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Pat’s Corner

Here we are again! Doesn't time go by fast? With school starting back and the holi-
ast approaching, NC Families United wanted to give you an information packed news-
letter. There is so much to learn and it is our pleasure to bring information to you.

This issue discusses Post-Traumatic Stress Disorder, obesity and the harmful effect
on children, along with how to help children and youth become resilient. As the protectors of
our children and youth, it is imperative that we learn ways to encourage healthy coping skills
and be aware that children that are different often suffer at the hands of other children and
adults.

I knew my daughter was being stigmatized because of her problems with focus and
attention. It was only 10 years later that | learned that she was being bullied and teased
about her weight. The weight that she had gain due to the search for a medication that could
help her learn and achieve in school. Did this teasing it traumatize her—yes it did. Has it
remained with her even at the age of 21—yes it has.

| was unaware that my daughter was being teased about her weight. All | knew was
that she was struggle with her school work and was not fitting in. She was very lonely and
unhappy. | thought | was in-tune with what was happing to her and | missed the every day
teasing and fighting that was happening because she was overweight. Never once did | get
a call from school about this. Never did she tell me this. She felt hopeless and worth-
less...she did tell me this.

The Anti Bullying Bill that passed in NC validates the trauma that is caused to chil-
dren at the hands of their peers and yes sometimes their teachers. Teasing and bullying is
just an example of our societies intolerance of people that don't fit the acceptable profile of
normal...what ever that is.

Hopefully our schools will implement the bullying law in a ways that teaches youth
and teachers that is not ok to single out children to bare the brunt of our unhappiness. Itis
not ok to watch bullying and teasing and not intervene—Not with a spanking but with a lesson
in care and concern, and teaching the value of and in us all. This will only work with the sup-
port of parents that care for all children, not just their own. We need to join forces with the
schools to stop bullying and practice intolerance for this behavior in our homes.

Thank you,
Pat Solomon, Editor

T the world we live in many pesple are forced to deal with situations that push them beyond
the nealm of wormal experience. Traumatic events can leave a lasting mank ou people. Poot-
traumatic Stress Disonder io on the nice. We need to learn to recoguise the disorder, under-

Post-traumatic stress disorder (PTSD) is an extiedebilitating condition that can occur
after exposure to a terrifying event or ordeal rich grave physical harm occurred or was
threatened. Traumatic events that can trigger PihgIDde military combat; violent per-
sonal assaults such as rape or mugging; natutalman-caused disasters such as the ter-
rorist attacks of September 11; or accidents.

People who develop PTSD include military troopsoimed in combat; rescue workers;

survivors of accidents, rape, physical and sexibate, and other crimes; immigrants flee-
ing violence in their countries; survivors of natiudisasters; and people who witness trau-
matic events. Families of victims can also develepdisorder. Continued page 2




Continued page 1 PTSD

Fortunately, through research supported by theoNatilnstitute of Mental Health (NIMH) and the Defpaent of Veterans Affairs

(VA), effective treatments have been developedelp beople with PTSD. Research is also helpinghgisies better understand the
condition and how it affects the brain and the ofshe body.

Particularly in a time of war, it is important fpeople to be aware of the causes and symptomssetaamatic stress disorder to

ensure that they and their loved ones are gettingseling and support if needed.

Symptoms

Many people with PTSD repeatedly re-experienceotdeal in
the form of flashback episodes, memories, nightmardright-
ening thoughts, especially when they are exposeséats or
objects reminiscent of the trauma. Anniversariethefevent can
also trigger symptoms. People with PTSD also erpeg emo-
tional numbness and sleep disturbances, depressigigty, and
irritability or angry outbursts. Feelings of gualte also common.
Most people with PTSD try to avoid any remindershmughts of
the ordeal. PTSD is diagnosed when symptoms last than
one month.

Prevalence

At least 3.6 percent of U.S. adults (5.2 million émcans) have
PTSD during the course of a year. About 30 peroétite men
and women who have spent time in war zones experiBiSD.
One million war veterans developed PTSD after sgrin Viet-
nam. PTSD has also been detected among veteréms Bérsian
Gulf War, with some estimates running as high psr@ent.

Onset

PTSD can develop at any age, including in childh&anptoms
typically begin within three months of a traumatient, al-
though occasionally they do not begin until yeatsr. Once
PTSD occurs, the severity and duration of the siénearies.
Some people recover within six months, while otlmeay not do
so for much longer.

Treatments

Research has demonstrated the effectiveness oftivegn
behavioral therapy, group therapy and exposuragyein which
the patient repeatedly relives the frightening exgpee under

controlled conditions to help him or her work thgbuthe trauma.

Medications have also been shown to help ease/thptems of
depression and anxiety and help promote sleepnt&iieare
attempting to determine which treatments work fasivhich
type of trauma.

Co-occurring Ilinesses

Depression, alcohol or other substance abuse xogtgrdisor-
ders are not uncommon co-occurrences for people R#iSD.
The likelihood of treatment success is increasédenithese
other conditions are appropriately diagnosed asatettas well.
Headaches, gastrointestinal complaints, immune&sygtrob-
lems, dizziness, chest pain, or discomfort in offeets of the
body are also common. Often, doctors treat the symp with-
out being aware that they stem from PTSD. The Matitnsti-
tute of Mental Health (NIMH), encourages primaryecprovid-
ers to ask patients about experiences with violereoent losses
and traumatic events,

especially if symptoms are recurring. When PTSBDiagnosed,
referral to a mental health professional who hakehgerience
treating people with the disorder is recommended.

Likelihood of Developing PTSD
People who have been abused as children or whohzal/ether

previous traumatic experiences are more likelgeeelop the disorder.
Research is continuing to pinpoint other factoet thay lead to PTSD.

Research

NIMH and the Veterans Administration sponsor a wiege of basic, clini-
cal and genetic studies of PTSD. In addition, NIki&é a special funding
mechanism, called RAPID Grants, which allows redeens to immediately
visit the scenes of disasters, such as plane gasH®oods and hurricanes,
to study the acute effects of the event and thectfieness of early interven-
tion.

Research has shown that PTSD clearly alters a nuofiendamental brain
mechanisms. Because of this, abnormalities have tegcted in brain
chemicals that mediate coping behavior, learnirdyraemory among people
with the disorder. Recent brain imaging studiesshdetected altered me-
tabolism and blood flow as well as anatomical clesrig people with

PTSD.

Thefollowing are also recent resear ch findings:

Some studies show that debriefing people very sdt@n a catastrophic
event may reduce some of the symptoms of PTSDudysif 12,000
schoolchildren who lived through a hurricane in tdaiound that those
who got counseling quickly were doing much bettar years later than
those who did not.

People with PTSD tend to have abnormal levels gfH@mones involved
in response to stress. Cortisol levels are lowan thormal, and epinephrine
and norepinephrine are higher than normal. Scisrtiave also found that
people with this condition have alterations in filmection of the thyroid and
in neurotransmitter activity involving serotonincaopiates.

When people are in danger, they produce high ledfelaitural opiates,
which can temporarily mask pain. Scientists hawmébthat people with
PTSD continue to produce those higher levels eften the danger has
passed. This may lead to the blunted emotions &gedanith the condition.
It used to be believed that people who tend toodisse themselves from a
trauma were showing a healthy response, but nove sesearchers suspect
that people who experience dissociation may be mamee to PTSD.
Animal studies show that the hippocampus -- a gfttie brain critical to
emotion-laden memories -- appears to be smalleases of PTSD. Brain
imaging studies indicate similar findings in humassientists are investi-
gating whether this is related to short-term menmpblems. Changes in
the hippocampus are thought to be responsiblenfardive memories and
flashbacks that occur in people with this disorder.

Research to understand the neurotransmitter syst@ived in memories of
emotionally charged events may lead to discovedrofis that, if given
early, could block the development of PTSD symptoms

Levels of CRF, or corticotropin releasing factor-e-fignition switch in the
human stress response—seem to be elevated in peitipleTSD, which
may account for the tendency to be easily starBegdause of this finding,
scientists now want to determine whether drugsrédiice CRF activity are
useful in treating the disorder.

The content of this fact sheet was adapted from material published by the
National Institute of Mental Health.

For moreinformation http://www.mentalhealthamerica.



Culture Colors Different Responsesto Trauma, Different Healing Approaches
Suffering Differently

By Ethan Watters New York Times August 12, 2007

After the 2004 tsunami in Asia, many mental-health experts
agreed that a “second tsunami” of mental illness in the form of
post-traumatic stress disorder would strike the region. Like doctors
rushing to the outbreak of an epidemic, American counselors and
trauma researchers soon arrived on the scene hoping to pass on
useful knowledge about PTSD. A few years on, however, their
efforts have raised a troublesome question: Were they bringing
the wrong treatment to the wrong people?

At issue is not whether tragic events like the tsunami trigger debili-
tating psychological distress and even mental iliness — everyone
agrees that they can. The question is over the extent to which
survivors' cultural beliefs shape their symptoms. If culture has the
impact that some researchers suggest, the PTSD diagnosis may
be of little help (and even do potential harm) when applied whole-
sale in other countries.|

In the last 25 years, PTSD has had a remarkable ascendancy in
American psychiatry and in public consciousness. Proponents of
the diagnosis assert that experiences of fear or horror often spark
a cluster of 17 broad symptoms, including intrusive thoughts,
memory avoidance and uncontrollable anxiety. The concept of
PTSD also encompasses notions of how best to overcome the
disorder, usually through measured re-exposure to the original
trauma supervised by a counselor. PTSD, many Americans as-
sume, describes the way that all humans react to trauma.

Gaithri Fernando, an expert on trauma from California State Uni-
versity, questions that assumption. “Researchers and counselors
who came to Sri Lanka after the tsunami did find some PTSD
symptoms,” Fernando says. “But it was not the nightmares or
flashbacks that most of the population was concerned with. The
deepest psychological wounds for Sri Lankans were not on the
PTSD checklists; they were the loss of or the disturbance of one’s
role in the group.”

Ken Miller, a psychology professor at Pomona College, reached
similar conclusions in his work on war-related trauma in Guate-
mala, Bosnia and Afghanistan. His study of Afghans who experi-
enced trauma yielded 23 symptoms, including many that were not
on the PTSD symptom list and several that had no ready transla-
tion into English. There was, for instance, “asabi,” a type of nerv-
ous anger, and “fishar-e-bala,” the mental sensation of internal
stress or pressure. Researchers studying other cultures have also
found deviations from the PTSD symptom list. Salvadoran female
refugees who endured the protracted civil war often experienced
calorias, a feeling of intense heat in their bodies. When Cambo-
dian refugees were asked about the most pressing psychological
impact of trauma, they told of nighttime visits by vengeful spirits.

The simple but surprising truth appears to be that symptoms of psychologi-
cal trauma can be both culturally created and utterly real to the individual at
the same time. As the anthropologist Allan Young of McGill University ex-
plains, a diagnosis like PTSD “can be real in a particular place and time and
yet not be true for all places and times.”

Cultural differences can also be found in the beliefs about how people heal.
Many East Africans, for instance, hold that the ability not to talk about dis-
tressing experiences is a sign of maturity. This runs counter to the typical
assumption of trauma counselors that a healing catharsis can be achieved
through “truth telling.” In Sri Lanka, Fernando says, the idea of splitting off
from the group to heal psychic wounds through individual counseling can
actually exacerbate the more salient fear of social isolation. To understand
how strange and disconcerting it might be to have another culture import its
form of trauma healing, Miller says, you need only consider the situation
reversed. “Imagine our reaction,” he says, “if Mozambicans flew here after
9/11 and began telling survivors to engage in a certain set of mourning ritu-
als in order to sever their relationship with their deceased family members.”

Instead of imposing outside assumptions about trauma and healing, the
World Health Organization has begun recommending “psychosocial support”
for disaster areas. The assumption is that just as cultures have their own
symptoms of trauma, they have distinct healing methods that are often tied
to local rites. For every angry ghost, there is a ritual for the dead intended to
lay that ghost to rest.

If we're unaware of the local idioms of suffering, Miller and other researchers
argue, our assistance is likely to be ineffective at best. The worst-case sce-
nario is that such interventions pressure other cultures to adopt Western
beliefs about the meaning and impact of trauma. “PTSD has become psychi-
atric Esperanto,” Young says mordantly. “It may turn out to be the greatest
success story of globalization.”

Ethan Watters, a writer based in San Francisco, is the author of “Urban
Tribes: Are Friends the New Family?”

http://www.nytimes.com/2007/08/12/magazine/12wwIn-idealab-t.html?
r=1&ref=magazine&oref=slogin
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Some cultures value people that are heavy, over weight, or obese. Robustness is actually seen as a sign of success and wealth.
This is not the case here in America. Thinness is the preferred physique, even in an era when people are becoming increasingly
overweight. Unfortunately, the overweight includes many of our children. Along with the health risks that are involved with
obesity, the personal risks can traumatize our children. This is such an important issue that the Texas Legislature conducted a
study to determine the effect of obesity on school age children. As parents fighting for our children’s rights to learn, live, and
love, the following may open our eyes to the importance of addressing our children’s needs (and our own) on another front. It is
paramount that we begin to recognized the impact of childhood obesity on our children’s lives and the role we play in it.

Obesity is fast becoming a major health issue for
many children in the United States. Children with

disabilities can be especially vul-
nerable to these health concerns.
AblePlay believes it is so important
to keep all children active regard-
less of their ability level.
"Childhood obesity has become an
epidemic in the United States over
the last generation. More children
are overweight or obese today
than ever before and the numbers
continue to grow. Obesity is de-
fined as 20% over the recom-

sedentary lifestyle, with an average of 17 hours a
week of television watching, not including video

games

and computer time.

Children with disabilities are at an
even greater risk for obesity be-
cause of this sedentary lifestyle.
Many parents believe that because
of their disability, their children
cannot be physically active, which
is not the truth. This lack of physi-
cal activity may not only lead to
obesity, but to many other numer-
ous health problems as well."

mended weight for height or greater than 85th

percentile for Body Mass Index (BMI). Fact sheet published 3-01-2007, University of Illinois at Chi-
Childhood obesity is mainly caused by a lack of cago; Department of Disability and Human Development Col-
physical activity. Today's Youth lead a very lege of Applied Health Sciences

June 2004 Psychological Impact of Obesity on School-aged Children

The 78" Texas Legislative Session charged a joint inteommittee, S.B. 474, to evaluate the short and teng:financial, psy-
chological, and physiological impact of obesitypinblic schools. The following review summarizes pisgchological impact of
childhood obesity.

Summary
Obesity is now recognized as a common chronic disorder in industrialized societies because of its impact on indi-

vidual lives as well as on health economics. Enhanced public awareness of the impact of childhood obesity is es-
sential to reduce the short and long-term effects.

Current research literature, published in the last 5 years, was examined to ascertain whether childhood obesity
was associated with the psychological well being of public school children. The literature indicates the psychologi-
cal impact of obesity on children is both short and long-term. Obese children are often stigmatized by their peers
in school. Bullying (teasing, name calling, physical harm), being targeted for rumors/lies, and social isolation are
some of the effects that public school children face because of their obesity. These immediate effects of obesity are
associated with psychological factors such as lower self-esteem, emotional distress and anxiety. Other psychologi-
cal disorders, such as depression and having suicidal thoughts, and unhealthy weight control behaviors such as
bulimia are also associated with childhood obesity.

Not all obese children experience psychological disorders. Children who talked to their parents about their eating
habits were less likely to be involved in unhealthy behaviors and displayed less psychosocial distress. Participa-
tion in collective activities, such as sports and club activities, is also associated with improved social ties.

Finally, childhood stigmatization can have long-term impact. Adults, who were obese as children, have lower lev-
els of educational attainment. Obese adults face disparate treatment in the workplace, and have lower rates of

marriage. More information at http:/www.dshs.state.tx.us/phn/pdf/Psychological%20impact%200f%200besity.pdf Report prepared by
TDHAFH, BSS-R&PHA



appiness is being able to walk home
from school without having to worry about getting beaten up.

Charles M Schulz

Two very important Bills Pass in North Carolina

he House Education Committee passed a bill designed to combat bullying in schools. H1366 would require school
administrators to impose new policies forbidding harassment and bullying. The bill includes ways to report bullies and
guidelines for investigating such acts and punishment for them. The bill describes bullying as an act of discrimination
and alerts teachers and administrators about people at risk of bullying because of their race, gender, disability and

sexual orientation. http://www.aliceunderhill.org/For more information on Am. Sub. H.B. 276
fhttp://www.legislature.state.oh.us/analysis.cfm?ID=126_HB_276&ACT=As%20Enrolled&hf=analyses126/h0276-ph-126.htm

Anti-Bullying Act

Mental Health Parity House Bill 973

On July 12, 2007 HB 973 pass. This is a bill to create parity in insurance between medical and mental health cover-
age. It covers all group plans and nine diagnoses at full parity, bipolar disorder, major depressive disorder, obsessive
compulsive disorder, paranoid and other psychotic disorders. Schizoaffective disorder, schizophrenia, PTSD, anorexiaj

nervosa and bulimia.

becomes effective July 1, 2008

It also covers all other mental illness diagnoses at financial parity—meaning deductibles, co-insurance factors, co-
payment, maximum out-of-packet as well as annual and lifetime limits must be the same as for physical illnesses.

The other mental illness diagnoses not included in the above have different durational limits, but the minimum benefit

required must provide for 30 combined inpatient and outpatient days per year and 30 office visits a year. This law

Taken from The Mental Health Association in North Carolina—Public Policy Alert—
Ihtt://chosenfast.com/2007/07/12/mental-health-parity-passes-nc-general-assemny/ (thank-you Jennifer)

House Bill1366

A minor-
ity of
emotion-
ally behaviorally troubled teens
are able to find a resource of resil-
ience and turn their lives around.
Several protective factors offer
clues as to which ones cando so.

Narratives of troubled adolescents who
successfully turned their lives around
reveal adaptive skills associated with
resilience, how these skills function,
and how they can be nurtured in resil-
ient children.

Some Troubled Teens Tap Well of Resilience

David Milne

These findings come from a long-term
longitudinal study of high- and low-risk
adolescents conducted by Stuart Hauser,
M.D., Ph.D., a professor of psychiatry at
Harvard Medical School and Joseph Al-
len, Ph.D., a professor in the University

of Virginia's Department of Psychology. A

report of their work, "Overcoming Adver-
sity in Adolescence: Narratives of Resil-
ience," appears in a special issue of Psy-
choanalytic Inquiry, published in Janu-

ary by the Analytic Press. and To investi-

gate why some troubled kids defy the
odds and become emotionally healthy
adults,

The investigators followed 70 adoles-
cent patients on locked psychiatric
wards. All had histories of violence and
self-destructive behaviors including
suicide attempts and drug abuse. All
were in trouble with the law, their
schools, and their families. (For study
methodology, see "Parents, Teens Try
to Heal Wounds.")

Fast forward 12 years. While most still
struggled with their demons, nine of
the group were found to be emotionally
healthy adults leading normal lives.
Continued page 6



RESOURCES

www.ncfamiliesunited.org - NC Families United would like you to visit us at our web site

www.ffcmh.org —This is the website of the Federation of Families for Children's Mental Health. This site is a National Advocacy Organization
or families of children with mental health issues

www.uncg.edu/csr Center for Youth , Family, and Community Partnership’s website

Substance Abuse and Mental Health Services Administration (SAMHSA ...SAMHSA works to improve the quality and availability of substance
abuse prevention, addiction treatment, and mental health services.www.samhsa.gov

\évww.dhhs.state.nc.us/mhddsas/childandfamily/index-new.htm Division of Mental Health, Developmental Disabilities and Substance Abuse
ervices

www.ecac-parentcenter.org This is the website for the Exceptional Children's Assistance Center. The ECAC provides support and information to
families of children birth to 21

www.chass.ncsu.edu/fcmp NC Family-Center Meeting Project - Project that is unifying the approach to serving children, youth and families
through Child and Family Teams cross systems.

http://www.nccollaborative.org/page.php?mode=privateview&pagelD=1 NC Collaborative - The North Carolina State Collaborative for Chil-
dren and Families, through a System of Care framework, provides a forum for collaboration, advocacy and action among)famllles, »
public and private child and family serving agencies and community partners to improve outcomes for all children, youth and families.

To find a treatment center anywhere in the United States.
http://www.findtreatment.samhsa.gov/

Families

Gail M. Cormier

Executive Director

NORTH CAROLINA FAMILIES
UNITED

South Greene Street, Suite 200
Greensboro, NC 27402
336-217-9712
gcormier@triad.rr.com

Powerful Youth
Friends United

Kelly (Jones) Nguyen
Youth Coordinator

kellyenguyen@hotmail.com

HOLD the dates: NC Families United Annual Meeting  10/16/2007, Mebane, NC and SOC Conference December 3 and 4 Winston Salem, NC




Continued Resilient Teens page 5

This pattern held true when they were
interviewed again at age 25.When new
interviewers expressed surprise that such
well-adjusted people were ever in ther-
apy, the researchers decided to undertake
a person-based, follow-back analysis of
the adolescents' multiyear, transcribed
narratives to see if they could predict
which kids turned out to be resilient.
They concentrated on the nine resilient
young people and contrasted their narra-
tives, not with those who did not recover,
but with sociodemographically similar
high school students.

"The overarching goal was to gain a bet-
ter understanding of how resilient devel-
opment unfolds," Hauser told Psychiatric
News. As researchers re-read the narra-
tives, Hauser said they were not expect-
ing to find "successful adaptation" or
competence in the teenagers' narratives
but markers and positive signs of devel-
opment potential.

Such markers are particularly difficult to
spot in adolescence, according to Hauser,
because unruly and deviant behavior
may disguise creative efforts toward self-
understanding. He said that behaviors
that worry parents, caregivers, police,
counselors, and educators are sometimes
a young person's best strategy for sur-
vival. What is seen as negative and even
dangerous behavior can actually be hid-
ing a positive and healthy search for re-
silience.

Three Factors Stand Out

The case studies revealed three protec-
tive factors associated with resilience
that appeared to be crucial. All the resil-
ient individuals exhibited the capac-
ity and confidence to steer their own
lives. They were aware of how their be-
havior had contributed to their lives not
going well. Unlike less adaptable kids
who tended to externalize their problems
and blame others for their misfortune,
the resilient youth assumed responsi-
bility for what happened to them.

All the resilient kids were also ex-
tremely good at reflection. They could
look back on their past and think
about their behavior and what had
happened, perhaps even better than
"normal" kids at that age, according

to Hauser. Typically resilient kids
told compelling stories and kept their
ideas and feelings together. Their
narratives were coherent and
smooth.

Probably the most important
trait, said Hauser, was their abil-
ity to form and maintain relation-
ships. "While most resilience studies
cite relationships as extraordinarily
important in doing well in life, these
kids knew this at a very early age,
and almost all had one or more spe-
cial relationships that helped them
get through their problems," he said.
They didn't randomly form attach-
ments but picked people who could
help them. Many "earned security" by
making good attachments that
helped them over rough spots. What
the successful ones found helpful was
learning to abandon friends, particu-
larly noxious friends such as fellow
addicts, to help them survive.

Other well-established protective
factors in adaptable kids were
tenacity, optimism, and a belief
that life had meaning. Resilient
kids were often doggedly deter-
mined to see things through, had
a healthy curiosity, and were not
afraid to question things.

Treatment Noncompliance Common

One discordant note echoed through the
narratives. Resilient kids were often
noncompliant with treatment. In a
show of independence, most of the
resilient youngsters rejected the hos-
pital's post discharge recommenda-
tions. Instead they went their own
ways and found things that usually
helped them establish constructive
lives.

Hauser believes the strongest practi-
cal message that came out of the
study is for psychiatrists to look for
competence as well as disorder when
seeing troubled kids and teenagers.
He said it is unusual for clinicians to

look closely for competence in trou-
bled youth, because they are under-
standably so often aware of the
adolescent facing serious, often
acute, overwhelming vulnerabilities
and dire circumstances. So they tend to
tune into incompetence more than com-
petence. Yet as vividly displayed within
the narratives of our nine adolescents
who became resilient young adults,
there are many compelling reasons for
mental health practitioners and family
members to search for and do every-
thing possible to encourage teenagers'
strengths—temporarily buried under
the wreckage of a brief life—so they
can begin to grow again and push up-
ward," he said.

From them they learned that quantita-
tive measures alone donot adequately
capture the themes of lifetime trajecto-
ries most predictive of good or bad out-
come. So they created a new technique
for applying narrative analysis to a
longitudinal set of interviews.

Andrew Gerber, M.D., Ph.D., a re-
search fellow in child and adolescent
psychiatry at the New York State Psy-
chiatric Institute, called the resilience
study "rich and thought provoking” and
noted that Hauser and Allen not only
listened to their patients but also went
a step further by listening to their in-
terviewers. He cautioned, however,
that the person-based, follow-back
technique is not meant to replace the
time-honored tradition of developing
quantitative measures to test these
hypotheses in a specific way.

Talk so your
kids will
listen. Listen

so your kids
will talk

Author unknown




Talking with Your Children and Youth

Talk to children from the cradle and establish the lines of communication.

Don’t wait for your child or youth to come to you , begin the conversations early that will protect your child later.
Talk at the level of development that you child understands.

Know the facts and talk about them. Allow for questions and it is ok to say I don’t know.

Have an “Open Door Policy.” “I'm here to help not judge.”

Your youth will learn your values during the talks and watching you model with your behavior.

Listen to hear what your child is saying. If you don’t understand ask for clarification. Don’t try to fix everything.
“Honesty is still the best policy.” It is hard to build a strong foundation on half truths.

Use the natural opportunities to talk to your children and youth. Build on TV shows and other life events to make the
connection between the information and the real world were it is useful.

If it is worth saying once it is worth saying again and again. That’s how we learn.

Modified from: How to Talk to Your Kids About Anything; 10 Tips for talking with kids about tough issues

http://www.talkingwithkids.org/first.html

Notes from the Executive Director
An update on what is happening at North Carolina Families United

Thank you ECAC.

Fall is almost here and you can smell change in the N
air. Change is a great process that brings on new ad-

ventures, chances and excitement. Here at North

Carolina Families United, Inc. we are going through

change. On October 1st. our agency will take a big

leap towards our independence. We are moving from under the safe um-
brella of our incubator agency The Exceptional Children’s Assistance Cen-
ter (ECAC), into forming a partnership with our new fiscal agent The Cen-
ter for Youth, Family and Community Partnerships at UNC-G. The step is
a big one that brings on lots of new possibilities and NC families United's
independence. Independence of our agency is a good thing. This brings us
closer to being recognized across the state and nationally as a strong fam-
ily agency that is self sustainable. It also allows us to be more flexible in
promoting system change in all venues through out North Carolina. The
board, staff and I are looking forward to our new big step.

\

Z)ecemfe'z 5, 2007 7- g pn We do want to recognize the great contribution ECAC has attributed to our
: ; birth, growth and independence. North Carolina needed the nurturing of
Wenstonw Salem, YEC

ECAC to be able to take this giant step out of the nest. NC Families United

. 3 . would like to thank those who have helped at ECAC. We appreciate
Sctolanhips may be available &

ECAC’s support and kindness.
weeded {or the fenot 20 family mem -
W Like most family agencies, NC Families United started as a dream in
&w o W ;a/z z’ég “m{ezme someone’s kitchen. From a dream we are a reality and have grown to be a

formable recognized state family organization that is ready to serve fami-

746 7&(4%@ Denner o W W the lies, youth and children across North Carolina. At this time I would like to

, i , formally unveil our new mission and vision for NC Families United. Our
fenet 50 famdly members to negisten

mission is “Helping children with emotional and behavioral challenges and
W %e /i their families through support, advocacy and system change.” At NC Fami-

lies United, “We envision a world where ALL children are accepted, cher-
M W at 336,2’7, 97]2 ished and connected.” This is our organization’s vision, and this is our chil-
For more cnformation Gail Gouier, ED NE Famlies United

dren’s destiny.
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