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Introduction
Over the past two decades, there has been a call for increased focus on how
adverse childhood experiences affect health across the life course.
Adverse childhood experiences (ACEs) are

earlier mortality.1–8 The findings of this study

potentially traumatic experiences that

had far-reaching relevance on how toxic

occur in childhood and may have an

stress in childhood adversity is understood in

immediate and lifelong harmful effect on an

the context of health, and further supported

individual’s emotional and physical health.1

what was already known about how our

ACEs were first described in the landmark

social and environmental conditions, such

study by Felitti et al.1 on the link between

as poverty, get under the skin to influence

child abuse and family instability and the

our health and well-being.9–12

leading causes of death in a large HMO
adult patient sample. Patients completed a
survey on early childhood experiences; the
study identified 10 categories of adverse
events in 3 domains that respondents
experienced by age 18 that were
associated with several poor mental and
physical health conditions in adulthood.
These ACEs included abuse (physical,
emotional, or sexual), neglect (physical or
emotional), and household challenges (an
incarcerated parent, mental illness,
substance misuse or dependence, absence
due to separation or divorce, or intimate
partner violence).

The process by which stressful or threatening
situations and experiences enter the body
to alter an individual’s biology and
development has been described as the
biological embedding of childhood
adversity and stress.13–17 This occurs via the
disruption of allostasis, or the body’s ability
to adapt and respond to stress. Prolonged
or repeated activation of this stress response
system can make the body more
susceptible to a variety of diseases and
premature death—a condition known as
toxic stress.18–22 The National Academies of
Science, Engineering, and Medicine has
defined toxic stress as the “prolonged

ACEs have since been shown to be strongly

activation of the stress response systems that

associated, in a dose-response fashion, with

can disrupt the development of brain

some of the most common and serious

architecture and other organ systems, and

health and social conditions facing our

increase the risk for stress-related disease

society, including 9 of the 10 leading causes

and cognitive impairment, well into the

of death in the United States, and with

adult years.”18
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multiracial reported more ACEs than those
in other racial or ethnic categories. Also,
female participants were more likely to
report ACEs than males, and younger adults
reported more events than older adults.
In another study, Hughes et al.2 conducted
a systematic review and meta-analysis of
cross-sectional, cohort, and case-control
Toxic stress can have an impact on several

studies to examine the relationship between

body systems and psychosocial areas,

ACEs and health outcomes. The study

including the cardiovascular system

reviewed the risks of alcohol and substance

(myocardial infarction, hypertension, and

use, mental illness, high-risk sexual behavior,

stroke); the renal/endocrine system (kidney

violence, obesity, diabetes, physical

disease, diabetes, metabolic disorders,

inactivity, and other conditions that have

obesity); the respiratory system (asthma,

been found to be associated with ACEs.

chronic obstructive pulmonary disease);

Their findings showed that people who

behavioral and neurological issues (memory

reported having experienced at least four

disorders, sleep disorders, emotional

ACEs were at higher risk for poor health

disorders, smoking, alcohol, and substance

outcomes compared to those who reported

use disorders); and problems with education

no ACEs.

and employment.1,2,23–27
Since the original ACEs study, research has

Overview of the ACEs Aware

shown that ACEs are common in U.S. adults

Initiative

and affect some people more than others.

The ACEs Aware Initiative is a statewide

For example, Merrick and colleagues3 used

effort led by the Office of the California

Behavioral Risk Factor Surveillance System

Surgeon General, to reduce ACEs and toxic

(BRFSS) survey data to estimate the

stress by 50% within a single generation.28

prevalence of ACEs among adults in the

The Office of the California Surgeon General

United States. They found that over 60% of

and the California Department of Health

the sample reported having experienced at

Care Services are working with health care

least one adverse childhood event, and

organizations to provide training and other

more than 15% reported experiencing four

resources to providers to help them increase

or more. Participants who self-identified as
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their capacity to assess and treat ACEs as

This screening instrument allows for the early

part of standard patient care.

detection and identification of adverse

The initiative provides a model for a public

experiences. A person who screens positive

health approach to prevent ACEs and

on the PEARLS can be treated by offering

reduce toxic stress through cross-sector

evidence-based strategies28,30–32 to help

coordination in primary, secondary, and

regulate the stress response. These strategies

tertiary prevention.28

include supportive relationships, high-quality

Primary Prevention Strategies
Focused on preventing initial exposures to
adverse experiences, and can include:28
policies and programs that support families
by improving economic opportunities;
policies and programs that strengthen
family resilience and bonds; public
awareness campaigns on toxic stress; and
parent training programs. These strategies

sufficient sleep, balanced nutrition, regular
physical activity, mindfulness and
meditation, experiencing nature, and
mental health care when indicated. The
final strategy is tertiary prevention, which
focuses on treating people who are
experiencing harmful effects of toxic stress in
order to reduce the progression or severity
of the effect.28

Tertiary Prevention Strategies

can help prevent stress and hardships by
promoting safety and well-being in the

Evidence-based strategies for tertiary

social determinants of health, including

prevention also include supportive

economic stability, social/community

relationships, high-quality sufficient sleep,

context, neighborhood and built

nutrition, physical activity, mindfulness and

environment, health care access and

meditation, experiencing nature, and

quality, and education access and quality.

behavioral health care; but there is an
additional focus on educational justice,

Secondary Prevention Strategies
Focused on helping people who have been
exposed to an adverse event but may who
may not yet be experiencing any severe
problems because of it.28 The main strategy
used for secondary prevention is screening

social service, public health, and early
childhood systems beyond the clinic setting
to help mitigate the harmful effects of
ACEs.28,30–32 Detection can help provide a
structured and supportive plan for people
and families affected by ACEs.

for ACEs using the Pediatric ACEs and
Related Life-events Screener (PEARLS).29
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School-Based Integrated Systems of

Integration has been conceptualized as

Care

belonging on a continuum that can vary
based on the level and location of the

School-based health centers (SBHCs) have
been implemented in K–12 schools
throughout the United States to meet the
physical and behavioral health needs of
students. Because of their unique location,
SBHCs have the potential to fully integrate
primary, secondary, and tertiary prevention
programs into clinical practice to address
ACEs. SBHCs typically provide basic primary
care services, mental health services,
substance abuse treatment, and/or social

integration within the system. For instance,
partial integration might consist of SBHCs
staffing primary care and mental health
providers who work onsite at the SBHC but
are employed by different agencies that
have different policies regarding patient
care, whereas full integration might consist
of SBHC service providers employed by the
same agency, working together to provide
integrated collaborative care to the
patient.

services to students, their families, and the
broader community. SBHCs often augment

While different models and approaches to

the health care services the student is

integrated systems of care have been

already receiving. If a student does not

widely applied and documented across a

have access to care in the community,

variety of settings, no single example is

SBHCs can serve as the medical “home” for

recognized as best practice. Comparatively

that student.

little is known about integrative care models
wherein the school serves as the entry point

Even though SBHCs can improve access to
primary and behavioral health care, the
different types of service providers at play
within and outside the SBHCs often operate
independently of one another, which can
result in fragmented care for students and
their

families.33

Thus, there is a growing

recognition that more holistic services for
students and families are needed to
improve their patient experience, continuity
of care, and outcomes through integrated
coordination and delivery of care.

for receiving comprehensive services. A
better understanding of different
approaches to delivering integrated systems
of care are needed in order to provide best
guidance for creating comprehensive and
integrated services in schools. In this paper,
we present findings from interviews with
school stakeholders that help to identify
promising practices for school-based
integrated systems of care as well as barriers
and facilitators to implementing and
sustaining school-based integrated models.
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Healthcare Integrated Services (HCIS):
Example of School-Based Integrated System
Schools/Districts Served: Various schools within Los Angeles County
Community Context: HCIS provides health services in schools located in medically
underserved communities in Los Angeles County. Youth in these communities are
exposed to high levels of community violence and ACEs.
Entry Point for Integrated System of Care: Clinic level.
Model Overview: HCIS was established over 22 years ago with the goal of providing behavioral health
treatment for students throughout Southern California with referrals to community providers to address
physical health issues. However, HCIS administration found that the previous process for providing
behavioral and primary health care to students was disjointed, with many of the physical health-related
needs of students remaining unmet despite the fact that they were referring students to other providers in
the community. Thus, to eliminate the barriers students faced in accessing the multifaceted health care
they needed, HCIS decided to start over from scratch to develop a more efficient and comprehensive
system for addressing both the physical and behavioral health needs of K–12 students in an easily
accessible school setting.
In 2019, HCIS implemented a universal integrated primary and behavioral health screening program into
their clinic services. The screening includes the PEARLS, along with questions covering nine domains:
access to health care, support systems, emotional health and safety, physical health, self-harm/suicide,
sexual health, alcohol and substance abuse, trauma and victimization, delinquency, and nutrition
wellness. The primary goal of the universal screening program is to identify students with health issues,
behavioral issues, and ACEs exposure and refer them to needed services within the clinic and/or
community.
HCIS applies a collaborative care approach by engaging with the students and their parents/caregivers
as soon as a condition or concern is identified through the screening. A collaborative care approach is
also established between the primary care, behavioral health, and social service teams as they work
together to develop a treatment and service plan for the student and monitor their progress.
Communication among team members is made through the utilization of electronic health records (EHR).
Use of the EHR helps to make the monitoring of patient outcomes and the exchange of information
among team members more efficient.

66
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Method
Participants and Study Design
From August 13 to September 13, 2021, we

provide training and technical assistance in
improving services and student outcomes
were also eligible.

conducted semi structured interviews via
Zoom with 15 school stakeholders in

Two methods of recruitment were employed

California. The sample included school

in order to assemble the final sample of

administrators (n = 6), direct service

school stakeholders. First, we sent direct

providers (n = 4), and district/school

emails to school stakeholders in our network,

consultants (n = 5), representing the

inviting them to participate in the interview.

geographical regions of Southern, Central,

We also utilized a snowball sampling

and Northern California. Individuals were

approach whereby we asked participants

eligible to participate in the interview if they

to forward the recruitment email to other

had experience overseeing and/or

stakeholders in their network who they

providing services to students in K–12 school

believed would be able to make a valuable

settings. Individuals who worked with school

contribution to this study.

districts and schools as consultants to
Participants provided verbal informed consent after receiving an overview of
the research purpose. As part of the interview, participants were asked to
discuss current school-based approaches to addressing ACEs, with a
particular emphasis on integrated systems of care in K–12 schools.
Interviews were conducted until we reached thematic saturation at 15
interviews, which was in line with what has been found in prior research.27

Each interview lasted approximately 45 minutes and took place via Zoom.

All interviews were recorded and transcribed verbatim.

Each stakeholder received a $50 gift card for taking part in the interview.
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LifeLong Medical Care:
Example of School-Based Integrated System

All study procedures were reviewed and approved by a private institutional
review board.
Schools/Districts Served: Oakland Unified School District and Emeryville Unified
School District.
Community Context: LifeLong Medical Care (LMC) serves youth and families in
areas where ACEs and toxic stress impact daily life. Neighborhood violence, school
lockdowns, COVID-19, and wildfires and related air quality issues are all major
triggers at present. The communities served are home to a large number of
immigrant youth from Guatemala, Honduras, El Salvador, Yemen, Algeria, Syria, Nigeria, and Ethiopia,
many of whom experienced trauma as they made their way to the United States.
Entry Point for Integrated System of Care: Clinic level.
Model Overview: LifeLong Medical Care provides health, dental, and social services to underserved
people of all ages; creates models of care for the elderly, people with disabilities, and families; and
advocates for continuous improvements in the planning and delivery of health care. LMC currently
operates three school-based health centers in Oakland and Emeryville that provide comprehensive
health care, health education, and youth development services to K–12 students. Primary care services,
dental services, and behavioral health care are all provided.
The organization uses use the Rapid Adolescent Prevention Screener tool (RAAPS)33—a web-based
screener consisting of 21 yes/no questions focused on physical, emotional, and sexual abuse, neglect,
bullying, nutrition, and safety—to mass-screen students (30–40 per day) at the start of the fall semester,
collaborating with PE teachers and school administrators to facilitate the screening. Students also
complete the Patient Health Questionnaire-9 (PHQ-9) if they are flagged for depression or anger. Students
complete a CRAFFT 2.135 screener if they disclose substance abuse issues. The PEARLS screener is also
used for yearly well visits/well child checks for youth and teenagers; for students younger than 12, the
screener is completed by a parent or caregiver, while older students complete the screener themselves.
Positive RAAPS screenings result in warm handoffs to behavioral health clinicians. If additional support
services are needed, a COST (Coordination of Services Team) referral takes place to determine what
services can be assigned to students. Different support services are offered by a licensed clinical social
worker, such as anger management groups, healthy habits/healthy lifestyles groups (e.g., mindfulness,
sleep hygiene, mindful eating), grief groups, and youth-peer education groups. Team members can refer
students to restorative justice circles and mediation/de-escalation groups facilitated by district
employees, which keep youth from getting dismissed from the classroom and thus causing disruption.

88

Preventing and Mitigating the Harmful Effects of ACEs Through School-Based Integrated Systems of Care

Analyses
The interviews were analyzed using rapid
thematic analysis, which has been found to
be consistent with more traditional forms of
qualitative analyses that include interrater
reliability checks.28,29 The first three authors
met regularly throughout the data
collection process to discuss the emerging
themes. We organized the interview notes
and transcriptions by seven key interview
questions categorized into four substantive
domains (i.e., experience addressing ACEs
in schools; facilitators and barriers to

implementing integrated systems of care;
key components for integrated systems of
care; and current gaps in school-based
services) using a matrix in Excel. Following
each interview, the facilitator inserted notes
into the matrix regarding participant
response to each of seven key interview
questions along with representative quotes
from the interviews. Each member of the
analysis team reviewed the completed
matrix and identified overarching themes
from each domain, which were further
refined until consensus as to the themes was
reached.

Results
Key Components to Building School-Based Integrated Systems of Care
There is currently no national standard for school-based integrated systems of care which
prescribes the basic operational characteristics that all such models should share as benchmarks
for performance. As interview
participants discussed the
issues, challenges, and
opportunities they have
faced in the planning,
design, and operation of
school-based integrated
systems of care, several core
characteristics emerged that
may inform the development
of such models moving
forward.
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Building Appropriate Infrastructure

based integrated models of care. Another

The planning of school-based integrated

interviewee remarked, “We have trained

systems of care should consider the broader

our staff . . . on ACES and have reviewed

needs and context of the wider community.

the ACEs study and findings with them to

Interview participants stressed the

help paint the picture because a lot of our

importance of ensuring that schools are

staff don’t necessarily come from this part of

creating something that meets the needs of

town—or if they do, it was much different

their communities.

when they lived here.”

Participant Quote
“Don’t just open a wellness center and
provide a service because, like, ‘Wow,
this looks amazing!’ Identify what the
lacking areas are in your community, and
then provide it.”
Onsite school presence and full integration
into the school system are important for
removing service silos. One interviewee
stressed, “Being able to just pull all of us
together and . . .look at the student as a
whole and see what services they need,
and who’s qualified to provide it. . . . that

Comprehensive Screening
Universal screening at the beginning of the
school year helps establish a baseline
among the student population. Multiple
modalities of screening capture a broader
range of risk, protective, and resiliency
factors. Some interviewees commented on
the fact that screening solely for ACEs
provides a narrow and limited
understanding of the full scope of trauma
affecting students, especially in the context
of a global pandemic. The PEARLS screener
provides an inroad for discussing ACEs and
trauma with students.

was a huge turning point for us.”
Training all school staff on ACEs and toxic
stress and the linkage to student behaviors
in school is critical. One interviewee stated
that he believed the majority of teachers
and administrators he had worked with over
the course of his career are still largely
unaware of the science of ACEs and toxic
stress and closing this knowledge gap is
integral to the success of building school-

10
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Individualized and Holistic Approaches
to Care
Whole-person care (WPC) coordinates
physical health, behavioral health, and
social services, and is the standard of care
for school-based integrated models. One
interviewee observed, “There are some high
school districts . . . that have been building
systems to look at the whole child and
looking at bringing in mental health
therapists and social workers and more
counselors and those pieces and having
them as part of their system within their
structure.”
Some schools employ a multitiered system
of supports (MTSS) framework to address the
needs of students experiencing academic
and behavioral challenges. MTSS teams
may include the school principal, school
psychologist/behavioral interventionist,
academic support services staff, and
teachers meeting together on a weekly
basis to create individualized service plans
for youth.

Participant Quote
“I’m not going to push counseling on
anyone who is not ready. So, just because
you told me that you have a trauma
history, I don’t assume that you are ready
to take the next step into counseling, so
generally . . . I’ll talk to them about what
are their coping skills, what are their
support systems, and then giving them
options.”

Streamlined Communication Protocols
Hiring providers under a single entity helps to
remove communication barriers. One
interviewee observed that this practice has
helped ensure everyone is on the same
page with regard to student health: “Those
nurse practitioners and social workers—
those are our employees . . . those providers
and the support staff being our employees
allow that communication to flow between
the wellness centers and the schools.”

Create Opportunities for Equal Access
Schools employ creative means to ensure

School-based health providers emphasized

students schoolwide have opportunities for

the importance of youth empowerment in

equal access to screening and referral to

addressing and treating the impact of ACEs

services. One interviewee commented that

and trauma. In particular, it is critical that

their school can complete many screenings

providers do not “force” a specific service

in a day. The provider begins screening the

on a child but rather provide them with the

higher grades and works backward to

appropriate information about their options

younger students. This strategy provides the

and let them make an informed and

school an opportunity to “catch those

empowered choice.

students who are transitioning to another
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school sooner.” Lowering barriers to care is

Consistency in students’ team of providers

crucial to ensuring health equity.

throughout the course of their school career
is the gold standard for school-based

Participant Quote
“All students are screened and if a
student is positive for ACEs, they will
connect the student to a clinician who will
do further assessment. If the needs of the
student are beyond the scope of the
clinician, the student will be referred to

integrated systems of care. Interviewees
stressed the importance of starting
interventions early in elementary school and
having the same team of providers with
youth throughout their whole K–12 career.
For instance, one interviewee explained that
schools in their district are grouped in

the service coordination team that is co-

particular feeder patterns from elementary

located in the school. The coordinator will

to junior high school, such that service

decide what additional services the
student needs. However, not all schools
reported having an infrastructure that
supports students have the opportunity to
receive screening and be referred to
supportive services.”

Ensuring Continuity of Care
In addition to providing services directly,
schools-based integrated systems of care
employ a case management approach to
ensure follow-through on a student’s entire
treatment program. One interviewee
explained that when making referrals out to
community resources, the licensed clinical
social worker stays involved with those cases
to ensure the child is going to appointments
and receiving services: “We don’t just link
out to the community and wash our hands
of it. It’s more of a case management
approach versus a direct service approach.

providers maintain their care relationships
with youth.

Program Evaluation
Process and performance measurement,
continuous quality improvement, and
impact evaluation are important tools used
to track and monitor student progress and
outcomes, provide information to school
administration, and identify needed
improvements to school-based integrated
systems of care. Overall, there are research
gaps with regard to what works in terms of
how to implement a program as well as how
to use continuous quality improvement to
demonstrate what works. Interviewees cited
a lack of information on “real-world”
implementation best practices and how
“different sectors and systems interact,” as
well as the need to figure out how “to
strengthen that at the policy level.”

12
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Facilitators to School-based
Integrated Systems of Care
Centering social justice.
Several interviewees
emphasized that creating
systems that ensure health and
racial equity in schools requires a firm
commitment to social justice and
advocating for the health and wellness of
children. One interviewee stated, “Many
school-based health centers are rooted in
social justice and they will do whatever it
takes to get the kids connected to services.”
Another interviewee observed that
heightened attention to the Black Lives
Matter movement and other social
movements in the United States has brought
attention to the pervasive trauma that exists
in medically underserved communities.
Utilizing interns and other
professionals to overcome
shortage of licensed and
credentialed service providers. Several
interviewees have noted that in order to
ensure they can provide needed services to
students in a timely manner, they have
utilized interns and/or other service providers
in place of licensed professionals. One
participant noted that she was able to get

one licensed provider.” Utilizing interns or
other types of professionals to fill certain
roles within the system of care helped
respondents to address workforce
challenges rising from shortages of licensed
or credentialed professionals in their
community and/or funding constraints.
Commitment to learning about
ACEs and trauma. Establishing
a school-based integrated
system of care requires a commitment to
ongoing learning and training on ACEs and
trauma by school staff (e.g., teachers,
administrators, and support staff). This may
include training and/or professional
development workshops focused on
methods for recognizing ACEs and trauma,
strategies for engaging students in
conversations about trauma, or evidencebased practices for treating and undoing
the long-term impacts of toxic stress. One
interviewee stressed that building the
capacity of school staff to understand
complex needs of students experiencing
ACEs is germane to the success of building
these models; if school staff are ACEsaware, they will be more likely to cooperate
and collaborate with school-based health
care providers in developing responsive
solutions to students in need.

“three interns for a semester for the price of

13
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relationships are possible when the providerclient relationship is not entirely centered on
the deficits or shortcomings of the client.
Increased emphasis on social
and emotional learning.
The Collaborative for
Academic, Social, and Emotional
Strengths- and assets-based
approaches to addressing
ACEs, trauma, and toxic stress.
While screening for ACEs is crucial

Social and Emotional Learning (CASEL)
defines social and emotional learning (SEL)
as “how children and adults learn to
understand and manage emotions, set

for identifying who is at risk for toxic stress

goals, show empathy for others, establish

and initiating the appropriate steps for

positive relationships, and make responsible

responsive interventions, this is only half the

decisions.”30 Some interviewees described

equation to building healthier futures and

an important shift in the schools where they

life outcomes for affected youth. Several

work toward prioritizing the restoration of

interviewees emphasized the importance of

relationship skills and feelings of safety in

also prioritizing protective factors and

school settings, especially in the context of a

resiliency, including quality of relationships

global pandemic.

with parents/caregivers, problem-solving
skills, self-regulation, and broader

Participant Quote

community support. As one interviewee put

“A commitment to SEL in the classroom is

it, “We need to focus not just on risk factors

an important precursor to building school-

for trauma, but also resiliency factors.

based integrated systems of care

Students have different resiliency thresholds;

because it allows school staff and

we don’t know the impact on trauma for

teachers to better see the connection

every student.” Incorporating conversations

between ACEs, childhood trauma and

about protective factors and resilience in
promoting healthier futures for youth is a key

academic outcomes in impacted
students.”

facilitator to creating school-based
integrated systems of care as it lends to the
creation of more holistic approaches to
care. For example, one interviewee
explained that stronger therapeutic

14
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Bakersfield City School District:
Example of School-Based Integrated System
Schools/Districts Served: Bakersfield City School District.
Community Context: The surrounding community has a very high poverty rate and
exposure to gun violence. A significant number of students in this school district
have experienced four or more ACEs. There is a lack of appropriately credentialed
and licensed professionals in the community who can provide certain types of
mental health services.
Entry Point for Integrated System of Care: School level.
Model Overview: The Bakersfield City School District has built a multitiered system of support with a heavy
focus on building relationships with students, families, and staff. All of their schools have a team of school
personnel (i.e., principals, psychologists, behavioral health intervention specialists) who meet on a weekly
basis to identify students who need services and discuss progress of students already receiving services,
making adjustments to the service plan as needed. If this team determines that a student needs a higher
level of support they will refer that student to the District’s Wellness Center, where a social worker will
conduct the intake process, which includes administering the PEARLS. If the results of the intake
assessment indicate that the student does not need intensive support, the social worker will refer the
student to an associate social worker or intervention specialist with recommendations for support. If the
results of the intake assessment indicate that the student does need a higher level of support, the
Wellness Center will provide that support directly or connect the student to a provider in the community
while continuing to provide case management services.
All school-based providers are employed by the school district, which helps to ensure everyone is on the
same page. All care sites have intervention specialists who help students develop healthy coping skills.
They also have mentors who work with specific high-risk populations, such as foster care youth and
African American students. Some of the higher-need schools have a dedicated social worker assigned to
them; the system also utilizes itinerant social workers who serve a group of schools to work with students to
identify and address any underlying factors that are driving certain behaviors (e.g., attendance issues).
The wellness centers each have a nurse practitioner on hand, allowing them to provide basic primary
care services including physical examinations, health screenings, treatment for minor illnesses and injuries,
and immunizations. The credentialed school social workers at the wellness center can provide individual,
group, and family therapy. The wellness center may also refer students with high-level mental health
needs to local mental health agencies in the community. The multitiered support structure allows the
system to triage things so that they can ensure that only those with the highest level of need are referred
to scarce mental health resources in the community.
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Barriers to Implementing and

Workforce availability. Staffing
challenges were another key

Sustaining School-Based

infrastructure issue identified by

Integrated Systems of Care
Funding. Almost all interviewees
commented on the lack of
funding available at the state
and federal levels to develop and
implement school-based integrated systems
of care. One interviewee explained that the
school-based health center where she
works strives to meet the needs of the whole
community, meaning that many of the
provided services are not billable against
insurance or Medi-Cal. She added, “Some
clinics would only see a student if it was a
billable thing, but they need to meet the
needs of the whole community, regardless
of the ability to pay.” Another interviewee
commented on how the inconsistency of
available grant funding often creates
abrupt stoppages in her work: “I’ve been a
grant-based social worker for a long time,
but they run out and then I have to divvy up
all the things I was doing to different people
and hope that I had built strong enough
relationships to hold it.” While interviewees
stressed that they cannot rely solely on
grants as a sustainable resource, they
emphasized that it takes a long term to

interviewees. Some indicated that
the current shortage of licensed and
credentialed medical providers in California
is a key barrier to starting up a school-based
integrated system of care. One interviewee
observed, “We would need medical
professionals to do something like this and
throughout the state of California; there is a
shortage of medical professionals,
particularly nurses.” Relatedly, another
interviewee indicated that the specific skill
sets needed to work in a school-based
context may be lacking: “There are a lot of
school-based skills that medical
professionals may not have. For example,
the skill of an ER nurse likely would not
transfer to a school-based health context.”
Other interviewees emphasized that staff
turnover can also be very problematic. Staff
turnover can disrupt schools that attempt to
set up systems of care by placing the school
in a process of frequent recruitment,
integration, and rapport building mode. It
can also negatively affect workplace
morale by imposing additional workload
expectations and obligations on remaining
staff.31,32

procure stable and predictable funding
streams and develop business strategies
that maximize patient revenue.
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Building trust and common

Creating new and innovative

ground amongst all partners.

solutions is difficult when

The success of a school-based

working in survival/crisis mode.

integrated system of care requires

The past 18 months have been

providers and school staff to work together

extremely challenging for schools in terms of

in pursuit of the best possible outcomes for

navigating the sharp vicissitudes of a

the child. Some interviewees observed that

pandemic. Uncertainties surrounding the

territoriality and conflict between school

public health emergency still persist in

staff and clinic staff can sometimes be a

school settings. Several interviewees

barrier to achieving this goal. One

explained that the majority of this period has

interviewee explained, “For example, school

been spent operating in “crisis mode” and

nurses are vital and important. They can feel

managing the damage inflicted by the

threatened by a school-based center.

collective trauma of COVID-19. Operating in

School nurses and clinic nurses—they may

such an environment leaves little

have a conflict. Sometimes, school

opportunity to think about and plan

counselors can be territorial—that ‘they’re

innovative solutions to addressing ACEs and

their students.’ When they see each other as

complex trauma. As one interviewee put it,

partners, it works better.”

“Schools are so overwhelmed with concerns

Building trusting relationships with
families. School-based
integrated systems of care strive
to involve parents or caretaker and
other family members in matters pertaining
to student health and wellness, where

right now; some school staff are resistant to
doing things a different way.”
Noted gap in serving uninsured,
non-Medi-Cal covered families.
The ultimate goal of many
school-based integrated systems of

appropriate. Families are also a focal point

care is to provide care to all students and

for health education and health promotion

families. Some interviewees shared that

events. Connecting with families at this level

there are limitations in terms of services and

can be challenging. One interviewee

resources they are able to refer students

stated, “Not all families, especially those

and families out to. Students and families

who would have experienced ACEs, not all

who are uninsured or underinsured, but do

of them see schools as a place they can

not qualify for Medi-Cal coverage, can be

trust. You have to go into this knowing that

at a particular disadvantage when it comes

you might need to build that bridge for

to accessing referral services. One

them.”

interviewee stated, “My biggest complaint
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to the state is that the best services that

coordinator). One interviewee, for example,

[we] can refer students and families to

stated that the school has a team of

require Medi-Cal eligibility. If you don’t have

professionals who analyze student statistics

insurance or are not Medi-Cal eligible,

such as absences and disruptive behavior,

services are extremely limited.”

but that they are striving to build a formal

Schools need support developing
and implementing
multidimensional policies and
procedures. Although not every
school has explicit policies and processes in
place to address ACEs, many do have some
type of practice in place to identify pupils
and connect them to resources (i.e.,
community liaison, campus service

screening instrument so that they can
“incorporate social/emotional, connection,
and belonging into learning.” Another
interviewee stated that their school is
apprehensive about using screening
because they might not be prepared to
support students who require assistance: “If
you screen for ACEs, you’d better have the
resources in place.”

Conclusion
Early intervention is critical for a child
experiencing ACEs; but many children and
adolescents experience multiple challenges
in getting the help they need in a timely
manner. Schools can play an important role
in improving the screening, treatment, and
prevention of ACEs and associated health
issues among K–12 students and their
families by implementing school-based
integrated systems of care that can address
some of the barriers to traditional models of
care. However, there are no clear

guidelines on how schools should create
integrated systems of care. The findings from
the qualitative interviews revealed a variety
of different integrated care models already
operating in school districts throughout
California and identified key components
that should be taken into consideration
when designing such a model. Building a
school-based integrated system of care that
meets the specific needs of the community
and student population will help to ensure
that students who have been exposed to
ACEs are getting the help they need to
improve their overall health and well-being.

18

Preventing and Mitigating the Harmful Effects of ACEs Through School-Based Integrated Systems of Care

Resources
ACEs Aware Initiative The ACEs Aware Initiative is a statewide initiative led by
the Office of the California Surgeon General with the goal of halving adverse
childhood experiences (ACEs) and toxic stress within one generation. The state Surgeon
General’s Office and the Department of Health and Human Services are collaborating with
health care groups to provide training and other resources to physicians to improve their
capacity to assess and treat ACE as part of primary care.
California School-Based Health Alliance The California School-Based Health
Alliance is a nonprofit organization that focuses on bringing health services
and resources to the state’s schools. The organization’s ultimate goal is to improve student’s
health and well-being as well as academic success. The Alliance provides training and technical
assistance to schools and communities, shares best practices with educators, and advocates for
policies that promote quality health care within schools.
Collaborative Learning Solutions For over a decade, Collaborative Learning
Solutions (CLS) has worked with school districts and sites across the country to create positive
school environments that facilitate student success. CLS provides a range of services to help
build district and site capacity to address ACEs and other issues impacting the student
population.
Dovetail Learning Dovetail Learning is a non-profit organization whose mission
is “to [strengthen] resilience in children, youth, and the adults who serve
them.” Dovetail trains and supports educators, physicians, parents/caregivers,
and business leaders in how to foster their social-emotional and resilience skills, both for
themselves and in order to support children, families, and organizations—and, ultimately, to
change the culture within these groups.
Healthcare Integrated Services Healthcare Integrated Services (HCIS) provides
integrated primary care and behavioral health services for K-12 students and
medical apprenticeship programs for high school students. HCIS also provides resources and
tools to help other school-based providers build their capacity to assess and address ACEs in
their patient population.
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National Center of Excellence for Integrated Health Solutions The National
Center of Excellence for Integrated Health Solutions provides evidence-based
resources, tools, and support for organizations working to integrate primary and behavioral
health care. Center experts in organizational readiness, integrated care models, workforce &
clinical practice, health and wellness, and financing and sustainability are available to help
organizations create a customized approach to advance integrated care and health
outcomes.
SHAPE Education SHAPE Education works with schools and other agencies to
establish data systems that provide educators and providers with meaningful
and immediate insights of student progress. SHAPE Education can work with school districts and
health providers to create customized and integrated data systems to improve communication
and tracking of student progress across agencies.
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