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HARRY POTTER:  TRAUMA 

• Neglect
• Ignored by the Dursley Family
• Lives in confined spaces, sometimes locked in these spaces
• Dudley hits Harry and the Dursleys do nothing to protect him
• He is borderline malnourished
• Uncle Vernon banishes him from the house when his life is in danger from the Dementors

• Emotional Abuse
• The Dursley family call Harry “abnormal”
• Harry is blamed and scapegoated  when he is not responsible
• Dudley is treated better than Harry
• Harry is forbidden to speak of his parents
• Harry Witnesses his parent’s murder by Voldemort
• Harry is frequently threatened

• Physical Abuse
• Uncle Vernon frequently puts hands on Harry (dragging, choking)
• Voldemort attempts to kill Harry



WHAT IS TRAUMA

• Trauma refers to extreme or chronic stress that 
overwhelms a person’s ability to cope resulting in 
feelings of vulnerability, helplessness, and fear

• Traumatic experiences may be single occurrences, 
recurring events of a singular nature, or multiple 
unrelated events.

• Traumatic events may be witnessed or experienced 
directly

• Trauma often interferes with relationships, self 
regulation, beliefs about oneself, others, and one’s 
place in the world.



EXAMPLES OF TRAUMA

• Simple Trauma :(serious accident, natural disaster, 
house fires, significant health history)

• Complex Trauma :(witness to domestic violence, 
physical, emotional, or sexual abuse, neglect, 
homelessness, living in homes with family members 
with untreated mental illness or substance use 
disorders, having a family member serving overseas 
in the military)

• Historical or Generational Trauma : Keep these in 
mind when thinking of ACE’s



TOOLS FOR FACING SUCH  DIFFICULT 
CHALLENGES

• Understanding how 
trauma is processed 
neurologically

• Understanding the 
effects of trauma on 
human development

• Resilience 
(contributions from 
families, schools, 
community 
resources)

• Mentorship



HUMAN DEVELOPMENT

• According to Merriam-Webster:   DEVELOPMENT is 
the act or process of growing or causing something 
to grow or become larger, more advanced.  

• Human Development follows something called the 
Epigenetic Principle (successive stages, each must 
be satisfactorily passed through for development to 
proceed smoothly in order to prevent 
maladjustment)

• Each Developmental Stage is characterized by 
Crisis Points (biopsychosocial events that require the 
person to adapt)



BRAIN DEVELOPMENT IN UTERO

Neurogenesis (process of forming 
billions of neurons) begins very 
early.
Neural migration begins prenatally, 
continues for 8-10 months after birth
Foundation of the brain and spinal 
cord: neural plate forms 16 days 
after conception
By three weeks the brain has three 
sections
The neural tube grows and folds 
closing at week 6-7
At 18 weeks myelination begins 
(coating on nerves which helps 
them conduct signals more 
efficiently)
By the second trimester the brain is 
formed.



BRAIN DEVELOPMENT

• Hierarchical fashion (bottom up): 
simpler neural connections and 
skills form first followed by more 
complex circuits and skills

• Depends on a sequence of 
developmental and 
environmental experiences that 
influence gene expression

• In the first years of life, more than 
1 million new neural connections 
are made every second

• After rapid proliferations 
connections are reduced 
through a process called 
pruning, allowing for brain circuits 
to become more efficient 

• Early years are crucial



RELATIONSHIP OF CHILDHOOD ABUSE AND HOUSEHOLD 
DYSFUNCTION TO MANY OF THE LEADING CAUSES OF 

DEATH IN ADULTS:  THE ADVERSE CHILDHOOD 
EXPERIENCES (ACE) STUDY

VINCENT  J .  FEL I T T I ,  MD,  ROBERT  F .  ANDA MD ET  AL



ADVERSE CHILDHOOD EXPERIENCE

• CDC study; Kaiser 
Permanente

• 17,337 surveyed 
between 1995-1997

• 54% female, 46% 
male; average age 
57 years old

• 75.8% Caucasian, 
72.5% college 
educated

• Association between 
ACE’s and health



ACE’S 10 AREAS OF TRAUMA
THE QUESTIONS DESCRIBED ON THE ACE WEBSITE

1. Psychological Abuse
2. Physical Abuse
3. Sexual Abuse
4. Emotional Neglect
5. Physical Neglect
6. Loss of a Parent (for any reason)
7. Mother Treated Violently
8. Substance Abuse
9. Mental Illness
10.Criminal Behavior in the Household



ADVERSE CHILDHOOD EXPERIENCES 
ARE COMMON

• Household Dysfunction:
• Substance Abuse 27%
• Parental Divorce 23%
• Mental Illness 17%
• Battered Mother 13%
• Criminal Behavior 6%

• Abuse:
• Psychological 11%
• Physical 28%
• Sexual 21%

• Neglect:
• Emotional 15%
• Physical 10%







THE PORTION OF A PROBLEM LINKED 
TO AN ACE:  “ATTRIBUTABLE RISK”

• Depression 50%
• Attempted Suicide 58%
• Victim of Sexual Assault 62%
• Domestic Violence 52%
• Alcoholism 65%
• Substance Use 50%
• Intravenous Substance Use 78%

• Felitti, 2003 Snowbird Presentation:  “Attributable 
Risk” is the portion of a condition in a population 
that can be attributed to a specific risk factor.











EXPOSURE TO CHRONIC, PROLONGED TRAUMATIC EXPERIENCES  HAS 
THE POTENTIAL TO ALTER CHILDREN’S BRAINS, WHICH MAY CAUSE 

LONGER TERM AFFECTS IN AREAS SUCH AS….

• Attachment
• Relationships
• Physical Health
• Emotional 

Regulation
• Cognitive Ability
• Dissociation
• Self Concept
• Behavioral Control



Epigenetics: Fundamentals
• Epigenetics is the study of 

potentially heritable changes in 
gene expression (active vs. 
inactive genes)

• These changes do not involve the 
underlying DNA sequence

• There is a change in phenotype 
(gene expression) without a 
change in genotype

• Epigenetic change can occur from 
many factors

• Epigenetic change can be benign 
or damaging.





DEVELOPMENTAL TRAUMA DISORDER:  TOWARDS A RATIONAL 
DIAGNOSIS FOR CHILDREN WITH COMPLEX TRAUMA HISTORIES. 

BESSEL A. VAN DER KOLK, M.D.

• Exposure to Trauma is conceptualized as:  Multiple 
or chronic exposure to one or more forms of 
developmentally adverse interpersonal traumas 
(abandonment, betrayal, physical assaults, sexual 
assaults, threats to bodily integrity, coercive 
practices, emotional abuse, witnessing violence 
and death)

• This exposure is associated with a subjective 
experience such as rage, betrayal, fear, resignation, 
defeat, or shame.



DEVELOPMENTAL TRAUMA DISORDER 
CONTINUED

• Triggered pattern of 
repeated 
dysregulation:
• Affective
• Somatic (physiological, 

motoric, medical0
• Behavioral (re-

enactment)
• Cognitive (processing 

information)
• Relational (clinging, 

oppositional, distrustful, 
compliant)

• Self-Attribution (self-hate, 
blame)



DEVELOPMENTAL TRAUMA DISORDER 
CONTINUED

• Persistently altered attributions and expectancies
• Negative self-attribution
• Distrust of protective caretaker
• Loss of expectancy of protection by others
• Loss of trust in social agencies to protect
• Lack of recourse to social justice/retribution
• Inevitability of future victimization

Individuals experience Functional Impairment in all realms:  
Educational, Familial, Peer, Legal, Vocational, Health



TRANSITION FROM TRAUMA TO 
SUICIDE



APA 2017:  SUICIDAL BEHAVIOR: FROM GENES TO PREVENTION 
AT THE NATIONAL LEVEL
GIL ZALSMAN, M.D., M.H.A

• Review of genetic research:  Caspi et al, Serotonin 
Transporter Gene, changes risk of depression from stress 
(short>long allele)

• Timing is critical (when, how severe and persistent)
• Epigenetics:  Many Studies
• Vulnerabilities of Adolescent Brain 
• “Suicide occurs because of a convergence of genetic, 

psychological, social and cultural risk factors, combined 
with experiences of trauma and loss.  Internal or external 
risk factors and relations between them can be 
explained in models of suicide, such as stress-diathesis, 
gene-environment and timing”



NEUROSEQUENTIAL MODEL OF THERAPEUTICS
BRUCE PERRY, M.D.:  JOURNAL OF LOSS AND TRAUMA, 2009

EXAMINING CHILD MALTREATMENT THROUGH A NEURODEVELOPMENTAL 
LENS: MAPPING IMPACT TO GUIDE THERAPEUTICS

• “Developmentally Informed” diagnostic assessment 
(prenatal and early childhood experiences)

• The brain is organized in a hierarchical patterns:  
bottom up

• “Sensitive Periods” (same trauma has different 
impact at different times, multiple exposures 
increases vulnerability)

• Activity-Dependent Organization:  Use-Dependent 
Modification:  adverse childhood experiences can 
cause disruptions of neurodevelopment leading to 
compromised function



RISK FACTORS WHICH INFLUENCE 
SUICIDE IN YOUTH: CONSTELLATION

• Mental Health Issues
• Traumatic Experiences
• Family History of Suicidal Behavior
• Exposure to Family Violence
• Parental Attitudes and Actions
• Impulsivity
• Substance Abuse
• Availability of Lethal Methods
• Genetic and Biologic Factors
• Social Factors (Peer, School, Community)





SUICIDE IN YOUTH

• Suicide rates among youth have 
quadrupled since 1950

• Suicide is the second leading 
cause of death in the US for 
persons 10 to 24 year of age. 
(CDC 2015)(10-14 3rd, 15-24, 2nd)

• More teens and young adults die 
from suicide than from cancer, 
heart disease, AIDS, birth defects, 
stroke, pneumonia, influenza, 
and chronic lung disease 
COMBINED.

• Four of Five teens who attempt 
suicide have given some warning 
sign.  



RECENT DATA:  PLEMMONS AND 
COLLEAGUES; 118,000 HOSPITAL 

ENCOUNTERS BETWEEN 2008-2015
• Number of American youth 

admitted to hospitals for 
suicidal thoughts or self-harm 
has double during the last 
decade

• 13% of these identified were 5 
to 11 years old.

• Teens aged 15 to 17 had the 
largest increase followed by 12 
to 14 year olds.

• Triggers are very difficulty to 
identify

• Detecting teenagers at risk is 
challenging





SUICIDE MAY BE UNDERESTIMATED:  YOUTH RISK 
BEHAVIOR SURVEILLANCE % OF HIGH SCHOOL 

STUDENTS:  UNITED STATES, 2015

• 22% rode in a vehicle with someone who had been drinking alcohol
• 7% drove after drinking
• Ever drank alcohol (56%), 18% before 13 years old
• Ever used marijuana(39%), 8% before 13 years old
• Cocaine/Ecstasy (6%), inhalants (7%), methamphetamine (3%), heroin 

(2%)
• 23% had been in a physical fight (18% females, 28% males); 4% injured in 

a physical fight
• 40% were sexually active (11% with four or more partners), 6% had first 

sexual intercourse before the age of 13 years old, 50% use condoms
• 13% carried a weapon (3% on school grounds0; 5% carried gun
• Physical dating violence (7%), 8% girls, 5% boys
• Sexual dating violence (10%), 12% girls, 7% boys
• Forced to have sexual intercourse (8%), 10% girls, 6% boys
• Bullied on School Grounds (15%), 17% girls, 13% boys
• Electronically bullied (11%) 13% girls, 9% boys
• Rarely or never wore seatbelt (6%), bicycle helmet (81%)



NATIONAL VITAL STATISTIC REPORTS 
2015

• 1.3 million 
adolescents died in 
2015 mostly from 
preventable causes.

• Ages 5-9:  Injuries 
(31%), Homicide (2%)

• Ages 10-14:  Injuries 
(26%), Suicide (15%), 
Homicide (6%)

• Ages 15-19:  Injuries 
(39%), Suicide (19%), 
Homicide (15%)





ADOLESCENT SUICIDE ATTEMPTS: RISKS AND 
PROTECTORS (BOROWSKY, PEDIATRICS, 2001)

Risk Factors
• Previous suicide attempts
• Violence victimization
• Violence perpetration
• Alcohol use
• Marijuana use
• Friends attempting or completing 

suicide (girls)
• Mental Health condition
• Carrying a weapon (boys)
• LGBTQ youth
• Household access to guns
• Suicidal behavior in families

Protective Factors
Parent  and family connectedness
Emotional well-being
Good GPA for boys
High parental expectations for their 
child’s school achievement
More people living in the  household
Religious affiliation
Availability for counseling
Parental presence at key times of the 
day
Sense of purpose



BULLYING AND SUICIDE

• Increased prevalence of depression and suicidal 
ideation among victims and bullies

• Cyberbullying has become a major source of 
bullying in youth and is known to increase risk of 
depression

• J Am Acad Child Adolesc Psychiatry.  March 2009:  
Sample of 5,302 Finnish children born in 198.  
Information gathered at age 8 and 25.
• Among boys, frequent bullying and victimization are 

associated with suicide  but not after controlling  for 
conduct issues and depression

• Frequent victimization among girls is associated with suicide 
even after controlling for conduct and depression



SUICIDE CONTAGION

• Clusters of suicides 
among adolescents who 
know one another have 
been reported.

• Some studies have shown 
increase in adolescent 
suicide after television 
programs in which the 
major theme had been 
the suicide of a teenager

• Individuals at risk are 
siblings, friends, those 
exposed and upset

• Vulnerable: Due to other 
risk factors 





YOUTH SUICIDE PREVENTION GRANT:
THE ZERO SUICIDE MODEL

DPH/SAMSHA:  Grant Recipients in MA Berkshire 
Health Systems and Heywood Hospital
Goal of Grant:

To reduce the number of suicide attempts and 
deaths by establishing partnerships with health care 
systems, state agencies and outside organizations 
who are committed to the Zero Suicide model.

To create system change throughout the state 
that will be sustainable after the grant has ended.



WHAT IS ZERO SUICIDE?
ZEROSUICIDE.COM

• It is a commitment to suicide prevention in health and 
behavioral health care systems

• It represents a commitment to patient safety and also to the 
safety and support of clinical staff

• It is a set of specific best practices, strategies, and tools 
• It aims to improve care and outcomes for individuals at risk of 

suicide in health care systems
• It is based on the realization that suicidal individuals often fall 

through multiple cracks in a fragmented and sometimes 
distracted health care systems and that a systematic 
approach to quality improvement is necessary

• It’s core propositions are that suicide deaths for people under 
care are preventable, and that the bold goal of zero suicides 
among persons receiving care in an aspirational challenge 
that health systems should accept



SUICIDE PREVENTION STRATEGIES REVISITED:  10 YEAR 
SYSTEMATIC REVIEW

GIL ZALSMAN, M.D.: LANCET PSYCHIATRY 2016

• Review of 1797 studies
• Strong evidence for restricting 

access to lethal means (control 
of analgesics prescribed, gun 
control, hot-spots for jumping)

• School-based programs (Signs 
of Suicide (SOS); Acknowledge, 
Care Tell (ACT).

• Effective treatment for 
Depression (pharmacological 
and psychological)

• Chain of Command (be sure 
that we remain vigilant, 
communicate, etc.)







DEVELOPMENTAL APPROACH TO 
RESILIENCE

• Minimize unwanted 
pregnancies

• Foster healthy 
prenatal 
environment

• Support healthy 
attachment

• Parenting support
• Early intervention
• Find Strengths





INDIVIDUAL CHARACTERISTICS OF 
RESILIENCE

• Self-Confidence and independence (self-efficacy)
• Hope (sense of self in future, self-esteem, self-worth)
• Social skills (empathy, cooperation, assertiveness, 

interpersonal skills)
• Sense of purpose (responsibility)
• Good Communication skills
• Self-Control (delay gratification, impulse control, 

restraint)
• Problem-solving skills (stress tolerance, flexibility, 

sense of humor)



FRIENDSHIPS



HARRY’S RESILIENCE:  ATTACHMENT 
WITH PARENTS

• Warmth
• Positive Parent-child 

relationship (caring)
• Effective parenting 

(structure, rules, love, 
respect)

• Cohesion in Family
• Responsibilities shared 

among family members
• Family Advocacy for child
• External family networks



CHARACTERISTICS OF RESILIENT 
FAMILIES: SURROGATE FAMILY



CHARACTERISTICS OF RESILIENT 
SCHOOLS

• A positive and safe learning environment
• High, yet achievable academic and social expectations
• Respect and support with ample praise for good 

performance in academic and social interactions
• Teach life skills (choices, planning)
• Clear boundaries, orderly climate, firm but not severe 

discipline (climate of respect)
• Student should have active involvement in the learning 

process and opportunity for meaningful participation
• Teachers need high proportion of interactions with the 

class and be able to provide regular evaluation of 
students progress with clear feedback



PRACTICING RESILIENCE IN THE 
CLASSROOM

• Teach to the students 
strengths

• Teach student that they 
have innate resilience

• Provide growth 
opportunities for students

• Students can use self-
assessment and develop 
standards for their own work

• Provide opportunities for 
student to work 
collaboratively

• Student should participate 
in meetings to solve 
classroom problems (part of 
the community, set rules)

• Student have opportunities 
to make choices



MENTORS



CHARACTERISTICS OF RESILIENT 
COMMUNITIES

• Connectedness
• Sense of place/culture/identity/pride
• Sense of community; neighborhoods and neighbors
• Community mentors

• Opportunities for positive activities
• After school programs
• Religious opportunities
• Employment opportunities
• Supervised recreation; safe, enjoyable
• Volunteer activities
• Creative activities



HOGWARTS:  SCHOOL OF WIZARDRY 
AND HARRY’S COMMUNITY



SEVEN “C”S
KENNETH GINSBURG, M.D.

A PARENT'S GUIDE TO BUILDING RESILIENCE IN CHILDREN 
AND TEENS: GIVING YOUR CHILD ROOTS AND WINGS

• Competence
• Confidence
• Connection
• Character
• Contribution
• Coping
• Control







WE CAN ALL BRING OURSELVES

Kavannah:   Intention 
of “direction of the 
heart”

Tikkun Olam:  
“repairing the world”


