out 
under stress, you will respond 
best to stress relief activities 
that are stimulating and that 
energize your nervous system. 



(Freeze) Frozen stress response (both 

overexcited and under excited) – If you tend 

to freeze—speeding up in some ways while 

slowing down in others—you tend to check 

out, or leave your body. 



Your challenge is to identify stress relief 

activities that will allow you to feel safe to 

inhabit your body and feel centered.



Excess stress does not always show up 

as the “feeling” of being stressed. Many 

stresses go directly into our physical 

body and may only be recognized by 

the physical symptoms we manifest. 



Resilient people have what 
psychologists call 
“wobble”; the ability to 
waver under the weight of 
life’s suffering and trauma 
but not fall down. 



Allostatic Load, coined by 
Bruce McEwen, Ph.D. is 
derived from “allostasis,” 
the ability to adapt over 
time to the stressful 
emotional and physical 
trials we encounter, return 
to a state of equilibrium, 
and regain our sense of 
well being. 



Mark Seery, PhD, has been searching for the upside of 

adversity, asking whether some stress exposure might make 

people stronger over the long term. Seery had hundreds of 

patients who suffered from chronic, debilitating back pain 

complete a survey about their lifetime exposure to 37 

different types of stressful experiences. 



"Patients who had experienced absolutely no prior 

adversity in their childhood fared just as poorly as 

those who had experienced high levels of adversity,“ 

he says. 

In other words, those participants who had a score 

of 0 on all childhood adversity questions were just as 

likely to be deeply disabled by their back pain and 

seek treatment for anxiety and depression as were 

those who had experienced significant levels of 

adversity when they were young. 



On the other hand, patients who has met up 

with some adversity when they were young, 

but not too much, were least likely to be 

disabled due to back pain later in life, or to 

seek later treatment for anxiety or 

depression. 



Experiencing the right dose of hardship as a child or teenager 

helped build coping skills, resilience, and perspective to meet 

the challenge of dealing with debilitating, chronic pain in 

one’s adult life. 



In September 2019, lead researcher Dr. Christina Bethell released the 

results of a study of 6,188 adults at Johns Hopkins seeking to identify 

Positive Childhood Experiences (PCEs) that could buffer against the health 

effects of traumatic ones. A percentage of kids with high ACE scores do 

nevertheless grow up to have normal development and good adult 

emotional health. The researchers were looking to identify the factors that 

created a level of resiliency in these kids that helped them to thrive despite 

difficult childhoods.

The study determined there are 7 positive childhood experiences that can be 

statistically linked to good emotional and mental health in adults.



Even before researchers defined ACE’s and demonstrated the link 

between high ACE scores and lower high school graduation rates, 

increased mental health diagnoses, higher rates of incarceration, 

and other poor outcomes, there has been an enormous focus on 

decreasing adverse childhood experiences.

The PCEs study helps shape research moving in an additional 

direction: increasing positive childhood experiences to build 

resilience in kids who have experienced trauma, and those who may 

in the future. The relationship between PCEs in childhood and good 

mental health in adults is dose-responsive; the more PCEs a child 

gets, the better their adult mental health is likely to be.



• The ability to talk with family about feelings.

• The sense that family is supportive during difficult times.

• The enjoyment of participation in community traditions.

• Feeling a sense of belonging in high school.

• Feeling supported by friends.

• Having at least two non-parent adults who genuinely cared.

• Feeling safe and protected by an adult in the home.

Positive Childhood Experiences (PCEs) - Pinetree Institute



Exciting new research by Dr. Christina 

Bethel has documented that seven types 

of Positive Childhood Experiences can 

help boost adult resilience. The green 

bars in the chart at left show that people 

reporting Positive Experiences were less 

likely to report adult depression or 

mental health issues.



Individuals Reporting that they had high 

levels of emotional support also reported that 

they experienced less time lost due to mental 

health issues at every level of ACEs, as 

indicated by the light blue bars in the chart 

above.

Research in Washington State found that 

boosting engagement in community reduced 

the impact of ACEs at every level. Four types of 

community were found to be impactful:

Feeling social/emotional support and hope 

from another person



Dr. Bethel’s research also demonstrated that there is a similar “dose 

effect” with Positive Childhood Experiences ( PCEs ): the more positive 

experiences that individuals reported the more likely they were to 

report few or no issues of adult mental health challenges.



We can reboot our brains, we can 

regain muscle tone, we can recover 

function in interconnected areas of the 

brain. The brain and body are never 

static; they are always in process of 

becoming and changing. 



Even if we have been set on high reactive mode for 

decades or a lifetime, we can still dial it down. We 

can respond to life's inevitable stressors more 

appropriately and shift away from an over reactive 

inflammatory response, we can become 

neurobiologically resilient. 


