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Introduction 

This report details the results of a statewide survey contracted by the Health Accountability Team (HAT) of the 

Maine Children’s Growth Council (MCGC). The survey’s focus was to learn more about the prevention and 

intervention work happening in Maine about Adverse Childhood Experiences (ACEs) as defined in the Adverse 

Childhood Experiences Study (ACE Study). 1   

Background 

The ACE Study began in the mid 1990’s to explore the relationship between childhood experiences and adult 

health and behavior outcomes. A research team from the Kaiser-Permanente Health Plan and the US Centers for 

Disease Control and Prevention (CDC-P) mailed a voluntary survey to over 13,000 people receiving health 

assessments within the Kaiser-Permanente Health Plan in San Diego, CA. Approximately 9508 surveys were 

returned.  

 

The research team identified eight Adverse Childhood 

Experiences (physical abuse, emotional abuse, sexual abuse, and 

experience of parental domestic violence, substance abuse, 

incarceration, mental illness, and separation/bereavement) and 

found that they cumulatively increase the risk of many of the 

causes of premature death and illness, either through 

maladaptive coping behavioral or physical impairment (e.g. 

attempted suicide, injected drug use, alcohol abuse, illicit drug 

use, depression, chronic bronchitis, sexually transmitted disease, 

chronic smoking, cancer, obesity, high blood pressure, etc.).  
 

A second wave of the study sampled 13,000 more respondents, 

brought the number of ACE categories to ten with the addition of 

physical and emotional neglect, and increased the number of surveys in the research database to over 17,000. A 

series of studies have focused on one or both samples.2 

Why the ACE Study matters 

The impacts of childhood adversity on adult outcomes and the cumulative effects of multiple ACEs on children 

and adults have profound public health and societal implications. The findings of the ACE Study generate 

research and clinical questions (see FAQs, Appendix C) that are important for clinicians, policymakers, and the 

general population to explore, such as:  

 How does early stress lead to a variety of negative behavioral and physical health outcomes in adulthood 

and how does cumulative stress exposure significantly increase this risk?  

 How can illness outcomes be prevented and wellness outcomes be promoted? 

                                                           
1 Felitti, VJ, Anda, RF, Nordenberg, D, Williamson, DF, Spitz, AM, Edwards, V, Koss, MP, Marks, JS. (1998). 

Relationship of childhood abuse and household dysfunction to many of the leading causes of death in adults: The 

ACE Study.  American Journal of Preventive Medicine, 14, 245-258. 
2 http://www.cdc.gov/ace/outcomes.htm 

Applying the odds ratios from the ACE 
Study to Maine children in foster care * 
estimated that, if they received no 
intervention and their adverse 
experiences continued to bother them, 
then unnecessarily (i.e. over and 
above the average rate for these 
problems), per thousand children:  
 

20+ would become obese 
40+ would attempt suicide 

40+ would have employment problems 
70+ would engage in illicit drug use 

80+ would have unwanted pregnancies 
100+ would become depressed  

 
*www.infantmentalhealth.org/newsletter/acestudy.html 
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The current survey and participants 

Professionals were surveyed or interviewed in the summer of 2011. These professionals work in early care and 

education, public health, child welfare, home-visiting, mental health, law enforcement, corrections, clergy, 

primary care, parent advocacy, public policy, and business, etc. They responded to questions about the status 

and impact of knowledge, education, prevention, and intervention related to ACEs. Over 300 respondents across 

the state from a variety of service areas, types of practice, and degree of knowledge about the ACE Study and 

the effects of traumatic stress, completed the on-line survey or focused interview.  

 

This sample does not represent all professionals in Maine, but it provides rich descriptive information and 

recommendations for program planning and further information gathering.  Due to the sensitive nature of the 

topic and the extensive scope of the survey, the sample was not designed to include youth or parent consumers 

directly. Child and family advocates were surveyed or interviewed and a follow-up survey with consumers will be 

recommended. 

Building on a strong foundation 

Maine has a long history of addressing traumatic stress and its outcomes beginning in the 1980’s [see Timeline, 

Appendix A]. By 2006, addressing ACEs in public policy and clinical practice had emerged as one of three 

priorities of the Governor’s Children’s Cabinet and this interest continues within the Maine Children’s Growth 

Council. Despite the long history, there is still a perceived lack of knowledge among the general public. 

How do people know about the ACE Study? 

Although nearly all thought that it was “important” or “very important” for them and for the general population 

to understand the effect of traumatic early experiences on child well-being and adult outcomes, within this 

sample less than half of the respondents knew about the actual ACE Study. For those who knew about the ACE 

Study, they learned about it through work group meetings and conference presentations; 25% of them were 

introduced to the study in the past year.  

What is currently being done with work related to ACEs? 

Professionals work with age groups across the lifespan, from expectant parents to grandparents who are caring 

for their children’s children. Most focus on childhood adversity, such as preventing ACEs by working with 

parents, managing child safety, counseling families under stress, etc. Many provide training and education. 

About half work with symptoms of impairment from ACEs and half address unhealthy strategies that individuals 

use to cope with ACEs. Nearly a third intervene at the level of illness or negative life outcomes resulting from 

unhealthy coping such as health problems, substance abuse, attachment issues, and more. 

Is enough being done? 

No. Respondents asked for more investment, priority setting, and increased public education about ACEs. The 

top priorities for developing prevention and intervention activities include: 

 Preparing resources and handouts for children, youth and parents 

 Developing “tool-kits” of professional and educational materials 

 Providing training in ACE screening measures and piloting how they would be used 
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 Summarizing the evidence base for ACE-related services (see FAQs, Appendix C) 

 Increasing public education and dissemination strategies  

 Supporting professionals including clinical supervision 

 

Building on strengths 

Providers and agencies have a strong base of collaboration and cross-referral on which to build.  

Respondents emphasized that developing ACE-related services (e.g. screening, referral, intervention, 

prevention, etc.) could lead to improved knowledge, skills and tools for providers, enabling them to:  

 Better engage children and families about trauma, resulting in improved coping and parenting 

 Improve coordination, cost-effectiveness, and outcomes among service providers 

 Move beyond focusing on illness to focusing on wellness 

 Contribute to well -being within communities and to return on government and private 

investment  

Anticipating concerns 

Respondents anticipated that children and parents would have greater concerns about how ACE information 

would be shared and used, than about the potential experience of discomfort (e.g. facing pain, shame, stigma) 

completing an ACE questionnaire. They also raised logistical issues about how services would be funded. 

Next steps 

Opportunities exist within HAT/ACEs field sites (See Appendix D) and related projects to move from the 

conceptual to the practical level by pilot testing resources and implementing recommendations. For example, 

holding focus groups to guide development of parent/community education resources and implementing 

screenings in primary care practices that link to child behavioral health consultation and community resources.  

Recommendations from the Health Accountability Team 

Investment in pilot-testing risk/resilience screenings, building preventive intervention networks, developing a 

toolkit of resources and supporting clinicians in using them, and disseminating public education could yield 

valuable returns; transforming service systems, increasing individual and community well-being, and reducing 

the emotional and financial costs of unresolved childhood adversities. 

 

The HAT recommends a broad approach with multiple possible starting points, and encourages collaboration 

with other subcommittees of the MCGC. 
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Specific recommendations include: 
 Continue the HAT project with focus groups and pilot group activities to develop resources 

 Integrate HAT resources and messages with the MCGC Communications Committee 

 List specific resource toolkit materials and groups to collaborate with on development (e.g. EAP programs, 

early childhood consultants, primary care, protective services, OCFS trauma-informed systems, etc.) 

 Invest private funds toward an innovative screening/intervention pilot project 

 Invest in a roundtable forum of current implementation of ACEs 

 Explore opportunities to incorporate ACE screening and service planning to enhance existing services, such 

home-visiting, primary care, employee assistance, juvenile justice, child welfare, mental health, and 

prevention of suicide, smoking, drug use, etc.
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Report 

Background 

Maine has an extensive and broad history3 of interest in the impact of stresses, such as Adverse Childhood 

Experiences (ACEs), on child, family, and adult health and behavior outcomes. There is also tremendous interest 

in ways to prevent ACEs and the impairment, unhealthy coping, and illness which they may lead to. Maine has 

implemented at least five federal grant projects addressing trauma, including the Passamaquoddy Tribe’s 

Kmihqitahasultipon (“We Remember”) Program system of care, 1998-2003; two community practice centers in 

the National Child Traumatic Stress Network (MaineGeneral: Mid-Maine Child Trauma Network, 2002-2006; 

Community Counseling Services: 2005-2011+), Maine DHHS: THRIVE Trauma-Informed System of Care, 2005-

2011+; Maine DHHS: Community Caring Collaborative, 2009+ and more. 

 

In Maine, awareness of the ACE Study began in 1998 with published findings of a research team from the Kaiser-

Permanente Health Plan and the US Centers for Disease Control and Prevention.4 They identified ten Adverse 

Childhood Experiences (physical abuse, emotional abuse, sexual abuse, physical and emotional neglect and 

experience of parental domestic violence, substance abuse, incarceration, mental illness, and 

separation/bereavement) which cumulatively increase the risk of many of the causes of premature death and 

illness (e.g. attempted suicide, injected drug use, alcohol abuse, illicit drug use, depression, chronic bronchitis, 

sexually transmitted disease, chronic smoking, cancer, serious obesity, high blood pressure, etc.).5  

 

The impact of adversity on health and behavior outcomes and the cumulative effect of multiple ACEs are two of 

the major implications of the ACE Study. Although many individuals remain resilient to the effects of adversity, 

for some children and adults ACEs can lead to changes in brain structure and function, in physical stress 

response and health maintenance systems, and in coping strategies which leave them vulnerable to unhealthy 

coping and illness. For many individuals, the more ACEs they have experienced, the higher the odds are that 

they will experience one or more of the negative outcomes. 

Implications for Maine 

When this research was applied to the ACE histories of a sample of Maine children in foster care, it was 

estimated that, if there were no intervention and their experience continued to bother them, then (per thousand 

children) over 20 would become obese, over 40 would attempt suicide, over 40 would have employment 

                                                           
3 Jennings, A. (1994). On Being Invisible in the Mental Health System. 

  Jennings, A. & Ralph, R. (1997). In Their Own Words: Maine Trauma Advisory Groups Report. 

  Jennings, A. (2001). A Plan for Improving Behavioral Health Services for Persons with Histories of Trauma. 

  Jennings, A. (2004). The Damaging Consequences of Violence and Trauma: Facts, Discussion Points, and 

Recommendations for the Behavioral Health System. 

 
4 Felitti, VJ, Anda, RF, Nordenberg, D, Williamson, DF, Spitz, AM, Edwards, V, Koss, MP, Marks, JS. (1998). 

Relationship of childhood abuse and household dysfunction to many of the leading causes of death in adults: The 

ACE Study.  American Journal of Preventive Medicine, 14 (4), 245-258. 

 
5 www.cdc.gov/NCCDPHP/ACE/ 
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problems, over 70 would engage in illicit drug use, over 80 would experience unwanted pregnancies, and more 

than 100 would become depressed, unnecessarily (over and above the average rate for these problems).6 

 

Preventing such outcomes is a priority of the Maine Children’s Growth Council (MCGC) and a variety of 

community service providers.  In order to identify the history, current implementation, and future opportunities 

for preventive ACE intervention in Maine, the Health Accountability Team (HAT) of the MCGC designed the 

current project to include interview and survey data from of a wide variety of perspectives to explore the 

following questions: 

 What do practitioners and advocates know about the ACE Study and when did they learn about it? 

 What are practitioners and advocates currently doing that reflect their knowledge and understanding of 

ACEs? 

 What needs to be done in the future to develop prevention and intervention activities and resources? 

Methods 

Early in 2011, the HAT released a call for interested parties to collaborate on a survey of work related to the 

Adverse Childhood Experiences Study. The HAT was primarily interested in understanding the history of ACEs-

related education, prevention and intervention in Maine, current implementation, and ideas for future 

directions in application of ACEs work.  Many audiences were identified as being of interest, including health 

care, education, direct service, and advocacy, etc. In April of 2011, HAT began working with Leslie Forstadt, PhD, 

from the University of Maine Cooperative Extension and psychologist, Mark Rains, PhD, to conduct the study. 

The research team developed the survey with assistance from the HAT. Survey refinement and data collection 

were discussed at HAT meetings; HAT members assisted in distributing the survey  electronically via 

SurveyMonkey  to their constituents, and data was collected over approximately 45 days during July and August 

of 2011. 

Sampling 

The HAT was interested in collecting information from many different audiences, including health care 

providers, early care and education providers, legislators, mental health professionals, business, law 

enforcement, and others from around the state. Advocates and representatives of consumer and parent support 

networks were included in the survey and interview contacts.  The focus of the survey was to hear from 

audiences whose work is impacted or affected by early childhood experiences, trauma, infant mental health, or 

issues with adults that relate to early childhood trauma. It was also of interest to collect information from 

audiences potentially unaware of their connection to early childhood experiences, trauma, infant mental health, 

or issues with adults that relate to early childhood experiences. Due to the sensitive nature of the subject and 

initial focus on the service network, this survey was not designed to directly contact consumers of ACE-related 

services. Future needs and resource assessment should include more of a consumer voice. 

 

                                                           
6 http://www.infantmentalhealth.org/newsletter/acestudy.html 
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Due to the “viral” nature of the recruitment efforts (respondents could share the survey with others), a 

complete list of those who received the survey link is not available. Likewise, as respondents could choose to 

remain anonymous, a list of those who completed the survey is not available.  Information is provided  below  

for groups that we are aware were sent the SurveyMonkey link.  

 

Early Care and Education: The largest response was from professionals in early care and education. The 

SurveyMonkey link was distributed to the Maine Children’s Trust, Maine Roads to Quality, and Head Start 

listservs.  

 

Primary Health Care: The link was sent to primary care providers who were identified as being interested in 

ACEs, and multiple attempts were made to distribute the link through the Maine Chapter of the American 

Academy of Pediatrics.  

 

Child Abuse Prevention: The link was sent to the Child Abuse and Neglect Councils, as well as the Child Abuse 

Action Network. The Network’s list includes some physicians and is a multidisciplinary group of providers and 

advocates. 

 

Mental Health: The link was distributed to the Maine Association for Infant Mental Health and providers in 

private practice.   

 

Maine Families: All home visiting programs in Maine received the link to complete the survey. 

 

Public Health Nursing: The link was mailed to the public health nursing listserv. 

 

Legislature: The link was mailed to the Maine Children’s Growth Council for completion by members that 

include three current members of the Maine legislature.  

 

The results presented in this report are representative of the survey responses that were completed for each 

item. Because of the relatively low response rate of some audiences (for example primary health care and law 

enforcement) the data should not be considered representative of all providers in the state of Maine. That is, the 

results are descriptive and illustrative, but not a basis for inference to the populations represented. 

 

In addition to the survey, interviews were conducted with a sample of individuals who have significant histories 

in the work related to ACEs in Maine, with underrepresented survey groups (e.g. primary health care and 

corrections) were also selected for interviews, and with interviewees were also from the fields of early care and 

education, mental health/substance abuse, public health, business development, and mental health consumers. 

Cultural diversity was reflected in interviews regarding Native American experience in the Penobscot Nation and 

Passamaquoddy Tribe. The open-ended interview format included some of the questions from the survey and 

lasted approximately 30 minutes. Summaries of the interviews are provided in Appendix A.  
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After a description of the participants, the report is organized by the history, current application, potential 

support and resistance, and future direction.  

Participants 

Three hundred and fifty five individuals started the survey and 211 completed the entire survey. Many 

respondents (n = 71) answered they were “neither” a provider nor consumer, and did not complete the 

remainder of the survey. Some items had greater responses than others, which is why there will be variance in 

the numbers of participants. As seen in Figure A, the majority (75%, n = 275) of responses were from providers.  

 

 
Figure B below illustrates the organizational level that was represented by respondents. Over 75% of 

respondents were from an organization, which included serving as director an administrator or as an employee. 

The remaining respondents worked independently or were advocates, members of the business sector, or 

worked in the state department/government. Respondents provided additional responses to this item. These 

included: working in medical settings (Emergency Department, Pediatrics), within a religious organization, 

childcare center/teacher (10 responses), and foster parenting. 

Provider of 
Services, 75% 

Consumer of 
Services, 5% 

Neither, 20%,  

Figure A. Consumers and Providers of Services (n = 352) 
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Survey participants were asked to self-identify their focus area(s), which are shown in Figure C. 

 

In addition to the responses above, other focus areas included: hospital care/nursing (3 responses), parent 

education (3 responses), and special education (2 responses), adult and family literacy (2 responses), adoption, 

foster care, and case management. 

 

In response to the question, “how long have you been doing work that is affected by early childhood 

experiences, trauma, infant mental health, or issues with adults that relate to early childhood trauma,” there 

was a wide range of years of experience. The average was 17.4 years, and the range was six months to 52 years.  

One quarter of the respondents (n = 64) have worked in their field for over 25 years. 

Individual 
(independent 

contractor, 
advocate, 
community 

member, etc.), 
14.5% 

Administrator or 
employee of an 

organization, 
76.4% 

State 
Department, 

6.4% 
Business, 2.7% 

Figure B.  Organizational level that you represent?   (n = 220) 
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Figure C. What is Your Focus? Check all that apply. (n = 228) 
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Respondents provide services in all counties of Maine, and in some cases serve more than one county or work 

statewide. As illustrated in Figure D, the greatest number of responses to the service questions were Penobscot, 

Cumberland, Kennebec and Androscoggin Counties, and the fewest were in Washington, Aroostook and 

Hancock Counties. Twenty-one (21) respondents do their work statewide. 

  

 
However, as illustrated in Figure E, proportionately, the rural counties provided a higher ratio of respondents to 

children in their populations. The ratio of respondents to number of children per county ranged from 0.05% 

(York) to 0.80% (Piscataquis), such that the lower population counties were better represented than the more 

populated counties with higher numbers of respondents. For example, 27 respondents serve Piscataquis County 

which has a population of 3,389 children under 18 year olds.7 In Figure E, the solid/blue line is the number of 

respondents, which is the same data as in Figure D; the dotted/red line indicates the percentage of responses by 

taking into account the number of children in the county. 

 
 

                                                           
7 http://datacenter.kidscount.org/data/bystate/StateLanding.aspx?state=ME 
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Figure D. Which county/counties do you serve?  Please check all that apply. 
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Figure E. Number of Respondents and Number (per thousand) of 
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Results 

Knowledge and Importance of Childhood Trauma Effects 

Survey respondents stressed how important understanding the effects of traumatic experience was for both 

themselves and the general population. As seen in Table 1, approximately 70% identified this as “very 

important” and another 23% thought it was “important.” However, few respondents believed that the general 

population actually knew about effects of trauma. As seen in Table 2, nearly half perceived that the general 

population did not know about trauma effects at all and the other half thought that most people were only 

somewhat trauma-informed. 

 

Table 1. Importance of understanding the effect of traumatic early experiences on child well-being and 

adult outcomes  

 Very Important Important 

Somewhat 

Important Not Important 

How important is it TO 

YOU?  

70.8% 

(n =170) 

23.3% 

(n = 56) 

5.4% 

(n = 13) 

.4% 

(n =1) 

How important is it for the 

GENERAL POPULATION? 

71% 

(n = 171) 

 

24.1% 

(n = 58) 

5.0% 

(n = 12) 

0 

 

Table 2. Education about the effect of traumatic early experiences on child well-being and adult outcomes  

 %Very Educated Educated 

Somewhat 

Educated Not Educated 

How educated is the 

GENERAL POPULATION? 

0 1.7% 

(n = 4) 

48.7% 

(n = 116) 

49.6% 

(n = 188) 

 

History 

The first “formal” presentation of the ACE Study by Dr. Vincent Felitti in Maine was at the 2005 Child Abuse 

Action Network Conference. Among other presentations, Dr. Felitti returned in 2006 to a Community Forum of 

the Maine Chapter American Academy of Pediatrics, in 2007 to the Governor’s Summit on Cardiovascular 

Health, and in 2010 to a series of venues, including Maine Medical Center in Portland, speaking with the Maine 

Children’s Growth Council in Augusta, Eastern Maine Medical Center in Bangor, and the Community Caring 

Collaborative in Machias. Additional detail about speaking engagements can be found in Appendix B.  
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Not everyone completing the survey was aware of the ACE Study, although for many respondents, working with 

the people impacted by abuse or trauma is a focus of their work. As seen in Table 3,      47% of respondents were 

not aware of the study itself. 

Table 3. Do you know about the Adverse Childhood Experiences (ACEs) Study? 

(n = 251) 

 Percent Number of Responses 

Yes 41.8% 105 

No 47% 118 

Unsure 11.2% 28 

Among respondents who did know about the ACE Study, a series of questions was asked in order to better 

understand how and when people learned about it. The graph below in Figure F illustrates the responses to the 

question “When did you first learn about the ACE Study?” 

 

In response to the question, “How did you first learn about ACEs” the largest response was “conferences.” Over 

one quarter (26.7%) learned about it from professional peers in workgroup meetings like the former Early 

Childhood Taskforce that transitioned into the MCGC in 2009. Figure G illustrates the ways in which people first 

learned about ACEs. Others learned about it through the Attorney General’s office and the Safe Schools/Healthy 

Students Initiative. For some respondents, learning about ACEs marked a profound change in practice and this 

will be described in greater detail in the Current Application section of this report. For others, learning about 

ACEs provided empirical evidence to validate the work they were already doing. 
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Figure F. Number of Responses by Year (n = 91) 
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Current Applications 

Professionals work with ACEs in many ways, including prevention and intervention, education, and building 

resilience and coping strategies. Among respondents, the most common types of activities they provided to 

“develop or implement ACE-related services” included: direct service, educational conferences, and partnering 

with other programs. They also developed programs, wrote grants, evaluated services, and to a lesser degree 

(9.4% of respondents) were responsible for funding programs and services. Some respondents reported doing 

educational programs that were not using the term “ACE,” but still focused on the prevention or intervention of 

ACEs.   

 

The types of services provided by professionals include screenings (formal and informal), referrals, assessments, 

interventions, home visits, case management, and education. Many respondents provide referrals (72%) and 

include the “support of resilience factors” (56%).  Table 4 below details the other services described by the 

respondents.  

 

Table 4. What service(s) do you provide?  Please check all that apply. (n = 143) 

  
Percent Number of Responses 

Referral for assessment or intervention 72.0% 103 

Supporting resilience factors (self-esteem, choices, empowerment, 

aspirations, etc.) 

55.9% 80 

Home Visiting 49.0% 70 

Advocacy 45.5% 65 

Education/training (for community/providers, not clients) 44.1% 63 

Case management or coordination (including medical home) 43.4% 62 

8.1% 

14.0% 

14.0% 

32.6% 

9.3% 

3.5% 

8.1% 

26.7% 

Child Abuse Action Network Conference

Maine Chapter American Academy of…

Other presentation by Dr. Felitti in Maine

Other conference or presentation

Professional journal

News media

Internet

Work group meetings

Figure G. How did you FIRST LEARN about ACEs?  (n = 86) 
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Screening with form (formal) 43.4% 62 

Raise Awareness 42.7% 61 

Intervention (therapy, consultation, client skill building) 34.3% 49 

Assessment of adversity/stress/trauma exposure 28.0% 40 

Child welfare 21.0% 30 

Physician or Medical Observation (informal, pre-screening) 18.2% 26 

Public safety 7.7% 11 

Other: medical exams, family literacy, behavioral supports, child care, child care referrals, stress indicators, 

children with disabilities 

 

Referrals 

As traumatic stress outcomes typically cross a variety of systems and require a team approach, there were 

questions on the survey concerning making and receiving referrals. Possible referral sources were listed as (and 

respondents could provide their own): advocacy, business, child welfare, corrections/public safety, community 

development, early care and education, K-12 education, post-secondary education, faith based organization, 

government (town, city, state), mental health, home visiting, public health nursing, pediatrician, primary health 

care, public health, and substance abuse.  

 

As illustrated in Figure H, for the sample that responded to this question (n = 153), the greatest number of 

referrals came FROM child welfare and early care and education. Also for the sample that responded (n = 152), 

the greatest number of referrals went TO child welfare and mental health. Many providers receive and give a 

large portion of referrals from within their own field.  

 

Figure H illustrates the top 5 sources that are referred TO by the fields of child welfare, early care and education, 

mental health, and home visiting. Similar to referrals from, providers make many referrals within their field as 

well as to other fields.  
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Figure I is provided to illustrate the degree of collaboration versus ‘silo’ services among five of the significant 

service systems. Data reflect the number and percentage of respondents indicating that they receive referrals 

within and among the service systems. Thickness of the arrows illustrates the numerical percentage of 

respondents. For example, of the 12 respondents identifying themselves as providing primary health care, eight 

(67%) indicate that they receive referrals from within primary care and 58 % report receiving referrals from 

mental health. 41% of respondents within mental health report receiving referrals from primary care. 
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As noted previously, the small number of respondents for primary health care is descriptive, rather than 

representative of the statewide services. Further data gathering will be needed to plan systems change, e.g. 

regarding referral patterns, communication among systems, screening tools, intervention resources, 

coordination agreements, decision-making, evaluation, sustainable funding, etc.8 

Populations Served 

The majority (88.5%) of respondents serve the 0-3 age group, with 72.4% serving the 4-5 age group as well. Over 

50% of respondents serve parents ages 21-59, and families are served prenatally by 44.2% of respondents. 

Figure J below contains detailed responses to the question about audiences served.  

                                                           
8 http://www.nctsn.org/products/helping-children-child-welfare-system-heal-trauma-systems-integration-

approach-2005 
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The ACE Pyramid9 illustrates how ACEs may lead to neurobiopsychosocial impairment, to unhealthy strategies 

for coping with impairment, and ultimately to illness.  Accordingly, the survey question, “At what levels of 

service do you intervene” is worthy of note. Figure L depicts the number of respondents delivering services at 

each level of the Pyramid and Figure M aligns these responses with the levels of the ACE Pyramid. 

 

 
 

                                                           
9 www.cdc.gov/NCCDPHP/ACE/ 
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Figure J. What ages are served by your work?   
Please check all that apply.  (n = 156) 
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Figure M. Levels of Service Provided  

 
 

A number of comments addressed the notion of “intervention,” because there is a greater focus on prevention 

in many of the programs. One respondent wrote: “Intervene is a strong word. We guide/educate them so that 

they might make better choices. Discussing something like their unhealthy coping strategies and healthier 

choices, giving them resources: we work on empowerment.”  Two respondents commented, “prevention, not 

intervention!!” And others “intervene” on different levels, be it educationally with elementary school students, 

0-5 intervention with children with disabilities, or working to support providers in their service delivery. 

Impact on Practice 

As introduced above, learning about the ACE Study led to different responses from practitioners. For some, it 

was a true “ah hah” moment that led to great changes in practice. For others, it reinforced and validated the 

ways they were sensitive to working with children and adults. Responses to the question, “in what ways has 

learning about the ACE Study affected your work?” were answered by 69 individuals. Table 5 below shows the 

responses that were coded for themes. The most common way (36%) in which learning about ACEs affected the 

work was by increased understanding of the study and of the impact of ACEs. The second most reported way 

(29%) in which learning about ACEs affected the work were responses coded related to professional settings. 

This included responses about “integrating the survey into my practice,” asking clients about their ACE 

experiences, collaborating with other agencies, or in some way integrating the new knowledge into the 

professional setting.  

ADVERSE 

CHILDHOOD 

EXPERIENCES 

PYRAMID 
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Table 5. Responses and Coding For “Ways Learning About the ACE Study Affected Work” (n = 87) 

 

Theme Percent Sample Response 

Understanding 36% Gives me a better understanding of why patients react, do or 

make the choices they do. 

Use in professional settings            29% I want to see ACEs become a normal tool used by medical, 

early childhood, social work and other relevant workers. 

The Study results have greatly informed my practice.  

Increased perception  13% It has helped me to look more deeply into children's lives 

when behaviors may indicate some unusual developmental 

issues going on. 

Prevention 10% Felt validated in continuing to work toward PREVENTION of 

child abuse & neglect. 

Parenting 9% It helps us to have conversations with parents about the 

choices they make for their children and the potential long 

term consequences. 

Resiliency 8% Resiliency can overcome ACES 

Validation 5% It has validated many of my thoughts about trauma in 

childhood and later effects. 

 

Support and Resistance 

Within its Transformational Change Pyramid, the Institute for Healthcare Improvement (www.ihi.org) describes 

four levels of support for and resistance to innovation. For this survey, potential support and resistance 

regarding ACE-related screening and intervention were explored using the following levels, adapted from the 

Institute for Healthcare Improvement10: 

 Individuals (parents or children) who have experienced ACEs 

 Providers of services to individuals 

 Organizations within which providers serve individuals 

 Environmental community of stakeholders who network, fund, support, evaluate outcomes, advocate, 

develop policies, etc.  

Survey respondents were asked to provide open-end responses about possible or actual ways programming to 

prevent or respond to ACES may encounter support and/or resistance. Approximately 100 respondents (mostly 

service providers) anticipated sources of support and resistance for each of the four levels. Each item was coded 

for common themes, as detailed in the Figures below. Figures N-Q illustrate the benefits for supporting efforts at 

                                                           
10 http://www.chadwickcenter.org/Documents/Kaufman%20Report/ChildHosp-NCTAbrochure.pdf 

http://www.ihi.org/
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each level, and Figures R-U illustrate possible resistance. Each question included prompts to stimulate thinking 

about the item, and some respondents echoed the prompt. Accordingly, common themes related to the 

prompts are indicated by an asterisk in the tables. Comments that did not answer the question were counted, as 

well as responses that remained uncategorized. 

Supports 

Respondents who knew about the ACE Study, as well as those who did not know about it, were willing to 

provide responses to the questions about ACE-related services. Of the people who responded to the “supports” 

related questions, 37% of them were unaware of the ACEs Study (63% did know or were unsure). Of the people 

who responded to the “resistance” related questions, 28% of them were unaware of the ACEs Study (62% did 

know or were unsure). This suggests that although the Study itself may not be known, ACE-related work is, and 

the respondents considered the reasons these services would be supported or face resistance at a number of 

levels. 

 

At the individual level the question asked: “What benefits/support for developing ACE-related services would you 

anticipate from INDIVIDUALS/CONSUMERS (e.g. service providers and organizations would better understand the 

impact of stress and trauma, more services would be available to help children and parents, consumers would 

feel better with more ACE-supported providers, more social support to break unhealthy habits, etc.)?” 

Respondents’ open-ended answers were categorized into the following categories: personal improvement, 

parenting improvement, receiving trauma-informed support, improved consumer-provider relations, additional 

comments. Respondents anticipated that ACE-related services would result in “more social support for 

individuals to break unhealthy habits and make healthy choices,” better understanding by consumers and 

service providers of the impact of stress, greater personal awareness of resilience and recovery from ACEs, and 

motivation to increase parenting skills and understanding of the feelings and behavior of children who are 

dealing with ACEs, etc. 

 

Respondents anticipated that individuals would strongly benefit from recognition within ACE-related services 

that negative physical and behavioral health outcomes may result from unhealthy attempts to cope with 

impairment due to ACEs. Such a trauma-informed perspective is less likely to blame victims for their difficulty, to 

stimulate previous trauma experience, or to induce further stress. This was seen as likely to support improved 

client-provider relationships, enabling more efficient and effective service delivery. Respondents viewed 

potential ACE-related services as likely to facilitate improved personal functioning and, to a somewhat lesser 

extent, improved parenting. Reflecting on one’s history of adversity and ways that it may still bother or not was 

seen as “like the fog lifting,” setting the stage for exploring how to heal or move beyond early trauma.  
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The next question focused on the service provider level, “What benefits/support for developing ACE-related 

services would you anticipate from SERVICE PROVIDERS (e.g. additional tools and support for dealing with 

difficult problems, participating in innovation, job satisfaction, etc.)?” Respondents’ open-ended answers were 

categorized into the following topics: skills and knowledge, tools, job satisfaction, innovation, and provider-

client relationship. Respondents anticipated that service providers would particularly value ACE-related 

screening tools and opportunities to acquire the knowledge and skills to implement screening and interventions. 

They noted that “better understanding of why people do what they do (should lead to) more effective 

interventions and more positive outcomes” and that “ACEs gets to the root, the beginnings of ineffective and 

destructive coping mechanisms repeating the pattern…ACEs is the place to start.” They hoped that ACE-related 

“creative solutions to long-standing problems” could lead to “less burnout” and greater “feelings of 

empowerment” in service providers “dealing with difficult situations.” 

 

The next question focused on the organization level, “What benefits/support for developing ACE-related 

services would you anticipate from ORGANIZATIONS (e.g. additional tools and coordination for dealing with 

challenging populations, participating in innovation, more effective/efficient service delivery, etc.)?” 

Respondents’ open-ended answers were categorized into the following topics: coordination, better 

service/outcomes, tools, trauma informed services, and client-provider relations.  
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Respondents anticipated that an ACE-related service model could provide “a common language…more cohesive 

and comprehensive service delivery” system for “challenging populations” and children who have experienced 

adverse experiences. Standardized tools for screening (such as ACE Questionnaire) would assist in service 

coordination. “Opportunities to look at programs through an ACE lens” could promote “more effective service 

delivery, stronger partnerships, more cooperation among service delivery organizations, less of an adversarial 

reaction from consumers” as well as enable “more effective use of funding to address cross-organizational 

concerns.” 

 

 
The final question focused on the community level, “What benefits/support for developing ACE-related services 

would you anticipate from COMMUNITY MEMBERS (e.g. help others in need, reduce long-term costs of intensive 

services, improve well-being of children, fewer health problems in the way of work, etc.)?” Respondents’ open-

ended answers were categorized into the following topics: better understanding of ACEs, supporting community 

health, decreased costs, and increased well-being.  

 

ACE-related services were seen as showing potential for “increasing community resiliency and 

health…decreasing strain on public resources…reducing long term costs of intensive services…especially health 

care and mental health services” resulting in “decreased mental and physical health problems… more effective 

use of tax and insurance resources… children better able to learn in school (and achieving) increased success in 

school and work.” Communities were seen as likely to be safer, with “less violence, substance abuse, crime,” if 

ACEs could be prevented or healed. Such services could contribute to “increasing the capacity of the village to 

care about and for all of its members, breaking cycles of violence and illness.” 
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Resistance 

Consistent with the Institute for Health Care Improvement Transtheoretical Model, respondents were asked to 

anticipate potential resistance to ACE-related service development. Although resistance may often be perceived 

as negative or conflictual, early resistance can be interpreted as helpful in identifying obstacles, errors in 

planning, challenges which can then be addressed within a change plan. As with support for change, resistance 

was explored at the four levels of individual consumers, service providers, organizations, and community 

environment. 

 

At the individual level the question asked: “What resistance to ACE-related services would you anticipate related 

to INDIVIDUALS/CONSUMERS (e.g., Discomfort completing ACE questionnaire? Sharing info? etc.)?” 

Respondents’ open-ended answers were categorized into the following topics: discomfort completing, 

denial/shame/stigma, logistics/literacy/language barriers, and discomfort sharing the information being asked.  

 

Concern is commonly expressed about the discomfort that individuals may feel about recalling past adversity in 

order to complete the ACE questionnaire.  This was recognized by survey respondents, e.g. “painful to revisit 

ACEs…may have to face other demons such as substance abuse, behavior towards others…difficulty disclosing 

past events they may have kept secret for years…denial of own ACE history and impact.” However, they 

anticipated that how the results would be shared and used would be much more significant concerns for 

individuals. “Fear of disrespect…worry that opening up and sharing really is not going to result in better services 

or help…fear of being labeled as ‘damaged goods’ because of ACE… embarrassment…lack of understanding of 

why being asked” were identified as more problematic, than actually filling out a questionnaire.  “Discomfort or 

lack of honesty if completed at initial assessment...need to have established, trusting relationship with person 

administering the questionnaire” also illustrated the importance of how and when a screening would be 

conducted.  It was suggested that surveys could be anonymous (e.g. counting and sharing the number of ACEs 

without disclosing which categories). The role of language and cultural considerations will be important to 

address in design of a questionnaire, screening process, and intervention model. 
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The next question asked, “What resistance to ACE-related services would you anticipate related to SERVICE 

PROVIDERS (e.g., discomfort screening ACEs or how to respond? Adopting innovation? more tasks, more forms, 

etc.)?” Respondents’ open-ended answers were categorized into the following topics: discomfort, lack of 

knowledge, increased paperwork, resistance to change, not having the skills, and lack of money/time/staff.   

 

To the extent that ACE-related services require additional time, funding, and staffing, respondents were clear 

that this could be a major challenge to innovation, as “providers do have ever-increasing workloads and will 

absolutely need to see how this will improve efficiency, outcomes, and meaning… most service providers are 

pretty overloaded already, particularly in this economy where they have had to cut staff... 

organizations/providers are operating on minimal resources.” Service providers may reserve investment in new 

services until they see how they will be designed “relationship and trust with the family is important… families 

should have the choice (about) asking too many personal questions too soon… (will we) spend more resources 

trying to identify problems than we will spend treating them… how to introduce and utilize the tool and then 

what? How to not leave people in uncomfortable places… where to make referrals.”   

 

Respondents echoed the probability of encountering resistance to change, but suggested that this may be due 

to “lack of understanding as to why ACE-related services are being implemented…if the overall benefit to 

practice isn’t understood” and proposed that “We need more providers who are using the ACEs tool, so that 

they can begin to feel comfortable with it… to learn that the info they get from patients has value… (and) to 

have time to share these insights with others.” Training and support for screening would be needed to provide 

the confidence to “know what to say or how to respond.” Mandated reporting issues would need to be 

addressed for ACE screening of children when new traumas are identified. Discomfort with screening for 

adversity was anticipated, but was the least of the obstacles identified.  
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The next question asked, “What resistance to ACE-related services would you anticipate related to 

ORGANIZATIONS (e.g., shift in focus to include ACEs/resilience? Funding? Dealing with trauma issues? Adequacy 

of evidence-base, sustainability, etc.)?” Respondents’ open-ended answers were categorized into the following 

topics: resistance to change, attitudes/values/feelings, collaboration issues, education/training, evidence base, 

funding/sustainability, and uncertainty in how to respond. 

 

Predictably, funding and sustaining ACE-related innovations in services was seen as a major challenge for 

organizations, e.g. “lack of resources in this fiscal climate…support for staffing demands/needs…organizations 

are strapped with a decreased workforce.” Organizational motivators “beyond the incentive of improved 

childhood outcomes” were seen as needed.  Organizations may be cautious about entering new territory 

(“dealing with trauma issues…don’t open Pandora’s Box”), may be slow to change “the way we approach 

disease/illness,” and may lack the “accountability measures in place; outcomes framework” which could inform 

valuing prevention (and/or) intervention, “putting a positive spin on how to help people.” Others doubted that 

dealing with trauma issues would be a factor. Insufficient education and training could be an obstacle and 

operational issues at the organizational level would need to be worked out. If these challenges could be 

addressed, respondents did not identify resistance to change as being a major problem at the organizational 

level.  
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The final question focused on the community level, “What resistance to ACE-related services would you 

anticipate related to COMMUNITY MEMBERS (e.g., Up-front costs? Values about blame or individual 

responsibility, etc.)?” Respondents’ open-ended answers were categorized into the following topics: evidence 

base needed, funding/sustainability, how to do it, resistance to change, and values/attitudes.  

Respondents identified a variety of community values and attitudes that might undermine development of ACE-

related services, including “I pulled myself up by my bootstraps, why can’t they? Values about blame or 

individual responsibility… rugged individualism… sentiments like ‘that was a long time ago—get over it.” Funding 

and sustainability issues included “start up costs without immediate return on investment… understanding that 

spending money proactively is better than reactively… stats proving it’s a great outcome versus cost… (and) 

…skepticism that ACEs is the latest fad.” 

 

Future Direction 

Respondents were asked, “We are going to be compiling a list of Frequently Asked Questions (FAQs). What 

questions do you have, or have you heard from others, about ACEs?” These questions will be used to inform a 

literature review and they also provide a picture of the areas in which there is concern and/or lack of 
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information. Forty-two people responded and the responses were coded for themes. Table 6 below describes 

the categories and sample responses for each category. The most common FAQ (38%) was about 

implementation, which included concerns about training for providers, timing of screenings, how to make 

appropriate referrals, and how to build resilience. The second most common FAQ (26%) focused on how to 

educate, which was generally geared toward professionals, with the understanding that increased education 

would lead to the likelihood of changed practice. Another education concern, as described earlier in this report, 

is with the general public to increase the knowledge about the impact of ACEs, the power of resilience, and 

where to go for support in the community. 

 

Table 6. Responses and Coding For Frequently Asked Questions (n = 42) 

Theme Percent Sample Response 

Implementation 38%  What are the best evidence-informed early interventions for those 

who have experienced adverse childhood experiences? 

How to Educate 26%  List of local resources for referral and potential partnership.  

 Speakers list. 

What is the ACES Study 14%  Why is it important to know about another "study" 

 I had never heard of ACEs before this survey. It would be 

interesting to get the word out to learn more. 

Trauma Categories 9%  What is the range of adverse childhood experiences? 

Uncategorized 9%  How many people/providers actually have an awareness of ACE's? 

 I don't like the acronym it is not a clear message. Please always 

repeat "adverse childhood experiences." 

Use in Primary Care 7%  It appears that ACES, from Kaiser’s perspective, is a medical 

initiative, and I think this is an important factor, but my question is 

how will the medical community embrace working with us peons, 

who are out in the field, doing the work?  

ACES in Maine 4%  What adverse conditions are most often noted in Maine? 

ACE Outcome Pathways 2%  How can stress during pregnancy effect my child? 

Screening Implications 2%  How to respond to people who believe it is too risky for the general 

public to answer the ACEs. 
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Personal Stake 

When asked about their “personal stake in advancing ACEs understanding and prevention in Maine,” the sample 

of respondents (n = 120) did have interest in the issue. Over one third of respondents had a moderate stakes 

interest (35.8%) or a high stakes interest (33.3%). Over one quarter (27.5%) had a very high stakes interest. 

somewhat.  Figures V and W below illustrate the difference in “stakes” for the different levels of knowledge 

about the ACE Study. 

 

 
 

Below, Figure W compares the personal stake for respondents who responded “Yes” (n = 62), “No”  (n = 57) or 

“Unsure” (n = 11) about their knowledge of the ACE Study. For those with knowledge of the study, their average 

investment was “high stakes.” Those with no knowledge or uncertain if they knew of it or not had an average of 

“moderate.” No conclusion can be drawn about the reasons for this: it may be the case that people with 

knowledge of ACEs are motivated more and then their stakes are higher. It may also be the case that higher 

stakes lead to an awareness of ACEs. It is worth further exploration to determine if increased knowledge leads to 

increased stakes.   
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Figure V. How would you rate your personal stake in advancing ACEs 
understanding and prevention in Maine? (n = 120) 
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Current and Future Activities 

Respondents were asked about their current and future activities. Figure X illustrates their responses. Over half 

of the sample was currently engaged in (or would be in the future) providing direct services, partnering with 

other programs, and training or conference planning.  
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Figure W. How would you rate your personal stake in advancing ACEs 
understanding and prevention in Maine? 
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Figure Y explores the question of current and future activities by area of expertise within early care and 

education, mental health, child welfare, home visiting, public health, primary health care, and corrections. 

 

Respondents were asked to suggest types of resources that would be useful to them in their current activities, 

and what might be helpful into the future to support activities like grant writing, program development, 

conference presentations, etc. “Child resources” was the most suggested resource, followed by “parent 

handouts.” It was not clear what child resources meant; it could be resources designed for children to assist 

them with stress and trauma, or it could be resources for parents about their children. Likely it is a both/and, 

and is worthy of future investigation. Figure Z below details responses to the resources question. Respondents 

were very interested in resources to assist in day-to-day practice, such as a tool kit, professional development 

training and support.  Some resources, like PowerPoint presentations have been created, as have general 

educational materials for conferences and displays and for use by general audiences. 
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Respondents also provided additional suggestions including: high quality trainings, trainings for the judicial 

system, integrating the ACEs work with that of community health and counseling centers, apps for phones, tips 

on websites, parenting programs to be viewed on PBS, local channels, and/or online. Table 7 on the next page 

highlights the top resource suggestions by professional focus area. 
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Figure Z. What resources would assist you in these activities? Check all that apply. 
(n = 236)  
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Table 7. Top Resources by Focus Area 

 Focus Area 

Resource 

Child  

Welfare 

Early Care 

& 

Education 

Mental 

Health 

Home 

Visiting 

Primary 

Health 

Care 

Corrections/ 

Public Safety 

Public 

Health 

Parent Handouts 2 2  1 1  3 

Evidence base 

summary      2  

Policy briefs        

Bibliography        

Child resources 1 1 2 1 2 2 2 

Youth resources     3 2  

Video for 

presentation      2 3 

PowerPoint for 

presentation        

Ideas on how to 

launch services        

"Tool Kit" with 

materials, ideas 

and resources 
3 3 1 3 2 1 1 

Training in ACEs 

screening 

instruments 
  3 2 3 3 3 

 Note: Solid (dark blue) indicates 1st choice, Diagonal lines (red) indicate 2nd choice, Horizontal lines (tan) indicate 3rd choice. 

Priorities 

In order to understand the priorities of respondents with respect to the long-term outcomes 

potentially impacted by ACEs, respondents were asked the question “How important are these long 

term outcomes in your work?” Answer choices included: chronic disease prevalence and/or cost; 

substance abuse prevalence and/or cost, crime prevention and/or cost; mental illness prevalence 

and/or cost; child welfare prevalence and/or cost; health care efficiency and/or cost; work 

productivity; education measures; personal violence; community violence; protective 

factors/resilience/healthy coping measures. This question was answered by 189 people, and Figure AA 

below conveys their responses; most of the outcomes were perceived to be “important” or “very 

important.” 
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A follow up question asked respondents to prioritize their top four choices by rank ordering them from 

one-four. Scores were weighted and overall priority outcomes were calculated.11   The priority outcomes 

in order from highest to lowest ranking were: child welfare prevalence and/or cost, protective 

factor/resilience/healthy coping measures, mental illness prevalence and/or cost, education measures, 

substance abuse prevalence and/or cost, personal violence, community violence, chronic disease 

prevention and/or cost, work productivity, and crime prevalence and/or cost. Priority outcomes based on 

weighted rankings are illustrated in Figure BB on the next page.  

 

                                                           
11 Weights were calculated by assigning values of 1-4 for each ranked outcome (4=highest priority). These values were 

multiplied by the number of responses per outcome, then summed for each outcome. The summed value for each outcome 

was then divided by the total number of responses for all items. Because response numbers for each ranking were not 

equivalent (192, 180, 189, 195) a sum of them was used as the denominator. The final weighted score was the numerator 

divided by the denominator to result in a value between 0 and 1. Scores were then sorted largest to smallest, then graphed.  
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Discussion 

Questions and Next Steps 

The variety of responses to the ACEs survey indicates that among those who know about the issues related to 

adverse childhood experiences, there is a great deal of interest in working with others and reducing the “silos” 

that are often discussed as a barrier to effective work with families and children. This was evidenced in the 

referrals, where there is much cross-referring. Professionals do work with others within their circles, but they 

also refer outside and receive referrals from outside their circles. As evidenced in the priority outcomes 

question, respondents are very interested in child welfare and protective factors. Regardless of professional 

focus area, there is interest in investments into health and prevention, not just illness and intervention. 

 
The respondents identified a perceived lack of knowledge on the part of the general public about ACEs and ACEs 

impact and felt that this information is extremely important for people to know about. Increasing efforts in the 

education of the general public are underway, and could be expanded with the Communications Committee of 

the Growth Council. Among the respondents, there was increased motivation and investment in ACEs-related 

work (although causal connections were not tested). If this were also the case with the public, educational 

efforts could lead to grassroots efforts within communities to support families and children. 

 

0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

0.8

0.9

1

P
ri

o
ri

ty
 R

an
ge

 -
  0

-1
 

Area of Investment 

Figure BB. Priority Investments (Weighted Rankings Scored 0-1) 
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There are some resources that are already available for use to assist with general education, including 

brochures, PSAs, PowerPoint presentations, and educational materials for caregivers. Development of additional 

resources can be informed by focus groups and professional input. Another aspect of developing capacity in 

resource development (tools) may be to have a clearing house or centralized information center where all 

materials for loan or other information are catalogued and updated. 

Extending the Focus from Illness to Wellness 

Despite the emphasis on the adverse experiences in the ACEs work, it should not be forgotten that they occur in 

a context of protective factors, resilience, and healthy coping skills and that the majority of people experiencing 

ACEs do not develop significant negative outcomes. This encourages a public health approach to prevention of 

impairment from ACEs and promotion of strengths. 

Recommendations from the Health Accountability Team 

Based on the findings, and the current progress and momentum of the Growth Council, the Health 

Accountability Team recommends the following six points for immediate consideration: 

Specific recommendations include: 
 Continue the HAT project with focus groups and pilot group activities to develop resources 

 Integrate HAT resources and messages with the MCGC Communications Committee 

 List specific resource toolkit materials (e.g. resources for children, birth parents, resource parents, kin 
care, service providers, community stakeholders, business leaders, law enforcement, etc.) and groups to 
develop them with (e.g. EAP programs, early childhood consultants, primary care, protective services, 
OCFS trauma-informed systems, etc.) 

 Invest private funds toward an innovative screening/intervention pilot project 

 Invest in a roundtable forum of current implementation of ACEs 
 Explore opportunities to incorporate ACE screening and service planning to enhance existing services, 

such home-visiting, primary care, employee assistance, juvenile justice, child welfare, mental health, and 
prevention of suicide, smoking, drug use, etc. 
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Appendix A. Interview Summaries 
This appendix contains summaries of interviews that were conducted with some of the people who play(ed) 

significant roles in ACEs work in Maine. The interviews are not intended to be representative, but instead offer 

the perspective of some of the many individuals who have played and continue to play a significant role in work 

related to ACEs. 

Systems Work 

“We need to have a paradigm approach in order to make an impact.” 

 

In 2002, Dr. Richard Aronson was serving as Maine CDC’s Maternal and Child Health Medical Director. During his 

tenure (he left Maine in 2009), he worked with ongoing efforts to promote policies that would benefit young 

children and families. In 2003, he worked on the grant to “mobilize to provide system development support” for 

maternal and child health.  

On learning about ACEs: 

“It wasn’t until the Child Abuse Prevention Network people (Dr. Aronson was part of the child fatality review 

team) really told me about it. [It was] interesting because here I was a pediatrician, and I didn’t know about the 

ACE Study until several years after it was published.”  

 

“Pediatrics, public health, and general medicine have been slow to realize the impact of the study.” 

On the intention: 

“Expand the players, and stakeholders, and get the whole system in the room.” 

 

The Early Childhood Task Force started in 2003, and out of that group came the “energy, interest, and 

enthusiasm about the ACE Study.” The combination of the Task Force and the momentum of the Child Abuse 

Prevention Network brought Dr. Felitti to Maine.  

 

On resistance: 

“The public health sphere needs to open up. Understanding that some of the behaviors we see have origins in 

childhood and early experiences, and in order to change behaviors we need to understand them in a different 

way from the conventional ways of public health strategy. We need to look at the whole life cycle, and have a 

paradigm approach in order to make an impact. 

On moving into the future: 

“Now, it’s about translating the research into action to make a difference.” 
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“Educating people about the impact of their actions…” 

 

Valerie Ricker currently oversees the Maternal and Child Health Medical Director at Maine CDC as the head of 

the Division of Family Health; she has been in Maine for 15 years.  

On learning about ACEs:  

“Richard Aronson was the first to educate me about ACEs, in 2003-2004.” Though she’d not heard of the study, 

the connection between early childhood experiences and adult outcomes did impact the people she provided 

care to as a postpartum obstetric and pediatric nurse.  

 

“We had to educate that [elimination of ACEs wouldn’t make everything perfect] and that we might want to 

think…does this person or subpopulation with ACE experiences make decisions and choices about behavior that 

are actually protective for them?” 

 

“We realized we might need to adapt interventions.” 

On current efforts: 

Years ago, Dr. Aronson also shared that the CDC had a survey module for the national behavior risk survey that 

was about ACEs. “Since 2008, we’ve incorporated those questions into the behavior risk survey for Maine.” It’s 

new, and the numbers are small, and data will not be reported until about 5 years of collection. “We’ll be able to 

look at the numbers of ACEs and have some idea of the proportion of residents” with various types of 

experiences.  

 

“In all my years of working with families, labor and delivery, postpartum period…I’ve yet to meet a parent that 

intentionally wants to make a miserable life for their child or expose them to ACEs. They want to be the best 

parents they can be even if there may be one of the worst drug addictions you’ve ever seen.” 

 

“Educating people about the impact of those actions…short and long term.” 

On moving into the future: 

“I think long term you reduce chronic disease rates and improve health by eliminating/reducing ACEs in future 

generations.”  

 

“The need to support health care and social service providers with the resources needed to assist people with 

issues that arise, as well as to build the capacity of providers, which would mean providing training and support 

to professionals.” 

On systems work: 

“Here at Maine CDC, we don’t provide a lot of direct services to the maternal child health population, but 

through federal statute, the state agency has a responsibility to ensure a system of care to the maternal child 

health population.   
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Advocacy 

“The barriers providers put in their heads aren’t nearly as troublesome as we think they are.” 

“The ACE Study has given us another body of scientific research that supports prevention and investment.” 

These interviews were conducted with two advocates, each with over 30 years of experience in the early 

childhood and policy fields. Now, one serves as an advisor in policy, and will “talk to anyone who will listen 

about the impact of ACEs.” The other is a consultant, policy shaper, and works with the business community to 

engage in early childhood investment.  

On learning about ACEs: 

“When Dr. Felitti presented his work, it was so compelling. It made perfect sense to me from a mental health 

perspective-if bad things happen to you when you’re small, if no one is mediating it, you’re likely to have 

adverse consequences.” 

 

“There was statewide research and exploring use of ACEs early on, like the early 2000’s. When I first heard about 

it, it made so much sense, in my own life, and in the lives of the people I know.” 

On current barriers: 

Seeing the medical community as potentially playing a large, and positive role. “But people should be trained, 

and they need good supervision and consultation for folks doing it.” And knowing that time is a tremendous 

obstacle to even begin to have the conversation.  

 

From one: “People are worried, medical people, that if you hand out the questionnaire, it will freak people out, 

but I think that’s overblown. When asked appropriately, people do not freak out. I find people are fascinated by 

it.” And the other, “but asking the questions needs to be sensitive,” to not cause guilt or blaming. 

 

On moving into the future: 

“How would we do a public education campaign around ACEs? I think we might do a resiliency campaign, and 

back into ACEs that way. Parallel resilience with education around ACEs, focus on how resiliency is built.”  

 

“Business people GET it-they get that medical science is legitimate and justifies prevention. It’s easier to get this 

information from economists, medical providers, and scientists?” And this information is continuing to be 

relayed through business groups, breakfast meetings, and CEO gatherings.  
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Law Enforcement 

“I’m convinced we can do better younger, and treat the cause, not the symptoms.” 

 

This interview was conducted with Sheriff Glenn Ross from Penobscot County. Although he was unaware of the 

ACE Study specifically, he was very aware of the issues related to early childhood.  

On the impact on the work: 

“The officers are compassionate and are doing the best they can.” And in jails, there have been significant policy 

changes that will impact families, for example, weekly family visits, spouses can not sit next to one another, and 

parents cannot have physical contact with children. “I’ve had to end all of it because of drugs and drug 

smuggling. As important as I know it is, I had to end all of it.”  

 

“While people do support education in Maine, as you can see by bond votes and school votes, when [the 

message is to invest younger and earlier], I don’t think the general population or the lawmakers appreciate it 

fully, and when there’s a lack of money, it doesn’t end up in early childhood. I’m convinced we can do better 

younger, and treat the cause, not the symptoms.”  

On removing silos: 

“We’ve been able to do incredible things when we come together, not in silos-that’s what has to change. Our 

systems aren’t very well integrated. [It’s a problem] if you don’t pass through one into the other seamlessly. It’s 

human services there and jail over here, while over half the folks in jail are on mental health medications. 

Substance abuse and mental health issues are the biggest problems I deal with every day. We are trying to do 

the best we can with what we have.” 

 

“Responsivity guides intervention…taking into account trauma experience,  

resilience and family support, culture, etc.” 

 

The second interview within the law enforcement community was with Director of Juvenile Programs for the 

Maine Department of Corrections, Renna Hegg.  

The role of Juvenile Justice: 

“We are particularly interested in ACEs in the context of trauma-informed and evidence-based approaches to 

‘Responsivity.’” There are measures that determine the WHAT to do of an intervention plan, but “Responsivity 

guides the HOW of proceeding with intervention; taking into account trauma experience, resilience and family 

support, culture, etc; identifying individual factors (e.g. age, gender, culture, learning ability, mental health) to 

guide providing the right treatment at the right time for the youth and family; thereby enhancing engagement 

with intervention.” 

 

“One of the questions is when to use ACE screening in the step-by-step process involved from offense to law 

enforcement to JCC to preliminary investigation (decision about diversion or further juvenile corrections system 

proceeding toward adjudication), etc. The priority on highest risk (of reoffending) kids is clear, in terms of public 
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safety and the evidence base for where the most benefit is likely to occur…Corrections does not involve the level 

of psychological safety needed to proceed with therapy, but does currently provides skill-building utilizing 

evidence based models, as well as striving to minimize re-traumatization within the system.”  

 

Challenges: 

“One of the challenges we face involves informal recognition of the significant ACE histories youth face, without 

having a systematic approach to screening ACEs and with direct service staff not being prepared to respond in 

depth to a youth’s ACE experience.” 

 

“At times, the [methods] of building resilience expectations (building safety, self-esteem, self-efficacy, 

meaningfulness) may be inconsistent with (12-step) substance abuse treatment programs.” 

 

“We recognize the importance of cumulative risk, how the ‘whole’ (total) is more significant than just the sum of 

parts (individual adversities).” 

 

Resources that would be helpful:  

“Public Service announcements to increase awareness of ACEs, Engagement of health and medical community 

services, Trauma- and Resilience-informed substance abuse services, Recognizing substance abuse as often a 

means of coping with unresolved impairment resulting from trauma.” 
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Supporting Business 

“Once you make the connection to early childhood, they get it,  

believe it, and start to change the way they think.” 

After speaking at the 2007 Governor’s Summit on Early Childhood Investment, Laurie LaChance, President and 

CEO of the Maine Development Foundation (MDF) organized the 2008 MDF Annual Meeting, “Investing in our 

most precious assets,” where Jack Shonkoff spoke.  

 

On “getting it” 

Until understanding the connection between early childhood and the future workforce or future economic 

success, she wouldn’t “have thought it…even though I volunteered in my children’s classes and I could see it.” In 

hindsight, she could see it early on, that some children were going to be successful and others were not.  

 

 On preparing for the 2007 Summit: 

“I recall making the connection to the economy of the investment in early childhood.” It’s very important, from a 

business perspective, when speaking of early childhood, “we’re talking about our workforce.” 

 

On moving into the future:  

“Needing to lift up the quality and quantity and the pay and benefits of early childhood workers and educators, 

finding a way to raise that bar up.” 

 

“Continuing to educate the general population-policy makers and business leaders, of how critically important 

early care and education is.”  
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Providing Services 

“Naming the thing that’s been in the room the whole time.” 

Marjorie Withers, Director of the Community Caring Collaborative (CCC) in Washington County has been 

working in many capacities with families in Maine for 27 years. The CCC is a team of workgroups-frontline 

providers, a council of directors of local agencies, and state agency partners who are working together to 

remove barriers to care for high-risk infants and their families. 

 

On learning about ACEs: 

“It made perfect sense, like someone was dotting an I, or crossing a T. We’d seen it time and again, people 

tolerating so much before they have issues, including physical issues. So I thought, ‘this is brilliant, he’s naming 

the thing that’s been in the room the whole time’ with data.”  

 

On the impact of early trauma: 

As she has learned more about brain development, self-regulation of babies with Neonatal Abstinence 

Syndrome (NNAS), and babies exposed to violence…”realizing that trauma leaves tracks in our brain chemistry. 

Even as related to historical trauma, literally our neurotransmitters change. It’s real and concrete.” 

 

On priorities: 

“The more we look at readiness, looking at regulation and in-utero experiences. The fact that we haven’t done 

an accurate account of shaken baby-it looks like ADD-that’s the early intervention triumvirate that recognizes 

early intervention, physical health, substance abuse, and mental health as the top four.” 

 

“A dollop here, a dollop there doesn’t work. Instead, load up in the beginning with supports, treat people at the 

level of intensity that they need to flourish. If you create the system and have it available in the beginning, they 

can use it less as they need it, but you work with them to know themselves best.” 

 

The integration of services means that the CCC must walk their walk-they must also integrate services. And 

working with trauma as “trauma-informed” means that they must look at the trauma experiences of their own 

workers.  

 

“Collaboration is not passive. It’s an activity that takes building trust, relationships, and understanding that all 

relationships reflect their own histories. There is an iceberg to all of this. People talk about the programs, but 

the majority of the work is the under the water relationships and trust and that people to value [one another 

and relationships] and are culturally aware.” 

 

On kids with ACEs: 

“People look at kids who have had awful experiences, and want to give them a label. You have to be trauma 

informed - trauma is not pathology. It can make you look crazy, but it’s a healthy response…it’s thinking in terms 

of coping skills, not ‘fixing’ people.”  
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Cultural Considerations 

“Not asking questions about trauma has not helped.” 

 

Elizabeth Neptune has a long history of health care service and management among the Passamaquoddy Tribe. 

She reflected on the contribution of historical trauma to the impact of the ten ACEs to family and community 

capacity to provide protective experiences and resilience promotion for children and to perceptions of “health 

care” provided from outside the community that has itself been traumatizing over the years. 

 

Investing the Time 

“Trauma may require more time, personal engagement, and resilience, than the usual medical visit and be more 

challenging to treat (in isolation of other services).  Yet, it underlies, or is intertwined with, so many physical 

problems, that it would be expedient to treat it directly and it may be necessary to address if physical problems 

are to be healed.” 

 

We Remember – Building Resilience 

“Out of necessity, the tribes have a long history of working to deal with trauma within health care and 

community systems. One favorite program is called “Kmihqutahasultipon” in Passamaquoddy, or ‘We 

Remember’ in English.12 This health program is based on Passamaquoddy values and is geared towards children 

with special needs and their families. A “strength-based” program, it helps children and families build on the 

things they do well, which in turn, helps them to become stronger and healthier families. Today, We Remember 

is a model health program used across the United States. The Kmihqitahasultipon project13 began in 1996 in 

recognition that nearly the whole tribal community was diagnosable with PTSD.” 

 

Asking Questions 

“Not asking questions about trauma has not helped.”  

 

“Often awareness and acknowledgement of trauma impact is critical to working through unhealthy coping 

strategies and accessing support. Yet, this remains an obstacle within traditional medical care. Without knowing 

‘the whole person,’ physicians may be limited to merely treating or medicating symptoms.” 

 

                                                           
12 http://www.nps.gov/acad/forteachers/upload/lizneptune.pdf 
13 http://www.news.harvard.edu/gazette/1999/05.27/video.counseling.html 
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Appendix B. Timeline 
This Appendix contains a listing of known events year-by-year of ACE-related activities that have happened in 

Maine. 

 1996 

- Kmihqitahafultipon (We Remember) SAMHSA 

grant, Passamaquoddy Tribal Health Care 

1997 

- Early Childhood Task Force Forums 

2000  

- Trauma Conference, Augusta 

2002 

- Mid-Maine Child Trauma Network community 

practice center within National Child Traumatic 

Stress Network 

2003 

- Grant from the federal Maternal Child Health 

Bureau 

- (December) Early Childhood Task Force becomes 

part of the Children’s Cabinet, chaired by Maine’s 

First Lady, Karen Baldacci 

2005 

- (January) American Academy of Pediatrics Forum, 

FutureSearch methodology 

- Child Abuse Action Network conference with Dr. 

Felitti, with InterDepartmental Response Panel 

- Children’s Cabinet adds ACEs as one of top three 

priority areas 

2006 

- Child Abuse Action Network conference on Child Impairment with Frank Putnam and a community panel 

- Healthy Start focus on parental ACEs and HEARTS (Health Experiences And Relationships That Support) 

and child resilience 

- Maine Chapter American Academy of Pediatrics Community Forum with Dr. Felitti (ACEs),  Dr. Blum, 

(Protective Factors), Dr. Werner (Resilience) 

 

1998-ACE Study published  

-- 

In 2002, Vincent Felitti 

published the article: “The 

Relation Between Adverse 

Childhood Experiences and 

Adult Health: Turning Gold into 

Lead”  

--  

Prior to 2005 in Maine, there 

were a number of conferences 

focused on children’s risk and 

resilience, included those hosted 

by the Maine Association for 

Infant Mental Health, Maine 

Child Abuse Action Network. 

Spurwink, etc.  
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2007 
- Governor’s Economic Summit on Early Childhood 

- Child Abuse Action Network conference with focus on resilience and family protective factors with Irwin 

Sandler and Laurie McCubbin 

- Governor’s Summit on Cardiovascular Health with Dr. Felitti 

- Community Counseling Center community practice center grant within National Child Traumatic Stress 

Network  

- THRIVE: Trauma Informed System of Care grant 

2008 

- Business Leader’s Summit-Brewer, ME 

- Maine Development Foundation Annual Meeting: Investing in our Most Precious Assets, speaker: Jack 

Shonkoff 

- Business leader roundtable four meetings 

- Maine Children’s Growth Council (in statute) has first meeting. Transition from the Children’s Task Force 

into the Growth Council 

2009 

- Business Leader’s Summit-Ellsworth, ME 

- September, Regional Economic Summit on Early Childhood (Bath, ME) 

- September, Regional Economic Summit on Early Childhood (Portland, ME) 

- October, Regional Economic Summit on Early Childhood (Augusta, ME) 

- October, Regional Economic Summit on Early Childhood (Bangor, ME) 

- November, York County Community Conversation on Early Childhood 

- Child Abuse Action Network conference with Neil Boris focusing on ACEs as a common pathway to 

parental domestic violence, substance abuse, and mental illness; and attachment difficulty  

2010 

- Dr. Felitti visits Maine, presents at: Maine Medical Center-Portland, Summer Institute in Washington 

County with Community Caring Collaborative, Maine Development Foundation, Maine Children’s Growth 

Council, Maine Medical Association, Eastern Maine Medical Center-Bangor 

- Dr. Felitti interviewed on Maine Things Considered public radio program 

- April, Hancock County Business Leader’s Summit 

- May, “Why do you Hurt Me” York County Child Abuse Prevention Council 

- September, Educare opens (Waterville Maine) 

- October, York County Community Conversation (outgrowth of Governor’s Summit on Early Childhood) 

- December, York County Business Leader Summit with United Way and Community College 

2011 

- April, Bangor Rotary-Early Childhood Investment and Toxic Stress presentation 

- Development of the Maine Early Childhood Investment Group, headed by Steve Rowe, focused on CEO 

membership 

- May, United Way of Mid Coast Maine Annual Meeting with Bowdoin College professor Craig McEwen and 

Rockefeller University neuroscientist Bruce McEwen speaking on "Early Childhood Experiences: What's at 

Stake for our Community's Health and Education" 
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Appendix C. Frequently Asked Questions Regarding ACEs 
This Appendix addresses questions raised in the survey and anticipates questions of consumers, service 

providers, policy-makers, investors, etc. 

 

This Appendix is organized according to nine questions:  

1. What is the ACE Study? 

2. How representative is the ACE Study population for generalization to other groups? 

3. Will people be disturbed taking the ACE Questionnaire? 

4. What is done with ACE scores?  

5. How do ACEs lead to negative outcomes? 

6. What helps prevent ACEs from leading to negative outcomes? 

7. How much do ACE-related outcomes cost and what return on investment can be expected for 

preventive interventions? 

8. How can ACEs and their outcomes be prevented in children? 

9. What are next steps?  

1. What is the ACE Study? 

 In the Adverse Childhood Experiences Study, the Kaiser-Permanente (KP) Health Maintenance 

Organization (HMO) and the US Centers for Disease Control and Prevention (CDCP) collaborated in 

surveying over 17,000 HMO members about their experience of a variety of adversities as 0-18 year olds 

and their subsequent health histories. The results showed a strong relationship between the number of 

ten categories of adversities experienced ((physical abuse, emotional abuse, sexual abuse, physical and 

emotional neglect and experience of parental domestic violence, substance abuse, incarceration, mental 

illness, and separation/ bereavement) and risk of a variety of negative behavior and health outcomes, 

including “the leading causes of morbidity, mortality and disability  

 

in the USA: cardiovascular disease, chronic lung disease, chronic liver disease, depression and other forms 

of mental illness, obesity, smoking and alcohol and drug abuse.” 

 

 Initially eight and then ten categories of adversity were included in the study because of their high 

prevalence in the KP weight reduction program: five directed toward children (physical abuse, emotional 

abuse, sexual abuse, and, later, physical neglect, emotional neglect) and five household issues (domestic 

violence to mother, separation, substance abuse, incarceration, significant psychiatric illness). Although 

other risk factors such as poverty, political and cultural trauma, etc. also affect illness and wellness, they 

were not analyzed in the ACE Study of KP members. 

The number of adversity categories experienced in childhood significantly predicted negative health and 

behavior outcomes, but it did not appear to matter much which categories were involved. The number of 

experiences within categories was not counted. 
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2. How representative is the ACE Study population for generalization to other groups?   

 The ACE Study surveyed middle-class Americans in San Diego, CA who had high-quality health insurance. 

Of the 17,000 participants, 74% had attended college, the average age was 57 years, they were evenly 

male and female, 80% were white and Hispanic, 10% were African-American, and 10% were Asian. 

 

 The 4-page ACE Questionnaire was completed by mail, following a previous health history questionnaire, 

and occurred in the context of an extensive health examination process. About 30% of the 26,000 who 

received the questionnaire did not return it. It is not clear how the ACE scores and outcomes data from 

that 30% would affect the study conclusions. 

 

 Researchers were surprised to find how prevalent the adverse experiences were, once they asked (via 

questionnaire) what had typically not been discussed in medical care. Only a third of respondents 

reported no ACEs, while a sixth reported four or more. 

 

 The ACE Study surveyed adults about their experiences as 0-18 year olds. It is not clear from the ACE Study 

how the ACE Questionnaire and predictions would be utilized by youth under 18 years or their parents. 

[Data from the National Child Traumatic Stress Network and the Family Research Laboratory indicates that 

cumulative risk is indeed already a significant factor in the development of physical and behavioral health 

problems during the childhood years. 

 

 Five states (Arkansas, Louisiana, New Mexico, Tennessee, and Washington) are conducting their own ACE 

(initial eight adversity categories—without neglect) data collection within their Behavioral Risk Factor 

Surveillance Systems.  These BRFSS estimates are similar to the findings in the Kaiser-CDC ACE study. 

3. Will people be disturbed by taking the ACE questionnaire?  

 When the HMO members completed the four-page ACE questionnaire, a clinician was available for phone 

support 24 hours a day for the three years of the study, in order to assure patient well being. In three 

years, the clinician did not receive a single call and no complaints about the survey were filed. In fact, 

many expressed appreciation for having been asked and for the opportunity to briefly discuss the how the 

experiences affected their health 

 

 The ACE questions are now integrated within the overall KP health history and over 400,000 adults have 

completed them without report of difficulty. Dr. Felitti emphasizes that resistance to the ACE 

questionnaire is an issue for service providers, but not patients. 

 

 If the ACE questionnaire is administered in an office setting or is not part of an overall health assessment 

process, the comfort level and interpersonal dynamics are different than the experience at KP. Other 

clinics have reported that some respondents are reluctant to answer questions about trauma in the 

context of mental health screening. Within focus groups on trauma screening for their children, parents 

have expressed concern about survey questions about a children’s ACE history leading to a mandated 

report to child welfare. Likewise, youth have reported reluctance to share their trauma history with 
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strangers or to list it on a form where they are not sure where it would go or what the service system 

response would be. 

 

 Additional research studies indicate that people typically do not mind being asked within professional 

relationships about their trauma histories and often expect it. Many victims of interpersonal violence 

describe feeling supported by having their primary care provider screen for safety. 

4. What can be done with ACE Scores? 

In the Health Accountability Team survey, respondents anticipated that concerns about the use of ACE 

Questionnaire results would be more important than possible consumer upset about completing the 

questionnaire itself or provider resistance to change. 

 

 Within the KP Department of Preventive Medicine, questionnaire data is followed up in person within a 

protocol of an interviewer “asking (about how ACEs affect health), listening, and enabling a patient to go 

home feeling still accepted…in itself a major intervention.” 

 

 Within orientation groups prior to beginning the KP weight loss program, sharing adversity histories 

among peers has supported program efficacy and been well-received. 

 

 Within a public health approach, ACE scores provide an opportunity to identify risk groups for preventive 

intervention prior to impairment or unhealthy coping.  

 

 Opportunities exist to utilize ACE Questionnaire data and odds of developing problems to explore with 

individuals (in a trauma/resilience-informed way) their motivation for change to address or prevent 

negative health and behavior outcomes, i.e. to reduce being bothered by their ACEs. This might occur 

within primary care settings, wellness services, employee assistance programs, etc. ACE screening could 

be followed up with measures of trauma impact, impairment, resilience, etc. that could guide referral for 

more trauma-specific assessment and intervention planning. 

 

 ACE scores (especially if non-specific) may identify individuals that are vulnerable to being re-traumatized 

or triggered, for whom a particularly trauma-sensitive approach may be critical, e.g. guiding responsivity 

or reactivity within juvenile justice, within obstetrics, etc. 

5. How do ACEs lead to negative outcomes? 

 There are multiple, interacting pathways by which adverse experiences can lead to impairment, to 

unhealthy attempts to cope with it, and to negative behavioral and physical health outcomes. In general, it 

appears that the negative outcomes do not occur directly from the ACEs, but are mediated by stress or 

impairment. Some consumers prefer calling this remaining bothered by the adversity. 
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 Pathways include effects of intense stress on neurobiology (e.g. PTSD), effects of prolonged external or 

internal (remaining ‘bothered’) activation of neuro-bio-psycho-social stress response systems, and 

unhealthy coping such as the use of tobacco, alcohol, drugs, self-harm, suicide, sex, etc. to self-medicate, 

impairment. 

 

 Most people who are exposed to trauma or adversity do not develop negative outcomes, hence it will be 

important for the field to better understand what protects them and what tips a person from being 

resilient to being impaired (and what can assist them in reversing this). However, as the ACE studies are 

based on a count of adverse experience categories, rather than on how many categories still bother the 

individual, further research asking questions both about what was experienced and what still bothers a 

person is recommended to clarify this. 

 

 The following table presents three stress response systems available to humans. Each may be adaptive in 

the short run, however, chronic activation of the first two may lead to negative health outcomes in the 

long run. 

 

Three stress response systems: …which have short and long-term outcomes: 

“Fight or Flight” is the most commonly understood. The 

sympathetic autonomic system prepares to mobilize for 

action (increasing respiration, heart rate, blood pressure; 

releasing of adrenalin and insulin; suppressing 

inflammation and immune response). 

If fight, flight, or action are needed this can be 

adaptive. If prolonged, this can contribute to 

cardio-vascular problems, insulin elevation and 

resistance, autoimmune disorders, It may affect 

sleep, hyperarousal, anxiety, depression, and 

motivate unhealthy coping. 

“Freeze” is a backup strategy, if fight/flight is not 

successful or available (e.g. for weaker ages, gender, or 

situations). The body immobilizes, may feel numb, or may 

dissociate. 

In the short run this may be adaptive, but if too 

intense (shock) or chronic (helpless) this can also be 

costly for the body or motivate unhealthy coping. 

Social Engagement (or “be Friend”) is recently receiving 

attention. It involves the parasympathetic autonomic 

system and is associated with health maintenance and 

using social communication and problem-solving to deal 

with stress. 

This system can dampen ‘fight or flight’ and inhibit 

‘freeze’, decreasing their negative effects. It can 

contribute to resilient functioning and health 

maintenance. 

Neurological Impacts of Stress 

Within pregnancy and the early years after birth, the brain structures and connections for dealing with stress are 

built in part by physical development and partly through practice—we “use it or lose it”—and what we use 

depends on our environment. Children exposed to adversity are likely to practice fight/flight/freeze reactions 

and build brains that are ‘on alert’ for danger, quick to react behaviorally and emotionally, and less likely to 
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think ahead about choices and consequences or engage socially in problem-solving. The brain chemicals that 

prepare for stress response in the short run (e.g. cortisol) can be toxic over the long run, interfering with 

development of brain regions. Traumatic stress may overwhelm memory systems for danger and safety, making 

it difficult to learn from experience, failing to isolate past from present experience (flashbacks), etc. 

 

What it may look like in children: Children may be impulsive, aggressive or defensive, anxious, reactive, seem 

hyperactive, and have difficulty focusing in the classroom. Heightened arousal may make it difficult for them to 

get enough sleep, resulting in sleep deprivation symptoms. Readiness for social competence may be weak. They 

may seek to manage their arousal level, painful sensory memories, etc. with self-medication (nicotine, alcohol, 

illicit drugs, cutting, etc.) 

Biological Impacts of Stress 

Chronic activation of the fight/flight system (being “bothered”) may result in chronic obstructive pulmonary 

disorder, coronary artery disease, insulin-related problems (diabetes), autoimmune disorders, cancer, etc. 

Research estimates that chronic or cumulative stress may shorten one’s lifespan by nearly twenty years. 

 

What it may look like in children: Children may have difficulty regulating mood and behavior, be irritable or 

aggressive, be anxious or withdrawn, show growth delay, experience sleep difficulty and deprivation, have 

difficulty managing social interaction, have difficulty with attention control, etc.—which may interfere with 

attachment, social competence, and academic achievement that could otherwise serve as protective factors and 

support resilience development. This may lead to inappropriate or excessive psychiatric medication or to self-

medication with substance use. 

Psychological Impacts of Stress 

How we see and think about ourselves and the world includes expectations about safety, confidence, self-

esteem, and meaningfulness. ACEs can undermine or overwhelm these expectations, leaving us feeling 

chronically unsafe, hopeless, helpless, shamed, etc. Thoughts may focus on life being unfair, meaningless, and 

unforgivable. When these expectations about self and others continue into adulthood, the stress responses at 

the neurological, biological, and social levels are perpetuated. The relationship between ACEs and alcohol, 

nicotine, and substance abuse indicates that dependence is not just the result of biological exposure to an 

addictive substance. Reorganizing incorrect thoughts and expectations may reduce stress and promotion of 

resilience expectations may protect against stress. 

 

What it may look like in children: Children may wrongly conclude from ACEs that they are at fault or that the 

scope or longevity of problems will be catastrophic, and feel ashamed, anxious, helpless, depressed, angry, etc. 

They may learn to avoid situations that upset them, interrupting social competence development or derailing 

maturation. Even as they do gain greater competence, they may fail to update these expectations and, as a 

result, may carry them into adulthood. Before developing language, infants and toddlers may experience and 

remember trauma non-verbally. They may develop a self-image or sense of competence consistent with 

fight/flight/freeze coping which could be self-fulfilling and interfere with prosocial personality development. 

Children may develop dissociative responses (e.g. shifting between different roles or personalities) that are 
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protective, but which complicate social interaction, learning and maturing. In relation to parents who struggle 

with their own trauma histories, children may develop disorganized or insecure attachments. 

Social Impacts of Stress 

Children who experience adversity or victimization are more likely to encounter social environments that can 

multiply stressful interactions. Their fight/flight/freeze stress responses are likely to be misinterpreted by others 

in social settings as misbehavior rather than as attempts to cope; such that they encounter discipline rather than 

support.  They may fail to develop social competence that could protect them from further trauma. Their 

families may be affected by the ACEs in ways that interfere with their ability to protect and promote resilience in 

children.  

 

What it may look like in children: Children with ACEs may be picked on or may emerge as bullies. Although 

discipline may be ineffective in managing stress responses, they may experience multiple encounters with 

punishment before being excluded from academic or social settings. Children may be separated from families, 

placed in foster care, and though physically safe may feel psychologically unsafe and have difficulty regaining a 

sense of well-being and permanence; contributing to a chronic stress response. They may experience multiple 

caregivers across foster or kinship care. They may seek out inappropriate company, become exposed to 

substance abuse or illegal activity, etc. Families and community settings may struggle to deal with their extra-

ordinary needs, associated with ACE exposure. 

6. What helps prevent ACEs from leading to negative outcomes? 

Although the main focus of this HAT report is on Adverse Childhood Experiences and their contribution to illness 

outcomes, it is critical to view this in the context of a complementary focus on wellness and the factors that 

contribute to it. This is important in terms of the experience of the individual, the theory and research on illness 

and wellness, and the models available to prevent and intervene with ACEs (e.g. public health).  As these themes 

will appear in other FAQ sections, a brief introduction to a ‘resilience-informed’ model wellness is offered to 

complement the contribution of the ACE pyramid to ‘trauma-informed’ model of illness. 

 

A child’s experience of safety, secure attachment, support for exploring and learning within relationships, 

parental warmth, clear emotional communication, effective rules, and connectedness with parents and school, 

etc. may provide protection from the potential intensity or severity of adverse experiences; as well as promote 

expectations of safety, self-esteem, self-efficacy, and meaningfulness.  These expectations may provide a 

measure of resilience to adversity or impairment, although they may also be countered or undermined by 

overwhelming or cumulative stresses. They also can support motivation to cope in healthy ways. 

 

Within a wellness pyramid protective/promotive experiences provide a foundation for developing resilience 

expectations (safe, lovable, capable, meaningful), which support learning and using healthy coping strategies 

that can result in wellness. This can be seen as complementing the way that the ACE pyramid’s adverse 

experience level can lead to impairment and unhealthy ways to cope with it that result in illness.  The relative 

strengths of a person’s illness and wellness pyramids offers a way to understand how some people are very 

bothered by adversity and others seem to manage or rise above it. The two pyramids offer an integrated model 
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for a continuum of screening, assessment, and interventions (that are proposed to be detailed within a toolkit of 

ACE-related resources). 

7. How much do ACE-related outcomes cost and what return on investment can be expected for 

preventive interventions?   

The following table introduces ways to answer these questions. This table is a starting point for further analyses, 

as it is based on a number of statistical assumptions (e.g. independence or confounding of risk factors), multiple 

inferences about population characteristics (generalizing from ACE Study to Maine), and a variety of outcome 

data sources—all of which could be more precise.  

Within the table the Odds Ratio (OR) focuses on the individual and involves the increased statistical odds of a 

person with 4 or more ACEs having the outcome (it doesn’t predict that any specific individual will have the 

outcome). The Population Attributable Fraction (PAF) focuses on the group of people who experience the 

outcome and estimates the degree to which the outcome is attributable to having 4 or more ACEs. 

ACE Outcome in Maine14 
Odds Ratio15 

for ACE>4 
PAF16 

Annual Cost 

Million$ 

Savings if 

prevent 100% 

Savings if 

prevent 25% 

Substance Abuse  3.5 24% $898  $215.5 $53.8  

Attempted Suicide 12.2 58% $29.5 $17.1  $4.3  

Alcohol Problem 4.9 33% $132.6 $44.2 $11.0 

STDs 2.5 16% $32 $5.1 $1.3 

Current smoker 2.2 13% $667 $86 $21.5 

Severe obesity 1.6 7% $863 $60.4 $15.1  

Diabetes 1.6 7% $542.5 $40 $10  

Cancer 1.9 10% $328 $32.8 $8.2 

Depression (among State of 

Maine employees) 

4.6 31% $6.7 $2.1 $0.5 

Lost productivity 3.2     

Total   $3.5 billion $503 million $125 million 

 

According to the data above, Maine spends over 3.5 billion dollars a year on outcomes relevant to ACEs, not 

counting lost work productivity (absent, not fully productive, etc.). It is estimated that over $500 million in 

expenses is attributable to those having 4 or more ACEs and that if even ¼  of those experiencing the above 

outcomes could resolve their impairment (to ‘not bothered’), the state could save $124 million annually. 

 

 

                                                           
14 P=Prevalence in ACE Studies of 4 or more ACEs = 12.5 (overall, individual studies may differ insignificantly) (For simplicity doesn’t 

include outcome attributable to 1-3 ACEs). http://www.cdc.gov/ace/prevalence.htm 
15 RR=Relative Risk or Odds Ratio of someone with 4 or more ACEs having the outcome versus someone with no ACEs (i.e. the baseline) 

having the outcome.  
16 PAF%=The percentage of the population experiencing the outcome that can be attributed to having 4 or more ACEs (i.e. there may be a 

variety of other factors that could also contribute to the outcome).  
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 Return on investment (ROI) remains a good question, because it is not clear for this report what 

interventions at what cost would be needed to decrease ACEs by 100 or 25%. A continuum of 

interventions will be needed to address a range of both illness (e.g. self-reflection, individual support, 

group support, non-clinical interventions, psychotherapy, trauma-focused psychotherapy, medication, 

etc.) and wellness (e.g. strengthening protective/promotive factors, resilience expectations, healthy 

coping, etc.). Although a variety of such interventions have been developed and evaluated, this has 

generally not been done in the context of assessing cumulative risk (ACE score) and resilience. Hence, pilot 

projects and further research are needed to test the cost-effectiveness of intervening to prevent ACEs and 

reduce their negative outcomes. 

8. How can ACEs and their outcomes be prevented in children? 

 Data from the National Child Traumatic Stress Network and the Family Research Laboratory indicate that 

many children exposed to cumulative trauma or victimization will show negative health and behavior 

outcomes, even before they reach the age of 18. Yet the majority of these children do not develop the 

significant health and behavior outcomes identified in the ACE Study. How might that happen and how can 

this be extended to the more vulnerable children? Many children experience family and community 

settings that are “good enough” to protect them from the impact of trauma and to support adequate 

resilience development and healthy coping. Interventions are emerging which help prevent children and 

families from being overwhelmed by their exposure to one or more ACEs.  

 

 

Opportunities to prevent ACEs include: 

 Parents managing their marital, mental health, 

substance use, criminal, violence, and 

maltreatment risk issues before causing ACEs in 

their children. 

 

 Parents reflecting on their own ACE histories, 

identifying what still bothers them and 

strengthening healthy ways to cope and to 

protect and support their children. 

“The #1 predictor …that a child will develop socially, 

emotionally, cognitively, etc. is the parent’s self-

understanding, or how you have made sense of your 

own…experiences, good or bad…It’s never too late to 

make sense of your life and what happened to you.”  

 

- Dr. Daniel Siegel, Co-author of Parenting From the Inside 

Out: How a Deeper Self-Understanding Can Help You Raise 

Children Who Thrive. From a lecture at Parents as 

Teachers National Conference, 4-5-07. 

 

For children exposed to ACEs, opportunities to reduce negative outcomes include: 

 

 Identifying ACEs and providing protective/promotive family and community experiences and enhancing 

resilience before the child develops impairment (e.g. to maintain child feeling safe, lovable, capable, 

meaningful; to make sense out of the adversity and how to cope; to enable parent availability to support 

the child, etc.).  
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 Identifying ACEs and impairment and providing intervention for impairment, before it leads to unhealthy 

coping or negative outcomes. Screening for cumulative risk across categories (not just the major identified 

adversity) is important for developing a trauma-informed intervention plan. Trauma-focused cognitive-

behavioral therapies for individuals or groups are available to treat impairment, PTSD, depression, loss, 

internalizing and externalizing behavior problems, etc.  

 

 Taking a trauma-informed approach to dealing with unhealthy coping strategies and illness, such as 

assessing for trauma which may have led to impairment which the unhealthy strategies are being used to 

cope with or which exacerbate illness. 

 

Intervention resources (to be expanded in the “Toolkit”) include: 

California Evidence-Based Clearinghouse for Child Welfare  

www.cebc4cw.org 

National Child Traumatic Stress Network www.NCTSN.org 

Knowledge Bank  kb.nctsn.org 

Learning Center   learn.nctsn.org 

Products/Resources   nctsn.org/products 

Interventions  

http://www.nctsnet.org/resources/topics/treatments-that-work/promising-practices 

 

Examples of Interventions to Strengthen Protective/Promotive Experiences in Families  

Below is a sampling of preventive interventions (i.e. prior to diagnosis of impairment) at the level of family 

protective/promotive experiences. There are many online resources to locate interventions (eg: 

www.promisingpractices.net; www.childwelfare.gov; whatworks.uwex.edu and others) to prevent ACEs and 

build resilience for families and children. 

  

http://www.nctsnet.org/resources/topics/treatments-that-work/promising-practices
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Title/Lead Authors Focus Consumer Intervention Format Evidence Base 

Project FOCUS: 

Families OverComing 

Under Stress 

Beardslee,Saltzman 

Separation 

(Deployment) 

Military 

Families 

Psychoeducation 

Communication 

Resilience-building 

6-8 family 

sessions 

children &/or 

parents 

Pre-post 

improvement 

Child & Family 

Traumatic Stress 

Intervention 

Marans, Berkowitz 

Trauma Families Communication re: 

child experience 

Four 1.5 hr 

sessions 

Randomized 

Clinical Trial vs 

treatment as 

usual 

“New Beginnings” 

Sandler 

Divorce, Loss Families Parental warmth 

Effective discipline 

  

Resource Parent 

Curriculum 

NCTSN 

Abuse/Neglect Resource 

Parents 

Trauma Informed 

Guidance: safety, 

feelings, behavior 

16 hr parent 

training in 

group 

Promising/ 

Untested 

Circle of Security-

Parenting 

Cooper, Hoffman, & 

Powell 

Includes parent 

experience of past 

trauma or stress 

Variety of age, 

SES, cultural 

groups 

Parent-child 

attachment security 

6-8   1.5 hr 

sessions group 

Promising 

/Untested 

Parenting From the 

Inside Out 

Siegel & Hartzell 

Parent thought, 

feeling, 

experience 

Parents Parent ‘Mindfulness’ X   Sessions 

group 

Promising 

/Untested 

Strengthening Families 

Initiative 

Abuse/Neglect 

prevention 

Parent resilience 

Family 

resources for 

‘good-enough’ 

parenting 

Social Support, 

Resource Access, 

Parenting Skills and 

Knowledge, 

Parent Resilience 

Early care & 

education 

program 

support for 

families 

 

Incredible Years 

 

Webster-Stratton 

 

Healthy and safe 

children 

Praise, 

interpersonal 

skills, 

managing 

behavior, 

problem 

solving 

12-14 weeks 12-14 weeks, 

2 hour 

sessions 

Proven 
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9. What are next steps? 

 Pilot an ACE protocol within primary care, mental health, (integrated behavioral and physical health), 

school health, home-visiting, parenting resources, employee assistance, etc.: 

(1) Invite respondents to indicate their ACE score by marking a circle for each trauma category 

experienced, rather than listing specific trauma experience or categories 

(2) Invite them to list the number of trauma categories that still “bother” them   

(3) Depending on the setting (questionnaire, interview, referral, etc.) 

a.  Follow-up about how they have managed to cope with any of the categories that no longer 

bothered them 

b. Follow-up about how the remaining ACEs affect their health, behavior, parenting, etc. 

c. Explore interest and readiness for change in how they are bothered and are coping. 

(4) Coordinate with a continuum of community resources to support an individual’s change 

 Develop a toolkit of resources to support children, youth, parents, providers, policy makers, stakeholders. 

 Evaluate screening, intervention, costs, and outcomes; including both illness and wellness. 

 Consider screening for cumulative risk (ACEs) and resilience, when designing programs and individual 

interventions that address impairment and unhealthy coping. 
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Appendix D. HAT/ACEs Field Sites and Proposed Projects   

The Health Accountability Team released a "call for participation" for sites to implement ACE screening and 

intervention and received a number of responses. Sites from Aroostook, Penobscot, Piscataquis and Kennebec 

Counties responded as well as statewide through Child Development Services and the Maine Child Abuse and 

Neglect Prevention Councils. These sites are anticipated to expand as the dialogue unfolds and others join the 

efforts to hold focus groups and pilot screening instruments.  

 

Group and Contact Person Location Brief Description 

Penquis Child Development 

Valerie Heal 

Bangor Head Start centers in Knox, Penobscot, and 

Piscataquis Counties + Early Head Start and 

child care services. Collaboration with 

community services 

www.penquis.org  

Southern Kennebec Healthy Start 

Karen Tucker  

Augusta and 

surrounding 

Collaboration with Head Start, home-visiting 

including training 

Franklin County Children’s Task Force 

Renee Blanchet 

Franklin County 

(Farmington) 

 

 

 

Aroostook County Infant Toddler Team 

Karen Campbell-Sawyer, Program 

Coordinator Early Head Start 

Presque Isle Parent education sessions 

 

 

 

http://www.penquis.org/

