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Birth to Five Summary
The incredible amount of brain development during the earliest stages of life creates an
interest for CASA of Santa Cruz to assist with ensuring these vulnerable children get off to the
best start as possible. The focus will always be the child, like it is for children of all ages. Birth
to Five Advocates will support the caregiver in being the best parent they can be and this
will be individualized for each caregiver and child.
The Advocate will be intentionally trained not to focus on building a deep relationship with
the child or become a lifelong friend but rather act as a caring adult who provides the
caregivers and professionals involved an informed picture of the child’s well-being. Our
current goal is to train Advocates to effectively support the important connection
(attachment) between the primary caregiver(s) and the child. Note: this is a new
approach for CASA of Santa Cruz as of January 2016.
The Advocate will take note of the child and caregiver in the home and in multiple settings,
for the purpose of gathering information and providing this data back to the hard-working
professionals involved as well as to Court. Gathered information is not exclusive to:
connection to attachment figures, adaptation, developmental/health growth, mental
health and home/community environment. An Advocate will offer information based upon
the child's chronological age and developmental age, to encourage timely services are
accessed and permanency is achieved.
Birth to Three
As we know, children birth to three are at an extremely vulnerable age, whether in a safe
environment or not, whether they show physical signs of trauma or not. This vulnerability is
due to a complex system of brain growth that is rapidly taking place faster than at any
other stage of human development. This is the most crucial time for consistent, caring, and
loving responses from the adults in their life.
Birth to Three Advocates will not take the child in the community without the caregiver. The
Advocate will be trained regarding attachment, separations, trauma and how they relate
to a child’s development. These Advocates can help ensure that a responsive environment
is being provided that allows for safety, security and well-being. Once a child turns three
years old, the Advocates and their Supervisors will discuss their visits with the caregiver to
ensure the child's needs are met and that safety precautions are understood prior to
leaving the home without the caregiver if that is determined to be a benefit for the child.
An Advocate for a child birth to three can be involved at a frequency and duration that is
in the best interest of the child and agreed upon by the caregiver. An Advocate will be
involved to gather information for the Court and Social Work team; and often, at the
request of the caregivers, an Advocate can be engaged with the caregivers meeting
regularly and providing individual support that helps the child.
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What Children’s Brains Tell Us About Trauma: Invest Early
This column was adapted from oral remarks given by the author, Wendy Smith, an associate dean at the University
of Southern California’s School of Social Work, during a Congressional roundtable sponsored by the National Foster
Youth Institute and the Congressional Caucus on Foster Youth in February.
Advocates, professionals, legislators, families, caregivers and all those who interact with the child welfare
system grapple with the question of when and how resources should be invested at local, state, and national levels,
to most effectively help children and families who may be touched by the foster care system.
If we are serious about helping children, we must ask ourselves with greater urgency: At what point should we begin
to pay attention to families who are at risk?
The vital importance of the early years of children’s lives in setting the stage for their futures cannot be overstated.
To understand why foster care, as critical as it is in some instances, is a less effective intervention than assistance
in advance of removing children from their homes, it will help to know something about stress, trauma and brain
development. Some of what I will describe we know and have known for a long time, and some we didn’t really know
until quite recently, but all has important implications for how we approach child welfare decisions and policies.
Some 415,000 children are in foster care in the U.S. on any given day. As a nation, we know and believe that the
safety of children who are determined to be at imminent risk of neglect or physical, sexual or emotional abuse, and
for whom remaining in their homes poses immediate danger must be protected. Before that moment when a child is
taken from her home and family, a great deal has already happened to all of the people in the family. And a great
deal happens afterward as well.
In the past 10 years, there has been a veritable explosion of research in brain development, trauma and its longterm effects, and the importance of early attachments.
This new knowledge is crucial to the strengthening of families and the protection of children’s development and wellbeing. I want to highlight each of these, but first, let me share some sobering statistics:
Children in foster care are more likely than other children to exhibit high levels of behavioral and emotional
problems. They are more likely to be suspended or expelled from school, to have received mental health services,
and to have a limiting physical, learning or mental health condition. In one study, 60 percent of children aged two
months to two years in foster care were at high risk for a developmental delay.
Things do not improve for youth who age out of care (those who graduate from foster care without being reunited
with their families or adopted): While many are highly resilient, too many have fared poorly. In one study, 38 percent
had emotional problems, half had used illegal drugs and a quarter were involved with the criminal justice system.
Only 48 percent had graduated high school at the time of discharge, compared with 81 percent of their peers . Only
13 percent of foster youth enroll in college (compared with 78 percent of high-income peers, and 55 percent of lowincome peers), and only 2-4 percent of foster youth graduate (compared with 41 percent in the U.S.). From 41 to 60
percent of those who aged out were unemployed, and up to half had received public assistance.
Most critically, nearly 40 percent of foster youth are homeless within 18 months of discharge from foster care. As
adults, those who spent long periods in multiple foster care homes were more likely to be unemployed, homeless,
incarcerated, become early parents, to be dependent on financial assistance and to have chronic health conditions.
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These dismal outcomes for children in our care shame us all. Why should these outcomes be so dire, and the costs
to young lives, and to society, so great?
Let us consider some of what recent research on brain development, attachment, and the effects of toxic stress and
trauma tells us.
Early experiences profoundly affect the development of brain architecture, the foundation for future learning,
behavior and health. The architecture of the brain is constructed over time, beginning before birth and continuing
into adulthood.
It becomes increasingly complex over time, with brain cells (or neurons) proliferating most rapidly during the first
few years, and another period of important changes during adolescence. The majority of brain development occurs
in the first five years; however, throughout life, new connections continue to occur, and connections that are not
used are pruned away.
Brain development is experience dependent; our genes interact with our experiences to shape our brains. Genes
provide a kind of blueprint of circuits, but experience and use determine whether certain capabilities or potentials will
emerge and be firmly established or die away. Experiences of both positive and negative kinds have this shaping
potential.
So, for example, exposure to certain types of stimuli–intellectual, athletic, musical–might set the stage for intellectual
or athletic potentials to be realized—which is why we often see succeeding generations of exceptionally talented
individuals in one family.
In the same way, for infants who are rarely spoken or sung to, language development will be negatively impacted.
The occurrence of abuse or neglect during the first three years can produce changes to important parts of the brain,
sometimes leading to learning difficulties, attention deficits, problems in self-regulation and self-control.
Environment and relationships play an important role: Interaction with parents or other important adults is the
medium or vehicle through which the infant or young child experiences the world and him or herself.
Responsive caregiving is the key ingredient that drives optimal brain development. When caregiver responses are
unreliable, inappropriate or absent, the child’s brain architecture cannot develop as expected, and this can lead to
disparities in learning or behavior.
When parents’ mental health is compromised, when the need to find shelter or addiction to drugs precludes a parent
from attending to a child’s needs or distress, the child is not soothed, and therefore cannot fully develop the capacity
for self-soothing or self-regulation. The lack of ability to self-regulate can set the stage for all kinds of problems,
including the use of substances to self-soothe.
Our brains have neurobiological plasticity, giving us the capacity to change throughout life in response to new
opportunities, both positive and negative. The message here is that what happens before, during, and after
engagement with the child welfare system can make profound differences to the ongoing development of children
and youth.
Stress, toxic stress and trauma frequently, if not always, play a part in the lives of children and families who come to
the attention of child welfare systems. Stress results when demands—either physical or psychological—exceed our
coping resources. It is a normal part of human existence, and an effective stress response is necessary in the face
of daily challenges. It becomes a problem when stress is excessive or when it is not followed by a period of rest and
recovery.
There are three basic categories of stress: positive (brief increases in heart rate and mild elevation of stress
hormones); tolerable (serious, temporary stress responses, buffered by supportive relationships); and toxic
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(prolonged activation of stress response systems in the absence of protective relationships).
An example of toxic stress might be a homeless teen single mother with a colicky infant. These compound stressors
over days or weeks, in the absence of a supportive other, might overwhelm the coping capacities of any young
person; imagine if layered beneath the current difficult situation are experiences of childhood trauma.
The effects of early childhood abuse on the stress response system have been shown to continue into later life.
Research suggests that many of the leading health and social problems have common origins in the enduring
consequences of abuse and related negative experiences during childhood.
The ACE (adverse childhood experiences) study revealed the strong connections between trauma in childhood,
cognitive and social problems, adoption of health risk behaviors, disease, disability and social problems, and, in fact,
premature death.
Attachment plays an important role: The parent or caregiver mediates stress for the child. On a very basic level, think
of an infant who is frightened and dysregulated by a loud noise. Ideally, a responsive adult picks up the child,
providing reassuring contact and soothing, and the infant regains equilibrium.
Repeated cycles of equilibrium, disturbance and timely repair are what help us develop the ability to tolerate stress.
If there is no responsive caregiver to act as a psychobiological regulator, the stress response remains in high gear,
and the infant does not internalize the capacity to self-soothe. These are often the children who can’t manage
themselves on the school yard, seeing threats where there aren’t any, getting into fights, or breaking down when
frustrated.
Trauma is a particular version of toxic stress: high-risk events or situations in which one’s physical or psychological
integrity is threatened (school shooting, gang violence, natural disaster, sudden or violent loss of loved one, physical
or sexual assault). The child feels intense fear, helplessness and horror. Serious incidents of child abuse or neglect
can be composed of one or more trauma events. In situations of abuse or severe neglect, the adult who is the
abuser or psychologically unavailable cannot be turned to as a source of comfort, soothing and recovery.
Trauma can be acute or chronic. Chronic trauma is more likely to lead to negative developmental outcomes.
Reactions to traumatic events vary based on a child’s coping responses and on the relationship between the child
and perpetrator. The neurobiological response to trauma results in increased adrenaline levels and increased
cortisol, the stress hormone.
Chronic abuse leads to overdevelopment of the stress response system (and reduced levels of pleasurable
hormones), preparing a child to cope with negative environments, rather than having the expectations of a good
experience with others. The child’s attention is focused on detecting threats. In the classroom, a child might
experience a teacher’s criticism or correction as a threat to be defended against, or be unable to take in the lesson
because he or she is caught up in worrying about a possible negative reaction from the teacher or other children.
High levels of stress hormones also affect memory, and can interfere with learning in this way as well.
Foster children with histories of chronic abuse may have found themselves, in one placement after another, unable
to make use of the best efforts of concerned caregivers because they have learned at the biological level to remain
on alert.
What does all of this have to do with foster care? How can we best make use of what we now know about stress,
trauma and attachment?
I would suggest that we can do much more to shore up families before they come to the point where children are in
danger and must be removed, and that by doing so, we can substantially improve the lives of children and families at
the same time that we decrease the injuries to them and the ultimate costs to society of our having to take over the
role of parent for so many children.

3/4

We now know, as we didn’t before, that experience and environment have profound effects, not only on social and
psychological behavior, but at the biological level. Now we know that improving the quality of experience and family
environments early in a child’s life will positively affect every domain of functioning.
We all know, from having been children, or having our own, how frightening it might be when a parent is impaired or
absent, or if you couldn’t go home because the rent hadn’t been paid. You might cling all the more tightly to your
parent.
Many of the families of children who come into care are struggling with poverty, homelessness, health or mental
health problems, addiction, or incarceration. The entry into care, while a lifesaver for some families or children, is for
most a traumatic disruption of primary relationships, bringing the loss of parental figures, siblings, home, school—in
short, all that is familiar or predictable.
So, layered atop the underlying problems, which may or may not be addressed, is a series of additional losses,
stressors and problems. Families at risk can benefit from services that address these problems before children are
in danger.
Our investments have typically been greater at the back end—trying to ensure that foster care is as good as it can
be—and that is important, of course. But even if/when foster care is at its best, strengthening that family in advance
of the extreme step of removal of a child sets the stage for more optimal development of the brain, and of the
person.
When a child does not have to be occupied with managing or recovering from the trauma of maltreatment or
removal, that child is much more likely to be healthy, to be able to learn and to grow into a successful member of
society.
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Baby’s Brain Begins Now: Conception to Age 3
The fact that children are affected by their surroundings is too obvious to bear repeating.
Child development specialists have produced decades of research showing that the
environment of a child’s earliest years can have effects that last a lifetime.
Thanks to recent advances in technology, we have a clearer understanding of how these
effects are related to early brain development. Neuroscientists can now identify patterns in
brain activity that appear to be associated with some types of negative early experiences.1
But the long-term effects of early stress, poverty, neglect and maltreatment were well
documented and virtually uncontested years before we could “see” them with brain scanning
tools. So why should we need an understanding of brain development to show us how
important children’s earliest experiences are for their well-being? Isn’t neuroscience just
telling us what we already know?
Actually, there are several reasons why we should pay attention to the evidence provided by
neuroscience. For instance, it may help us learn exactly how experiences affect children.
This knowledge can aid our efforts to help children who are at risk and to undo, where
possible, the effects of early adversity. Additionally, neuroscientists may help us learn when
experiences affect children. If there are specific periods of vulnerability to certain types of
experiences, then understanding these patterns will improve our attempts at intervention.
So far, neuroscience has not found conclusive answers to these questions. However,
dramatic advances continue to be made in the field, and brain research continues to enhance
education and intervention efforts. Accordingly, we have expanded this year’s Brain
Development chapter to include additional information reflecting the latest scientific research.
We begin with a thumbnail sketch of brain anatomy, followed by a closer look at neurons and
synapses, the brain’s communication specialists. We then discuss some unique features of
early brain development and show how they make the first three years of life an especially
critical period. Finally, we present an outline of brain development from conception to three,
linking developmental events to the cognitive and behavioral changes associated with them.

An Overview of Brain Anatomy

The easiest way to get to know the brain is to learn the main structures of the adult brain and
how they relate to its function (Figure 1). It should be kept in mind that the relationship
between brain structure and function is never simple. Although we often hear claims about
the “language area” or “emotion center” of the brain, statements like these are simplifications;
in reality, even the simplest mental activities involve multiple brain regions.
The brain can be divided into three major parts. The brain stem, shaped like a widening stalk,
connects the spinal cord to the upper brain. It controls reflexes and involuntary processes like
breathing and heart rate. Behind the brain stem and below the upper brain is the cerebellum,
which is involved in balance and coordination.
The cerebrum, the largest part of the brain, sits above the brain stem and cerebellum. While
each of the brain’s structures plays an essential role, the cerebrum is the area most involved
in higher processes like memory and learning. The cerebrum’s outer surface is called the
cerebral cortex. Although less than one-fourth of an inch thick (in adulthood), it is where the
brain’s most advanced activities – such as planning and decision-making – take place.
The folds of the cerebral cortex, which give the brain its wrinkled appearance, are an
important feature of the brain’s structure. Appearing during prenatal development, these folds
increase the surface area of the cerebral cortex and allow more of it to be “packed” inside the
skull. The resulting ridges and grooves form a pattern that is essentially the same from
person to person. The ridges are called gyri (singular=gyrus); the grooves are called sulci
(singular=sulcus).

The Human Brain Figure 1
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Source: Adapted from www.educarer.org [2] , 2006.
Scientists use gyri and sulci to divide the cerebral cortex into smaller units called lobes. Each
hemisphere has four lobes. The occipital lobes, at the back of the brain, control vision. The
parietal lobes are associated with bodily sensations like heat, cold, pressure, and pain. The
temporal lobes are involved with hearing, language skills, and social understanding, including
perception of other people’s eyes and faces. The frontal lobes are associated with memory,
abstract thinking, planning, and impulse control. The forward-most section of the frontal lobes
is a distinct area referred to as the prefrontal cortex. This is the last brain area to mature,
undergoing important developmental changes as late as adolescence. The prefrontal cortex
is the location of our most advanced cognitive functions, including attention, motivation, and
goal-directed behavior.2,3,4
Although our advanced cognitive abilities are dependent on the cerebral cortex, it is not the
only part of the brain relevant to child development. The limbic system, located in the inner
brain beneath the cortex, is a collection of small structures involved in more instinctive
behaviors like emotional reactions, stress responses, and reward-seeking behaviors. The
hippocampus is involved in memory formation and spatial learning. The hypothalamus is the
control center for one of the body’s key stress systems, regulating the release of cortisol and
other stress hormones. The amygdala evaluates threats and triggers the body’s stress

response.2,5,6

Neurons and synapses form the wiring of the brain.
The brain processes information by forming networks of specialized nerve cells, called
neurons, which communicate with one another using electrical and chemical signals (Figure
2). These messages are the physical basis of learning and memory.7 A neuron consists of a
cell body and the branch-like structures that extend from it. These include multiple dendrites
and an axon, which may have numerous axon terminals. The cell body is the neuron’s control
center; among other duties, it stores DNA and generates energy used by the cell. The
dendrites receive incoming signals from other neurons, and the axon and its terminal
branches relay outgoing signals to other neurons. Axons are sometimes coated with myelin,
a fatty substance that insulates the axon and increases the efficiency of communication.
Messages are passed between neurons at connections called synapses. The neurons do not
actually touch, however. There is a microscopic gap – the synaptic cleft – between the axon
terminal of one neuron and the dendrite of another. Communication between neurons
involves complex electrical and chemical processes, but its basics can be outlined simply:
When a neuron (let’s call it Neuron A) receives a chemical signal from another neuron,
Neuron A becomes electrically charged in relation to the surrounding fluid outside its
membrane. This charge travels down its axon, away from the cell body, until it reaches the
axon’s end. Waiting here inside the axon terminals are a group of storage sites, called
vesicles, that contain chemicals manufactured and delivered by the cell body. When the
electrical charge arrives at the axon terminal, it causes these vesicles to fuse with the
terminal’s cell membrane, spilling their contents out of the cell and into the synaptic cleft.
As Neuron A returns to its resting state, the molecules it spilled – called neurotransmitters –
make their way across the synaptic cleft to Neuron B’s dendrite. When they arrive, they bind
with receptor sites in the dendrite’s membrane. Each time a neurotransmitter molecule from
Neuron A binds with a receptor on Neuron B, ions from the fluid surrounding the cells enter
Neuron B through the unlocked receptor. As a result, Neuron B develops an electrical charge,
the charge travels down its axon, and the process continues.2

Communication Between Neurons Figure 2
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Source: Adapted from www.educarer.org [2] , 2006.

In the first three years, a child’s brain has up to twice as
many synapses as it will have in adulthood.
Now that we’re a little more familiar with the fundamentals of the brain, let’s take a look at
brain development in children. Between conception and age three, a child’s brain undergoes
an impressive amount of change. At birth, it already has about all of the neurons it will ever
have. It doubles in size in the first year, and by age three it has reached 80 percent of its
adult volume.8,9,10
Even more importantly, synapses are formed at a faster rate during these years than at any
other time. In fact, the brain creates many more of them than it needs: at age two or three,
the brain has up to twice as many synapses as it will have in adulthood (Figure 3). These
surplus connections are gradually eliminated throughout childhood and adolescence, a
process sometimes referred to as blooming and pruning.11

Synapse Density Over Time Figure 3
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Source: Corel, JL. The postnatal development of the human cerebral cortex. Cambridge, MA:
Harvard University Press; 1975.

The organization of a child’s brain is affected by early
experiences.
Why would the brain create more synapses than it needs, only to discard the extras? The
answer lies in the interplay of genetic and environmental factors in brain development.
The early stages of development are strongly affected by genetic factors; for example, genes
direct newly formed neurons to their correct locations in the brain and play a role in how they
interact.12,13 However, although they arrange the basic wiring of the brain, genes do not
design the brain completely.14,15
Instead, genes allow the brain to fine-tune itself according to the input it receives from the
environment. A child’s senses report to the brain about her environment and experiences,
and this input stimulates neural activity. Speech sounds, for example, stimulate activity in
language-related brain regions. If the amount of input increases (if more speech is heard)
synapses between neurons in that area will be activated more often.
Repeated use strengthens a synapse. Synapses that are rarely used remain weak and are
more likely to be eliminated in the pruning process. Synapse strength contributes to the
connectivity and efficiency of the networks that support learning, memory, and other cognitive
abilities.16,17 Therefore, a child’s experiences not only determine what information enters her
brain, but also influence how her brain processes information.

Genes provide a blueprint for the brain, but a child’s

environment and experiences carry out the construction.
The excess of synapses produced by a child’s brain in the first three years makes the brain
especially responsive to external input. During this period, the brain can “capture” experience
more efficiently than it will be able to later, when the pruning of synapses is underway.11 The
brain’s ability to shape itself – called plasticity – lets humans adapt more readily and more
quickly than we could if genes alone determined our wiring.18 The process of blooming and
pruning, far from being wasteful, is actually an efficient way for the brain to achieve optimal
development.

From Conception to Age Three: An Outline of Early Brain
Development
First Trimester

The development of the brain begins in the first few weeks after conception. Most of the
structural features of the brain appear during the embryonic period (about the first 8 weeks
after fertilization); these structures then continue to grow and develop during the fetal period
(the remainder of gestation).19,20
The first key event of brain development is the formation of the neural tube. About two weeks
after conception, the neural plate, a layer of specialized cells in the embryo, begins to slowly
fold over onto itself, eventually forming a tube-shaped structure. The tube gradually closes as
the edges of the plate fuse together; this process is usually complete by four weeks after
conception. The neural tube continues to change, eventually becoming the brain and spinal
cord.20,21
About seven weeks after conception the first neurons and synapses begin to develop in the
spinal cord. These early neural connections allow the fetus to make its first movements,
which can be detected by ultrasound and MRI even though in most cases the mother cannot
feel them. These movements, in turn, provide the brain with sensory input that spurs on its
development. More coordinated movements develop over the next several weeks.22
Second Trimester

Early in the second trimester, gyri and sulci begin to appear on the brain’s surface; by the end
of this trimester, this process is almost complete. The cerebral cortex is growing in thickness
and complexity and synapse formation in this area is beginning.20,21,23
Myelin begins to appear on the axons of some neurons during the second trimester. This
process – called myelination – continues through adolescence. Myelination allows for faster
processing of information: for the brain to achieve the same level of efficiency without
myelination, the spinal cord would have to be three yards in diameter.14
Third Trimester

The early weeks of the third trimester are a transitional period during which the cerebral
cortex begins to assume many duties formerly carried out by the more primitive brainstem.
For example, reflexes such as fetal breathing and responses to external stimuli become more
regular. The cerebral cortex also supports early learning which develops around this
time.24,25
Year One

The remarkable abilities of newborn babies highlight the extent of prenatal brain
development. Newborns can recognize human faces, which they prefer over other objects,
and can even discriminate between happy and sad expressions. At birth, a baby knows her
mother’s voice and may be able to recognize the sounds of stories her mother read to her
while she was still in the womb.26,27
The brain continues to develop at an amazing rate throughout the first year. The cerebellum
triples in size, which appears to be related to the rapid development of motor skills that
occurs during this period. As the visual areas of the cortex grow, the infant’s initially dim and
limited sight develops into full binocular vision.28,29
At about three months, an infant’s power of recognition improves dramatically; this coincides
with significant growth in the hippocampus, the limbic structure related to recognition
memory. Language circuits in the frontal and temporal lobes become consolidated in the first
year, influenced strongly by the language an infant hears. For the first few months, a baby in
an English-speaking home can distinguish between the sounds of a foreign language. She
loses this ability by the end of her first year: the language she hears at home has wired her
brain for English.30,31
Year Two

This year’s most dramatic changes involve the brain’s language areas, which are developing
more synapses and becoming more interconnected. These changes correspond to the
sudden spike in children’s language abilities – sometimes called the vocabulary explosion –
that typically occurs during this period. Often a child’s vocabulary will quadruple between his
first and second birthday.
During the second year, there is a major increase in the rate of myelination, which helps the
brain perform more complex tasks. Higher-order cognitive abilities like self-awareness are
developing: an infant is now more aware of his own emotions and intentions. When he sees
his reflection in a mirror, he now fully recognizes that it is his own. Soon he will begin using
his own name as well as personal pronouns like “I” and “me.”14,28
Year Three

Synaptic density in the prefrontal cortex probably reaches its peak during the third year, up to
200 percent of its adult level. This region also continues to create and strengthen networks
with other areas. As a result, complex cognitive abilities are being improved and
consolidated. At this stage, for example, children are better able to use the past to interpret
present events. They also have more cognitive flexibility and a better understanding of cause
and effect.14,32

The earliest messages that the brain receives have an
enormous impact.
Early brain development is the foundation of human adaptability and resilience, but these
qualities come at a price. Because experiences have such a great potential to affect brain
development, children are especially vulnerable to persistent negative influences during this
period. On the other hand, these early years are a window of opportunity for parents,
caregivers, and communities: positive early experiences have a huge effect on children’s
chances for achievement, success, and happiness.
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Attachment Relationships
The emergence of attachments between infants and primary caregivers is
also considered fundamental to a child’s development (Bowlby, 1969). A
central premise of attachment is that “virtually all infants develop close
emotional bonds, or attachments, to those who regularly care for them in
the early years of life” (National Research Council, 2000, p. 230), and that
these attachments have a significant impact on development. Attachment
relationships are described as “secure” or “insecure” depending on the
nature and consistency of interactions between the child and his primary
caregiver(s). A secure attachment occurs when the child perceives “the
attachment figure as available and responsive when needed” (Cassidy,
1999, p.7) and provides a base from which the child is able to explore his
environment and manage stress.

A secure
attachment
occurs when the
child perceives
“the attachment
figure as
available and

Awareness of the importance of attachment relationships is critical for
parents and caregivers of infants and toddlers. According to attachment
theory, the attachment model established with primary caregivers during
the earliest years becomes the child’s “working model” for the formation
of future relationships (Thompson, 1999). Thus, the nature of a child’s
early relationships has long-lasting implications for relationships, learning,
and development over time.

responsive when
needed”
(Cassidy, 1999,
p.7)

There is evidence that infants develop multiple attachments, typically with
those who are most responsive and interactive with the infant (Cassidy,
1999), and that attachment relationships are specific to the caregiver
(National Research Council, 2000, p. 235). Criteria for the development
of attachment relationships include: “1.) the provision of physical and
emotional care; 2.) continuity or consistency in a child’s life; and 3.)
emotional investment in the child” (Howes, 1999, p. 673). These criteria
indicate that infants may form attachment relationships with caregivers in
child care settings.
The awareness that child care providers may be identified as attachment
figures heightens the importance of the relationship between the child
and the caregiver. Kalmanson & Seligman (1992) state that “relationships
are the organizing focus of all early development” (p. 47). If the
relationship is nurturing and positive, the child will seek out and respond
to the caregiver in ways that further her experience and contribute
positively to her development. If the relationship is consistently harsh and
unpredictable, the child may seek to avoid interactions with her caregiver,
thus restricting opportunities to interact and learn from and through the
relationship.
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Thriving communities depend on the successful development of the people
who live in them, and building the foundations of successful development in
childhood requires responsive relationships and supportive environments.
Beginning shortly after birth, the typical “serve and return” interactions that occur
between young children and the adults who care for them actually affect the formation
of neural connections and the circuitry of the developing brain. Over the next few
months, as babies reach out for greater engagement through cooing, crying, and
facial expressions–and adults “return the serve” by responding with similar vocalizing
and expressiveness–these reciprocal and dynamic exchanges literally shape the
architecture of the developing brain. In contrast, if adult responses are unreliable,
inappropriate, or simply absent, developing brain circuits can be disrupted, and
subsequent learning, behavior, and health can be impaired.

1

Because responsive relationships are both
expected and essential, their absence is a
serious threat to a child’s development and wellbeing. Sensing threat activates biological stress
response systems, and excessive activation of those
systems can have a toxic effect on developing brain
circuitry. When the lack of responsiveness persists,
the adverse effects of toxic stress can compound the
lost opportunities for development associated with
limited or ineffective interaction. This multifaceted
impact of neglect on the developing brain underscores
why it is so harmful in the earliest years of life and
why effective early interventions are likely to pay
significant dividends in better, long-term outcomes

in educational achievement, lifelong health, and
successful parenting of the next generation.

2

Chronic neglect is associated with a wider range
of damage than active abuse, but it receives
less attention in policy and practice. Science tells
us that young children who experience significantly
limited caregiver responsiveness may sustain a range
of adverse physical and mental health consequences
that actually produce more widespread developmental
impairments than overt physical abuse. These can
include cognitive delays, stunting of physical growth,
impairments in executive function and self-regulation
skills, and disruptions of the body’s stress response.

Science Helps to Differentiate Four Types of Unresponsive Care

With more than a half million documented cases in
the U.S. in 2010 alone, neglect accounts for 78% of
all child maltreatment cases nationwide, far more
than physical abuse (17%), sexual abuse (9%), and
psychological abuse (8%) combined. Despite these
compelling findings, child neglect receives far less
public attention than either physical abuse or sexual
exploitation and a lower proportion of mental health
services.

negativity, poor impulse control, and personality
disorders, as well as low levels of enthusiasm,
confidence, and assertiveness.
l is associated with significant risk for learning
difficulties and poor school achievement, including
deficits in executive function and attention
regulation, low IQ scores, poor reading skills, and
low rates of high school graduation.

3

The negative consequences of deprivation and
neglect can be reversed or reduced through
appropriate and timely interventions, but merely
removing a young child from an insufficiently
responsive environment does not guarantee positive
outcomes. Children who experience severe
deprivation typically need therapeutic intervention
and highly supportive care to mitigate the adverse
effects and facilitate recovery.
___________________________________________

Studies on children in a variety of settings show
conclusively that severe deprivation or neglect:

disrupts the ways in which children’s brains
develop and process information, thereby
increasing the risk for attentional, emotional,
cognitive, and behavioral disorders.
l alters the development of biological stressresponse systems, leading to greater risk for anxiety,
depression, cardiovascular problems, and other
chronic health impairments later in life.
l is associated with significant risk for emotional and
interpersonal difficulties, including high levels of
l

4

For more information, see “The Science of Neglect: The
Persistent Absence of Responsive Care Disrupts the
Developing Brain” and the Working Paper series from the
Center on the Developing Child at Harvard University.
www.developingchild.harvard.edu/resources/

IMPLICATIONS FOR POLICY AND PROGRAMS
Science tells us that repeated and persistent periods of prolonged unresponsiveness from primary
caregivers can produce toxic stress, which disrupts brain architecture and stress response systems that,
in turn, can lead to long-term problems in learning, behavior, and both physical and mental health. These
advances in science should inform a fundamental re-examination of our approaches to the identification,
prevention, reduction, and mitigation of neglect and its consequences, particularly in the early years of life.
l

l

The authors
gratefully
acknowledge the
contributions of the
National Governors
Association Center
for Best Practices
and the National
Conference of State
Legislatures.

Address the distinctive needs of children who are experiencing significant neglect. The immediate
circumstances and long-term prospects of neglected children could be enhanced significantly by: (1)
disseminating new scientific findings to child welfare professionals and focusing on the implications
of this evidence for practice; (2) supporting collaboration between child development researchers and
service providers to develop more effective prevention and intervention strategies; (3) coordinating
across policy and service sectors to identify vulnerable children and families as early as possible; and
(4) creating contexts for cooperation among policymakers, family court judges, and practitioners to
improve access to non-stigmatizing, community-based services.
Invest in prevention programs that intervene as early as possible. The earlier in life that neglected
children receive appropriate intervention, the more likely they are to achieve long-term, positive
outcomes and contribute productively to their communities. Key personnel in the primary health
care, child welfare, mental health, and legal systems can work together to assure the earliest
possible identification of families that require preventive assistance as well as children who need
therapeutic intervention. Because child neglect often co-occurs with other family problems (particularly
parental mental health disorders and addictions), specialized services that address a variety of
medical, economic, and social needs in adults present important opportunities to identify and
address neglectful circumstances for young children. Policies and programs that provide preventive
interventions in high-risk situations before the onset of neglect present a particularly compelling goal.

www.developingchild.harvard.edu
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WHAT SCIENCE TELLS US

Tipping the Scale Toward Positive Outcomes
Child development is like a balance scale with two
sides. Experiences that can result in toxic stress, such as
repeated or chronic exposure to violence, poverty, or maltreatment, pile on the negative side of the scale. Positive
influences that can help make significant stress tolerable,
such as supportive relationships, skill-building opportunities, and practice dealing with manageable challenges, tip
the scale the other way. Part of the reason for the variability
in how individual children develop is that their scales can
be loaded and tipped in different ways. Even under highly
adverse conditions, development can proceed in a positive
direction if parents and other caregivers provide consistent
responsiveness, and if communities provide resources and
supports that strengthen families’ capacities and make a
broader environment of protective relationships accessible
to all children.
There is another part of the scale that affects how it
tips, called the fulcrum. As with any scale or seesaw, if a
child’s fulcrum is placed closer to one end than the other, it
becomes harder to tip the scale in that direction. In this representation, the initial placement of the fulcrum represents
individual predispositions, which vary from one child to another. These variations in temperament and innate abilities,
which reflect underlying genetic differences, mean that individual children start with their fulcrums in different places
along the scale. This placement affects how they respond to
the weight of experiences they have—whether minor adversity will tip the child’s scale toward poor outcomes, for example, or whether major therapeutic intervention is needed
to tip the scale toward positive outcomes.
Although the initial placement of the fulcrum has an
early impact on a child’s developmental trajectory, advances in science are now showing us that the position
of the fulcrum is not fixed. To the contrary, the cumulative impacts of life experiences that tip the scale in either
direction can also shift the fulcrum’s location over time.
Stated differently, the continuing accumulation of positive
and negative experiences over time actually influences the
child’s mental and physical constitution—and thus has the
power to slide the fulcrum.
One way to actively move the fulcrum to a position that
makes the scale better able to bear the weight of negative
experiences is to build the capabilities needed to manage
stress. These include the ability to focus attention, solve
problems, plan ahead, adjust to new circumstances, regulate behavior, and control impulses. These skills, many of
which fall within what is called executive function and selfregulation, constitute important building blocks for dealing

WWW.DEVELOPINGCHILD.HARVARD.EDU

When positive experiences outweigh negative
experiences, a child’s “scale” tips toward
positive outcomes.

The initial placement of the fulcrum affects how
easily the scale tips toward positive or negative
outcomes.

Over time, the cumulative impact of positive
life experiences and coping skills can shift the
fulcrum’s position, making it easier to achieve
positive outcomes.

with adversity, and the mastery of these skills can positively reposition the fulcrum. It is important to note that the fulcrum’s
position is never completely locked. However, the brain’s ability
to change decreases with age, making it more difficult to shift
the fulcrum’s location as children get older.
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Developmental Milestones
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Infant

CU E S
B I R T H to 6 M O N T H S

E N GAG E M E N T

D I S E N GAG E M E N T

“I want to be near you.”

“I need something to be different.”

ENGAGEMENT CUE S

D I S E N GAG E M E N T C U E S

•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•

eyes open
looks intently at your face
follows your voice and face
smiles
relaxes face
smooth body movements
feeding sounds
rooting

turns or looks away
pushes away or arches back
cries
coughs
extends fingers with a stiff hand
yawns or falls asleep
grimaces
has a glazed look

CAREGIVER/PARENT RE SPO N S E

CA R EG I V E R / PA R E N T R E S P O N S E

Time to play or feed (if baby shows
hunger cues).

Play detective and follow the cues to
figure out what needs to be different.

Remember, playing is hard work for
baby and baby tires easily.

California WIC Program, California Department of Public Health
This institution is an equal opportunity provider.
HUM AN L ACTATION CENTER

Source : Kelly, Jean F. PhD; Zuckerman, Tracy PsyD; Rosenblatt, Shira PhD.
Promoting First Relationships: A Relationship-Focused Early Intervention Approach. Infants & Young Children.
2008; 21 (4): 285-295.
In collaboration with the UC Davis Human Lactation Center

I NFANT STATE S
B I R T H to 6 M O N T H S

CRYING
• Tears
• Jerky movements
• Color changes

• Muscle tension
• Rapid breathing
• Generally doesn’t respond quickly

I R R I TA B L E

QUIET ALERT
•
•
•
•

Little body movement
Eyes wide open
Steady, regular breathing
Very responsive

• Wants to play and interact
• Requires energy and can
make babies tired

DROWSY
• Variable movement
• Irregular breathing
• Opens and closes eyes

• Tired eyes
• Delayed reaction time

L I G H T S L E E P (ACTIVE SLEEP)
• Some movement
• Irregular breathing
• Facial movement

• Rapid eye movement (REM)
• Easily awakened
and startled

D E E P S L E E P (QUIET SLEEP)
• No body movement
• Regular breathing
• Bursts of sucking

• Not easily
awakened

ING INTE
NSITY

• Sometimes fussy
• Sensitive to body and surroundings
• Common before feeding

INCREAS

• Lots of movement
• Irregular breathing
• Eyes open, but not focused

California
B E H A V I O R
Campaign

Source: Brazelton, TB (1973) Neonatal Behavioral Assessment Scale. Clinics in Developmental Medicine, No. 50.
JP Lippincott, Philadelphia.
In collaboration with the UC Davis Human Lactation Center

Tips for Travel with Children 3-5 Years Old
Things to Consider
 A car seat (as required by law). A car seat may be available from CASA
or you can be reimbursed.
 You may want to put a towel under and around the car seat to protect
your car seat.
 Little children often get hungry/thirsty at the most inconvenient times. It is
possible they me be hungry when you pick them up. Before leaving for a
visit check in with caregiver regarding the routines that have occurred
before the visit so you can be prepared for the child’s needs/behaviors.
 A tote bag containing the following:
o Sunscreen and child’s sunhat
o Moist towellets: toilet paper
o Crayons, coloring book, pencil, paper
o A small rubber ball for playing in the park or beach
o Age appropriate books. You can rotate them from the library at the
CASA house or the public library.
o Snacks like bottled water, gold fish crackers, raisins etc.
o Change of clothing provided by the caregiver.
o First aid kit
o Cash in small bills or quarters
o Emergency numbers for child’s caregivers, doctor and dentist.
 A bathroom intermission: taking the child to the bathroom can be a
challenge when you are out and about, especially if you and the child
are not the same gender. If you come across this challenge let your
supervisor know and you can come up with a game plan for next time.
Local places to use the bathroom:
o The CASA house
o Public Libraries
o Target or local groceries stores such as Nob Hill
o Coffee shops
o The Capitola Mall

*If you need a car seat or booster seat contact your Advocate Supervisor.*

California’s Child Passenger Safety Seat Laws You Need to Know
 SB 929-Current law from 2012: Children who are under 8 years old OR 4’8’’ and under
must be properly secured in the back seat of the vehicle and in an appropriate child
passenger restraint system meeting applicable federal motor vehicle safety standards.
 Children who are 8 years old OR have reached 4’9” in height must be secured by a safety
shoulder and lap belt and sit in the back seat of the vehicle.
 AB 53 (NEW & Starts 1/1/2017 in California): Children who are 2 years old and under,
must be secured in rear-facing child passenger restraint seat in the back seat of the
vehicle, which meets federal standards. Unless the child weighs 40 or more pounds, OR
is 40 or more inches tall.
Info on AB 53: http://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201520160AB53

RECOMMENDED RESOURCES
1. California Highway Patrol (CHP) Car Seat Inspection & Installation By Appointment:
(831) 662-0511, Monday-Friday 8AM-5PM
10395 Soquel Drive, Aptos, CA 95003
2. CHP Proper Seat Installation Online Clips (All Ages):
https://www.chp.ca.gov/ResearchAndPlanningSectionSite/Pages/Child-Safety-SeatVideos.aspx
3. American Academy of Pediatrics Orange County Chapter (Age, Weight, & Height
Guidelines for Car Seats & Booster Seats from birth to age 12 years of age):
http://ockeepkidssafe.org/cps-pdf/The-Right-Seat-English-2010.pdf

The Right Seat

Fits the Child • Fits the Vehicle • Is Used Correctly on Every Trip
Rear Facing
Infant and
Convertible Seats
• Never in front of an airbag
• Rear facing to upper weight
or height limit
• Harness snug at or below
shoulders
• Chest clip at armpit level
• Attach to car with seat belt
or lower anchors
• Add nothing to or behind
harness
• Rear facing 5 times safer
between ages 1 and 2 years

Forward
Facing Seats

Booster
Seats

• Up to 40-65 or 80 pounds

• Until 4’ 9” and 8 -12 years

• Lower anchors to 40-48
pounds

• Always use lap/shoulder
seat belt

• Harness snug at or above
shoulders
• Chest clip at armpit level
• Attach to car with top
tether strap and seat belt or
lower anchors

• Never put shoulder belt
behind back or under arm
• Use highback booster for
vehicle seat without
headrest

• Use a 5-point harness to
upper weight or height limit
of seat

Infant Seat
4-5 lbs to 22-35 lbs

Convertible
Seat
5 lbs to 30-45 lbs

Always read car seat and vehicle manuals for specific directions
Developed by the California Chapter 4 and Indiana Chapter AAP

www.ockeepkidssafe.org
California Chapter 4

Adult-Size
Seat Belts
• Back straight against vehicle
seat, and knees bent at seat
edge
• Shoulder belt across chest,
not neck or throat
• Lap belt low and snug across
upper thighs, not stomach
• Children younger than 13
should always ride in the
back seat

