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WELCOME



Purpose of Prevention CoP
The purpose of this CoP is to serve as a vehicle for the prevention 
workforce to: 

1. increase best practice knowledge relative to effective prevention; 

2. build collegiality and professional mentoring among those delivering 
prevention services; 

3. improve communication between and within systems of care 
addressing substance misuse; and 

4. promote a recovery and resiliency oriented set of principles and 
practice constructs.



Components of Prevention CoP

Systems Focused Group Meetings

Conference Calls

Resources and Tools

Email Based Discussion Group

Technical Assistance



Agenda

10:00 – 10:20 Welcome and Introductions

10:20 – 10:30 Prevention CoP Contact List

10:30 – 11:30 ACES Presentation by Linda Douglas

11:30 – 12:25 Facilitated Discussion Connecting ACES to Prevention 
Work Across the State

12:25 – 12:30 Wrap Up and Evaluations



Objectives

1. Describe Adverse Childhood Experiences (ACEs) 
and their impact on substance use disorder.

2. Identify prevention strategies that minimize the 
impact of ACEs.

3. Discuss how current prevention work connects to 
and affects ACEs. 



Melissa Schoemmell, Project Manager
Community Health Institute

PREVENTION COMMUNITY OF PRACTICE
CONTACT LIST



L I N D A D O U G L AS  M . E D .
C E R T I F I E D  T R AU M A S E R V I C E S  S P E C I AL I S T

N H  C O AL I T I O N  AG A I N S T  D O M E S T I C  AN D  S E X U AL  V I O L E N C E

Adverse Childhood Experiences and 
Substance Use Disorders





Why is Understanding Trauma Important?

• To provide effective services we need to understand the life 
situations that may be contributing to the person’s current 
problems.

• Many current problems faced by the people we serve may be 
related to traumatic life experiences.

• People who have experienced traumatic life events are often very 
sensitive to situations that remind them of the people, places or 
things involved in their traumatic event.

• These reminders, also known as triggers, may cause a person to 
relive the trauma and view the supportive agency as a source of 
distress rather than a place of healing and wellness.



The ACE Study is an ongoing collaboration between the Centers for 
Disease Control and Prevention and Kaiser Permanente. 

Led by co-principal investigators Robert F. Anda, MD, MS, and 

Vincent J. Felitti, MD, the ACE Study is perhaps the largest 

scientific research study of its kind, analyzing the relationship 

between multiple categories of childhood trauma (ACEs), and 

health and behavioral outcomes later in life.



Origins of the ACE Study

51 weeks later

What was the core problem here?

408  132 lbs

Presenter
Presentation Notes
Study really started about 1985 because of our unexpected experiences operating a weight loss program where we were taking people down 300 pounds  a year, 
non-surgically, using the technique of supplemented absolute fasting.  We thought we knew what we were doing and that having a famous Preventive Medicine Program 
was within our grasp.  
Our teacher here forced us to realize we understood NOTHING of what we were doing, but merely were in possession of a powerful technology. Smoke vs fire analogy.  
Only the smoke is visible.  Treating the smoke logically might be with fans - except the house burns down faster and soon homeowners flee the treatment.   
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>400 lbs. 
in a shorter period 
of time than the 
weight was lost.

Weeks

Presenter
Presentation Notes
Regain of 37 documented pounds in 3 weeks.  Quickly back >400 lbs and disappeared for 12 years before returning.  But not before we learned of her Incest history, which 
led to discovering other incest cases, then discovering other forms of child abuse, then discovering all the patients  who grew up in massively dysfunctional households.  
 In 1990, I presented our findings from 286 cases at a national obesity conference in Atlanta and was wildly attacked by the audience.  However, there was a dinner for 
speakers afterwards and I was introduced to Dr. Williamson and Dr.Anda from the CDC who recognized that, if what I had presented was true, it had enormous implications 
for the country as well as the practice of Medicine.  They proposed a large epidemiologically sound study involving thousands of people from a GENERAL population.  We did that.



A Public Health Paradox

What are conventionally viewed 
as Public Health problems are often personal 

solutions to long-concealed 
adverse childhood experiences.

Presenter
Presentation Notes
This is a profound idea, and underlies the failure of many of our public health approaches that mistake someone’s attempted solution as being the essence of the problem. 
 It will help to remember that the demonized Crystal Meth is the very same chemical introduced in 1940 as methamphetamine, the first prescription antidepressant in the US.  �Does it matter that the most commonly sold street drug has potent antidepressant activity?  Does it matter that nicotine has potent anti-anxiety and anti-depressant activity?  



Adverse Childhood Experiences

• 50% at least one
• 25% reported 2 or more

• Women 3.5x as likely to have experienced 5 + ACEs
• Dose response between # of experiences and:

• Poor health (heart, liver, lung & bone disease; cancer); 50 or more sexual 
partners, Obesity and physical inactivity

• Alcoholism, Drug abuse, Smoking
• Depression, Psychiatric hospitalization, Suicide attempts, Hallucinations
• Any ACE increased suicide risk by 2-5x

15

Experiencing Physical, Sexual, or Psychological abuse; Witness violence toward mother; 
Household members with Substance Use Disorder, Suicide attempts or Incarceration

Felitti et al 1998, Dube et al 2001, Weigh et al. 2010

Presenter
Presentation Notes
Lecture Notes: The other groundbreaking study that has reshaped the way we think about trauma is the Adverse Childhood Experiences (ACE) study. 
How many of you have heard of the Adverse Childhood Experiences (ACE) study? It is one of the most important studies to be conducted in the past 20 years and has been instrumental in reshaping the way we think about the links between childhood trauma and adult health and mental health.  It examined 7 categories of adverse childhood experiences (ACEs). These were: physical, sexual, or emotional abuse, witnessing your mother being abused, or having a household member who had been incarcerated, abused drugs or alcohol, or who had a mental illness or attempted suicide.  
The participants were members of a large HMO. In this middle class, working group of people, over 50% had experienced at least one adverse childhood experience, 25% had experienced two or more, and there was a dose response relationship between the number of adverse experiences and the leading causes of morbidity and mortality (i.e., disability and death) in the U.S. (cigarette smoking, alcohol and drug use, 50 or more sexual partners, depression and suicide, heart disease, lung disease, liver disease, obesity, bone fractures, and cancer).  
More recent studies have correlated ACEs with a range of adverse mental health outcomes.  For example, experiencing any ACE increased the rate of suicide attempts by two to five times.  In addition, a handful of studies have begun to link early life stress with the development of schizophrenia, major depression, and bipolar disorder.
In another ACE study that focused on childhood exposure to domestic violence, the authors found that individuals exposed to domestic violence in childhood had a two to six times greater chance of having experienced other childhood adversities.  
In addition, exposure to domestic violence in childhood was associated with a higher risk for self-reported alcoholism, illicit drug use, IV drug use and depression as an adult.  
Trainer Note: Refer participants to the 1 page ACE questionnaire handout. Sometimes people complete it and sometimes not but they always look at it. It’s more important that they see it. You can make a few points about it and then refer them to the study (www.acestudy.org). 


 






The ACE Conditions: Before the Age of 18

 Recurrent physical abuse
 Recurrent emotional abuse
 Contact sexual abuse
 Someone in the household misusing alcohol and/or drugs
 An incarcerated household member
 Someone who is chronically depressed, mentally ill, 

institutionalized, or suicidal
 Mother is treated violently
 One or no parents
 Emotional or physical neglect



Adverse Childhood Experiences Study: Impact Across the Lifespan

Adverse Childhood 
Experiences

Neurobiological 
Impacts and Health 
Risks

Long-term Health and 
Social Problems

The more types of 
adverse childhood 
experiences…

The greater the 
neurobiological impacts 
and health risks, and…

The more serious the 
lifelong consequences 
to health and well-
being

Felitti, V.J., Anda, R. F., et. al., 1998

Presenter
Presentation Notes
Lecture Notes
The short- and long-term outcomes of these childhood exposures include a multitude of health and social problems. The ACE Score gives a picture of the total amount of stress during childhood.  As the number of ACEs increases, the risk for many health problems also increases. 
We used to think the long-term health effects of these experiences were related to the increased use of cigarettes, alcohol and other drugs (contributing to the development of heart, lung and liver disease and cancer). Subsequent research has demonstrated that the adverse outcomes are also due to the effects of early life stress on the developing brain and the effects of a stress response system that is continually turned on (the chemicals in our bodies and brain that are produced as part of our stress response can also affect our bodies and brains). We will talk about this in more detail in the next module. This slide gives a snapshot of how adverse experiences in childhood can affect us across the lifespan.
Possible Progressive Activity
Ask participants to consider a woman they have worked with and her experiences. Ask them to consider what they know about her. After we discuss the ACE study, ask what her ACE score might have been. When we get to the multiple types of trauma conversation, we can ask what other forces may have impacted her in addition to her experiences of DV. When we get to the end of the section, we can come back to her once more and ask “was there another way she may have been helped or supported?”








Expanding the Model

SOCIAL CONDITIONS AND 
HISTORICAL TRAUMA



Factors Contributing to Likelihood of PTSD

 Genetic factors account for one-third of the overall risk
 Severity of the trauma
 Being female
 Being younger
 Having a history of childhood abuse
 Other psychiatric problems
 Belonging to a minority group
 Lower socioeconomic status
 Lower education level

Shaili Jain, 2019



Prevalence of PTSD

 Lifetime prevalence in general population is 7%
 Prevalence in veterans in the current wars in Afghanistan and Iraq is 

twenty per 100. The longer the deployment and the more intense the 
exposure, the higher the rate climbs.

 Higher rates are found in police officers, firefighters, and other first 
responders.

 Similar statistics show high rates in low-income women and 
teenagers living in high-crime inner-city areas.

Shaili Jain, MD  2019



Genogram of Trauma/Case Study

Maternal Grandparents
French -- Indigenous

Grandmother
 Institutionalized in 40s for depression

Grandfather
 Placed in Indian Boarding School at 

age 10
 Alcohol Use Disorder
 Raised 5 children during the Great 

Depression

Paternal Grandparents
Irish/French Canadian -- Irish

Grandmother
 Raised 11 children during the Great 

Depression
 Married twice – both alcohol use 

disorder
Grandfather
 Abandoned family during Great 

Depression – alcohol use disorder



Genogram of Trauma

Mother
At least 2 brothers with alcohol use 

disorder
At least two were physically abusive 

to children and wives
One brother was a pedophile

Had four children – one died before 
the age of 2

2 had medical traumas
Anxiety/Depression

Father
Had ten siblings – a number of 
whom had alcohol use disorder

Korean War Veteran
Food addiction

PTSD
Anger issues



This Generation

Multiple addictions including alcohol, food, shopping, and gaming
Sexual assault victims
Depression, anxiety

etc., etc.

ACEs not considered high but . . . . .  







Social Location and Local Context

Safety and access to quality health care, economic opportunities, 
social connections, and social capital are all key determinants of the 
health over time.



Social Determinants of Health

Presenter
Presentation Notes
6 minutes

https://www.youtube.com/watch?v=8PH4JYfF4Ns


Abraham Maslow, 1954



“Until we are willing to acknowledge that we collectively have 
not fulfilled the needs of developing humans throughout our 

evolution, and therefore as adults we are not operating at our 
optimal capacity as human organisms, we will continue to 

perpetuate the social conditions that hinder optimal 
development, all the while pretending that we adults are 

unaffected and traumatic childhoods are normal.”

Elizabeth Perry



Historical and Cultural Trauma

“The collective experience of violence perpetrated against a group in 
the process of colonization that results in a humanitarian crisis for that 

community.” 
Brockie, Heinzelmann & Gill 2013

“Living under such difficult, oppressive circumstances can lead parents 
to formulate fear based ‘survival messages’ that they pass on to their 

children and grandchildren – ideas like “Don’t ask for help – it’s 
dangerous.”

Elena Cherepanov 2019
(Quoted by Methot) 

Presenter
Presentation Notes
Holodomor – Ukraine The legacy of trauma



Shared Stress

 Due to ongoing discrimination and micro-aggressions.

 Causes hyperarousal, feelings of alienation, worries about future 
negative events and perceiving others as dangerous.

The feeling that you have to manage everything in your own 
community because you don’t know what you will encounter in society 
at large.

Monnica Williams, 2018
(Quoted by Methot)

Presenter
Presentation Notes
a subtle but offensive comment or action directed at a minority or other nondominant groupthat is often unintentional or unconsciously reinforces a stereotype:microaggressions such as "I don't see you as black."
the act of discriminating against a nondominant group by means of such comments or actions:The diversity committee discussed the issue of microaggression toward women on campus.




Loss of Cultural Control

 Altered sense of identity and self-perception
 Lack of personal agency
 A lack of faith in the value and meaning of their own lives

These structures were broken by the oppressive systems that 
dismantled their societies.

Suzanne Methot



Intergenerational Trauma

 First identified in the children of Holocaust survivors and 
descendants of Japanese people interred during the Second World 
War.

 Also identified in the children of American veterans of conflict 
including Korea, Vietnam, and the Gulf Wars.

 45% of American veterans’ children exhibited “significant” signs of 
PTSD with 83% “elevated hostility” scores and more dysfunctional 
social and emotional problems.

Suzanne Methot



Survivors Experience - Multiple Types of Trauma

 Childhood victimization increases risk for abuse as adolescent or adult
 Coping strategies may increase risk for being harmed
 Do not learn to have right to protect oneself from harm.
 Survivors also experience social, political, cultural, historical, & 

immigration-related trauma*
 Cultural and historical trauma can impact individuals and communities 

across generations
 Protective factors and resilience can mitigate 

 Can also be diminished, resulting in increased vulnerability and fewer 
opportunities to heal

*Fabri: Triple Trauma Paradigm; Root: Insidious trauma; Packard: Cultural and Historical Trauma

Presenter
Presentation Notes
Lecture Notes: Research suggests that experiencing physical or sexual abuse in childhood or adolescence increases our risk for being victimized as an adult.   Why might this be? And, why is it important for our work as DV advocates?
Risk Factors: Dissociation can also reduce a woman’s ability to attend danger signals or set safe boundaries for themselves.  Women may not have learned that they have a right to protect themselves from harm. While we need to ensure that women are not blamed for the abuse they have been subjected to, it is also important to know that being abused as a child might increase our risk for being victimized as an adult and what it might take to help transform those risks.
Mitigating Factors: At the same time, there are many factors that can mitigate the long-term effects of childhood abuse, including things like: personal resilience, external supports, protective caregiver responses, secure attachments, positive system responses, and lack of other types of family adversity. Drug and mental health treatment for women at risk have also been found to reduce rates of sexual re-victimization.  Positive relationships and supports later in life can make a difference, too.  At the same time, we need to take into account that for some survivors and their communities, the cumulative burden of trauma may have also begun to wear down both individual and community protective factors and make sure our expectations match where each woman is at a particular point in time so we can start where she (and her children) are in beginning to restore some of what has been eroded or taken away. 
Collective Trauma: We also want to emphasize that while we often focus on the trauma that results from particular types of individual gender-based violence, survivors may also have experienced other collective forms of trauma related to abuse, violence, discrimination and oppression as immigrants, refugees and people who have been colonized. 



Learning Brain Vs. Survival

Video

https://www.youtube.com/watch?v=KoqaUANGvpA


Trauma Framework

 Normalizes human responses to trauma
 Recognizes that trauma is not the exception
 Shift understanding from symptoms to adaptations

 Shift from seeing symptoms to understanding survival strategies as 
coping mechanisms are overwhelmed

 An injury model 

What’s wrong with you? VS What happened to you?
NCDVTMH

37

Presenter
Presentation Notes
Lecture Notes 
A trauma framework is not substitute for advocacy-based approaches to domestic violence. It does provide a way to think about the long-term effects of violence and trauma and can enhance advocacy work by increasing our understanding of the psychological consequences of abuse and the ways trauma affects both survivors and their children.  
It also provides an understanding of the potential impact of the multiple types of trauma survivors and their children may have experienced. And, it helps advocates to support women who choose to seek services through the substance abuse or mental health system with information about accessing effective TI supports and trauma-specific clinical interventions. 
Trauma theory provides a framework for understanding the mental health effects of abuse and violence in a way that normalizes human responses to trauma and recognizes the role of external events in the generation of responses that without a trauma context are seen as symptoms of mental illness or as evidence of poor choice-making. As you shift from focusing on “what is wrong” to “what happened,” you will be more likely to seek to understand what those experiences mean or have meant for that particular survivor or child and how they have affected her or him over the lifespan in an array of different ways, including experiences of loss, grief, and disruption, as well as resilience, strengths, coping strategies and survival skills. 
Combining a trauma-informed approach with a DV victim advocacy perspective—with its analysis of power and control and attention to the social realities of ongoing coercion and danger—provides a more integrated framework for working with survivors. This framework can serve as a powerful tool for bridging perspectives and building collaboration between fields. 






The importance of a trauma-informed approach to health care

 With appropriate supports and intervention, people can overcome 
traumatic experiences.

 A trauma-informed approach reduces the ways that services may 
unintentionally exacerbate trauma-related issues.

 Staff (in all capacities) are less likely to experience issues related to 
vicarious trauma.

 The impact of the trauma-informed approach expands to the family 
of the person seeking services and then onto the great community.



Resiliency Building Blocks

Competency

Self Regulation

Attachment

Adolescent Health Working Group 2013



Trauma-Informed Approaches

• Use empowerment-based approach to counteract the experiences of 
abuse
• Focus on strengths
• Support empowerment through skill-building 
• Help create stability and supports

• Empathic engagement that provides: 
• Information & choices  
• Respect, connection, and hope
• Access to tools, resources, and skills 

40

Harris and Fallot 2001; Saakvitne et al. 2000; Warshaw 2009

Presenter
Presentation Notes
Lecture Notes

We will revisit this in greater detail later. Here is some thinking to get us started.
Being trauma informed helps us to remember that trauma has happened and to understand that what we are experiencing and what survivors are experiencing may be a result of those experiences. It helps us “stand” in a place that creates a broader, more inclusive welcome.
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Resources

 National Center on Domestic Violence, Trauma and Mental Health  
http://www.nationalcenterdvtraumamh.org/

 Family Homelessness Resource Center
http://homeless.samhsa.gov/organization/national-center-on-family-
homelessness-39.aspx
 ACES Connection  http://acestoohigh.com/
 Trauma and Justice Center of SAMHSA  

http://www.samhsa.gov/traumaJustice/
 Open Doors NHCADSV Blog   http://opendoorsnh.blogspot.com/
 National Childhood Traumatic Stress Network  http://www.nctsn.org/

http://www.nationalcenterdvtraumamh.org/
http://homeless.samhsa.gov/organization/national-center-on-family-homelessness-39.aspx
http://acestoohigh.com/
http://www.samhsa.gov/traumaJustice/
http://opendoorsnh.blogspot.com/
http://www.nctsn.org/


Group Discussion

1. What strategies or activities is your organization involved in that relate 
to prevention of SUDs in individuals who are impacted by ACES?

2. What strategies or activities are you aware of in your community that 
relate to prevention of SUDs in individuals who are impacted by 
ACES?

3. What gaps can you identify related to prevention of SUDs in 
individuals who are impacted by ACES?

4. How can the State support this work more?



CoP Meeting Schedule

10:00am – 12:00pm

November 6

All meetings will be in the Concord area.



Final Thoughts

• 2 CEUs for CPS - Please hand in your evaluation!
• Please return your nametag
• Approved for 2 CEUs toward Prevention Specialist 

Certification for Domains 1 and 2

Thank you for coming! 



MELISSA SCHOEMMELL, MPH ADELAIDE MURRAY 
melissa_schoemmell@jsi.com adelaide_murray@jsi.com

REKHA SREEDHARA, MPH JILL BURKE, MPA
rekha_sreedhara@jsi.com jill.burke@dhhs.nh.gov

ROB O’HANNON, MS C.M.P JULIE YERKES
robert.o’hannon@dhhs.nh.gov jyerkes.ti@gmail.com

ELIZABETH O’CONNELL
eoconnell@urteachers.org 
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