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Executive Summary  

Background and Methods  

In 2013, the Mat-Su Health Foundation (MSHF) and community partners conducted a Mat-Su Community 

Health Needs Assessment (CHNA).1 As part of the CHNA process, more than 500 Mat-Su residents and 

professionals participated in 23 meetings across the Mat-Su Borough. At the community meetings, participants 

identified the following as the top health and wellness goal for Mat -Su: 

All Mat -Su children are well -cared-for and sa fe. 

This report is in response to the identification of this goal. Information for this report comes from analysis of 

secondary sources such as the U.S. Census, the Behavioral Risk Factor Surveillance System, and other surveys, 

in-depth interviews and meetings with community residents, an extensive literature review, a service gap 

analysis, and a policy and funding inventory and analysis.  

Three Key Components  

There is no one system that focuses solely on promoting resilient families and keeping children safe. Rather, 

each community creates its own system to do this work. In Mat-Su, that system is made up of all people ä 

relatives, neighbors, professionals and organizations that care about and/or work with children and 

parents/caregivers. There are three key components of this system: 

1. Services and programs exist to support children and families. 

2. All sectors in the community have supportive child and family -friendly policies and practices, including 

employers, health-care providers, hospitals, schools, law enforcement, and government. 

3. The community is close-knit and, when necessary, organizes to support children and families. 

Using the Public Health Framework to Support Children and 
Families 

Resilience is a concept that is key in strategizing to support children and families. The most authoritative general 

definition of resilience comes from the American Psychological Association (2014): æThe process of adapting 

well in the face of adversity, trauma, tragedy, threats or even significant sources of stress.ç Exposure to some 

adversity during childhood is normal and necessary for healthy development, but sustained or repeated 

exposure to severe adversity without supportive relationships can be detrimental for children. Research has 

shown strong connections between negative experiences in childhood and adult emotional health, physical 

health, and mortality in the U.S. (Felitti et. al, 1998). 

  

1 The full Mat-Su CHNA can be viewed at 222.healthymatsu.org. 
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As a means of coping with prior trauma or, because of impaired development resulting from trauma, youth and 

adults may adopt high-risk behaviors - such as excessive alcohol consumption or criminal behavior during 

adolescence and adulthood. When individuals who adopt æhigh-risk behaviorsç as a result of the trauma, 

become parents, they are exposing their children to æadverse childhood experiencesç (ACEs). When trauma is 

transferred from one generation of trauma survivors to future generations, it is referred to as the 

æintergenerational transmission of trauma.ç  

While resilience offers an opportunity to diminish the experience of t he long-term exposure to childhood 

adversity, prevention is the first line of action. Safe, stable, nurturing relationships and environments help to 

prevent childhood adversity and to ensure children reach their full potential (Prevention, 2016).   

The public health framework for prevention of child maltreatment includes three levels of services: primary 

prevention, secondary prevention, and tertiary prevention. A comprehensive system of child maltreatment 

prevention will includ e strategies across the three levels of prevention.  

¶ Primary prevention  activities are directed at the whole community and are intended to promote child 

and parent resilience to prevent maltreatment. 

¶ Secondary prevention  activities target families that are under stress and may have increased risk for 

child maltreatment and are designed to decrease the risk of maltreatment.  

¶ Tertiary prevention  activities focus on children and families already impacted by child maltreatment. 

These efforts are meant to reduce harm from exposure to trauma and prevent maltreatment.  

Funding for Community Support of Children and Families  

Services, programs, and local policies are often developed based on state and national policy and funding.  The 

State of Alaska Department of Health and Social Services awards grants that support early intervention and 

prevention, and promote well -being. In all, approximately $7.6 million, or about 13 percent of DHSS grant 

program funding statewide (excluding programs funded to support seniors), is funneled through the Mat -Su 

Borough. Borough residents (excluding seniors age 65+) represent 14 percent of Alaskaés population. Each of 

these residents received the equivalent of $84.90 in behavioral health prevention grant funding. Statewide, the 

average was approximately $86.61 per Alaskan under age 65. 

An analysis of DHSS SFY2015 spending in Mat-Su by level of prevention revealed: 

¶ Primary prevention: 15 percent - $1.2 million 

¶ Secondary prevention: 61 percent - $4.7 million 

¶ Tertiary prevention: 24 percent - $1.8 million  

It is also informative to examine the life stage the funding addresses:  

¶ Prenatal/Preconception: None, although, primary medical care support (such as Medicaid/Denali 

KidCare) for pregnant women is available and may be used to address the behavioral health needs of 

pregnant women. 

¶ Early childhood (0-3 years): 28 percent - $2.2 million 

¶ Childhood (6-10 years): 11 percent - $692,453 
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¶ Adolescence (10-18 years): 13 percent - $771,538 

¶ Adulthood: 41 percent - $2.5 million 

Based on data and findings in this report, the following challenges and recommendations stand out as important 

to address in order to create a system in Mat-Su that keeps children well-cared-for and safe. This section is 

organized around the Strengthening Families Framework for supporting family resilience through a focus on 

five evidence-based protective factors.2 

M AT-SU CHALLENGE: In Mat-Su, some residents are well-connected and can avail themselves of opportunities 

for support that benefit their families and children. These residents with high levels of social support are more 

likely to report positive health status and satisfaction with life. A smaller group of residents do not appear to 

have a robust support system: 

¶ 13 percent of Mat -Su residents report not being comfortable go ing to a neighbor for help in an 

emergency. 

¶ 19 percent of residents say they would be somewhat or very unlikely to ask for help with caring for their 

children, such as someone to watch them for a few hours or pick them up from school. 

¶ 10 percent of residents say they had none or only 1 person they could count on to help them with a 

practical problem, like finding a ride to medical appointment.  

Recommendation 1. Create a community where it is easy for all parents to build supportive relationships with 

other parents, seniors, and other residents. Approaches may include: 

¶ Create a voluntary community-wide peer parent support program for all parents, including those who 

have an open Office of Childrenés Services case or Child in Need of Aid court case 

¶ Increase community gatherings in public spaces to reduce parent and family isolation  

¶ Develop a volunteer hub to connect community members with others in need and organizations with 

needs to increase social connectedness in Mat-Su  

¶ Bring back æCommunity Schoolsç3 

The Strengthening Families Program is a nationally and internationally recognized evidence-based parenting and family strengthening 
program for high -risk and general population families. 

Community Schools is a program that has a coordinator who organizes programming in public schools in the evenings, weekends, and 
during vacations when schools are not normally used. Community schools offer a host of opportunities and supports built on that give 
students and parents tools they need to learn and grow. Offerings can include a broad range of topics.  Examples of programming in Juneau 
and Sitka include youth basketball league, woodworking, family roller skating, Tai Chi, preserving wild meat and parenting proactively.

Protective Factor #1:  

Social Connections  ä Parents need people who care for them and their children, who can be good 

listeners, whom they can turn to for advice and whom they can ask for help in solving problems. These 

people may include supportive family members, friends, neighbors, co-workers, and other community 

members. 
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Recommendation 2. Use community-organizing to identify and unify parent leaders to create community 

driven solutions to family issues. 

M AT-SU CHALLENGE: There is no universal program/process that informs all Mat-Su parents and others about 

child development, teaches parenting skills or helps parents support and teach each other.  At the extreme 

opposite of developmentally appropriate care ä child maltreatment can have huge costs to children throughout 

their lives, as well as to society. In 2015, 248 Mat-Su children had at least one substantiated report of child abuse 

and neglect with an estimated lifetime cost of $55.4 million (this is the sum of short -term and long -term health 

care costs, loss or earnings, child welfare costs, criminal justice costs, and special education costs). The precursor 

to æknowledge of parenting and child development is making an informed decision on whether to be a parent. 

In Mat-Su, 7.1 percent of births in 2015 were æunwantedç and 21.1 percent were to mothers who did not want 

to be pregnant then, wanted to be pregnant later, or never wanted to be pregnant. In 2015, 67 babies were 

born to teenage mothers. 

Recommendation 3. Ensure widespread access to family planning for all Mat-Su residents, including family 

planning imbedded in robus t teen pregnancy prevention efforts.  

Recommendation 4. Support the development of a wide array of parent training classes, support groups and 

other initiatives to educate all parents on the effects of ACEs, resilience, child development and appropriate 

parenting skills. Approaches may include: 

¶ Media campaigns and workplace trainings  

¶ Education efforts for pregnant women on what to expect during their childés first year and where to 

find information on child development and parenting techniques  

¶ Parenting classes and support groups for all parents, including those who are in crisis 

¶ The adoption of Ages and Stages child development questionnaire and teaching approaches for health 

care providers 

Recommendation 5.  Promote affordable, high quality childcare, afterschool care, and home-visiting programs 

that support optimal child development and youth resilience. Approaches may include:  

¶ Improve the child care workforce through training and credentialing  

¶ Support the thread Alaska tracking system for quality care in Mat-Su  

¶ Expand home visiting programs as needed in Mat-Su 

¶ Create therapeutic child care for children who have experienced trauma and/or have behavioral health 

challenges  

Protective Factor #2:   

Knowledge of Parenting and Child Development  ä All parents, guardians, and child-care providers 

have accurate and timely information on child development and age appropriate expectations for 

childrenés behavior. Developing brains need proper nutrition, regular sleep, physical activity, a variety 

of stimulating experiences, and caregivers who respond to their needs in a nurturing way that is 

necessary to form a secure attachment between the child and the adult. 
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¶ Increase afterschool programming with structured opportunities to increase youth re silience 

M AT-SU CHALLENGE: Many Mat-Su parents have experienced ACEs. In 2013-14, 12 percent of Mat-Su adults 

stated that they had experienced two ACEs. A total of 42 percent said they had experienced three or more ACEs. 

If these individuals have not healed from these ACEs, it may be more difficult for them to handle personal 

challenges of their own and of their children. Parents need access to counseling services, substance abuse 

treatment and integrated medical and behavioral health care to care for themselves so they can care for their 

children. In Mat-Su, there are not enough services for parents in terms of substance abuse detox, residential 

care, crisis care and crisis prevention services, family behavioral health programs, and integrated behavioral and 

primary care. Further, many people who are seeking help for themselves and others do not know where to go 

for support and services. 

Recommendation 6. As mentioned in the first two Behavioral Health Scan reports, filling the gaps in the 

behavioral health system and increasing access to information and existing programs through a central resource 

center which is available via phone, internet, and in-person to provide information and referral, and navigation, 

as needed, to parents, relatives and others seeking to support families.  

Recommendation 7.  Ensure support for the æwholeç parent and child in medical settings with integrated 

physical and behavioral health care; trauma-informed practices and policy, and universal screening for trauma 

and referral for social service needs. 

Recommendation 8.  Ensure family-friendly workplaces with work-related stress reduction strategies, parental 

leave, employee assistance programs, flexible and consistent work schedules and an environment for addressing 

behavioral health issues that is stigma-free. 

Recommendation 9.  Implement trauma-informed policies in workplaces, social service agencies, medical care 

providers, and schools to support parents and families who are healing from traumatic experiences. 

Protective Factor #3:  

Parental Resilience  ä Parents are resilient when they can handle personal challenges and those of their 

children, manage adversity, heal from the effects of trauma in their own lives, and thrive, given the 

characteristics and circumstances of their families. Also, by managing stressors, parents are more able 

to provide their children with nurturing attention and a secure emotional attachment ä which is 

important for children to develop their own resilience.  
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M AT-SU CHALLENGE: In Mat-Su, the School Climate and Connectedness Survey assesses social emotional 

competency for students grades 6-12. The index is composed of questions measuring how easy or difficult it is 

for students to do certain social emotional skills. Areas where Mat-Su youth had difficulties include finishing 

tasks that are hard for them (38 percent); setting goals (27 percent); doing schoolwork even when they didnét 

feel like it (46 percent); being prepared for tests (35 percent) and getting through something even whe n they 

felt frustrated (44 percent). 

Recommendation 10. Support universal access to early learning and preschool programs to ensure 

kindergarten readiness around social emotional competency of Mat-Su children (i.e., create more early learning 

slots in Head Start, Early Head Start and MSBSD preschools). 

Recommendation 11. Promote social emotional competency for all Mat -Su school-age children and young 

adults, including those who have experienced trauma. Approaches may include:  

¶ Social emotional learning integrated into curriculum for all ages at school  

¶ Support for homeschool parents with social emotional learning  

¶ Social emotional supports for youth aging out of the foster care system  

¶ A position within the Mat -Su Borough School District that includes the authority to establish system-

wide policies on social emotional competency and implement programs, such as curriculum 

development and teacher assessment. 

Recommendation 12. Fill gaps in the behavioral health continuum of care for children mentioned in Repor ts 1 

and 2 of this Scan, including making counseling available in schools, integrated pediatric primary and behavioral 

health care; and the development of child-crisis care services. 

Protective Factor #4: 

Social and Emotional Competence of Children  ä When a young child has positive interactions with 

others, self-regulates his or her behavior, and effectively communicates his or her feelings, this has a 

positive impact on that childés relationship with family, other adults and peers, and on the childés ability 

to learn in school. When the strengths of adolescents are fostered through the intentional and 

deliberate process of providing supportive relationships, experiences and opportunities, they develop 

into healthy, responsible adults who have the capacity to give back to their community. While social 

emotional learning is important for all children, it is crucial for children who have experienced ACEs that 

may significantly affect their emotional develop ment. 

Protective Factor #5:  

Concrete Supports in Times of Need  ä To thrive, familiesé basic needs must be met. Adequate concrete 

supports, (e.g., housing, income, and transportation) must be in place to provide stability and help for 

families in need. These services should be provided in a way that ensures parentsé dignity and does not 

increase parental stress. Services should help parents identify their assets and strengths, and become 

active participants in negotiating their support system and independe nce.   
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M AT-SU CHALLENGE: Parents in Mat-Su face challenges in raising children that include handling their own health 

and wellness (see parent resilience) as well as providing financially for their households. From 2010-14, there 

were 4,581 single-parent family households in Mat -Su. Children in single-parent households are often more 

likely to experience poverty (female-headed 44.0 percent, male-headed 17.2 percent) as compared to two 

parent households (6.3 percent). Additionally, children are more likely to live in a household accessing public 

assistance headed by a single parent (female-headed 47.5 percent or male-headed 27.2 percent) compared to 

two parent households (15.1 percent). In 2012-13, one in five mothers, or their partners, experienced a cut in 

pay or work hours before their baby was born. Also, one in four mothers of 3-year-old children report that since 

their child was born they have had a lot of bills they could not pay. In the 2014 -15 school year, approximately 

6,151 students (34 percent) were identified as economically disadvantaged, and in 2015/16, 695 students 

experienced homelessness. 

Recommendation 13. Create a more connected, complete network of concrete support service providers who 

leverage efforts to adequately meet the needs of Mat -Su parents. These providers should promote a culture of 

serving families in a way that maintains their dignity and promotes resilience and self -advocacy.  

System-Related Recommendations  

Unlike the recommendations organized by protective factors listed above, the following recommendations 

focus on promoting collaboration between system components through shared data, communication, tracking, 

and reporting to ensure the progress continues. These recommendations are developed in response to research 

conducted for Reports 1-3 of the Behavioral Health Environmental Scan, as well as additional community work 

conducted by Mat -Su Health Foundation. 

Recommendation 14. Adopt a balanced view of prevention, emphasizing health promotion and primary 

prevention, as well as secondary and tertiary prevention. Promote prevention strategies that have proven 

successful in the community so they are accessible to all families and all can benefit from them. 

Recommendation 15 . Promote wellness and resilience data collection. Invest in enhanced development of data 

infrastructure, data management, and data tools, including training for providers, community groups and other 

collaboratives who are collecting and using the data. 

Recommendation 16. Promote policy change in the following areas: 

¶ Address policy challenges that prevent local law enforcement and the Alaska State Troopers from 

sharing child maltreatment data with the Surveillance of Child Abuse and Neglect data tracking system. 

¶ Ensure that parents have continuous Medicaid and insurance coverage, even those who have 

temporarily lost custody of their children. This policy would ensure continuity of behavioral and physical 

health care and support resilience. 

¶ Conduct an assessment and develop a policy/advocacy agenda that creates structural changes in the 

system that is inclusive of homeless youth and young adults, as well as those involved with the foster 

care system, and helps youth to thrive. 
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Recommendation 17. Prepare a full assessment and plan of improvement for the Mat-Su OCS, including tools 

or programs to convert policy into practices (such as trauma-informed approaches) and workforce 

development. Components of this plan should include: 

¶ A more extensive system for all levels of visitation and family contact for families involved with OCS. 

¶ A support program for all personnel who work with child maltreatment c ases to prevent secondary 

trauma and support self-care.  

¶ A Differential Response Program for low-risk families with a report of harm to OCS Services to enhance 

the child welfare system and increase parentsé voluntary engagement in services. 

¶ Peer support groups for parents whose children are in OCS custody. 

¶ Innovative solutions to cross-sector collaboration and information sharing to protect children, and help 

traumatized children heal and thrive. 
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Definitions  

ALLEGATION  

Child abuse statements and/or descriptions by a reporter that consist of one alleged perpetrator, one alleged 

victim, and one of the four types of maltreatment.  (See æMaltreatment,ç below.) 

BEHAVIORAL HEALTH (BH) 

In the context of this analysis, behavioral health (BH) includes mental health and substance abuse. 

INITIAL ASSESSMENT (IA)  

An evaluation of child safety completed for each screened in Protective Service Report (PSR ä see below). The 

Initial Assessment process consists of gathering sufficient information (via face-to-face interviews with the 

alleged victim, family members and collateral contacts) to determine if a child is safe or unsafe and determining 

the finding for each allegation (Substantiated or Not Substantiated). A determination is also made as to whether 

the children and/or other persons involved in the report of alleged maltreatment need services. An IA may 

include multiple PSRs. 

M ALTREATMENT  

An act or omission that results in circumstances in which there is reasonable cause to suspect that a child may 

be a child in need of aid; an injury and/or damage to a childés physical or mental well-being. Alaska divides 

maltreatment into four types: Mental Injury, Neglect, Physical, or Sexual. 

¶ Mental Injury  ä An injury to the emotional well -being or int ellectual or psychological capacity of a child 

as evidenced by an observable and substantial impairment in the childés ability to function. 

¶ Neglect  ä Failure by a caregiver to provide necessary food, care, clothing, shelter, medical attention, or 

education for a child. 

¶ Physical ä As defined in AS 47.10.015, conduct or conditions created by the caregiver resulting in 

physical injury to, physical mistreatment of, or sexual contact with, the child. It also includes æsubstantial 

risk of physical harmç as a negligent act or omission by a childés caregiver that creates a substantial risk 

of physical injury to the child . 

¶ Sexual ä The child has suffered sexual abuse, or is at substantial risk of suffering sexual abuse, because 

of conduct by or conditions created by , the childés caregiver, or by the failure of the caregiver , to 

supervise the child adequately. If the caregiver has actual notice that a person has been convicted of a 

sex offense against a minor within the past 15 years, is registered, or required to regi ster, as a sex 

offender, or is under investigation for a sex offense against a minor, and the caregiver subsequently 

allows a child to be left with that person, this alone may constitute sufficient evidence that the child is 

at substantial risk of being sexually abused. 

PREVENTION  

¶ Health Promotion  ä Activities that take a holistic approach and focus on the whole person, taking 

context into account, and operates from a positive definition of health. Like primary prevention, health 

promotion emphasizes health among the whole population, as well as marginalized groups. Health 
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promotion interventions often address socio -political factors that challenge what is normal in society 

and attempt to provide tools for people to take control over the determinants of the ir health and lives. 

¶ Primary Prevention  ä Prevention activities that are directed at the whole community and are intended 

to prevent maltreatment before it occurs.  

¶ Secondary Prevention  ä Secondary prevention activities target families that have increased risk for 

child maltreatment and are designed to decrease risk of maltreatment occurring. These more targeted 

activities may focus on neighborhoods or key populations that have a high occurrence of risk factors 

associated with child maltreatment. 

¶ Tertiary Pr evention  ä Tertiary prevention activities focus on children and families already impacted by 

child maltreatment. These efforts and are meant to reduce the harm from the trauma and prevent 

maltreatment from happening again in the future.  

PROTECTIVE SERVICE REPORT (PSR)  

A report of child Maltreatme nt. A PSR may contain multiple allegations, each of which consists of one Alleged 

Victim/Alleged Perpetrator/Maltreatment combination.  

SUBSTANTIATED ALLEGATION  

A type of initial assessment disposition which concludes that the allegation of maltreatment , or risk of 

maltreatment , was supported or founded by State law or policy. This is the highest level of finding by OCS. 

TRAUMA - INFORMED CARE  

An approach to care that changes the perspective of providers from æWhatés wrong with you?ç to æWhat 

happened to you?ç The care is delivered in a manner that recognizes the history of trauma of the individual and 

incorporates that history and the presence of trauma symptoms in an approach that addressed the needs of 

the individu al and does not re-traumatize them.   

. 
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Abbreviations  

ACA  Affordable Care Act 

ACS  American Community Survey 

ACEs  Adverse Childhood Experiences 

BEA  Bureau of Economic Analysis 

BH  Behavioral Health 

BRFSS  Behavioral Risk Factor Surveillance System 

CDC  Centers for Disease Control and Prevention 

CHIP  Childrenés Health Insurance Program 

CI  Confidence Interval 

CUBS  Childhood Understanding Behaviors Survey 

DCCED  Alaska Department of Commerce, Community, and Economic Development 

DEED  Alaska Department of Education and Early Development 

DHSS  Alaska Department of Health and Social Services 

DOLWD Alaska Department of Labor and Workforce Development 

EBP  Evidence-Based Programs 

ED  Emergency Department 

EHS  Early Head Start 

EITC  Earned Income Tax Credit 

EPSDT  Early and Periodic Screening, Diagnosis, and Treatment 

FIT  Families in Transition  

FTE  Full-time Equivalent 

HS  Head Start 

MHA   Mental Health America 

MSHF  Mat-Su Health Foundation 

MSBSD  Mat-Su Borough School District 

MSRMC Mat-Su Regional Medical Center 

OCS  Office of Children Services 

PSR  Protective Service Report 

PRAMS  Pregnancy Risk Assessment Monitoring System 
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SAMHSA Substance Abuse and Mental Health Services Administration 

SCAN  Alaska Surveillance of Child Abuse and Neglect Program 

SEL  Social Emotional Learning 

SF  Strengthening Families 

SUD  Substance Use Disorder 

TANF  Temporary Assistance for Needy Families 

WHO  World Health Organization 

YRBS  Youth Risk Behavior Survey  



Mat-Su Behavioral Health Environmental Scan, Report 3  McDowell Group, Inc. · Page 5 

Background  

In 2013, the Mat-Su Health Foundation (MSHF) and community partners conducted a Mat -Su Community 

Health Needs Assessment (CHNA).4 As part of the CHNA process, more than 500 Mat-Su residents and 

professionals participated in 23 meetings across the borough. At the community meetings, participants revealed 

an overwhelming consensus that Mat-Sués greatest health challenges are: 

¶ Alcohol and Substance Abuse 

¶ Children Experiencing Trauma and Violence 

¶ Depression and Suicide 

¶ Domestic Violence and Sexual Assault 

¶ Lack of Access to Behavioral Health (BH) Care 

They identified  the following as the top two health and wellness goals for Mat -Su: 

1. All Mat-Su children are safe and well-cared-for. 

2. All Mat-Su residents are drug free (illegal drugs) and sober, or drink responsibly. 

These goals are fundamental to promoting optimal behavioral health for Mat -Su residents. BH refers to mental 

and emotional health, including the abuse of alcohol, non -prescribed drugs, and illegal substances. Promoting 

optimal BH requires a supportive environment where children live in families without violenc e or substance 

abuse, and with parents who t hemselves are healthy and happy. Promoting optimal BH includes providing 

treatment for substance abuse and/or mental and emotional health challenges. 

To better understand how the BH system functions and what can be done to fix areas that are not working, the 

MSHF, in cooperation with Mat-Sués BH providers, launched a Behavioral Health Environmental Scan (BHES). 

MSHF engaged the following contractors to help complete the BHES: McDowell Group, Western Interstate 

Commission for Higher Education, and Participatory Research Consulting. Additionally, the MSHF hired 

Community Health Fellows, Megan Villwock, MPH, MS, and Nancy Blake to assist with the Scan.  

The Scan consists of three reports: 

1. Part 1 The Crisis Response System5 

2. Part 2 The Behavioral Health System of Care6 

3. Part 3 The Mat-Su System that Keeps Children Well-Cared-For and Safe 

This report describes the Mat-Su support system for children and families and provides recommendations to 

help Mat-Su achieve the goal that all children are well-cared-for and safe. 

The full Mat-Su CHNA can be viewed at 222.healthymatsu.org.
5 Part 1 can be viewed athttp://www.healthymatsu.org/health -resources/health-resources. 
6 Part 2 can be viewed athttp://www.healthymatsu.org/health -resources/health-resources.
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Report Format  

Chapter 1 provides an overview of the driving concepts behind this report: ACEs, resilience, and prevention, as 

well as a description of the system-level perspective on prevention  that this report  uses to promote child safety 

and well-being. Chapter 2 is a detailed assessment of the status of child well-being in Mat -Su. Chapter 3 

summarizes data on the social connectedness of the Mat -Su community. Chapter 4 presents a gap analysis of 

programs, services and community level efforts to support children  and families. Chapter 5 examines funding 

for prevention according to life stage and system level. Chapter 6 examines recommended best practices to 

prevent child abuse and neglect. Chapter 7 proposes recommendations specific to the Mat -Su system that 

promotes well-cared-for and safe children. 

Authorship  

This report is co-authored by McDowell Group, MSHF, and Participatory Research Consulting LLC. MSHF 

compiled and completed chapters 1, 3, and 4, as well as appendices F-G with assistance from Participatory 

Research Consulting LLC. McDowell Group analyzed data and wrote chapters 2, 5, and 6, as well as appendices 

A-E. Additionally, the McDowell Group study team supported chapters 1, 3, and 4 with background r esearch 

and preliminary data analysis. MSHF and McDowell Group co-authored chapter 7, the executive summary and 

the recommendations chapter. 
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Methodology  

Information  for this report  comes from analysis of secondary sources, literature review, service gap analysis, and 

a policy and funding inventory and analysis. Following are descriptions of data sources and methodology. 

Secondary Data Analysis  

Secondary data included a summary of protective and stressor data from the Behavioral Risks Factor Surveillance 

System (BRFSS), Childhood Understanding Behaviors Survey (CUBS), Pregnancy Risk Assessment Monitoring 

System (PRAMS), Youth Risk Behavior Survey (YRBS), Alaska Surveillance of Child Abuse and Neglect Program 

(SCAN) (Office of Children Services data), CCS Early Learning (Head Start Preschool), Alaska Department of 

Education and Early Development (DEED), Mat-Su Borough School District (MSBSD), Alaska Department of 

Health and Social Services (DHSS), American Community Survey (ACS), U.S. Census, and the School Climate and 

Connectedness Survey (SCCS).  

ALASKA SURVEILLANCE OF CHILD ABUSE AND NEGLECT PROGRAM (SCAN) 

The Alaska Surveillance of Child Abuse and Neglect Program (SCAN), located in the State of Alaska Section of 

Womenés, Childrenés, and Family Health, analyzed Office of Children Services (OCS) maltreatment data for 

children ages 0-17 and conveyed it to McDowell Group in summarized form.  

The Office of Childrenés Services investigates allegations of maltreatment and acts upon those allegations that 

are proven to be substantiated. Presented in this study are the number of individual children for whom at least 

one maltreatment allegation was filed. A child with multiple allegations is counted just once. Also presented are 

the number of individual children with at  least one substantiated allegation of maltreatment. Again, children 

are counted once, even if they have multiple substantiated allegations. It is important to note that reported 

allegations may not reflect actual maltreatment experiences and serve only as an indicator of maltreatment. 

Additionally, although some allegations are not substantiated, this does not mean they are without significance. 

Research suggests both substantiated and unsubstantiated maltreatment allegations are associated with 

increased risk for negative behavioral and developmental outcomes.7,8 

Region was determined by the location of maltreatment allegation. Not all allegations were included in the data 

and were removed for various reasons. At the time when an allegation was filed, some had insufficient 

information to locate a child, were created in error, had multiple references on the same incidence, or referred 

the child to another state. Other allegations were removed because of missing information needed to identify 

a child such as date of birth, first or last name, or with an unlikely first or last name (such as baby, child, etc.).  

Prevalence estimates were calculated using Alaska Department of Labor and Workforce Development 

population figures. Included with the prevalence estimates are 95 percent Wald confidence intervals. 

7 Jonson-Reid, M., & Drake, B. (2008). Multi-Sector Longitudinal Administrative Databases: An Indispensable Tool for Evidence-Based 
Policy for Maltreated Children and Their Families. Child Maltreatment , 13(4), 392ä399. http://doi.org/10.1177/1077559508320058 
8 Hussey, J. M., FAU, M. J., FAU, E. D., FAU, K. E., FAU, L. A., Dubowitz H FAU - Kotch, Jonathan, B., et al. (1027). Defining maltreatment 
according to substantiation: Distinction without a difference? Child Abuse Negl, 29(5), 461-77.
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BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM 

The Behavioral Risk Factor Surveillance System (BRFSS) is a national system of health-related telephone surveys 

that collect state data about U.S. residents regarding their health-related risk behaviors, chronic health 

conditions, and use of preventive services. In 2013, as a new component of BRFSS, Alaska began surveying for 

Adverse Childhood Experiences (ACEs) among adults ages 18 and older. The BRFSS survey asked 15 ACEs-

related questions.  

This analysis combined data from 2013 and 2014 to create a larger sample of responses and meaningful 

demographic breakouts. Throughout this report, the questions for ACEs have been shortened to phrases of one 

to a few words. Appendix D contains a detailed list of the questions.  

CHILDHOOD UNDERSTANDING BEHAVIORS SURVEY (CUBS) 

The Childhood Understanding Behaviors Survey (CUBS) surveys all mothers of 3-year-old children who 

answered the PRAMS survey and still live in Alaska. CUBS information assists community and state programs 

aimed at improving early childhood. CUBS collects information, by mail or phone, related to toddler behavior, 

parenting behaviors, health care utilization and access, safety, child development, and school readiness. In this 

report, the data combines all years for the CUBS Phase 4 survey 2012-2014. 

PREGNANCY RISK ASSESSMENT M ONITORING SYSTEM (PRAMS) 

The Pregnancy Risk Assessment Monitoring System (PRAMS) surveys mothers of newborns based upon a 

stratified random sample from Alaska birth records. PRAMS collects information to assist community and state 

programs aimed at improving the health of mothers and infants. The survey collects information , by mail or 

phone, on a range of topics including attitudes about the m ost recent pregnancy, content of prenatal care, 

health insurance, alcohol, tobacco, and drug use, interpersonal violence, stressors, oral health, and others. In 

this report, the data reported includes combined years of 2012 and 2013. 

YOUTH RISK BEHAVIOR SURVEY (YRBS) 

The Youth Risk Behavior Survey (YRBS) surveys middle and high school students in the classroom in grades 9 

through 12 regarding behaviors in the following six areas: 

1. Unintentional and intentional injuries  

2. Tobacco use 

3. Alcohol and other drug use 

4. Interpersonal relationships  

5. Diet 

6. Physical activity 

The survey collects data every other year and provides population-level information on adolescent and early 

adulthood behaviors for use in program and policy planning. The data collects information from t raditional, 

alternative, and correctional high schools. In the Mat-Su, the alternative high schools include American Charter 

Academy, Burchell High School, Mat-Su Day School, and Valley Pathways. The Mat-Su traditional high schools 

include Alaska Middle College School, Colony High School, Houston Middle School, Mat-Su Career & Technical 

Education High School, Palmer High School, Susitna Valley High, and Wasilla High School. This report displays 
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the Mat -Su traditional and alternative high school results. While Mat-Su participates in the middle school survey, 

the 2015 data was not available at the time of this report. 

Technical Notes  

Throughout the report, the confidence intervals and margin o f errors are reported at the 95 percent confidence 

interval unless otherwise noted. 

In efforts to summarize the data into user-friendly tables for the public, symbols were used to quickly summarize 

the data within context of meaningful comparisons. For those interested in the statistical comparisons and 

validity of the com parisons, the appendices contain detailed percentages, confidence intervals, number of 

question respondents, and estimated numbers. While the symbols summarize the data at a high-level, it is 

statistically possible that there is not  a true difference and we encourage interested readers to reference the 

detailed tables in the appendix. 

Literature Review  

The study team reviewed literature covering evidence-based models for preventive systems relevant to the Mat -

Su Borough. A bibliography of the literature rev iewed may be found in the References chapter. 

Gap Analysis 

Data for the Gap Analysis was collected from websites, resource guides, reports on statewide, regional, and local 

services, as well as from email, phone, and in-person conversations with Mat-Su child and family service 

providers.  Additionally, some data was collected from in-depth interviews with local behavioral health service 

providers that were conducted for the first and second reports in the Mat -Su Behavioral Health Environmental 

Scan.   

Social Connectedness Analysis  

The data for measures of social connectedness in Mat-Su comes from the 2016 Household Survey, and in-depth 

interviews with Mat -Su residents conducted in 2014. 

2016  HOUSEHOLD SURVEY 

The Mat-Su Health Foundation (MSHF) contracted with McDowell Group to conduct a survey of households in 

the Mat-Su Borough as part of its 2016 Mat-Su Borough Community Health Needs Assessment. The purpose 

of the survey was to capture perceptions of individual and community health, information about health  needs 

and priorities that was not available from secondary data sources, social connectivity, and relationships with the 

natural environment. The telephone survey of 700 Mat-Su households included both land-lines and cellphones. 

The survey was designed with input from the MSHF, Strategies Solutions Inc., Identity Inc., Chickaloon Tribal 

Council, Mat-Su Mental Health Services, and other service providers in the Mat-Su. McDowell Group conducted 

a Community Health Needs Assessment Household Survey in 2012; several questions asked in this survey were 

repeated to benchmark response trends. 
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The sample was designed to yield results representative of the Mat-Su population and permit sub -group 

analysis. The maximum margin of error at the 95 percent confidence level is +/ - 3.6 percent for the full sample. 

As the sample size decreases among sub-samples (such as age group, household income levels, gender, etc.), 

the potential margin of error increases.  

The survey results were weighted for age and gender to provide a highly representative sample of borough 

households. Responses were analyzed by household location, gender, household income, educational 

attainment, perceptions of health status and quality of life, employment status, health insurance coverage, 

household size, children in the household, and ethnicity/race.  

M AT-SU IN-DEPTH RESIDENT INTERVIEWS 

In the summer of 2014, a community health fellow from MSHF conducted 59 in-depth telephone interviews 

with Mat -Su residents. The health fellow recruited residents using a convenience sampling design through social 

media and fliers distributed throughout the b orough and handed out by BH providers. She tried to ensure that 

the sample was representative by recruiting individuals from a variety of demographic groupsåparents, 

veterans, different ethnicities/races; the gay, lesbian, bisexual, transsexual, and queer community (LGBTQ); and 

behavioral health patients. Participants were promised anonymity and received a $25 gift card. The interviews 

were composed of open-ended questions and lasted approximately 20 minutes. Questions focused on 

perceptions of the services and supports that are available in Mat-Su for residents with behavioral health issues 

and children and families.  The data was analyzed using NVIVI qualitative analysis software. 

Policy Implications  Analysis  

Based on literature review and review of international, U.S. and Alaska policies, an assessment of policy 

approaches was summarized. 

State Funding  Analysis 

State fiscal year 2015 funding data for individual progra ms offered in the Mat -Su was obtained from the Alaska 

departments of Health and Social Services, Education and Early Development, Labor and Workforce 

Development, and Public Safety.  
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Chapter 1: A  System that Keeps Children   
Well -Cared for and Safe  

There is no one system that focuses solely on promoting resilient families and protecting children. Rather, each 

community creates their own system to do this work. In Mat -Su, that system is made up of all people, 

professionals, and organizations who care about and work with children and parents/caregivers. 

To be successful, this system must focus equally on working with children and parents. This is because parents 

must have access to the resources, skills, education, and support they need to create the optimal environment 

in which to raise a child. Children are more likely to develop into healthy adults when they have safe, stable, and 

nurturing relationships and environments.  A two-generation approach helps to ensure that both children and 

parentsé needs are met, and helps to create safe, connected, and resilient families.  

This approach to creating a system out of a communityés existing resources has three major components (See 

the figure below ). First, all sectors support children and families and help to create a community where it is easy 

for families to care for their children and keep them safe. The different sectors in a community also understand, 

recognize, and respond to the effects of all types of trauma experienced by children and their parents. The 

common sectors that touch all children and families are business, health care, child care, education, government, 

and law enforcement. Additionally, there are sectors that are involved during a family crisis such as the Office 

of Childrenés Services, the Judicial System, and programs that offer concrete support during times of need. The 

second component is a community that organizes around the needs of children and families and provides social 

connection and support. This type of community organizing and cross-sector collaboration can actually 

decrease child maltreatment and promote positive results for children and families. Additionally, communities 

that are tightly connected and offer residents many options for social connection help to prevent maltreatment 

and support the health and wellness of all residents. Finally, the third component is specific programs and 

services that exist, and are coordinated to meet the needs of children and families. These programs include 

services such as child care, education, and medical care that are used by all families, as well as services that aid, 

when a crisis or trauma occurs.  

Figure 1. Three Key Ingredients to Create a Community that keeps Children Well -Cared-For and Safe  
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When Children Are No t Well -Cared-For and Safe  

All children deserve to be safe and well-cared-for; however, we know that this doesnét always occur. For some 

children, household dysfunction, or outside influences, such as predation at the hands of a stranger, negatively 

impact the safety and well-being of a child. In this report , we will outline the ways that prevention can occur at 

the level of the individual, child, family, system, and across the community and throughout the lifespan to help 

create connected, resilient families and safe children.  

Trauma 

æThe future of any society depends on its ability to foster the healthy development of the next generation.ç 

(Center on the Developing Child, n.d.). Healthy child development includes learning how to cope with adversity. 

However, extensive research has shown that the experience of chronic, strong or frequent adversity can have a 

cumulative effect on a childés development that can last throughout the childés life. The potential sequelae that 

can occur through the lifespan because of those childhood adversities are so diverse, and well-documented, 

that the Centers for Disease Control and Prevention have identified child abuse and neglect as significant public 

health problems in the United States (Prevention, 2016). 

Too often, trauma in childhood occurs through the experience of child maltreatment. In the State of Alaska, 

child maltreatment is æan act or omission that results in circumstances in which there is reasonable cause to 

suspect that a child may be a child in need of aid; an injury and/or damage to a childés physical or mental well-

being.ç Alaska State statutes divide maltreatment into four types: Mental Injury, Neglect, Physical, or Sexual. 

¶ Mental Injury  ä An injury to t he emotional well-being or intellectual or psychological capacity of a child 

as evidenced by an observable and substantial impairment in the childés ability to function. 

¶ Neglect  ä Failure by a caregiver to provide necessary food, care, clothing, shelter, medical attention, or 

education for a child . 

¶ Physical ä As defined in AS 47.10.015, conduct or conditions created by the caregiver resulting in 

physical injury to, physical mistreatment of, or sexual contact with, the child. It also includes æsubstantial 

risk of physical harmç as a negligent act or omission by a childés caregiver that creates a substantial risk 

of physical injury to the child . 

¶ Sexual ä The child has suffered sexual abuse, or is at substantial risk of suffering sexual abuse, because 

of conduct by, or conditions created by, the childés caregiver, or by the failure of the caregiver to 

supervise the child adequately. If the caregiver has actual notice that a person has been convicted of a 

sex offense against a minor within the past 15 years, is registered or required to register as a sex 

offender, or is under investigation for a sex offense against a minor, and the caregiver subsequently 

allows a child to be left with that person, this alone may constitute sufficient evidence that the child is 

at substantial risk of being sexually abused. 
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Overview of Adverse Childhood Experiences (ACEs)  

The ACEs Study represented a significant shift in understanding the relationship between adult health status 

and childhood experiences. The study revealed a powerful correlation between negative experiences in 

childhood and adult emotional health, physical health, and mortality in the U.S. (Felitti et. al, 1998). Exposure to 

some adversity during childhood is normal and necessary for healthy development, but sustained or repeated 

exposure to severe adversity without supportive relationships can be detrimental for children. ACEs may harm 

childrenés brains and bodies so profoundly that the effects persist throughout the childés life and are passed on 

to the next generation. 

In the ACEs study, the authors identified a dose response relationship between the number of ACEs a child 

experienced and the likelihood of negative life experiences as an adult, such that more ACEs were associated 

with increased risk. People who experience four or more ACEs during childhood have an elevated risk for 

numerous health issues, including alcoholism, drug abuse, depression, suicide, and early death (Felitti et al., 

1998). 

Original surveys of ACEs measured 10 types of adversities experienced by children under age 18. These 

adversities happen in the household or to the individual child.  

HOUSEHOLD DYSFUNCTION 

¶ Household member with mental illness 

¶ Incarcerated household member 

¶ Divorced or separated parents 

¶ Witnessing domestic violence 

¶ Household member addicted to substances 

CHILD ABUSE AND NEGLECT 

¶ Physical neglect 

¶ Emotional neglect 

¶ Physical abuse 

¶ Sexual abuse 

¶ Emotional abuse 

Many researchers now track other types of adversity as well, such as bullying and extreme poverty. Adversities 

experienced by communities and cultures ä such as natural disasters, suicide, and historical/cultural trauma ä 

also harm children. Researchers have found that ACEs tend to cluster together: if a person has experienced one 

ACE, he or she has an 80 percent chance of having experienced another ACE (Felitti et. al, 1998).  

Toxic Stress 

When children are exposed to ongoing adversity they experience toxic stress. Experiencing toxic stress during 

childhood can set an individual on an altered developmental pathway and can have negative consequences at 

various life stages. Unlike manageable stress, toxic stress can disrupt normal brain development and can lead 

to life -long physical, emotional, cognitive, social, and genetic impacts. Toxic stress can also alter 
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neurodevelopment, which, in turn, can restrict social, cognitive, and emotional development. Exposure to 

adversity can also weaken a childés organ systems leading to illness, chronic disease and early death. Finally, 

toxic stress can have epigenetic effects. Exposure to toxic stress can alter how childrenés DNA is expressed, and 

these changes are passed on to the next generation. 

Intergenerational Transmission of Trauma  

As a means of coping with prior trauma or because of impaired development resulting from trauma, some 

individuals who experience toxic stress as children adopt high-risk behaviors during adolescence and adulthood.  

When individuals who adopt high -risk behaviors because of the trauma, such as excessive alcohol consumption 

or criminal behavior, have children, they are exposing their children to ACEs. When trauma is transferred from 

one generation of trauma survivors to future generations , it is referred to as the intergenerational transmission 

of trauma.  

Figure 2. Intergenerational Effe cts of ACEs 

Adverse Childhold Experiences  Increased Risk Intergenerational Effects  
 

Dysregulation ACEs for the next generation  

 Alcohol, tobacco, drugs ¶ Abuse or neglect 

Abuse or Neglect  Mental health problems  ¶ Household dysfunction  

 Adult incarceration  

Household Dysfunction  Divorce 
ACEs Health Effects and   

Other Factors  

 Homelessness  

 Disability ¶ Poverty 

 Low education levels ¶ Homelessness 

 Unemployment  ¶ Parent with chronic disease 
 

On-the-job injury or illness ¶ Social isolation 

Source: Self-healing Communities: A Transformational Process Model for Improving Intergenerational Health (2016). 

Resilience 

Not every individual who experiences great adversity and toxic stress as a child will experience negative 

consequences from those experiences. Resilience, the ability to overcome adversity, is the key factor to 

understanding how the effect of adversity can be mitigated (Harvard University, 2016). Research over the last 

few decades has led to an evolving definition of resilience. The most authoritative general definition of resilience 

comes from the American Psychological Association (2014):  

æThe process of adapting well in the face of adversity, trauma, tragedy, threats or even significant sources of 

stress.ç  There is also general agreement that resilience is not èpresent or absent,é but exists in a continuum, 

requires reinforcement through time, and is accumulated across social domains through a process of interaction 

between biological, psychological, social and cultural factors.  

æResilience may therefore change over time as a function of development and oneés interaction in the 

environmentÞ Each of the (environmental) contexts (peer, family, school, neighborhoods and communities) may 

be more or less resilient in their own right and, therefore, more or less capable of supporting the individual.ç  
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The three major components of resilience include: 

1. Mindfulness and hope 

2. Attachment and belonging  

3. Capability 

Figure 3. Three Major Components of Resilience  

Mindfulness and Hope  Attachment and Belonging  Capability  

¶ Faith, hope, and sense of 
meaning 

¶ Bonds with parents and/or 
caregivers 

¶ Intellectual & employable skills  

¶ Engagement with effective 
organizations (schools, work, 
social groups) 

¶ Positive relationships with 
competent and nurturing adults  

¶ Self-regulation  

¶ Executive thinking 

¶ Flexible thinking 

¶ Cultures providing positive 
standards, expectations, rituals, 
relationships & supports  

¶ Friends or romantic partners who 
provide a sense of security and 
belonging  

¶ Ability to direct & control 
attention, emotion, and behavior  

¶ Networks of support/services & 
opportunities to help others  

 ¶ Efficacy 

Resilience in Children  

All children are born with the ability to build resilience. Both outside supports and inner strengths a re needed 

to assist children with this development. For example, children need both caring relationships, role models, and 

a positive outlook to build resilience  (Best Start, 2015). Helping children to build resilience will hel p them to 

manage stress, however, it does not mean they wonét experience distress because of the adversity (American 

Psychological Association, 2016).   

The evidence suggests that children with higher resilience are better able to cope with subsequent trauma, thus 

reducing the likelihood of brain damage occurring because of toxic stress. Less well-known is whether 

interventions to increase resilience, like mindfulness practices, may reverse cumulative brain damage, at least in 

part.  

Recent research studies (Lazar) using brain scans, provide hopeful results of increasing resilience leading to the 

following improvements:  

¶ The amygdala, the èfight or flighté part of the brain important for anxiety, fear and stress, got smaller. 

¶ The left hippocampus, which assists in learning, cognition and emotional regulation, got larger . 

¶ Changes in grey matter concentrations occurred. 

Parental Resilience  

Being a parent can be stressful. Parental stress can result from issues related to the child, e.g., a crying baby or 

child with a chronic medical condition, as well as individual factors, e.g., parental experience of childhood trauma 

or substance abuse.  While some stresses parents experience can be fixed, such as having a family member 

watch the crying child so the parent can take a break, other parental stress requires resilience to overcome. 

Parents demonstrate resilience when they can positively address personal and family challenges, overcome the 

effects of their personal trauma, manage difficulties, and flourish within the unique environment of their family. 

Parents often call forth their inner strength to proactively meet personal challenges and those in relation to 
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their child, manage adversities, heal the effects of trauma and thrive given the unique characteristics and 

circumstances of their family (Center for the Study of Social Policy, 2013).  

All families and parents experience stress.  Parental resilience in the face of stress can be more impactful on the 

lives of parents and their children than the experience of stress, making parental resilience an important process 

for all parents.  Given the importance of parental resilience, it is important to note that resilience can be built 

throughout the lifespa n. A key to building parental resilience is the establishment of positive social connections 

with other people who can provide emotional, informational, and concrete support (Center for the Study of 

Social Policy, 2013). 

Strengthening Families Framework  

Strengthening Families (SF) is a framework for supporting family resilience through a focus on five evidence- 

based protective factors. Protective factors, according to the Center for the Study of Social Policy, are, 

æconditions or attributes of individuals, families, communities, or the larger society that mitigate or eliminate 

riskç (Center for the Study of Social Policy, 2013). SF focuses on the following five protective factors that research 

shows can reduce risk for children and families.  

¶ Parental Resilience - Parents develop problem-solving skills, build trusting relationships and know how 

to ask for help when necessary.  

¶ Social Connections - Parents have sustaining, trusting relationships that provide parenting support, 

emotional support, and concrete supports in times of need.  

¶ Concrete Supports in Times of Need - To thrive, familiesé basic needs must be met. Adequate concrete 

supports, e.g., access to substance abuse services or transportation, must be in place to provide stability 

and help for families in need.  

¶ Knowledge of Parenting and Child Development - Accurate and timely information on child 

development and appropriate expectations for childrenés behavior based on their age is effective at 

helping parents promote healthy child development.  

¶ Social and Emotional Competence of Children - When a child has positive interactions with others, self-

regulates his or her behavior, and effectively communicates his or her feelings, this has a positive impact 

on that childés relationship with family, other adults and peers.  

Family serving organizations across the country are using SF to help build protective factors with the families 

they serve. Additionally, individual states agencies and communities use SF to benefit all families through 

alignment of services that serve families and children. The use of SF in a community, then, can build on the 

strengths of existing programs and systems as well as building on the strength of individual f amilies.   

Community Resilience  

Resilience, is not only an attribute that can be acquired by an individual, it can also be a characteristic of a 

community. There are cultural beliefs and practices that can be found in families, schools, neighborhoods, 

businesses, health care agencies and the community in general that can support individuals and buffer or 
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moderate the impact of ACEs by helping individuals avoid and successfully work through traumatic experiences. 

These practices create interaction between children, parents, and others that provide them with a meaningful 

connection to the larger world and su pport them. A community that increases its capacity to define and solve 

current problems and generates new cultural norms that are supportive of improving the positive aspirations 

of their children and parents is termed a æSelf-healing Communityç (Porter, Martin, & Anda, 2016). This type of 

community can prevent child maltreatment and the occurrence of ACEs by providing support t o families when 

they are in times of high stress, and help parents heal from ACEs, thus creating a nurturing environment in which 

to raise their children.   

The Self-Healing Communities Model (SHCM) is a process model focused on building the capacity of a 

community to solve the problems identified by community members. In part, children and families build 

resilience through access to supports, both at the systems and social levels, that are appropriate to their needs 

and cultures. Through planned systemic interventions, communities and service providers can create 

environmental conditions to help families and children thrive (Ungar, 2007). 

Family, community and culture can all positively impact the lives of community members. The SHCM encourages 

public engagement, inspired innovation, and peer supports to help build up parental resilience and improve 

outcomes for families. This requires a shift in how we view social problems and solutions. SHCM helps 

community members generate new cultural norms that reflect the goals and values community members have 

for their children (Porter, Martin, & Anda, 2016). It also requires a change in how communities invest in 

community health and the promotion of healthy fa milies. Across systems and cultures partners must share 

resources, values, and a commitment to creating a community that is designed to support all community 

members in increasing their resilience.  

A new culture develops in the community that encourages people to come together to increase the number of 

supportive relationships they have and work with each other to understand the problems facing the community. 

Resident leaders arise and organize collaborative efforts to develop innovative solutions that can impact social 

and health equity for all residents. Porter, et al. state that through this approach the existing programs and 

strategies for dealing with problems become more aligned with community needs and the ways residents relate 

and interact with each other. When community residents work together to solve problems, a sense of excitement 

and self-determination results that can fuel more collaboration and efforts. For more on the SHCM, see 

(Appendix F). 

Prevention of ACEs, Toxic Stress, and Intergenerati onal 
Transmission of Trauma  

While resilience offers an opportunity to diminish the experience of the long -term consequences of childhood 

adversity, prevention of childhood adversity is the first line of action. Safe, stable, nurturing relationships and 

environments help to prevent childhood adversity and to ensure children reach their full potential  (Prevention, 

2016). Communities invested in the healthy development of the next generation can come together to create 

the social systems and services needed to create those environments.  

Historically, child abuse and neglect prevention focused heavily on the individual and family dynamics 

(Zimmerman & Mercy, 2010). Recent recognition that many of our most serious health concerns as a society 
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can be linked to early childhood experiences of trauma have encouraged a shift in how we view prevention in 

this area. Now there is an understanding that preventing trauma in childhood can help move many population 

health indicators, and the use of a public health framework for child maltreatment prevention has become 

common (Child Welfare Information Gateway, n.d.). This shift has included a move to a wider range of strategies 

that include not only program implementatio n but also policy changes, engaging individuals from 

nontraditional partner systems (e.g., faith groups, community leaders, and health care providers), and 

community education. The public health framework for child maltreatment prevention includes three le vels of 

services: primary prevention, secondary prevention and tertiary prevention. A comprehensive system of child 

maltreatment prevention will include strategies across the three levels of prevention. Following is a framework 

of prevention that may be ap plied to the Mat -Su support system. 

The public health framework for prevention includes three levels - primary prevention, secondary prevention 

and tertiary prevention  - preceded by health promotion . A comprehensive system of ACEs prevention will 

include strategies across all levels.  

Health Promotion  

Health promotion takes a holistic approach and focuses on the whole person, taking context into account, and 

operates from a positive definition of health. Like primary prevention, health promotion emphasizes health 

among the whole population, as well as marginalized groups. Health promotion interventions often address 

socio-political factors that challenge what i s normal in society and attempt to provide tools for people to take 

control over the determinants o f their health and lives (Tengland, 2010). Examples of health promotion could 

include public service campaigns for bike safety or use of parks. In practice, health promotion can be difficult 

to distinguish from primary prevent ion. As primary prevention and health promotion strategies for promoting 

resilient families and safe, well-cared-for children may be quite similar, the term primary prevention will be used 

to describe strategies that would fall into both categories.  

Prima ry Prevention  

Primary prevention activities are directed at the whole community and are intended to prevent maltreatment 

before it occurs and promote child and parent resilience. Activities and information are available to all members 

of the community and  any community member can access services. Primary prevention efforts seek to raise 

awareness of the issue among parents and service providers as well as decision-makers. 

Primary prevention activities may include: 

¶ A media campaign educating the community o n developmental stages of young children 

¶ A toll -free resource line linking parents to information on parenting support services  

¶ Universal home visiting for all infants born at a local hospital 

Secondary Prevention  

Secondary prevention activities target families that are under stress and may have increased risk for child 

maltreatment and are designed to decrease the risk of maltreatment occurring. These more targeted activities 
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may focus on neighborhoods, or key populations, that have a high occurrence of stress and risk factors 

associated with child maltreatment. Secondary prevention activities may include: 

¶ Parent education programs focusing on parents in a substance abuse treatment program 

¶ Parent support groups for parents of children with special needs 

¶ Home visiting programs for teen parents 

¶ Programs that help families met their basic needs such as housing, food security, and income assistance 

Tertiary Prevention  

Tertiary prevention activities focus on children and families already impacted by child maltreatment. These 

efforts and are meant to reduce the harm from the trauma and prevent maltreatment from happening again in 

the future. Tertiary prevention activities may include: 

¶ A Safe Babies Court serving families with children ages 0 ä 36 months.  

¶ Therapeutic daycare for foster children.  

¶ Peer mentor programs for families in crisis. 

Life Stage  Prevention Framework   

Just as a comprehensive system of ACEs prevention will include strategies across the three levels, strategies 

across the lifespan can also be integrated. A life-course perspective of prevention views health, well-being, and 

disease within the context of the entire lifespan, from birth until death. This approach recognizes connections 

between health and illness in later life and root causes during formative stages of development. From this 

perspective, health or illness are trajectories that begin to be shaped at conception (Haflon & Hochstein, 2002). 

Changing trajectory is possible, but the longer a person has traveled on a trajectory, the more difficult and costly 

change is. A life course perspective emphasizes that each developmental stage forms the foundation for 

subsequent developmental stages and identifies specific developmental windows and transition points for 

prevention and intervention. Figure 4 displays the stages used throughout this report. 

Figure 4. Life Stages 
 

 

This approach suggests prevention efforts should: 

1. Consider the entire lifespan ripe for prevention, not just the period immediately prior to the outco me. 

2. Focus on early years of child development, reproductive years, and points of life transition.  

3. Be tailored to developmental stage and context. 
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Approaching ACEs prevention from a lifespan perspective has several benefits. This approach: 

¶ Reinforces public understanding of how ACEs affect children and adults, how ACEs are transmitted, and 

how ACEs lead to long-term consequences. 

¶ Identifies effective places in development to intervene (Mistry et al., 2012). 

¶ Conveys that early investments may have significant payoffs. 

¶ Indicates early childhood policies will likely yield benefits in adult years (Mistry et al., 2012). 

Figure 5 depicts an overview of stressors related to ACEs and BH issues according to life stage. Detailed 

descriptions of needs according to li fe stage are discussed in Chapter 5: Gap Analysis. 
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Figure 5. Stressors Throughout  Each Life Stage 
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Multi -Level Prevention Framework  

In addition to the models above, a  comprehensive system of prevention will  integrate individual and family, 

community, and system-level approaches to support well-being of children and famili es throughout their 

lifetimes. The figure below outlines a strategy that uses prevention at four different levels of society.  

Figure 6. Levels of Prevention  

 
 

Source: Adapted from Kail, R. V., & Cavanaugh, J. C. (2010). Human Development: A Life-Span View. 

Individual Level  

In the context of this report, i ndividual level refers to prevention efforts that focus on changes within an 

individual or between an individual and his or her immediate environment. An individual in this case is a resident 

of the Matanuska-Susitna Borough. Risk factors are elements of, or experiences during, a personés life that 

increase their chance of poor health and health-related outcomes. Protective factors are elements or 

experiences that are linked with positive outcomes (Bernat and Resnick, 2006). Both risk factors and protective 

factors tend to group together. If a person has one protective or risk factor, he o r she is more likely to have 

other related factors. Researchers believe an imbalance of risk and protective factors leads to negative 

outcomes. This means, if a person has enough protective factors in his life, he may be able to navigate even 

numerous risk factors to positive outcomes (Bernat and Resnick, 2006).  

Family Level  

Family-level approaches support family members (residents of the Mat-Su) and the family unit. Because the 

well-being of children is so closely tied to their environment and caregivers, building family capacity can 

optimize early childhood health and well -being. Families that have financial resources, have available time to 

spend with their children, and have psychological resources to manage stress often have healthier children 

(Mistry et al., 2012). Chapter Three focuses on this level of prevention in terms of formal programs and 

interventions that exist in the Mat -Su. A service gap analysis will examine the programs that exist against the 
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backdrop of child development and existing best  practices and research driven theory on how to support 

children and families. Chapter Five reviews the recently released Center for Disease Controlés (CDC) technical 

package on preventing child abuse and neglect which outlines discrete strategies to support and build family 

capacity (Fortson, Klevens, Merrick, Gilbert, & Alexander, 2016). Recommended efforts to build family capacity 

include:  

¶ Strengthening economic supports for families through household financial security and family -friendly 

work policies. 

¶ Changing social norms to support parents and positive parenting. 

¶ Enhancing parenting skills to promote healthy child development.  

Community Level  

Community-level approaches refer to prevention efforts that cut -across environments (workplaces, 

neighborhoo ds, public spaces, schools, clinical services) and support well-being of all members of the 

community, in this case the Matanuska-Susitna Borough. Chapter 3 provides a case study of Mat-Su through 

the lens of community -level approaches, and Chapter 4 examines social connectedness which is rooted in the 

community. Working directly with children and families is not enough, because much of human development 

and family functioning are influenced by structures and environments outside the home. Many of the roots  of 

adversity and disparity occur at the community level and escalate from individual to collective problems  (Perkins 

et. al., 2004). According to Shonkoff, explicit focus on strengthening neighborhood -level resources that protect 

children against the results of trauma is likely the most important component of any system -level effort to 

promote health and reduce inter -generational disparities (2012). Developing healthy people requires healthy 

communities; healthy communities require healthy people. 

Many dif ferent aspects of neighborhoods and homes affect childhood health.  

¶ Quality of primary and secondary schools 

¶ Access to jobs and higher education 

¶ Quality of social environments 

¶ Concentration of poverty  

¶ Safety of neighborhoods 

¶ Opportunities for physical acti vity 

¶ Safety of public transportation  

¶ Quality of grocery stores 

¶ Density of fast food businesses 

¶ Access to liquor stores 

¶ Pollution and environmental toxins  

¶ Affordability of housing  

¶ Access to health care clinic  

Healthy communities support health y development by providing two important assets (Mistry et al., 2012): 

¶ Institutional resources å parks, affordable housing, early education centers etc. å that encourage 

healthy behaviors and provide necessary resources for families. 

¶ Collective efficacyånorms, social structures, mutual trust, and shared valuesåthat bolster the healthy 

development and well-being of community members by creating connected, supportive environments 

for families and children.  

To be most effective, community layers and settings should be mutually reinforcing  (Woolf, Dekker, Byrne, & 

Miller, 2011). 
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System Level 

System-level approaches are prevention efforts that address the structures, patterns, and laws that influence 

community environments and create opportunities or limitations for individ uals and families. In this analysis, a 

system may be contained entirely within the Matanuska-Susitna Borough, or extend beyond the community. 

Each approach, in turn, applies to the entire lifespan. Chapter 5 examines policy and funding through this lens.  

Another system-level approach includes using data to drive change. This includes identifying indicators, tracking 

them over time, and grounding preventive work in analysis of local data. Data analytics can help generate 

actionable information to identify n eeds and gaps, provide services, and predict, or prevent, crises (Raghupathi 

and Raghupathi, 2014). Digitizing, combining, and effectively using data also helps track and manage individual 

and population trajectories throughout the lifespan (Raghupathi and  Raghupathi, 2014). 

Tracking data involves both analyzing data and establishing structures and norms to facilitate data sharing. In 

their report èUnleashing the Power of Prevention,é the Institute of Medicine recommends: (1) grounding 

prevention efforts in  systematic monitoring of community indicators and assessments, and (2) establishing 

integrated data structures that enable cross-agency collaboration (Hawkins et al., 2015). Establishing data 

infrastructure to capture, track, and fuel analysis is a key component of driving transformative system change, 

(according to Haflon, DuPlessis, & Inkelas, 2007). The ideal prevention environment will leverage data to drive 

change at all levels of the social ecology.  

Support System for Children and Families  

The following section outlines a nine-point strategy to support children and families . The overarching strategy 

ä coordinated prevention at all levels of the social ecology throughout the life span ä reflects leading research 

and blends developmental and ecological strategies. The approaches were selected from the scientific literature 

based on their: (1) potential for impact, (2) basis in research, (3) applicability to the Mat-Su, and (4) capacity to 

cross-pollinate. While the approaches are described one-by-one, they do not represent a menu of options; 

rather, each approach is a necessary component of a unified prevention strategy.  

Figure 7. Multi -Level, Developmental Prevention Strategy  
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Individual Level  

REDUCE RISK FACTORS AND PROMOTE PROTECTIVE FACTORS THAT IMPACT CHILDREN AND ADULTS 

Risk factors are elements of, or experiences during, a personés life that increase their chance of poor health and 

health-related outcomes. Protective factors are elements or experiences that are linked with positive outcomes 

(Bernat and Resnick, 2006). Both risk factors and protective factors tend to group together. If a person has one 

protective or risk factor, he or she is more likely to have other related factors. Researchers believe an imbalance 

of risk and protective factors leads to negative outcomes. This means, if a person has enough protective factors 

in his life, he may be able to navigate even numerous risk factors to positive outcomes (Bernat and Resnick, 

2006). 

Protective factors can: (1) mitigate the effects of risk factors, (2) interrupt the cumulative effects of risk factors, 

and (3) help prevent the negative effects of risk factors (Harper Browne, 2014). Successful prevention efforts 

both reduce adversity undermines the foundations of health and promote p ositive experiences and 

environments needed for optimal development (Mistry et al., 2012; Bernat and Resnick, 2006).  

SUPPORT RESILIENCE 

Resilience refers to a pattern of behaviors that helps buffer against the long-term impacts of toxic stress. It is 

characterized by a positive, adaptive response to significant adversity (National Scientific Council on the 

Developing Child [NSCDC], 2015). 

Many prevention efforts, in particular ACEs prevention, focus on developing the protective factor of resil ience 

in children. Some prevention efforts also include family and community resilience. Resilience is not a quality 

grown in isolation or endowed at birth. Decades of research show that a combination of supports  å caring 

relationships with adults, adaptive skill-building and positive experiences å is required to develop resilience 

(NSCDC, 2015). 

SUPPORT PREVENTION FROM BEFORE CONCEPTION UNTIL DEATH 

A life-course perspective of prevention views health, well-being, and disease within the context of the entir e 

lifespan, from birth until death. This approach recognizes connections between health and illness in later life 

and root causes during formative stages of development. From this perspective, health or illness is a trajectory 

that starts at conception (Haflon & Hochstein, 2002).  

When a child experiences a nurturing, stable environment with adequate financial resources to meet basic needs 

and the support of caring relationship s, the child is launched toward long-term physical, emotional and mental 

health. Likewise, when a child deals with repeated or sustained adversity, disruption, without supportive 

relationships, the child starts on a trajectory toward poor physical, emotional and mental health.  

Changing trajectory is possible, but the longer a person has traveled on a trajectory, the more difficult and costly 

change is. A life course perspective emphasizes that each developmental stage forms the foundation for 

subsequent developmental stages and identifies specific developmental windows and transition points for 

prevention and intervention.  
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RECOGNIZE THE CRITICAL ROLE OF EARLY DEVELOPMENT 

The influence of the prenatal, perinatal and early childhood environments on long -term health cannot be 

overstated. A disproportionate number of developmental options,  choices, and resources are only available 

during the early years of life (Haflon & Hochstein, 2002). An overview of the importance of early childhood is 

included early in Chapter 1. Neuroscience research shows that early prevention and intervention are essential 

to support long -term health, especially for families and children experiencing toxic stress. The longer children 

and families experience toxic stress, the more difficult and costly it is to achieve positive life outcomes (Center 

on the Developing Child [CotDC], 2016). The life-course perspective suggests that prevention efforts need to 

target pregnant mothers and young families in addition to infants and young children.  

Family Level  

ENGAGE BOTH CHILDREN AND PARENTS 

The well-being of children and the ir parents is inextricably linked. When parents are physically, mentally, 

emotionally, and financially secure, their children do better. When parents are stressed, mentally unwell, 

physically unsafe, and struggling to make ends meet, their children do worse. Parents and children therefore 

have overlapping needs for supportive, stable environments. Multi-generational approaches that engage 

children and their parents are one of the most effective means of ensuring that the needs of infants, toddlers 

and preschoolers are met (NSCDC, 2008/2012).  

Two-generation approaches often focus on one, or a combination, of the following three goals (Center for High 

Impact Philanthropy, 2015): 

1. Improving the quality of parent -child relationships 

2. Building parent and child kno wledge and skillsets 

3. Addressing underlying family issues and the overlapping needs of children and parents through direct 

provision of services 

Many of the prevention resources and promising practices discussed in this report integrate multiple 

generations in their efforts, recognizing that supporting children requires supporting their caregivers.  

BUILD FAMILY CAPACITY 

Because the well-being of children is so closely tied to their environment and caregivers, building family capacity 

can optimize early childhood health and well -being. Families that have financial resources, available time to 

spend with their children, psychological resources to manage stress, and human capital have healthier children 

(Mistry et al., 2012). Mistry et al. write: 

¶ When families have the economic capacity to purchase material goods and services, caregivers are able 

to provide health care, housing, child care, food, and fulfill their childrenés immediate needs.  

¶ Families who are able to take time off of work to care for their childr en and have access to paid parental 

leave form stronger relationships with their children, are more likely to engage in practices that support 

long-term health, and ultimately have healthier children. 

¶ When parents are psychologically supported and healthy, they are more capable of parenting their 

children.  
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¶ Caregivers who have human capital ä necessary knowledge and skills to make basic health-related 

decisions ä make better choices and have healthier children (2012). 

The recently released Center for Disease Controlés (CDC) technical package on preventing child abuse and 

neglect outlines discrete strategies to support and build family capacity ( Fortson, Klevens, Merrick, Gilbert, & 

Alexander, 2016). 

Community Level  

DESIGN THE COMMUNITY ENVIRONMENT TO SUPPORT HEALTHY DEVELOPMENT 

Like the Multi -level prevention Framework outlined above, strengthening neighborhood -level resources that 

protect children against the results of trauma is likely the most important component of any system -level effort 

to promote healt h and reduce inter-generational disparities.  

Many different aspects of neighborhoods and homes affect childhood health.

¶ Quality of primary and secondary schools 

¶ Access to jobs and higher education 

¶ Quality of social environments 

¶ Concentration of poverty  

¶ Safety of neighborhoods  

¶ Opportunities for physical activity  

¶ Safety of public transportation  

¶ Quality of grocery stores 

¶ Density of fast food businesses 

¶ Access to liquor stores 

¶ Pollution and environmental toxins  

¶ Affordability of housing  

¶ Access to health care clinic 

 

Healthy communities support health y development by providing two important assets (Mistry et al., 2012): 

¶ Institutional resources that encourage healthy behaviors and provide necessary resources for families   

¶ Collective efficacy that bolster the healthy development and well -being of community members by 

creating connected, supportive environments for families and children  

To be most effective, community layers and settings should be mutually reinforcing (Woolf, Dekker, Byrne, & 

Miller, 2011). 

BROADEN THE FOCUS TO INCLUDE SOCIAL DETERMINANTS OF HEALTH  

Social determinants of health are a crucial lever  

Many factors influence human health. Focusing prevention efforts on modifiable factors that have the potential 

for greatest impact (on both an individua l and population -level scale) increases the chance of significant, 

positive results. These include social determinants of health, which are an essential lever for supporting children 

and families who are in times of need and crisis: 

Researchers argue that broadening t he focus of efforts to prevent behavioral health  issues by including 

underlying social determinants of health is necessary if those efforts are to be socially equitable for the 

following reasons: 
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1. Focusing on access alone is not enough to shift the needle substantially on socioeconomic and racial 

disparities in health (Haflon and Hochstein, 2002). 

2. There is limited evidence that increasing awareness changes long-term disparities in health, and there 

is some evidence that done poorly, targeted interventions can exacerbate health inequalities (Braveman 

et al, 2011; CotDC, 2016). 

System Level 

CREATE VERTICAL, HORIZONTAL AND LONGITUDINAL SYSTEM CHANGE 

Beyond the home and community, children and families need support from the larger systems that surroun d 

individuals, families, and their communities. Numerous researchers have described the necessity of primary 

prevention efforts that focus on greater system change, for example: 

¶ Perkins et al. describes æboth strengths and adversities must be examined from an ecological 

perspective, which places individuals, families, and communities in context. That context includes 

multiple systems, institutions, and environments that interdependently, both affect people and are 

affected by themç (2004). 

¶  Barter writes, æPromoting the health and well -being of childrenÞrequires extending interventions 

beyond the family or individual levelsÞ risk and protective factors have to be considered beyond the 

four walls of parenting to embrace the social, economic, and political for ces that affect families and 

communitiesç (2005). 

¶ Supporting health development througout the life course requires  æchanges in the systems that support 

and maintain the delivery of health services, as well as in the other systems linked to health care, such 

as early and primary education, care of people with developmental disabilities, and child and family 

welfare. It will also require policy and programmatic changes at the practice, health care system, 

community, and policy levelsç (Haflon & Hochstein, 2002). 

¶ Tomison and Wise write æNo program can enable children to develop optimally when their larger child 

rearing environment is not conducive to healthy development, supporting calls for greater attention to 

the structural societal forces that impact on the  quality of childrenés and familiesé livesç (1999). 

¶ In 1998, the first ACEs study described how æ[p]rimary prevention of adverse childhood experiences 

Þwill ultimately require societal changes that improve the quality of family and household environments 

during childhoodç (1998). 

¶ æThe greatest impacts on the largest number of people would thus be achieved by successfully targeted 

efforts, at a community or societal level, that focus on mitigating the effects of poverty, violence, 

discrimination, and other t hreats to well-beingç (CotDC, 2016). 

ALL LAYERS OF THE SOCIAL ECOLOGY M ATTER 

Every person, at all ages, is surrounded by a nested series of systems that influence and guide his or her growth 

either positively or negatively. Bronfenbrennerés ecological model is commonly used to understand systems. 

According to Bronfenbrenner, five organized subsystems help support and guide human growth  

(Bronfenbrenner, 1994). 
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1. Microsystem ä relationship between the individual and the immediate environment (such as the home, 

school or work) 

2. Mesosystem ä linkages between microsystems that surround the individual (such as the relationship 

between school and home or the relationship between the medical clinic and school). 

3. Exosystem ä linkages between an environment that contains the person and one that does not (such as 

for a child, the relationship between home and his or her parentés workplace). 

4. Macrosystem ä overarching patterns among the microsystem, mesosystem, exosystem (such as 

institutional patterns, cultures). 

The ideal prevention environment will align these systems to fluidly support healthy development.  

INTEGRATE SERVICES WITHIN SECTORS, BETWEEN SECTORS AND THROUGHOUT THE LIFESPAN 

Long-term prevention of child maltreatment  and support of healthy development requires str uctural change in 

service delivery. In a review of the child health system, researchers found that compared to other developed 

nations, æU.S. children have spotty coverage to use in a very fragmented systemç and advocate for 

transformative vertical, horizontal and longitudinal system change as a solution (Halfon, DuPlessis, & Inkelas, 

2007). The National Scientific Council on the Developing Child echoes these findings: æEffective intervention 

often requires the coordination of services from multiple sources  that do not relate easily. These might include 

early care and education, social service and welfare departments, health care, schools, child welfare agencies, 

and early intervention programs...ç (2008/2012). Vertical change refers to the need for increased coordination 

and integration within sectors  å medical, education, social services etc. å that serve children and their families. 

Services must also be integrated horizontally across sectors to create more-functional continuums of care  

(Halfon, DuPlessis, & Inkelas, 2007). Longitudinal change refers to integration of services across the lifespan by 

supporting relationships and communications between organizations that care for individuals at different stages 

of their lives (Haflon & Hoc hstein, 2002). 

SEEK AND FUND BREAKTHROUGH IMPACTS 

As the current section and subsequent promising practices show, established approaches are not enough to 

generate the shifts in care, services, prevention, and interventions necessary to prevent child maltreatment. 

Addressing disparities in health and development requires a new generation of strategies (Shonkoff, 2012). 

While effective programs and models exist, such as the Nurse Family Partnership, or Triple P Parenting, 

prevention requires breakthrough impacts from disruptive  and creative thinking.  

To find and develop these innovations, funding must be available for promising programs and approaches that 

fall outside the strict definition of evidenced -based best practices. Resource allocation that relies solely on 

evidenced-based practices inevitably limits testing of new strategies, precisely the kind of innovation that 

primary prevention efforts for long -term health development need. Moreover, an over-emphasis on evidenced-

based programs can focus too much attention on small  or short-term impacts at the expense of new methods 

that could yield more significant results over the long -term.  

The Center for the Developing Child warns that æwidespread preference for æevidence-basedç programs, many 

of which have produced small effects on random categories of outcomes that have not been replicated, seriously 

limits the likelihood of achieving increasingly larger impacts at scale over time,ç (2016). In contrast, æ[p]olicies 
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that incentivize small-scale pilots, rapid-cycle evaluation, and a mindset that values both discovery and 

verification would accelerate innovationç (Center for the Developing Child, 2016). Both evidence-based practices 

and innovative practices are necessary to support children and families on a long-term basis. 

Apply ing a Multi -Level, Developmental Prevention Strategy  

Figure 8 provides a high-level example of an applied prevention strategy that emphasizes three points:  

1. Multi -dimensional approaches are critical to create the ideal prevention environment.  

2. Coordinated interventions at the individual, family, community and system level take place 

simultaneously and reinforce one another.  

3. Interventions should be viewed within the context of a personés life span; whether they target a specific 

stage, or the entire life co urse.  

(See table next page.) 
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Figure 8. Applied Prevention Strategy  
 

 
 

Source: Adapted from Beardslee, W. R., Chien, P. L., & Bell, C. C. (2011). Prevention of mental disorders, substance abuse, and problem behaviors: A developmental perspective. Psychiatric 
Services. 
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Chapter 2: Status of Child Health and Well -being  
in the Mat -Su 

This chapter provides an overview of the status of child well-being in the Mat -Su Borough. Data regarding 

children and family demographics, household characteristics, and public health are summarized. It also analyzes 

child maltreatment data and the prevalence of Adverse Childhood Experiences (ACEs). Finally, this chapter 

summarizes prevention related stressors and protective factors by the following life stages, including prenatal, 

early childhood, childhood, adolescence and early adult, and adulthood. These data are particularly useful to 

understand issues, and to revisit as strategies and policies are developed in the Mat-Su. More detailed data are 

found in Appendix A. 

Matanuska -Susitna Borough Family and Household 
Demographics  

Overall Population  

In 2015, there were an estimated 100,178 residents in the Mat-Su Borough, approximately 14 percent of the 

stateés total population. Of the total Mat-Su population, 23,695 were children 14 years and younger (24 percent 

of the Mat -Su population), 27,942 were under age 18 (28 percent of Mat-Su population), and 10,284 were 65 

years or older (10 percent of the Mat-Su population). The Mat-Su median age is 35.1 years. 

(See table next page.) 
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Table 1. Alaska and Mat -Su Borough Population, by Age Group and Gender, 2015  

 Matanuska -Susitna Borough  Alaska 

Age Group  Male  Female Total  Male  Female Total  

0-4 3,779 3,699 7,478 27,081 25,973 53,054 

5-9 4,348 3,976 8,324 28,051 26,113 54,164 

10-14 4,072 3,821 7,893 26,105 24,793 50,898 

15-19 3,837 3,241 7,078 25,214 22,871 48,085 

20-24 2,918 2,652 5,570 28,839 24,086 52,925 

25-29 3,249 3,139 6,388 30,541 27,682 58,223 

30-34 3,693 3,574 7,267 29,569 27,402 56,971 

35-39 3,424 3,182 6,606 24,748 23,095 47,843 

40-44 3,243 3,031 6,274 22,743 21,243 43,986 

45-49 3,314 3,058 6,372 23,355 21,953 45,308 

50-54 3,745 3,420 7,165 27,398 25,204 52,602 

55-59 3,766 3,468 7,234 27,400 25,722 53,122 

60-64 3,161 3,084 6,245 23,807 21,784 45,591 

65-69 2,260 2,053 4,313 16,620 14,872 31,492 

70-74 1,403 1,342 2,745 9,751 9,349 19,100 

75-79 829 707 1,536 5,492 5,673 11,165 

80-84 458 488 946 3,148 3,864 7,012 

85-89 225 302 527 1,559 2,388 3,947 

90+ 75 142 217 706 1,431 2,137 

Total  51,799 48,379 100,178 382,127 355,498 737,625 

Median Age  35.1 years 35.0 years 35.1 years 34.2 years 34.8 years 34.5 years 

% under 14 years  - - 24% - - 21% 

% under 18 years  - - 28% - - 25% 

% 18 to 64 years  - - 62% - - 65% 

% over  65 years - - 10% - - 10% 

Source: DOLWD Population Estimates. 

In 2015, a higher percentage of Mat-Su Borough residents were under age 18 than for  Alaska as a whole (28 

percent versus 25 percent). Similarly, a lower percentage of Mat-Su residents were age 18 years to 64 years (62 

percent and 65 percent statewide). The proportion of residents 65 years and older was similar at 10 percent. 

Overall, Mat-Su had a slightly higher median age than Alaska as a whole, 35.1 years compared to 34.5 years.  
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Figure 9. Mat -Su Borough and Alaska Population Distribution by Age Group, by Percentage, 2015  

 
Source: DOLWD Population Estimates. 

Households and Families  

According to the U.S. Census Bureaués American Community Survey (ACS) 2010-2014 Five-Year Estimates, there 

are 31,104 households in the Mat-Su Borough with an average household size of 2.96 people, larger than 

Alaskaés average household size of 2.79 people.  

Of these households, 22,285 identify as family households, with an average family size of 3.47. Alaskaés average 

family size was 3.36.  

Of these family households: 

¶ 17,704 identify as married-couple households with 46.8 percent of them including at least one person 

under age 18.  

¶ 1,702 are male households with no wife present, and 65 percent of these include at least one person 

under age 18. 

¶ 2,879 female households with no husband present, and 73.8 percent of these include at least one person 

under age 18.  




























































































































































































































































































































































































