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Learning Objectives

At the conclusion of this session, the participant will be able to:

• Identify the effects of  ACEs and trauma on health and wellbeing

• Describe systemic interventions that support implementation of  ACEs screening 
and response into usual care, including a dyad partnership between medical and 
behavioral health.

• Participants will have access to a toolkit of  information that could support 
development of  ACES screening implementation in other healthcare systems 



1. "The Biological Effects of  Childhood Trauma"�; Child Adolescent Psychiatric Clinic, N Am. 2014 
Apr; 23(2): 185-222. 

2. SAMHSA’s Concept of  Trauma and Guidance for a Trauma-Informed Approach. 
3. Center for Developing Child, Harvard University. https://developingchild.harvard.edu/ 
4. The Lifelong Effects of  Early Childhood Adversity and Toxic Stress, Pediatrics 2012;129;e232; 

December 26, 2011 . AAP Policy Statement 2018 
5. The National Child Traumatic Stress Network. https://www.nctsn.org/ 

Bibliography / Reference



Learning Assessment
• A learning assessment is required for CE credit.

• A question and answer period will be conducted at the end 
of this presentation.



Adverse Childhood Experiences 
Program
October 2019

Mission: To prevent, identify and treat Adverse Childhood Experiences 



• Highlight effects of  ACEs and trauma on health and wellbeing

• Review the MaineHealth ACEs program

- Show available resources for practices

- Review data and outcomes

- Highlight future goals

• Questions and Answer

Objectives



• Highlight effects of  ACEs and trauma on health and wellbeing

• Identify systemic interventions to incorporate ACES screening 
tools into usual care 

• Describe a dyad arrangement that can be used to develop trauma 
informed programs 

• Review the MaineHealth ACEs program

- Show available resources for practices

- Review data and outcomes

- Highlight future goals

Objectives
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Adverse Childhood Experiences
ACEs are experiences that may be traumatic to children and youth during the first 18 years of  life and 
include ten categories under abuse, neglect and household challenges. Trauma is more broadly defined by 
subjective experiences. 
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ACEs can have lasting effects on…
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Health (Obesity, diabetes, depression, suicide attempts, 
STDs, heart disease, cancer, stroke, COPD, broken bones)

Behaviors (smoking, alcoholism, drug use)

Life Potential (graduation rates, academic achievement, lost 
time from work)

ACEs have been found to have a graded dose-response relationship with 40+ outcomes







• Maine High School students 
with 3 or more ACEs 
ranged from 20%-37%.

• The percentage of  females 
that experience 3+ ACEs is 
10 points higher than males 
(28% vs 18%).

• Pediatricians will average 2-
4 patients with 4 or more 
ACEs a day. 



• Food Insecurity: A lack of  access to enough nutritious food for a healthy, 
active life. (USDA) 

• Chronic neglect: The absence of  basic needs such as food, shelter, emotional 
security

Food Insecurity and Toxic Stress



• Trauma can be like an invisible 
backpack children carry.

• All children are impacted by a 
traumatic event; however, not 
all are traumatized.

• What are we as a society and 
community filling the backpack 
with?

The Invisible Backpack





The Goal….

• Realize the widespread impact of  trauma and 
understands paths to recovery

• Recognize the signs and symptoms of  trauma in 
patients, families, staff, and others involved in the system

• Respond by fully integrating knowledge about trauma 
into polices, procedures, and practices

Seeks to activity resist re-traumatization



Education is designed to assist 
leadership, staff  and providers in 
utilizing the trauma informed principles 
in their daily work.

1. Safety (emotional and physical) 

2. Trustworthiness/transparency, 

3. Choice

4. Collaboration, 

5. Empowerment 

6. Cultural humility.

Screening is designed to identify recent 
trauma-adversity, cumulative trauma-
adversity and current post-traumatic 
symptomology.  

1. Trauma Screening: screens for a 
wide range of  traumatic 
experiences in the past year.

2. ACEs Number Screening: measure 
of  over-all adversity during 
developmental years (0-18).

3. PTSD Symptom Tool: measures 
current symptomology

4. Food Insecurity: screens for current 
family financial stressors

The Approach…



The Program Framework…
1. Education: leadership, provider, staff, integrated behavioral health.  

2. Integration: Care Team, Behavioral Health and Community

3. Tools and Workflows: screening tools supported by toolkit for 
coordinated team-based approach

4. Data: Metrics, Registries, Evaluation

5. EMR Optimization:  Support all of  the other pillars
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1. Provide Support 

2. Take a Collaborative Approach

3. Utilize Reflective Developmental 
Guidance

4. Provide Psychoeducation

5. Develop a Safety Plan

6. Follow-Up and Referral

The Ultimate Outcome…Building Resilience



Dyadic Leadership Model: Medical and 
Behavioral Health 

• The program is focused on removing the 
historical barriers between medical and 
behavioral healthcare.

• Builds on strengths from medical and 
behavioral health models and expertise

• Behavioral health access is a foundational 
component

• Strong program management and quality 
improvement support

Community Alignment and Support

• Qualidigm (formally Maine Quality Counts)

• The United Way of  Greater Portland

• Maine Resilience Building Network

• MaineCare and Child Development Services

• National and Maine Chapter of  the American 
Academy of  Pediatrics

• Community Partnership for Protecting 
Children

• Good Shepard Food Bank: Food Insecurity

• Through These Doors: Domestic Violence

• Day One: Substance Abuse Support and 
Treatment

Lessons Learned:



Building the program

• Buy-in takes time – from community 
partnerships, to leadership, to providers 
and staff  engagement is essential.

• Be strategic in implementation: use the 
framework to pilot and spread

• Utilize quality improvement to build upon 
success and failures. 

• Financial resources and champions are 
paramount to launching and sustaining 
the program.

Leadership buy-in

• Maine Medical Center Strategic Plan 
2017-2019

• Maine Medical Center: Annual 
Implementation Plan 2017, 2018, 2019, 
2020

• Maine Medical Partners: Primary Care 
Transformation Project 2018, 2019, 2020

• MaineHealth Dashboard Metric: 2019, 
2020

Lessons Learned:



Pause and Plan: Advancing your healthcare system
1. Identify lead members of  the team (Dyad)

2. Project Aim—>what is your measurable aim?

3. Consider your own system.  Create 1-2 SMART goals that your team might 
consider working on over the next 30 days to help you accomplish your aim

4. What will you measure to know if  the changes implemented are moving you 
towards your aim?

5. Resources: What resources are present with-in your system and in the 
community?





Parent-Patient Questionnaire Workflows



TWO QUESTION 
TRAUMA SCREENER
DASHBOARD 

FOOD INSECURITY

ACE SCREENER

YES TO 
EITHER=POSITIVE

EITHER=POSITIVE

3 OR 
HIGHER=AUTOMATIC
REFERRAL





Abbreviated PTSDRi

It is strongly recommended to provide a warm hand-off  to the integrated behavioral 
health provider when a child scores positive on the aPTSDRi.  

For the 8 and younger parent completes  >=3 is positive
Longer version for 9 and older child completes >= 10 is positive



Toolkit Design: Quick Start Guides and Sample Language 
for Providing Support



Toolkit Design: Quick Start Guides and Sample Language 
for Providing Support
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EMR Screen Shot



If  Positive Trauma Screen, Now What?

Determine next steps based on severity of  the trauma, symptomology, safety, access to 
resources, risk considerations of  patient

• Close monitoring and follow up in primary care (with safety planning as 
appropriate)

• Warm hand-off  or referral to integrated behavioral health clinician- average 60%

• Referral to Maine Behavioral Healthcare

• Referral to case management

• Referral to community resources

• Referral to DHHS if  necessary

Follow up by provider: developmental guidance, psychoeducation, parental coaching 
on resiliency  



Collaborate with families to:

• inquire about stressors in the child’s life 
and identify protective factors

• determine symptomology

• assess for child and family safety

• refer to mental health intervention and 
community resources 

• provide close follow-up and ongoing 
monitoring

Provide education on:

• the impact of  ACEs and trauma 
responses

• positive approaches to nurturing 
parenting and resiliency building

• the importance of  healthy habits: 
sleep, nutrition, exercise, reading and 
routine

• the importance of  parental self-care

• the efficacy of  behavioral health 
treatments

If  Positive Trauma/ACEs Screen, Now What?
Determine next steps based on severity of the trauma, symptomology, safety, access to 
resources, risk considerations of patient.



• Evidence based trauma treatment is available throughout Maine 
and at Maine Behavioral Healthcare for children of  all ages.

• Trauma-focused cognitive behavioral therapy (TF-CBT)

• Child Parent Psychotherapy (CPP)

• Child and Family Traumatic Stress Intervention (CFTSI

• Trauma Intervention Program (TIP)

There Are Treatments That Work



Process Reports

• To examine rates and effectiveness of  screening (track rate of  positives)

• To examine effectiveness of  GO-LIVES

• To examining system design: what is working well, what is not?

• To highlight successes and determine sites needing additional support

• To drive leadership buy-in

Registry Reports

• To preventing families from falling through the gaps

• To help our most vulnerable patients and families

2016-2019 results: using data to drive transformational 
change  (not to just achieve the highest screening %)  



Chart Review: Mode of  Patient Screening Comparison

7.6%

13%

3.3% 3.2% 3.8%
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Positive Risk Percentage

Handouts

MA Asks

Total Average
Handouts  (296/2528)

Total Average MA Asks
(170/3802)(170/5006)

11%

3.4%

N=540 from 1/1/16-9/30/16



SUBURBAN PRACTICE

• TRAINING JANUARY

• GO-LIVE FEBRUARY 
WITH DE-
INDENTIFIED
HANDOUTS

• CONSISTENT CHANGE 
IN RATE OF POSITIVES



RURAL PRACTICE

• TRAINING 
FEBRUARY

• GO-LIVE APRIL 
WITH DE-
INDENTIFIED
HANDOUTS

• CONSISTENT 
CHANGE IN RATE 
OF POSITIVES



5%

92%

3%

7,530 Screenings at 
5 MMP Pediatric Practices: 

1/1/16 - 9/30/16 
540 Children with Positive Risk

Positive for Safety
Question

Positive Sad, Scary or
Bad Question

Both Questions
Positive Risk

6%

76%

18%

4,960 Screens Completed at 
5 MMP Pediatric Practices: 

4/1/18 – 5/31/18
342 Children with Positive Risk

QI: Hurt or Frightened

Q2: Bad, Sad, Scary

Yes on Both

2 Question Trauma Screener
Safety Question vs Hurt-Frightened Question

(data from 2016 report)

(data from MMC Quality Analytics)



75
49

35
23
22

15
13
13
12

6
3
3
3
3
2
2
2
1
1
0
0
0
0
0
0
0
0

0 20 40 60 80

BEREAVMENT

OTHER

SEPARATION

IMPAIRED CAREGIVER (SUBSTANCE …

DOMESTIC VIOLENCE

HOMELESSNESS

SEXUAL ABUSE

PHYSICAL ASSAULT

TRAFFICKING/SEXUAL …

NEGLECT

FORCED DISPLACEMENT (USUALLY …

MEDIA VIOLENCE

NOT REPORTED BUT PROVIDER …

WAR, TERRORISM, POLITICAL …

Count of  ”Trauma Type”  2018 
results 

139
114

95
48

40
28
29

21
12
11
11
11
7
6
6
5
4
4
4
4
2
2
2
2
1
1
0

0 20 40 60 80 100 120 140 160

OTHER

BEREAVEMENT

IMPARED CAREGIVER (SUBSTANCE …

STRESS/ ANXIETY/ DEPRESSION, …

PSYCHOLOGICAL, EMOTIONAL, …

COMMUNITY VIOLENCE …

HOMELESSNESS

NATURAL DISASTER

PHYSICAL MALTREAMNT/ABUSE BY …

SCHOOL VIOLENCE

SEXUAL ASSAULT/RAPE

KIDNAPPING

WAR, TERRORISM, POLITICAL …

TRAFFICKING/ SEXUAL …

Count of  Trauma Types

Comparison of  Types of  Trauma Counts 2016 and 2018

Data from 2016 report Data from 2019 report



% Pediatric Patients Screened for Trauma FY2019
• Patients age birth – 17 with well-child visit in the last year at 38 pediatric and family medicine practices
• MaineHealth Epic Electronic Medical Record (Oct 2018-August 2019)

53%

61% 62% 64% 65% 66% 68%
71% 73%

76%
78%

81%

25%

35%

45%

55%

65%

75%

85%

MH OverallBaseline Oct-18 Nov-18 Dec-18 Jan-19 Feb-19

Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19

Target 

Exceeded 
target in 

Baselin

-Has anyone hurt or frightened you or your child recently or within the last year?
-Has anything bad, sad, or scary happened to you or your child recently or in the last year?



Patients Screened:
• Trauma 53%à 81%   32,373 patients

• ACEs 0% à 41%  13,830 patients

• PTSD-RI 9% à 27% 1,065 patients

• Food Insecurity: 14% à 75% 20,893 patients

Identification of  symptoms: Looking at the trauma screening process
• 47,920 well-child visits (not unique patients)

• 36,118 screenings for trauma

• 3,657 positive risks (10% positive rate)

• 1,200 abbreviated Post Traumatic Stress Disorder Reaction Index (PTSD-RI) 
screens completed after a positive trauma screen

• 57% of  the PTSD-RIs completed, identified significant symptoms  
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Patient Impact @ MaineHealth:  10/1/18 to 9/1/19 



PTSDRI POSITIVE 
RISK RATE: 57%

PTSDRI POSITIVE 
RISK RATE: 56%
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Maine Medical Partners Pilot Study (14 practices) 
examining PTSD symptomology and connection to 
treatment:

217 positive PTSDRi screenings Oct 2018 to Sept 2019

152 (70%) of  children with positive PTSDRI were referred 
to or already connected to a Behavioral Health Clinician.
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Pediatric Behavioral and Developmental Action Reports 

Two children with no recall or follow up appointment:  A gap needing to be addressed

Recommended follow up:  Did this occur? Gaps? Resources needed? Next steps?



Pediatric Risk Stratification Model  
Utilize behavioral health, medical health, socioeconomic and cost of  care reports to create an actionable 
registry capturing pediatric patients who would benefit from additional case management support. 



Gaps and Growth Areas

• Refinement and growth of  the risk stratification model-case 
management follow up for a two-generational approach with high 
needs or at-risk families.

• Models for parent education, (resiliency, brain-building) at specific 
early childhood well visits.  Integration of  behavioral health or 
developmental coaches into the well child visit.

• Expansion of  behavioral health treatment options and access.

• Let’s Go! style program expansion across community sectors (live, 
learn, work, and play)



Pediatric Care for the Developing Brain



Questions
ACEs:

• Angela Mowatt, Program Manager, Child Health, MaineHealth 
amowatt@mainehealth.org

• Steve DiGiovanni, MD, Medical Director, Maine Medical Partners 
digios@mmc.org

• Stacey Ouellette, LCSW, Director of  Behavioral Health Integration, Maine 
Behavioral Healthcare souellette@mainebehavioralhealthcare.org

• Dory Hacker, LCSW, Clinical Manager, Maine Behavioral Healthcare 
dhacker@mainebehavioralhealthcare.org

Food Insecurity:

• Gina McKenney at gmckenney@mainehealth.org, Program Coordinator, 
Prevention and Wellness, MaineHealth

mailto:amowatt@mainehealth.org
mailto:digios@mmc.org
mailto:souellette@mainebehavioralhealthcare.org
mailto:dhacker@mainebehavioralhealthcare.org
mailto:gmckenney@mainehealth.org

