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Introduction

Adverse childhood experiences (ACEs), including abuse, 
neglect, and household dysfunction experienced prior to 
age 18 years, have been described as the public health 
emergency of this time.1 Research shows a wide range of 
chronic diseases originate with or are exacerbated by 
exposure to toxic stress, or chronic adversity without 
sources of resiliency, in childhood.2 Downstream impacts 
include learning and cognitive disabilities, asthma, obe-
sity, diabetes, cancer, and behavioral health disorders.2-4 
Adverse childhood experiences, when layered with the 
effects of social determinants of health (SDOH), can 
combine to exacerbate these exposures and outcomes. 
Research shows exposure to ACEs and unmet social 
needs are more common in those living in lower income 
communities.5 The American Academy of Pediatrics 
(AAP) recommends routine screening for ACEs.6 Early 
detection and intervention may be able to prevent nega-
tive health outcomes. The primary care setting is an ideal 
place for universal screening, health promotion, and dis-
ease prevention. This includes screening for ACEs and 
SDOH, and providing emerging and evidence-based 

interventions. The challenge for pediatricians comes in 
how to address these significant drivers of health out-
comes in the clinical setting. While screening and inter-
vention programs are being piloted and validated 
nationwide, there is currently little information on the 
practical and logistical steps needed to undertake this 
type of practice changing action.

Memphis, Tennessee, the county seat of Shelby 
County, has a metro area population of 1.3 million.7 It 
routinely ranks near the top of overall and childhood pov-
erty for a city its size. Recent data show a child poverty 
rate of 35% and an overall poverty rate of 21.7%.8 These 
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statistics, combined with poor housing stock, poor public 
transportation, and high rates of community violence, 
contribute to numerous SDOH. In 2014, Shelby County 
conducted a confidential, randomized survey of 1506 
residents by telephone. The survey revealed that 52% of 
individuals reported at least 1 ACE and 12% reported 4 or 
more ACEs. The most prevalent ACEs were substance 
abuse, emotional abuse, and violence between adults in 
the home. Those living in poverty and those with less than 
a high school education were more likely to report 4 or 
more ACEs.9

Memphis is one example of a community with high 
levels of childhood poverty and attendant accumula-
tion of ACEs, leading to disparities and poor health 
outcomes. The statistics highlight the challenges that 
many families and children face in their day-to-day 
lives and the opportunity for pediatricians and health 
care providers to address these issues while also taking 
a strengths-based approach to support families and 
build resiliency. The Family Resilience Initiative (FRI) 
was created to address ACEs, SDOH, and infant men-
tal health in the pediatric primary care setting. Programs 
such as this can equip primary care providers with 
opportunities to address ACEs in children and change 
outcomes prior to adulthood. The FRI program pro-
vides families with education on ACEs, tools to pre-
vent future ACEs, and the resources to address and 
mitigate the impact of trauma of previous ACEs, and 
supports families with health-related social needs 
(HRSNs) as they navigate these situations. This moves 
beyond simply screening for ACEs and to implement-
ing proven interventions.

The FRI program is embedded in the University of 
Tennessee Le Bonheur Pediatric Specialists (ULPS) 
General Pediatrics Clinic, an academic teaching practice 
affiliated with the University of Tennessee Health Science 
Center (UTHSC) that sees more than 14 000 patients per 
year in the urban core of Memphis. Approximately 95% 
of the patient population is insured by Medicaid. The FRI 
program is an integrative, collaborative initiative that 
employs outreach coordinators embedded in the ULPS 
clinic to screen for and address ACEs and SDOH. The 
program partners with families to meet their HRSNs and 
to provide education, prevention, and intervention for 
ACEs and their associated health effects.

Methods

Prior to 2018, the ULPS General Pediatrics Clinic rou-
tinely screened for food insecurity but not for ACEs or 
other SDOH. The FRI program was developed as an 
integrated, multidisciplinary collaborative to screen for 
and address ACEs and SDOH in the clinical setting 

using a wraparound approach. The goal is to build resil-
iency and prevent future ACEs within a trauma-informed 
setting while utilizing community partner resources to 
address needs (Supplemental Figure 1).

The FRI Implementation team was established, and 
the team reviewed existing ACE and SDOH screening 
tools, programs, and evidence-based or best practice 
interventions. The primary funder of the program, the 
Urban Child Institute, was involved in the program from 
the beginning. A team of clinicians, researchers, and 
funders visited similar programs in California to learn 
from existing programs and explore their processes and 
philosophies. The program learned some aspects of 
design from other programs in the country with similar 
aims and was then able to combine best practices from 
different programs to develop a unique program with an 
ambitious aim to address ACEs, SDOH, and a robust 
follow-up and intervention program for each with mea-
surable outcomes. The program was also able to build 
on a strong, well-established foundation around ACEs 
and trauma-informed care in the state of Tennessee that 
was created through the Building Strong Brains pro-
gram. Tennessee legislators were interested in a way to 
address ACEs before children become adults, to build 
resiliency, and to ameliorate the effects of ACEs to build 
a healthier state. Thus, there was support from the state 
at the outset as well, a common language, and a strong 
knowledge base on ACEs.

The FRI program utilizes a modified version of the 
Pediatric ACEs and Related Life-Events Screener 
(PEARLS) developed by the Bay Area Research 
Consortium on Toxic Stress and Health (BARC) that 
includes the 10 original ACE questions regarding abuse, 
neglect, and household dysfunction, and 7 additional 
questions related to community violence, discrimina-
tion, housing insecurity, food insecurity, separation from 
a caregiver, physical illness or disability of a caregiver, 
and death of a caregiver.10 This tool was chosen due to 
the experience of the research team and the validation of 
this tool. The Accountable Health Communities (AHC) 
HRSN Screening tool developed by the Centers for 
Medicare and Medicaid Services (CMS) was chosen as 
the SDOH screening tool. It is a 10-item, standardized 
questionnaire covering housing instability, food insecu-
rity, transportation problems, utility help needs, and 
interpersonal safety. This tool was chosen for its length, 
the ability to provide timely intervention for issues iden-
tified, and the anticipation for potential reimbursement 
for administration of the tool in the clinical setting.11

The FRI program is funded through the State of 
Tennessee and a grant from the Urban Child Institute, a 
nonprofit organization focused on early childhood devel-
opment. Funding provided employment for 2 outreach 
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coordinators, a program manager, and partial support of 
a psychologist and program evaluator. The program uti-
lized affiliations within a large health care system and 
university to provide medical-legal services, social ser-
vices, and connections to a large database of community 
resources.

The FRI program has been integrated as a part of the 
ULPS General Pediatrics Clinic since May 2018. The 
program began with 2 outreach coordinators embedded 
in morning clinics Monday through Thursday, screening 
patients ages 9 months to less than 5 years of age as part 
of their well-childcare visits. The outreach coordinators 
introduce themselves to the family and assist with devel-
opmental screenings or other paperwork to build rapport 
and assist with clinic flow in an effort to minimize the 
impact on the total time of the clinic visit (Supplemental 
Figures 2 and 3). The outreach coordinators take advan-
tage of the time between patient triage and a provider 
entering the room to do the bulk of their work. After an 
introduction, they ask the caregiver about participating 
in the FRI program and obtain consent. The AHC HRSN 
screening tool is administered first to build rapport and 
trust, and then the ACE screening tool.

If the family identifies any SDOH, the outreach coor-
dinator works with the family to identify the most press-
ing need and works to meet that need directly through 
clinic resources, Methodist Le Bonheur Community 
Outreach services, or a network of community partners. 
A warm handoff is provided at each step and the out-
reach coordinator re-contacts the family to ensure they 
were able to access these resources and the need was 
met. This includes the outreach coordinator connecting 
with the various resources to ensure that they can pro-
vide the service required, their access information, and 
any other pertinent information for the family, as well as 
providing an introduction and sense of safety for the 
family as they reach out to a new service.

If any ACEs are identified, the outreach coordinator 
offers the family a free consultation and counseling 
through an embedded UTHSC child psychologist. If the 
family accepts, the outreach coordinator provides a 
warm handoff to the psychologist. The warm handoff 
ensures an introduction to the psychologist which the 
client is aware of and a part of, allowing a sense of safety 
and the beginning of rapport. The warm handoff includes 
information on the ACEs and SDOH the family has 
reported and any other pertinent medical or social infor-
mation gained as part of the intake process. Subsequently, 
the psychologist performs an intake assessment and pro-
vides evidence-based treatment and infant mental health 
services to address the identified needs.

Education on adverse childhood experiences and strate-
gies for prevention are provided to all families, as are gen-
eral counseling to promote healthy living and well-being. 

The outreach coordinators may also provide, directly or 
through referral, other evidence-based programs that pro-
mote resiliency, nurturing relationships, developmental 
skills, and other practices. The outreach coordinators are 
very flexible throughout this process. They may step out of 
the room during the medical encounter or may stay at the 
request of the family. They may continue to collect infor-
mation and provide resources both before and after the 
medical portion of the visit as needed.

After the intake process, the outreach coordinator 
provides a summary of the referral information, and the 
caregiver completes a brief satisfaction survey. If the cli-
ent has an appointment with the psychologist, the out-
reach coordinator provides the appointment information 
and plans to meet the client at the appointment for the 
warm handoff. The outreach coordinator also communi-
cates the findings and proposed interventions to the 
medical team, closing the loop for the entire care team. 
This process also includes a warm handoff model if all 
parties are available so that the new information can be 
incorporated into the ongoing medical care, which 
serves to inform the medical team of any ACEs or 
SDOH reported and their nature. The outreach coordina-
tor then documents a summary of the findings and inter-
ventions in the medical record and client database. The 
documentation in the medical database also closes the 
loop for the medical team and serves as a backup pro-
cess in the event that a warm handoff was not performed 
in real time during the visit.

The outreach coordinators perform a variety of fol-
low-up activities with the families enrolled. Through a 
tiered triage system based on intensity of the needs, out-
reach coordinators follow up with families via text, 
phone call, home visits, and at future visits to provide 
ongoing assessments, interventions, and other resiliency 
resources. Additional interventions offered to all FRI 
families include the Triple P—Positive Parenting 
Program, the LENA (Language Environment Analysis) 
Start Program, Tennessee Building Strong Brains initia-
tive ACE education, and other community-based pro-
grams. Family Resilience Initiative also provides free 
transportation to families for psychology appointments.

The outreach coordinators also perform annual 
screenings on patients and families as part of the FRI 
renewal process. These are ideally conducted in the 
clinic as part of a future visit but may be conducted via 
phone. This process consists of an annual screening for 
SDOH needs and the ACE screening, just as in the initial 
intake process. If any new needs are identified, the pro-
cess described above begins anew to address current or 
ongoing issues. This information is entered into the 
database and communicated to the medical team.

The FRI team utilizes a robust, health insurance porta-
bility and accountability act of 1996 (HIPAA)-compliant 
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database through iCarol (Ottawa, Ontario, Canada) to 
track all patients and families enrolled, and to map the 
interventions provided, follow-up frequency, and follow-
up activities. For the results, raw data from the client 
intake forms were exported into SPSS (Version 27), and 
descriptive statistics were generated.

Results

The FRI program was implemented in the ULPS General 
Pediatrics Clinic in May 2018. For the first year of 
intake through May 2019, FRI evaluated 334 families, 
with 246 agreeing to participate in the FRI program 
(73.6%; Table 1). Children served during FRI’s first year 
(n = 246) were predominantly black (92.3%) and non-
Hispanic/Latino (96.7%). Family Resilience Initiative 
saw a nearly equal split of male and female children 
(51.6% male). Families were predominantly low 
income, with 58.8% reporting an annual income of 
$15 000 (US$) or less. At enrollment, 39.4% of families 
reported having both ACEs and SDOH, and 56.9% 
reported at least 1 or more ACEs. Sixty-three percent of 
families reported at least 1 SDOH-related need. The FRI 
program also enrolls families who have no ACE or 
SDOH issues reported to allow the team to notify these 
families for future education or resiliency opportunities. 
This applied to 19.5% of families enrolled in the first 
year (n = 246).

Family Resilience Initiative clients answer a total of 
17 ACE questions (Figure 1). The most common ACE 
reported in section 1 (Questions 1-10) was separation or 
divorce of parents/guardians (40.7%). The second most 
common ACE reported in this section was the child liv-
ing or having lived with a household member who was 
depressed, mentally ill, or attempted suicide (13.4%). In 
section 2 (Questions 11-17), the most common ACE was 
children experiencing or who have experienced a serious 
medical procedure or life-threatening illness (10.2%), 
while exposure to violence in the neighborhood was also 
reported frequently (6.1%). The number of reported 
ACEs in children seen by FRI ranged from 0 to 8, with an 
average of 1 ACE per child. Forty families (33.1%) 
received a referral for psychology services (n = 246).

Family Resilience Initiative families reported a vari-
ety of SDOH issues as part of their enrollment screen-
ings (Table 2). The most common issues were around 
food insecurity, with utility needs and transportation 
needs reported as the second and third most common 
issues, respectively. Reports of food insecurity were 
common, with 33.5% reporting worry about running out 
of food before they had money to buy more and 25.8% 
reporting that their food did not last and not having 
money to buy more. Overall, 5.6% of families 

responding reported that they did not have housing or 
that they were worried about losing their housing in the 
near future. Many families reported concerns related to 
housing outside of housing instability, such as problems 
with mold, smoke detectors not working, water leaks, or 
pest infestation. Utility needs were reported in 19.6% of 
respondents, while transportation needs encompassing 
both medical and nonmedical needs were reported by 
18.4%. Families also reported issues around personal 
safety, most commonly that someone insults or talks 
down to them (16.3%) or screams or curses at them 
(17.1%), while rates of reporting physical harm (4.5%) 
or threats of harm (6.1%) were lower. Families reported 
their most pressing concerns were food (36.1%), fol-
lowed by housing (21.5%) and the child’s development 
(18.8%). Outreach coordinators made referrals for 
62.9% of all clients, and 70.2% of those reporting at 
least 1 ACE or SDOH (n = 246).

A crucial component of the FRI program is the fol-
low-up activities that the outreach coordinators perform 
with families (Table 3). This includes reaching out to 
resources on their behalf, following up to ensure that a 

Table 1.  FRI Client Demographics.

Demographics n (%)

Child’s race (n = 246)
  Black/African American 217 (92.3)
  White/Caucasian 8 (3.4)
  Asian 1 (0.4)
  American Indian/Alaskan Native 1 (0.4)
  Native Hawaiian/Pacific Islander 0 (0.0)
  Mixed or multiple races 8 (3.4)
Child’s ethnicity (n = 240)
  Not Hispanic/Latino 232 (96.7)
  Hispanic/Latino 8 (3.3)
Child’s sex (n = 246)
  Female 119 (48.4)
  Male 127 (51.6)
Family income (n = 165)
  <$15 000 96 (58.2)
  $15 000-$19 999 22 (13.3)
  $20 000-$29 999 29 (17.6)
  $30 000-$39 999 15 (9.1)
  $40 000 or more 3 (1.8)
FRI enrollment type (n = 246)a

  ACEs and social determinants of health 97 (39.4)
  ACEs only 43 (17.5)
  Social determinants of health only 58 (23.6)
  Interested in future opportunities 48 (19.5)

Abbreviations: ACEs, adverse childhood experiences; FRI, Family 
Resilience Initiative.
aEighty-eight additional clients were approached, but declined or 
were ineligible for the FRI program.
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Figure 1.  FRI client ACEs. Section 1: Questions 1-10; Section 2: Questions 11-17.
Abbreviations: ACEs, adverse childhood experiences; FRI, Family Resilience Initiative.

Table 2.  Social Determinants of Health.

Question n (%)

Housing instability
  What is your housing situation today? (n = 244)
    I do not have housing (I am staying with others in a hotel, in a shelter, living outside on the street, 

on a bench, in a car, abandoned building, bus or train station, or in a park)
4 (1.6)

    I have housing today but I am worried about losing housing in the future 9 (3.7)
    I have housing 231 (94.7)
  Think about the place you live. Do you have problems with any of the following? (n = 44)a

    Mold 11 (25.0)
    No smoke detectors/smoke detectors not working 9 (20.5)
    Water leaks 8 (18.2)
    Bug infestation 7 (15.9)
    Oven or stove not working 5 (11.4)
    Inadequate heat 2 (4.5)
    Lead paint or pipes 2 (4.5)
Food insecurity
  Within the past 12 months, you worried that your food would run out before you got money to buy more (n = 245)
    Never true 163 (66.5)
    Sometimes true 62 (25.3)
    Often true 20 (8.2)
  Within the past 12 months, the food you bought just did not last and you did not have money to get more (n = 244)
    Never true 181 (74.2)
    Sometimes true 46 (18.9)
    Often true 17 (7.0)

(continued)
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connection with the referral resource was established, 
that the referral met the reported need, assisting with 
paperwork or other items, scheduling and confirming 
appointments, and more. Outreach coordinators con-
ducted a total of 2240 follow-up activities. Of the fol-
low-ups, the most common activity was following up on 
a referral (29.4%), followed by confirming appoint-
ments (18.3%) and well-being check-ins (13%).

Discussion

The feasibility of the FRI model has been demonstrated 
through the successful design, implementation, and 

experience through 1 year of screening and enrollments. 
In the first year of the project, 246 clients were enrolled, 
310 total referrals were made for 121 clients, and 2240 
follow-up activities were conducted. The adoption of 
best practices using a standardized instrument and a 
database system led to successful implementation and 
allows for seamless replication of the project. Health 
care systems may use this approach to implement 
trauma-informed care.

The FRI program aims to provide holistic, trauma-
informed care while addressing social and mental 
wellness. Many studies have been conducted on the 
health outcomes and the intergenerational effects of 

Question n (%)

Utility needs
  In the past 12 months, has the electric gas oil or water company threatened to shut off services in your home? (n = 245)
    Yes 48 (19.6)
    No 197 (80.4)
Transportation needs
  In the past 12 months, has lack of transportation kept you from medical appointments, meetings, work, or from getting things needed 

for daily living? (n = 244)
    Yes it has kept me from medical appointments or getting medications 33 (13.5)
    Yes it has kept me from nonmedical meetings, appointments, work, or getting things that I need 12 (4.9)
    No 199 (81.6)
Interpersonal safety
  How often does anyone, including family, insult or talk down to you? (n = 245)
    Frequently 4 (1.6)
    Fairly often 9 (3.7)
    Sometimes 18 (7.3)
    Rarely 9 (3.7)
    Never 205 (83.7)
  How often does anyone, including family, physically hurt you? (n = 244)
    Frequently 0 (0.0)
    Fairly often 2 (0.8)
    Sometimes 6 (2.5)
    Rarely 3 (1.2)
    Never 233 (95.5)
  How often does anyone, including family, scream or curse at you? (n = 245)
    Frequently 5 (2.0)
    Fairly often 7 (2.9)
    Sometimes 21 (8.6)
    Rarely 9 (3.7)
    Never 203 (82.9)
  How often does anyone, including family, threaten you with harm? (n = 245)
    Frequently 1 (0.4)
    Fairly often 3 (1.2)
    Sometimes 6 (2.4)
    Rarely 5 (2.0)
    Never 230 (93.9)

aFamilies can select multiple issues; 44 documented housing issues from 38 families.

Table 2. (continued)
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maternal ACEs on the child,2,12,13 but few studies 
have examined protective factors beyond the parent-
child dyad. These protective factors are what the FRI 
program seeks to employ and study through the inter-
ventions provided by a multidisciplinary team. 
Addressing ACEs and SDOH is the future of pediat-
rics. The AAP supports screening in the primary care 
setting. While screening tools are being developed 
and validated, it is important to integrate these 

services into standard medical care and in alignment 
with the medical team.

The FRI program serves a young population aged 9 
months to 5 years at the time of enrollment; data show 
that ACEs are common at these ages, with an average of 
1 ACE reported per child. In addition, 56.9% of children 
had at least 1 ACE reported. This supports evidence that 
ACEs are universal from a young age. Adding to the 
knowledge that ACEs affect brain structure, stress hor-
mone levels, and a multitude of health and educational 
outcomes indicates an urgent call to action. In pediatrics, 
SDOH affects the whole family, including the child. 
Many of these issues are inextricably linked to childhood 
ACEs. Combining the experience of commonly reported 
ACEs with the most commonly reported SDOH demon-
strates what these families face in their lived experience. 
This further explains the overlay of ACEs and SDOH in 
pediatric medicine and the need to address both with a 
focus on intervention to mitigate the effects of previous 
exposures, while providing resiliency building, empow-
erment, and education to prevent future ACEs.

The experience of FRI describes 1 method to select 
appropriate screening tools, develop clinical protocols, 
and to integrate programs addressing SDOH and ACEs 
into the primary care setting. Tools that can be adminis-
tered efficiently while also providing information that 
can be addressed in the clinical setting are essential for 
success. The outreach coordinators provide a bridge 
between the patient, family, and medical team by devel-
oping rapport and discussing sensitive information in a 
trauma-informed manner. While many programs focus 
solely on either ACEs and SDOH, the FRI program is 
unique and ambitious in its attempt to address both 
ACEs and SDOH, recognizing that these issues are often 
intertwined for families. By meeting SDOH needs and 
building trust, the team can then address ACEs to pro-
vide evidence-based intervention, education, and pre-
vention strategies.

One unique component of the FRI program is the 
seamless access to psychology services. For families 
who meet the criteria, the first appointment for services 
can be made at the clinic visit, with the potential for 
same-day services. In addition to contacting the client 
with appointment reminders, on the appointment day, the 
outreach coordinator is there to greet the client, provide 
support, and provide a warm handoff to the psychologist. 
Family Resilience Initiative is also able to offer no-cost 
transportation to these appointments, further assisting the 
clients in accessing psychological services.

Another critical and unique component of the FRI pro-
gram is the intensity and frequency of the follow-up activ-
ities to maintain contact and build relationships with 
families. This type of continued contact builds trust and 
allows the FRI program to ensure that resources were 

Table 3.  Referrals and Follow-Ups.

Client Concerns and Referrals n (%)

  Client’s primary concern (n = 144)a

    Food 52 (36.1)
    Housing 31 (21.5)
    Child’s developmental health 27 (18.8)
    Utilities 13 (9.0)
    Education/literacy 9 (6.3)
    Diapers 4 (2.8)
    Benefits/legal 2 (1.4)
    Car seat safety 2 (1.4)
    Child behavioral issues 2 (1.4)
    Personal safety 1 (0.7)
    Transportation 1 (0.7)
  Referral at intake? (n = 237)
    Yes 149 (62.9)
    No 88 (37.1)
  Psychology referral? (n = 121)
    Yes 40 (33.1)
    No 81 (66.9)
Follow-up
  Types of follow-up (n = 2240)
    Text 1183 (52.8)
    Phone call 838 (37.4)
    Face to face 152 (6.8)
    E-mail 36 (1.6)
    Contact attempted—No answer/reply 19 (0.8)
    Psychologist handoff 7 (0.3)
    Other 5 (0.2)
  Follow-up reason (n = 2274)
    Following up on referral 669 (29.4)
    Confirming appointment 417 (18.3)
    Well-being check-in 296 (13.0)
    LENA activity 255 (11.2)
    Client assistance 186 (8.2)
    Contacting resource on behalf of client 174 (7.7)
    Other 132 (5.8)
    Arranging transportation 75 (3.3)
    Sharing information about future trainings 48 (2.1)
    Scheduling appointment 22 (1.0)

Abbreviation: LENA, Language Environment Analysis.
aAn additional 101 families selected “No Concern” as their main 
focus.
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accessed, and needs were met. This part of the program 
will continue to be studied for effectiveness and client sat-
isfaction over the course of the program. Based on other 
relational programs, such as the Nurse-Family 
Partnership,14 the FRI team theorizes that this will be a 
key component to building resiliency and well-being in 
clients and in empowering families in the future. This 
level of follow-up and rapport is unique for a clinic-based 
program and has been seen as one of the keys to success.

The strengths of this study include the robust referral 
systems in place, the repeated follow-up and contact 
with the families through the outreach coordinators, and 
embedded mental health services provided by a psychol-
ogist. The limitations include the fact that this is just 1 
year of data and is the reported experience of 1 clinic. As 
FRI is a new program and the relationship between the 
families and the coordinators is still developing, fami-
lies may underreport ACE and SDOH needs. A further 
limitation is that families are asked to respond yes or no 
to individual ACEs rather than simply report a total 
number of ACEs (a common practice in many ACE 
screeners). While this may lead to an underreporting of 
ACEs, the FRI team found it essential to gather indi-
vidual ACE data to offer the most comprehensive assis-
tance for families. Last, this program was conducted in a 
resident teaching practice, which allows more time per 
visit than a typical private practice setting, which may 
affect the application of this program in different set-
tings. However, data collected demonstrate that the 
average visit length was not significantly affected by the 
program. This may be attributed to the outreach coordi-
nators assisting families with developmental screening 
questionnaires. In addition, providers have recognized 
that a small increase in the visit length can result in great 
benefits to the patients and families. It is also recognized 
that crises such as homelessness, a significant loss of 
resources due to a fire, acute food insecurity, or other 
issues may necessitate a longer visit time as the outreach 
coordinators and medical team work to create a plan and 
support for these families. Last, children and families 
were enrolled only at well-child visits, so that some 
needs may be missed, and families were only enrolled in 
morning clinics to allow for the enrollment of controls 
in the afternoon for the FRI research program.

Several key lessons were identified over the first year 
of the program. Although the FRI team recognized the 
importance of the outreach coordinators building rap-
port and trust with the family, this was initially underes-
timated. Initially, outreach coordinators asked about 
ACEs before SDOH but found low rates of disclosure. 
Therefore, FRI rearranged the questions to ask about 
SDOH first, prior to asking about ACEs. This resulted in 

improved rapport and disclosure between the families 
and outreach coordinators. Another lesson was the num-
ber of ACEs required to initiate a psychology referral. 
Initially, the threshold was 4 ACEs, based on the strong 
relationship to adverse health outcomes with those hav-
ing 4 or more ACEs.9 However, the FRI team recognized 
that few children met the threshold for referral. The 
threshold for referral was lowered to 1 to account for the 
young age of the population, which allowed more chil-
dren to receive needed mental health services.

Next steps include continued evaluation and research 
of the FRI program, including further data collection for 
subsequent enrollees and renewals, and research to eval-
uate the FRI interventions and impact on child develop-
ment, health outcomes, health care utilization, and more. 
Layered on top of the FRI clinical program is a research 
program that will track a subset of families in a more 
intensive, Institutional Review Board (IRB)–approved, 
quasi-randomized research method to further evaluate 
the effectiveness of these intervention programs. The 
FRI program can be scaled up and replicated in different 
clinical practice settings. The team is interested in secur-
ing funding to allow for enrollment of adolescents and 
to expand to a nonacademic practice setting. The FRI 
program is interested in seeking other funding streams, 
with an ultimate goal that policy makers, payors, and 
others would see the clinical, medical, and monetary 
value in programs such as this and provide adequate 
funding and resources for all patients and families. Last, 
a longitudinal study following families for an extended 
amount of time to further develop long-term outcomes 
would be of interest to determine the success of pro-
grams such as this.

Conclusions

The process for development, implementation, and the 
FRI first-year experience provides a model for screening 
for ACEs and SDOH, and providing a wraparound 
approach to services in the medical home. The mitiga-
tion of the effects of ACEs and prevention of future 
ACEs can alter the physical, mental, and behavioral 
health, as well as the educational and vocational out-
comes of the child through building support and resil-
iency. It is urgent that clinicians providing care for 
children do so in a trauma-informed manner and provide 
connections to resources that can address both ACEs 
and SDOH in real time.
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