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Attendees:  Sen. Toni Harp & Sen. Edith Prague (Co-Chairs), Rep. David McCluskey, Rep. Vickie Nardello, Rep. Elizabeth Ritter, Mark Schaefer, PhD, Robert Zavoski, MD (DSS), Paul DiLeo (DMHAS), Thomas Deasy (Comptroller’s Office),Renee Coleman-Mitchel (DPH),  Sheila Amdur, Heather Greene, Rev. Bonita Grubbs,  Joyce Hess, Debra Polun, Jeffery Walter, Debra Strane (AmeriChoice, UHC), Sylvia Kelly (CHNCT), Rita Paradis (Aetna).

Also attended: Richard Spencer, Dan Buckson (DSS), Kathy Missett (Consultant, UCONN), Greg Vitiello & Steve MacKinnon (ACS), Katherine Yacavonne (FQHCs),Christine Bianchi (Co-Chair, Consumer Access SC), Alice Forrester (Clifford Beers Child Guidance Clinic)(M. McCourt, legislative staff).

Life-Time Health Effects of Adverse Childhood Experiences: Alice Forrester, PhD, Clifford Beers Guidance Clinic (Click icon below to view presentation)
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Alice Forrester, PhD, presented an overview of the ongoing impact of traumatic events and chronic complex trauma in the health of the individual as a child into their adulthood.  Trauma is often undetected because the ‘questions are not asked in a health setting’ and has a profound effect on health throughout the child/adult periods.  Coping strategies used by the child/adult can adversely affect health over time and behaviors deemed ‘maladaptive’ are often the focus of mental treatment that does not address the root cause of the client’s distress.   
A collaborative Adverse Childhood Experience Study ACES) study of 17,000 middle class adults performed a decade ago showed the unexpected prevalence of traumatic events.  Individuals with 4 or more of the 10 types of adverse childhood experiences (Slide 7) were at greater risk of medical and mental health problems.  National data shows that 90% of public mental health clients and 75% of clients in drug rehab have been exposed to/report abuse/trauma histories.  Traditional human service systems generally overlook trauma experience as a central factor of symptoms. 
In CT the Learning Collaborative data show that 60-80% of children in outpatient clinics and 80% of children in the juvenile justice system screen positive for trauma exposure.  The Clifford Beers outpatient clinic found that 70% of clients report at least one trauma experience with an average of number of 3 traumatic experiences.  Dr. Forrester reviewed value driven, quality health care interventions that address this public epidemic.  While CT has resources and demonstrated success in standardized screenings and evidence based trauma focused-cognitive behavioral therapy, there is more work to be done as outlined in the last slides (slides 20-29).
Council discussion points included the following:

· Sen. Prague said that since children spend a large portion of their day in schools, have State Universities incorporated this into their curriculum?  Dr. Forrester replied that there are tool kits available that include screens and she plans to present this information to the school reform initiative.
· Sheila Amdur cautioned about making a 1-1 connection of trauma and mental illness. She noted that community violence has been reduced through preventive recreational programs.  Dr. Forrester agreed that all serious mental health problems are not driven by trauma; however treatment can provide an acceptable environment to talk about trauma. 

· DPH commented their unintentional injury program would benefit from this information. Dr. Forrester said she is working with DPH on this. 
· Paul DiLeo (DMHAS) said DMHAS has a grant for a trauma program for women and men and can make this information available to the Council.
· Dr. Zavoski (DSS) said it is important to predict who is at risk and apply preventive interventions.  Dr. Forrester said there are CT programs such as Child First that provide home visitation to families with a child ages 0-5 years to identify risk/presence of trauma. 

· Mr. Deasy (Comptrollers Office) asked of bullying is part of the trauma screen. Dr. Forrester stated the ACES category ‘emotional abuse’ includes this. 
· Rev. Grubbs asked if there is trauma experience data on non-AA/Latino families.  Dr. Forrester noted the initial study with significant findings was done on middle class clients. While she acknowledged that children in poverty may have higher exposure to trauma, she emphasized that it is important to screen populations in general, not just low income families in cities. 
· Dr. Schaefer said screening is the responsibility of medical care management and asked how this can be applied taking cost into consideration. Dr. Forrester said the Learning Collaborative model was low cost.  One approach is to provide rate incentives to screen for ACES and use evidenced based practice as well as have all state human service agencies develop a common database. 
· Sen. Harp commented that Kaiser Permanente’s screening intervention actually demonstrated reduction in overall health care costs. Sen. Harp requested the Council Subcommittees, beginning with the Women’s Health SC, work with Dr. Forrester and develop recommendations to the Council and DSS on trauma screening/evidenced based interventions for the public health program.  
Dept. of Social Services 
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(Slides 3-9) Children Turning 18 on HUSKY for Family coverage: Kathy Missett, DSS Consultant 
DSS responded to the Council request related to the CTVoices report presented to the Council in October that showed that some 18 year old HUSKY clients lose HUSKY coverage despite program eligibility is to age 19 years.  Kathy Missett reviewed the essence of the problem, percentage of youth that lost coverage in the 2nd and 3rd quarters of 2010 (14.1% - 276 HUSKY clients to 16.7% - 353 clients respectively and ongoing Agency monitoring/accountability plans to address wrongful dis-enrollment of 18 year olds from HUSKY.  Family composition determines the eligibility coverage group and when the school status of the 18 YO affects continued enrollment (Side 6).   This provision has ties to 1996 welfare to work reform which was included to protect family health coverage within cash assistance.  
· An 18 YO HUSKY member in F25 (child coverage group) continues coverage with no impact of school status.
· The 18 YO on the F07 (family coverage group) with caretaker relative AND other siblings continues coverage to age 19 and then is evaluated for other coverage; the family/other siblings can continue HUSKY coverage if income level is within the eligibility levels. No school status criteria.
· When the 18 YO is the only eligible child on the F07 Family coverage group their school status matters to which coverage group they are put in: if the youth is placed in the F25 child group, the parents (with no other HUSKY enrolled children) are dis-enrolled, but should be informed of other coverage options such as COHP. 
The DSS process for the FO7 Family coverage child turning 18 is outlined in slides 6-8.  A manual system is in place for the case worker to identify the appropriate coverage group and school attendance verification when required.  DSS said children are eligible for HUSKY up to age 19; what may change is their coverage group when they turn 18 years and in some cases the parent HUSKY coverage may be lost.  The parent will be reviewed for other coverage options. 

(Slide 9) outlines DSS case worker level education, monitoring/accountability steps that will be taken to correct and eliminate erroneous dis-enrollment of 18 YOs.   DSS will report data to the Council in 3-6 months regarding the efficacy of the corrective steps. Sen. Harp requested the report include the number of parents at risk of or who have lost coverage. 
The Affordable Care Act will extend single adult coverage to 133% FPL in 2014 but won’t necessarily simplify this coverage issue.  It is important for states to identify those eligible under the pre-ACA rules for the 2014 100% FMAP for new Medicaid expansion eligibles.  CMS also offers states a new incentive (90% FMAP) to rebuild their eligibility systems as a platform the new insurance exchanges.  The agency will look closely at this as it may be an opportunity to simplify the system for the future. 
Medicaid Mental Health Service Management Change: 
Dr. Schaefer announced that ValueOptions is the successful bidder of the ASO management of Medicaid low income adults (LIA) and ABD population mental health services.  DSS and DMHAS will collaborate ASO contract and implementing this delivery service model. 

(Slides 10-15) DSS/MCO contract Status and amendments 7-1-08 – 6-30-2010
DSS described two contract amendments added to the contract provisions in the MCO RFP. One amendment allows 1) separate provider networks for HUSKY & COHP and 2) the CTBHP ED performance initiative (MCOs are responsible for payment for any ED visit regardless of diagnosis). The 2nd amendment 1) changes MCO timely payment of claims from 45 – 60 days at which point the MCO pays the provider interest on the delayed clean claim payment from their profit and 2) excludes all MCO provider reimbursement “from no less than the DSS fee schedule (floor/benchmark)”; this allows MCO provider rate negotiations at or below the FFS service reimbursement level effective July 2010.  Initially this was applied only to durable medical equipment, devices and supplies and laboratory services effective July 2009.
This last amendment was the primary focus of the Council discussion and serious questions about this policy change and impact on access and quality were raised.  
· Ms. Hess said hospital rates and payments have been problematic reportedly due to ongoing MCO contract negotiations.  
· Aetna stated from Oct. 2010 the rates are the prevailing Medicaid rates at 2008 levels (FFS floor).  
· CHNCT acknowledged the rate confusion but said the plan is paying hospitals according the DSS requirements.  Dr. Schaefer commented the confusion involved the change in the minimum rate requirement.  
· DSS stated these rate contracts are between the MCO and providers, not directly involving DSS (except when problems with adequacy of network capacity become evident). If providers find the rates inconsistent with DSS standards and no agreement can be reached the provider can discuss this with DSS.  DSS will not comment on any DSS assumptions about provider rate changes due to the policy change until the negotiations are completed. DSS said there would be budgetary savings.
· Effective July 2009 MCOs could pay DME vendors below Medicaid rates; Sen. Prague asked what contracts have been negotiated under the change.  DSS said SPA services; he would need to ask the DSS actuary on the pricing model. 
· Rep. Nardello requested clarification of this policy change: MCOs can negotiate provider rates, except to FQHCs, below the FFS rate floor.  DSS concurred, saying the MCO capitation negotiation based on the altered rate range will reflect this; there are expected savings to the State and to MCOs.  Rep. Nardello stated this policy can result with lower provider rates, in particular for those who have limited negotiating leverage, which will adversely impact provider network capacity and member access that was seen prior to 2008.
· Rep. McCluskey asked if DSS considered excluding preventive services from this policy.  DSS did not, but this should be part of the discussion looking at system configuration (HUSKY restructuring).  Rep. McCluskey said this important; if we see higher spending (I.E. ED rates), we need a check/balance with MCO financial sanctions.  
· Provider performance incentives had been in the budget but removed by DSS as part of agency mandated rescissions.  DSS was asked if MCO performance incentives as withholds are part of this budget negotiation.  DSS stated this is not in this contract process. But can be considered (provider incentives and MCO incentives/sanctions) if there is solid evidence of negative impacts as part of the cost/quality of care efficiencies and effectiveness in the waiver renewal (due April 1, 2011 to CMS) and in SFY 2012. DSS welcomes this discussion as incentives can draw attention to sensitive health care areas. 
· A primary concern expressed by several Council members is the monitoring time frame when DSS would see an adverse impact of this policy change. DSS said if HEDIS measures and other DSS reports don’t answer the question about policy impact, DSS will work with the Council to address cost/quality issues.  DSS said the pre-existing policy (no FFS floor) was restored to avoid over payments in the health care market place, improve purchasing efficiencies, and address cost, quality and access as one concept rather than piecemeal.  

· Sen. Harp said DSS and the Council need to identify access, quality issues in a timely manner and move quickly to fix problems.  
· Earlier the Council recommended DSS include in contracts a PMPM ceiling on the MCO administrative costs.  DSS said the financial parameters can be discussed in December. 
· FQHCs expressed concern that DSS/MCO contract will return FQHC credentialing to the MCOs from the professional organization by 12/31/10.  This will lead again to delays in FQHC contracts. DSS said they are directed to find budget savings; FQHCs resources have expanded with the ACA while the state agency budget has not. There is no reason the MCO cannot subcontract with the professional organization if they deem this more efficient. 
HUSKY Enrollment (Click icon below to view the enrollment presentation)
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(Addendum from ACS) We have added a summary slide that sort of mirrors the DSS slide, it gives application totals as of the start of the month, incoming volumes, volumes processed and pending applications at the end of the month.  The new ACS slide is slide #6 in this presentation.

Slides 31 & 32 relate to CT PCIP enrollment, with slide 31 offering some background on where applications usually end up to give an idea of how many out of a typical month are potentially eligible for CT PCIP and slide 32 the format we will use for monthly reporting on CT PCIP activity going forward.

Finally, the last slide includes our hours of operation and the ACS Call Center number, which I know people were interested in during October.  Hopefully this is helpful information for the Council, the DSS presentation will be forwarded on a separate email due to the size of the attachments
MCO Performance Improvement Project: CHNCT (Click icon below to view presentation)
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CHNCT PIPs included the following (see presentation for methodology, detail):
· Prenatal & postpartum care objective is to improve the percentage of expected ongoing PNC and timely PP care and decrease NICU utilization. Results:

· PNC increased from 85.64% in HEDIS 2009 reporting period to 88.56% in HEDIS 2010.

· Postpartum rates increased from 67.88% in HEDIS 2009 to 72.02% in HEDIS 2010.

· NICU days of stay when compared to all newborn stays decreased by 12.8%, a statistically significant decrease. 

· Comprehensive diabetes care: objective to > diabetes screening and positive impact on outcomes and disease control (see above doc. For details). 

· Well child visits: 

· 0-15 months – rate of 6 or more visits was 74.94% which is at the Quality COMPASS 75th percentile nationally.
· Adolescent well visit rate was 64.72%, at the Quality Compass 90th percentile nationally.

· The MCO is doing a focused assessment of teens with special health care needs, working with providers, teens. 

The Council commended the plan’s success with adolescent well visits and is interested in CHNCT’s successful strategies in teen outreach and the role of school based health clinics. Roberta Geller explained the Quality COMPASS data is a national reporting tool of audited reports that allow plans to compare their performance to national Medicaid plans. 
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Children turning 18 on HUSKY for families coverage - F07









Numbers of HUSKY Recipients Turning 18 











Numbers of HUSKY Recipients Turning 18 





		Quarter		Total Number of Clients Who Turned 18		 Number of Clients Who Had No Coverage Following Month		Percent

		CY10 Q2		1962		276		14.1%

		CY10 Q3		2113		353		16.7%







































Family Composition

		18 year old child is on HUSKY for families (F07) with caretaker relative and other siblings

		18 year old child is the only eligible child on HUSKY for families (F07) with the caretaker relative.  In this scenario it matters if:

		18 year old is a senior in high school

		18 year old is in high school, but not a senior 

		18 year old is not in school at all









Process When Child Turns 18 





Prepared by DSS Office of Skill Development- November 2010 







Process When Child Turns 18, Cont.

		System creates an electronic alert on the first of each month for every HUSKY for families (F07) case that has a child turning 18 during the following month.  Example:  On 11/1/10 receive alerts for children turning 18 during December

		The assigned worker conducts a general assessment of the household composition and verifies any necessary school attendance to determine proper HUSKY coverage group (F07 or F25)









Process When Child Turns 18, Cont.

		The assigned worker makes any necessary updates to the system so that 18 year old remains in the correct coverage group

		If caretaker relative no longer eligible for HUSKY, adult program eligibility (Medicaid for Low Income Adults or Charter Oak) is  reviewed and any referrals made









Monitoring and Accountability

		Monthly report that breaks down (by unit and worker) the cases at risk of having an 18 year old discontinued is available online for managers

		Managers distribute the report to supervisors and monitor the results

		Supervisors ensure that each case on the list is properly completed

		3 regional Quality Control staff review all cases on list to assure 18 year old ends up in correct coverage.  Report back to local management









 MCO Contract 

Amendment Changes

July 1, 2008 – June 30, 2010









Amendment Number One

		Allowance for separate provider networks for HUSKY A, HUSKY B and Charter Oak

		Connecticut Behavioral Health Partnership ED performance initiative





Persons of American Indian/Alaskan Native (AI/AN) descent and who are members of a Federally recognized tribe are exempted from paying any cost-sharing if they are enrolled in HUSKY B Income Bands 1 or 2.

DSS determines whether or not the person qualifies for such exemption and notifies the MCOs which HUSKY B members qualify.

The MCOs notify their providers and subcontractors of the AI/AN exemption from cost-sharing.

MCO handbooks include information on AI/AN cost-sharing exemption.

Members who qualify for the exemption receive ID cards stating “no cost-sharing”.

MCOs will reimburse qualified AI/AN member who incurred any cost-sharing within 30 days of discovering the error.

If the MCO fails to exempt a qualified AI/AN member from cost-sharing, DSS may impose a sanction up to and including a Class B sanction pursuant to Section 6.05.









Amendment Number Two

		Section 3.39 - Timely Payment of Claims

		Section 3.47 - Provider Compensation









Timely Payment of Claims

		Section 3.39 of the HUSKY A/HUSKY B/Charter Oak contract required MCOs (or their subcontractors) to pay interest to providers whose clean claims were not paid within 45 days

		The timely payment period for clean claims is extended from 45 to 60 days

		15% interest per annum (or other amount as stipulated by the provider contract)

		The MCOs must provide DSS with information related to interest paid beyond the 60-day timely payment limit









Provider Compensation

		Section 3.47g:

		Original language - Reimbursement by the MCOs to all providers shall be no less than the amounts of the DEPARTMENT’s Medicaid fee schedule

		Amended to exclude providers of durable medical equipment, devices and supplies (MEDS) and laboratory services (LABS), effective July 1, 2009

		Amended to exclude all providers other than FQHCs, effective July 1, 2010









Current Negotiations

		FQHC physician credentialing

		Pharmacy responsibility grid

		Terminal liability grid

		New HEDIS reporting requirements

		In lieu of services

		Subcontract definitions

		PMPM ceiling on administrative costs









Questions?







Connecticut Department
of Social Services

Making a Difference




317 alert
received at
month begin
batch

FO7 Child Turning 18
How to deal with the 317 alerts

Is the 18 year
old the only eligible
child on the FO7
case?

Is the 18 year old a
senior in high school
who will graduate
before turning 19?7

yes

Move the 18 year old to F25
effective the month after birthday.
(Screen new AU immediately and

555 out the months through the
birthday month.) Parent(s) or
caretaker and other children remain
on FO7.

FO7 will automatically
trickle to F25 for child
at end of the birthday
month. Review
caretaker eligibility for
LIA or refer to Charter
Oak.

450 alert
received 1st
of graduation

month

Does 18 year old
have remaining
months left before
turning19

yes

FO7 will automatically trickde to F25
for child at end of graduation month.
Review caretaker eligibility for LIA
or refer to Charter Oak.

FO7 will automatically trickle to Ribicoff coverage at
end of month. If LIA is a better choice, send an
application to the 19 year old. Review caretaker

eligibility for LIA or refer to Charter Oak.

Leave FO7 as is.
Load month & year
of graduation on
DEM2. Set 450 alert
for 1st of the
graduation month to
follow-up on possible
LIA for child & on
caretaker's ongoing
eligibility.

See 450 process

below.
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*











HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

There was a 1,935 or a 0.5% net increase in HUSKY A enrollments over the previous month. 









HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



*

There was a 1,117 or a 0.4% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 818 or 0.7% increase in HUSKY A adult enrollments over the previous month.  













*

Total % change

Pending	+4%

Received	-1%

Processed	0%



Totals for Oct:

Month Begin	 – 1960

New			 - 8841

Processed 		– 8857

Month End 	- 1944









Application Activity

October 2010











HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 10 or a 0.07% increase in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)



*

There was a 5 or 2% increase in HUSKY Plus enrollment over the previous month.









Charter Oak

 Enrollment Growth By Month



*

		There was a 423 or 3.8% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 58 or 5.6% increase in New and Renewal applications over the previous month.













HUSKY/Charter Oak

(Both Children and Adults Applying)

Applications Received

New and Renewal



*

There was a 133 or 8.3% increase in New and Renewal applications over the previous month.









Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

There was a 189 or a 10.3% increase in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



*

		There was a 2.9% decrease in the referral of new HUSKY applications and a 0.9% increase in referrals of renewal applications.











HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



*

There was a 99 or 20.8% decrease in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 57 or a 3.6% increase in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed

159

315

266

396

433



*

		There was a 39 or a 3.3% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

There was a 34 or 5% decrease in HUSKY B applications pending over the previous month. We continue to process initial applications within our contractual standard of 3 business days.









HUSKY B/Charter Oak 

Applications Pending at End of Month



*

There was a 40 or 3.7% increase in HUSKY B/Charter Oak assistance units pending over the previous month.  We continue to process initial applications within our contractual standard of 3 business days.













Charter Oak Only 

Applications Pending at End of Month



*

There was a 57 or a 3.8% decrease in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type

338

546

445

512

522

536

800

680

570

435

503

462

612

539

491



*

There was a 48 or 8.9% decrease in the number of renewal applications Closed for not reapplying from previous month.









HUSKY A

Default Enrollments



*











HUSKY A 

Gross Plan Changes By Reason



*











HUSKY B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)



There was 226 or 65.7% increase in the number of children disenrolled due to failure to pay premiums.

*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



There was a 85 or 11.7% increase in the number of individuals disenrolled for failure to pay premiums.

*









HUSKY A Count of Enrollees By County By Plan

As of 11/01/2010







HUSKY B Count of Enrollees By County By Plan

As of 11/01/2010



*













HUSKY B Enrollment By Plan By Band

As of 11/01/2010









Charter Oak Enrollment By County By Plan

As of 11/01/2010









Charter Oak Enrollment By Plan By Band

As of 11/01/2010









Charter Oak

Age by Premium Band

As of 11/01/2010







Connecticut Pre-Existing Insurance Plan     (CT PCIP) Background Information

		Over 3,000 applications for medical assistance are reviewed monthly

		Approximately 75% qualify for Medicaid or HUSKY B bands 1 & 2 (185% to 235% FPL)

		Approximately 25% qualify for Charter Oak, HUSKY B band 3 (over 300% FPL) or CT PCIP

		ACS received over 465 calls inquiring about CT PCIP through October 31.











Connecticut Pre – Existing Condition Insurance Plan (CT PCIP)

		Month		Eligible Individuals		Enrollees by effective date		Chose        CO or HB band 3
(no Band 3 as of 10/31)		Closed or Undecided 

		August		63		17		44

		September		113		32		77

		October		103		5		94

		November		10

		Total		279		15		49		215































*

Note:  No Band 3 Takers as of 10-31









CT HUSKY CHARTER OAK & CT PCIP Program

 Office Hours







Our office is open Monday through Friday from 8:30 AM to 5:00 PM

Our Toll Free Call Center number is 1-800-656-6684
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Today’s Presentation

A. Review Current Knowledge/ACES Study



B. National and Connecticut Statistics



C. Proposed Solutions







Why is Clifford Beers Clinic interested in this Topic?

Clifford W. Beers Guidance Clinic     Building Strength in Children and Families Since 1913



*



*











Child Traumatic Stress

Adverse Childhood Experiences





What is traumatic stress?  The physical and emotional responses of a child to events that threaten the life or physical integrity of the child or of someone critically important to the child. 



Acute trauma is a single traumatic event that is limited in time.



Chronic & complex trauma refers to the experience of multiple traumatic events & the impact to the child of these events. The effects of chronic trauma are often cumulative, as each event serves to remind the child of prior trauma and reinforce its negative impact; 
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Adverse Childhood Experience Study (ACES) 



Collaboration between Kaiser Permanente’s Department of Preventive Medicine in San Diego and the Center for Disease Control and Prevention (CDC)



Decade long. 17,000 people involved. 



Looked at effects of adverse childhood 

experiences over the lifespan.



Largest study ever done on this subject.



“The Hidden Epidemic: The Impact of Early Life Trauma on Health and Disease” 

Lanius & Vermetten.  2009) 
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Childhood experiences are powerful determinants of who we become as adults
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10 types of adverse childhood experiences:



Sexual abuse 

Emotional abuse 

Emotional neglect 

Physical abuse 

Physical neglect 

Substance abuse in home 

Mental illness in home 

Incarceration of family member 

Parental separation or divorce 

Witness violence against mother







Individuals with 4 or more 

of the 10 ACES are



Nearly 2 times more likely to smoke cigarettes 

4 ½ times more likely to engage in drug abuse 

7 times more likely to suffer from chronic alcoholism 

11 times more likely to abuse drugs via injection

19 times more likely to have attempted suicide

More likely to have health problems that put them at risk of early mortality. 
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Findings: 



1. Intractable public health problems were compensatory behaviors which were put in place as solutions to problems dating back to the earliest years



2. That the original problem was hidden by time, by shame, by secrecy, and by social taboos against exploring certain areas of life experience.  



3. Traumatic life experiences during childhood and adolescence were far more common than generally recognized



4. The traumatic experiences were complexly interrelated, and associated decades later in a strong and proportionate manner to outcomes important to medical practice, public health, and the social fabric of the nation.  

Felitti & Anda, 2009















Adverse Childhood Experiences

		Abuse and Neglect (e.g., psychological, physical, sexual)

		Household Dysfunction (e.g., domestic violence, substance abuse, mental illness)





Impact on Child Development

		Neurobiologic Effects (e.g., brain abnormalities, stress hormone dysregulation)

		Psychosocial Effects (e.g., poor attachment, poor socialization, poor self-efficacy)

		Health Risk Behaviors (e.g., smoking, obesity, substance abuse, promiscuity)



Long-Term Consequences















Data: www.AceStudy.org, www.nasmhpd.org 



Disease and Disability

		Major Depression, Suicide, PTSD

		Drug and Alcohol Abuse

		Heart Disease

		Cancer

		Chronic Lung Disease

		Sexually Transmitted Diseases

		Intergenerational transmission of abuse



Social Problems

		Homelessness

		Prostitution

		Criminal Behavior

		Unemployment

		Parenting problems

		High utilization of health and social services







OhioCanDo4Kids.Org
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“Dose-Effect” Responses for Number of Traumas in Children

Copeland et al., Archives of Gen Psychiatry 2007, 64:577-584
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A Repetitive Cycle of Risk

                              

Incarceration                             Homelessness





                       Violence and Trauma





Substance Abuse                    Mental Health

                                                  Problems
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National And Connecticut 

Statistics of Adverse Childhood Experiences







What we know-National Statistics 

A report of child abuse is made every ten seconds. 



1 in 4 girls and 1 in 6 boys will have experienced an episode of sexual abuse by age 18. (CDC, 2005). 



90% of public mental health clients have been exposed to trauma (Mueser et. al., 2004)



75% of people in drug rehabilitation centers report abuse and trauma histories (SAMHSA/CSAT, 2000)
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What we know-National Statistics



One-third of abused and neglected children may  later abuse their own children. (Prevent Child Abuse, New York, 2001)



About 80% of 21 year old that were abused as children met criteria for at least one psychological disorder. (Al-Qaisy, 2007)



Estimated cost of child abuse and neglect in the U.S. for 2007 is $104 billion. (Wang and Holton, 2007)
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What we know: CT Statistics





National rate of victimization is 9.5 victims of 1000 youth; CT has 11.0 victims per 1000 youth (Child Maltreatment 2008)



CDC Connecticut survey data indicate youth report: 

physical abuse from boyfriend/girlfriend (9.8%); 

physically forced to have sexual intercourse (7.4%); 

verbal or emotional abuse (17.4%) 

(2009 Youth Risk Behavior Survey) 
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What we know: CT Statistics

60-80% of children being served by Outpatient Clinics screen positive for trauma exposure 

	(CHDI, TF-CBT Learning Collaborative 2010)



70% of Clifford Beers Clinic Outpatient clients report at least 1 trauma, with an average of 3 traumatic experiences. (Clifford Beers Statistics)



Up to 80% of children in juvenile justice system screen positive for trauma exposure 

	(CHDI, TF-CBT Learning Collaborative 2010)
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What we know:

There is pervasive long term impact of trauma

A large percentage of adults and children in our human service systems have experienced trauma at some point in their lives.

Traditional human service systems (mental Health, Education, Justice) largely overlook the ways in which trauma is a central experience of the symptoms that are presented and fail to incorporate trauma knowledge in existing explanations of and responses to these problems.
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Suggested Solutions





Value driven, quality healthcare 

addressing  this 

public health epidemic.







Develop a Trauma-Informed Human Service System

 An appreciation for the high prevalence of traumatic 	experiences in persons who receive services



 A thorough understanding of the profound neurological, 	biological, psychological and social effects of trauma 	and violence on the individual 



 Designed to minimize re-victimization and validates the 	survivors’ life experiences



 Understands that many problem behaviors originate as 	understandable attempts to cope with abusive 	experiences
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How is Trauma-informed care Value Driven? 



Prevention and early intervention are the foundation of cost efficiency

Promotes data collection through assessment and tracking

Use of evidence-based/best practice models 

Creation of interdisciplinary health teams

Patient centered, client driven that facilitates  choice, control, and participation
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Trauma Informed Care Cost Savings



Estimated Direct costs (social services, health and mental health costs, community costs):

	$17,000 per year (1999 Dollars) 

	$850, 000 (Over 50 years) 



Estimated Indirect costs (juvenile justice, criminal justice, special education): 



	$40,000 per year (1999 dollars) 

	$2,007,150 (Over 50 years)



Opportunity costs (lifetime income lost, lifetime Federal and state tax payments lost):

 

	$5,998,216

	(Conrad, 2006)



Outpatient trauma evidence based psychotherapy approximately 

	$5,000 for 22 sessions (average)  (cost of Direct Service and Support/Supervision)

Clifford W. Beers Guidance Clinic     Building Strength in Children and Families Since 1913

*



*











National Activities 

		National Child Traumatic Stress Network



DELAWARE

Clinicians trained in (TF-CBT). 

Non-clinical staff receive informed training. 

Annual conference on child traumatic stress 

OHIO  

Public awareness/education activities

Cross-system training 

Trauma-informed prevention, screening, early intervention, and treatment strategies.

Web-based resources.

Data systems to identify trauma victims.
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Trauma Informed Systems  

Already in place in Connecticut:



To name a few: 

Three National Child Traumatic Stress Sites: Yale, UCONN, Clifford Beers Clinic 

TARGET-  NCTSN Northeast collaborative

Trauma assessment for JJ youth

DCF Child Welfare Trauma Training Initiative

Healing the Generations Conference (over 50 presenters from CT a year) sponsored by Clifford Beers Clinic and Mashantucket Pequot Tribal Nation

Trauma Focused –Cognitive Behavioral Therapy (TF-CBT) Learning Collaborative (LC) sponsored by DCF at the Center for Effective Practice at Children's Health and Development Institute (CHDI)
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Learning Collaborative

















Learning Collaborative 

(based on the Institute of Healthcare Model for Improvement)

Cost Efficient



Promotes Quality and

Uniformity of Care



Evidence Based Practice



Data Collection and Analysis



Creates a collaborative trauma informed system of care
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Children who complete TF-CBT in LC 2007-2010

43% reduction in child-reported PTSD symptoms



52% reduction in child-reported depression symptoms



Consistent high caregiver satisfaction with treatment





**79% reduction in PTSD Diagnosis**



Source: Bob Franks, Ph.D., Connecticut Center for Effective Practice, Child Health & Development Institute
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Next Steps:

Understand and communicate the impacts of trauma on health and mental health

Eliminate Disparities among trauma, mental health, and social services. (linguistic access and cultural competence). 

Make early screening for trauma, assessment of impact of trauma, and referral for integrated trauma services common practice

School based interventions; Child welfare training and awareness; Juvenile Justice trauma interventions in facilities; Higher Education training: all counseling and MH programs include Trauma Training
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Childhood Trauma is a Public Health Epidemic

Single greatest preventable cause of mental illness and drug and alcohol abuse

Significant contributor to leading causes of death (heart disease, cancer, stroke, diabetes, suicide, HIV) 

Early Intervention and Evidence Based practices work

CT has enormous resources and success already; in this time of economic crisis, lets build on success. 

(Those researchers who call Trauma a Public Health Epidemic:  van der Kolk, 2005; Harris, Putnam, & Fairbank, 2005; Sharfstein, 2006).



							

Clifford W. Beers Guidance Clinic     Building Strength in Children and Families Since 1913

*







Clifford W. Beers Guidance Clinic

Contact information



Alice Forrester, PhD

aforrester@cliffordbeers.org

203-772-1270 ext. 214
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