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Abstract
Aim Adverse childhood experiences (ACEs) are associated with numerous adverse mental and physical health outcomes. While
interest in routine screening for ACEs is growing, there is still significant opposition to universal screening. This review explores
the feasibility of implementing routine screening for ACEs in primary care settings.
Subject and methods We searched PubMed, CINAHL, and PsycINFO, reference-mined relevant reviews, and consulted with
key experts (June 2020). Studies from 1970 to date evaluating screening for childhood trauma, adversity, and ACEs in a routine
healthcare setting, reporting quantitative or qualitative data were eligible. The project is registered in Open Science Framework
(osf.io/5wef8) and reporting follows PRISMA-ScR guidelines.
Results Searches retrieved 1402 citations. Of 246 publications screened as full text, 43 studies met inclusion criteria. Studies
evaluated provider burden, familiarity with ACEs, practice characteristics, barriers to screening, frequency of ACE inquiry,
reported or desired training, patient comfort, and referrals to support services.
Conclusions This review found that the following factors increase the likelihood that ACE screenings can be successfully
integrated into healthcare settings: staff trainings that increase provider confidence and competence in administering screenings,
accessible and robust mental health resources, and organizational support. Further research should examine the scalability and
sustainability of universal screening.
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Introduction

The importance of assessing adverse childhood experiences
(ACEs) in clinical practice was first documented in a 1998 study
where questions assessing different forms of childhood maltreat-
ment and adversity were implemented as a part of the patient
intake (Felitti et al. 1998). The study found that those who had
experienced four or more categories of ACEs, compared to those

who had experienced none, had a lifelong increased risk for
major health conditions including heart disease, cancer, depres-
sion, and chronic lung disease. Furthermore, there was a dose–
response relationship between ACE exposure and health risk;
higher ACE exposure was associated with a higher health risk
(Felitti et al. 1998). Other research has investigated potential
underlying biological mechanisms that may explain this associ-
ation (Shonkoff and Garner 2012). ACEs affect adults and chil-
dren from marginalized communities disproportionately and in
different clusters (Maguire-Jack et al. 2020; Slopen et al. 2016).
As more evidence associating ACEs with poor health outcomes
is revealed, ACEs have quickly become recognized as a major
public health crisis.

According to the Centers for Disease Control, 61% of US
adults report at least one ACE, and 16% report four or more
different ACEs (CDC 2019). Considering the high prevalence
of ACEs and their link to adverse mental and physical health, the
utility of ACE screenings as a starting point for trauma-informed
care has received significant policy attention (Finkelhor 2018).
The American Academy of Pediatrics endorsed incorporating
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screening for ACEs into clinical practice in a 2012 report, citing
its usefulness to facilitate trauma informed care and increase
education around childhood adversity as a public health crisis
(Dube 2018). In addition, Dr. Harris, a pediatrician whose career
focus has been on childhood adversity, was appointed
California’s first surgeon general in 2019 and has spearheaded
the implementation of statewide screening of ACEs with the
passage of Assembly Bill AB340 (California DHCS 2019).
Under the new initiative named ACEs Aware, healthcare pro-
viders will be trained and reimbursed to routinely administer
ACE screenings to their Medicaid patients (California DHCS
2019). ACE screening would provide a much-needed platform
for a dialogue to occur between providers and their patients, and
ultimately serve as a step to disrupt the toxic stress response and
intergenerational transmission of trauma resulting from ACEs
(Waters 2019).

Opposition to routine screening points out that without prop-
er access to evidence-based interventions to employ, once
ACEs are identified in adults or children, a universal screening
for ACEs would be preemptive (Petruccelli et al. 2019).
Furthermore, there is concern that both healthcare providers
and patients would be emotionally unequipped to address the
possible traumas and negative emotions that may arise from
screening (Albaek et al. 2018;Watson 2019). Thus, there exists
a need for an analysis of the current evidence on the effects of
routine screening for ACEs or any form of childhood adversity
in clinical settings. A recent scoping review evaluated the quan-
titative data and found limited evidence beyond pilot studies for
recommendation of routine ACE inquiry (Ford et al. 2019).

This reviewwill assess both the quantitative and qualitative
evidence for screening for ACEs or standardized inquiry re-
garding childhood adversity, in a healthcare setting. The key
questions to be answered are:

– KQ1: Can ACE screening be integrated into the routine
clinic workflow?

– KQ2: What are provider attitudes regarding ACE
screening?

– KQ3: What are patient attitudes regarding screening?
– KQ4: What are the elements of a well-designed and ef-

fectively administered screen?

The objective of this review is to provide an index of re-
search that may guide the creation of trauma-informed prac-
tices or ACE screening workflows in primary care clinics.

Subject and methods

Data sources and searches

This review followed the Arksey and O’Malley (2005) meth-
odological framework for scoping reviews. The search

strategy was developed by referring to existing syntheses
and known studies (Ford et al. 2019). The search strategy is
included in the online appendix, and uses the terms “adverse
childhood experiences;” “childhood trauma,” “childhood ad-
versity,” and “childhood abuse” together with terms for
“screening,” “enquiry,” and “inquiry.”The searches were con-
ducted in PubMed for biomedical literature, PsycINFO for
psychological literature, and CINAHL for nursing and allied
health profession literature. Additional relevant sources were
identified through reference mining and interviews with sub-
ject experts. Searches were conducted in June 2020.

Study selection

Using an online tool designed for literature reviews, two re-
viewers reviewed each title and abstract independently for
eligibility toward inclusion in full text screening. The citations
that one or both reviewers thought relevant were obtained as
full texts. Two reviewers independently screened full-text
publications for inclusion applying the explicit eligibility
criteria (inter-rater agreement κ = 0.686).

Eligibility criteria were organized in a “SPIOS” framework
(study design, participants, Intervention, outcome, setting).
Empirical studies reporting on the effects of screening could be
eligible, including pilot, cross-sectional, qualitative, and quanti-
tative studies, as well as narrative data reports. Participants could
include either providers (encompassing primary care healthcare
providers, or other healthcare providers in the context of screen-
ing rather than therapy, including but not restricted to, nurses,
nurse practitioners, and wellness navigators) or patients
(encompassing patients of all ages, caregivers, and prenatal pa-
tients). For studies evaluating an intervention, only studies that
reports a standardized assessment method within a standard
healthcare setting could be eligible. Studies about the process
of structured inquiry in any modality for ACEs or childhood
trauma that falls into one of the ACE categories (physical, emo-
tional, or sexual abuse; neglect; parental separation, mental ill-
ness, or incarceration) (Felitti et al. 1998) could be included.
Studies that assess for ongoing childhood maltreatment were
excluded. Outcomes regarding structure, process, feasibility, ac-
ceptability of provider and patient, provider ACE awareness,
beliefs, or practice could be considered eligible. Studies assessing
ACEs outside of the normal healthcare system (schools,
childcare services) would be excluded. Additionally, research
regarding the acceptability of a trauma screen for the purpose
of research rather than healthcare delivery would be excluded.
Studies were not restricted by geographic location. Forty-three
studies met these eligibility criteria for inclusion.

Data abstraction & critical appraisal

Data was abstracted in a standardized form in an online soft-
ware program. Abstraction included study design, location,

614 J Public Health (Berl.): From Theory to Practice (2023) 31:613–622



setting, sample size, enquiry tool, objective, and findings for
outcomes of interest. The statistical significance of findings
was abstracted when available. All included studies were crit-
ically appraised for clarity of aim, methods, participants, out-
come, analysis, and main findings, as well as estimates of
random variability, bias, and transferability to other settings.
The appraisal table is included in the online appendix.

Results

Our searches identified 1402 unique citations, of which 246
were obtained as full-text. Forty-three studies met eligibility
criteria. Figure 1 shows the literature flow. Cumulatively, our
included studies surveyed a heterogenous group of 5989 indi-
viduals, comprised of medical providers, patients, caretakers,
trainees, and other healthcare professionals.

The evidence table (Appendix Table 2) provides an over-
view of all included studies. Studies were conducted in the
USA (n = 29), Australia (n = 5), Canada (n = 4), New Zealand
(n = 3), and the UK (n = 2). Studies were published between
1995 and 2020. Twelve of the included studies were qualita-
tive in nature, and eight used mixed methods. Seven of the
identified studies were pilot studies. The most commonly re-
ported topics were: provider attitudes towardACE screen (n =
22), provider-identified barriers to ACE screen (n = 17), pa-
tient attitudes toward ACE screen (n = 18), provider ACE

screening rates (n = 18), provider referral rates (n = 10), and
provider preferences regarding further ACE screen training
(n = 11). Table 1 provides a summary across studies. The re-
sults from this scoping review have been qualitatively sum-
marized below and are organized by Key Question.

KQ1: Can ACE screening be integrated into the routine clinic
workflow? Three papers reported on workflow variables. One
reported that providers at an outpatient pediatric clinic found
that the average ACEs conversation lasted 3 to 5 minutes
(Gillespie and Folger 2017). Another paper reported that in a
family medicine practice, implementing the ACE screen
lengthened visits by fewer than 5 minutes for 90% of encoun-
ters. For patients with high ACE scores, 75% of visits in-
creased by 5 minutes or fewer, and none of the visits were
increased by more than 15 min. Only 3 % of patients required
10 to 15 min of additional visit time (Glowa et al. 2016). The
third paper reported that in a primary care practice, the average
ACE screen and subsequent discussion lasted 8.5 min, and
80% lasted 10 min or less. Patient ACE score and time taken
to screen were positively correlated (p < 0.001) (Kalmakis
et al. 2018).

Gillespie and Folger reported that the most effective ques-
tion for surveying parents at an outpatient pediatric clinic was
“how do you think these experiences affect your parenting
today?” (Gillespie and Folger 2017). They also recommend
two additional questions when addressing a positive ACE

Records iden�fied through 
database searching

(n = 1851)
- PubMed (n = 473)
- CINAHL (n = 384)
- PsycInfo (n = 994)

Addi�onal records iden�fied 
through other sources

(n = 42)

Records a�er duplicates removed
(n = 1390)

Records screened
(n = 1390)

Records excluded
(n =  1156)

Full-text ar�cles assessed 
for eligibility

(n =  246)

Full-text ar�cles excluded, 
with reasons

(n = 204)

Studies included in 
synthesis
(n = 42)

Fig. 1 PRISMA flow diagram
showing study identification,
screening, and selection
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screen, and especially for follow-up care: “Do any of these
experiences bother you now?” and “of those that no longer
bother you, how did you get to the point that they don’t?”
(Gillespie and Folger 2017).

KQ2: What are provider attitudes regarding ACE screening?
Twenty-two papers reported on provider attitudes with regard
to ACE screening. Gillespie and Folger reported that prior to
the implementation of the ACE screen, providers’ primary

Table 1 Summary of findings

Outcome Number of
studies
reporting
outcome

Major findings Minor findings

KQ1:
Does ACE

screening disrupt
clinic workflow?

(Provider-identified
barriers to ACE
screening)

17 Commonly identified barriers:
- Lack of time to screen and counsel
- Lack of access to resources
- Not provider responsibility
- Overwhelmed with competing care recommendations
- Fear of patient re-traumatization and distress
- Lack of confidence regarding screen

Uncommonly identified barriers:
- Difficulty verifying reports
- Lack of training
- Provider discomfort, second-hand trauma
- Lack of belief in utility of ACE screen
- No reimbursement for screening

KQ2:
What are provider

attitudes
regarding ACE
screening?

22 In nearly all studies, a majority of providers surveyed
felt that adverse childhood experience (ACE)
screening was a responsibility of their role, was ac-
ceptable to patients, was feasible within an office
visit, and would carry benefit for the patient. Despite
general support for routine screening, providers felt
unprepared to work with trauma patients and
unequipped to deal with trauma disclosures (Green
et al. 2011)

- Screening for ACEs facilitated greater rapport and
trust between provider and patient (Flanagan et al.
2018)

- Inquiry about abuse provided context for current
behaviors (Gallop et al. 1995)

- Screening provided an opportunity for further support
(Kalmakis et al. 2017)

KQ3:
What are patient

attitudes
regarding
screening?

18 A majority of patients surveyed saw value in ACE
screening as part of routine healthcare, and were
willing to discuss their pasts with an experienced
clinician. Patients expressed strong preferences
regarding the administration of the screen; in some
studies, participant support was contingent on certain
factors, including an educated, empathetic approach.
Very few patients opted out of screening or expressed
a resistance to screening.

Some patients reported feeling hopeful or relieved at
trauma inquiry (Lee et al. 2012) Patients expressed
concerns about confidentiality, intrusiveness,
stigmatization, and lack of available interventions
(Robinson et al. 2008)

Other outcome measures

(A) Provider ACE
screening rates

18 Providers surveyed included wellness navigators, nurse
practitioners, pediatricians, primary care providers,
psychiatry and family medicine residents,
obstetricians, medical assistants, Licensed clinical
social workers, general practitioners, mental health
practitioners, family physicians. Screening rates
ranged from 1.8% (Tink et al. 2017) to 92.1%
(Kia-Keating et al. 2019)

Appendix Table 3 reports detailed findings regarding
these outcomes, and is included in the online appendix.

(B) Provider referral
rates

10 Studies reported on frequency of referrals, referral
types, impact of referrals made, and additional
provider responses or treatment options to positive
ACE screen. Providers referred patients to mental
health specialists, prevention services, and insurance,
childcare, and housing resources.

(C) Provider
training
preferences

11 Rates of surveyed professionals who had received
formal training about adversity screening ranged
from 44% (Richardson et al. 2001) to 94% (Lee et al.
2012). Many participants of qualitative studies
expressed a desire for further education regarding
ACEs, with some emphasizing a wish for in-person
lectures or small group workshops. The rates of sur-
veyed professionals expressing a desire for further
education ranged from 33% (Young et al. 2001) to
89% (Ferrell et al. 2014) in quantitative studies.
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concerns were related to deficiencies of time, training, and
resources. But once the ACE screening was implemented,
many providers found that these factors posed less difficulty
than they originally anticipated (Gillespie and Folger 2017).
One study reported that physicians were surprised by the prev-
alence of food, housing, and economic insecurity experienced
by their patients’ families (Campbell et al. 2020). Two studies
reported participant concerns regarding sensitivity toward pro-
vider’s personal trauma history (Candib et al. 2012; Gallop
et al. 1995). Another study reported that providers acknowl-
edged that screening for adversity was personally distressful,
but for most respondents, positive emotional experiences
outweighed the negative ones and even buffered against burn-
out (Pearce et al. 2019).

Providers recognized the utility of the ACE screen in mul-
tiple identified studies. Campbell et al. reported that although
many physicians felt that they were unable to offer useful
interventions, they recognized that the screening “planted a
seed” for future interactions (Campbell et al. 2020). Other
studies reported that nurse practitioners (Kalmakis et al.
2017) and physicians (Kia-Keating et al. 2019) found screen-
ing to be a useful tool in forging a clear connection between
mental and physical health for patients. In multiple studies,
providers including but not limited to primary care providers
(Green et al. 2011), nurse practitioners (Branstetter et al.
2020), psychiatry residents (Ferrell et al. 2014), family medi-
cine residents (Tink et al. 2017), pediatricians (Kerker et al.
2016), medical assistants, and wellness navigators (Kia-
Keating et al. 2019) emphasized the need for further training
and education with regard to conducting and responding ap-
propriately to ACE screens.

Green et al. reported that primary care providers described
a range of management strategies for working with survivors
of trauma: personal strategies (non-judgmental mindset, sen-
sitive language, shared control of discussion with patient),
system strategies (routine screening in English or Spanish,
part-time mental health professional or family health worker
on site), and interventions (resources, on-site Medicaid repre-
sentatives or social workers, child care, transportation
vouchers) (Green et al. 2011).

KQ3: What are patient attitudes regarding screening?
Eighteen studies reported on patient attitudes toward screen-
ing. Across all studies, a majority of participants found ACE
screening to be acceptable. Goldstein et al. reported that nearly
all surveyed patients were comfortable being asked about their
trauma (directly or through screening) and about discussing
their trauma history and its documentation in their medical
record, with the expectation that their clinicians knew how
to address positive screens (Goldstein et al. 2017). Multiple
studies identified factors that contributed to the acceptability
of an ACE screen for patients, including the clinician’s ap-
proachability (Barnett et al. 2020), trust between provider and

patient (Conn et al. 2018), confidentiality, and clear statement
of purpose (Creedy and Baird 2020). Additionally, a number
of studies reported that patients were receptive toward a dis-
cussion of their past trauma history and current circumstances,
especially if the clinician was attentive, empathetic, experi-
enced, caring, respected their privacy, and connected them
with useful resources (Campbell et al. 2020).

Gillespie et al. reported that prenatal women and new par-
ents were open to discussions prompted by ACE screens re-
garding parenting strategies, to stop the generational transmis-
sion of trauma (Gillespie et al. 2017). Two studies reported
that patients with higher ACE scores reported lower rates of
satisfaction with regard to clinician responses to their ACE
screen. (Conn et al. 2018). Both papers identified that patients
with higher exposure to ACEs have complex and multifaceted
needs, and substantially different experiences within the
healthcare system.

Lee et al. provided a summary of qualitative responses to
trauma inquiry, which included: shame, embarrassment, dis-
comfort, sadness, hope, relief, gratefulness, and surprise (Lee
et al. 2012). A cross-sectional study of pregnant women found
that comments regarding negative experiences with the ACE
screen alluded to a lack of trust between the provider and
patient (Creedy and Baird 2020). Koita et al. surveyed care-
givers at a pediatric clinic; many participants expressed dis-
comfort, as the questionnaire triggered painful personal mem-
ories, but no caregiver elected to discontinue. Conversely,
many caregivers expressed gratitude at the opportunity to dis-
cuss family experiences with a trusted provider, and appreci-
ated the targeted support and the need to address these issues
to achieve overall health. All participants in this study agreed
that screening required some form of follow-up (Koita et al.
2018).

KQ4: What are the elements of a well-designed and effective-
ly administered screen? Four studies reported on provider
recommendations regarding screening. One paper reported
that nurses in favor of routine inquiry emphasized that the
nurse administering the screen must be skilled and the system
must have resources in place to respond to client needs
(Gallop et al. 1995). In a study of nurse practitioner focus
groups, participants noted that direct eye contact with the pa-
tient and culturally-sensitive communication with regard to
referrals to appropriate resources was paramount (Kalmakis
et al. 2017). One study reported that providers recommend
clinical supervision, space for providers’ emotional process-
ing, and communication of the precise intent of the screen as
necessary elements for routine enquiry implementation
(Pearce et al. 2019). Mansfield et al. reported that providers
identified a need for a whole-system approach, with joint ef-
forts from health providers and community service providers,
to adequately and equitably meet the needs of all patients
(Mansfield et al. 2017).
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Five studies reported on patient recommendations with re-
gard to screening. Johnson et al. reported that screening most
effectively prompts honest responses when conducted by a
professional who has existing rapport with the patient, and
when the rationale for screening is explained to alleviate po-
tential concerns based on stigmatization (Johnson et al. 2017).
One study reported that patients expressed discomfort with
ancillary medical staff administering the ACE screen, and
expressed the highest level of comfort with primary care pro-
viders or mental/behavioral health providers conducting and
discussing the ACE screen (Schneider 2020). Gillespie and
Folger reported that parents completing screens on behalf of
their children were more likely to disclose ACEs in aggregate
level reporting than in item-level reporting (i.e., across items
rather than based on individual items), indicating that trauma
disclosure was more likely if patients did not have to reveal
specific details regarding their trauma history (Gillespie and
Folger 2017).

White et al. queried focus groups of survivors of abuse for
their opinions on trauma inquiry in an obstetric setting. The
participants in theWhite et al. study explained that to optimal-
ly frame a “safe” trauma inquiry, providers should provide a
definition of trauma, share a clear purpose for the inquiry,
provide reassurance that inquiry Is routine (to alleviate stig-
ma), emphasize confidentiality, and offer helpful resources.
These women also urged cautiousness around over-emphasis
on mental health referral (White and Danis 2016). Muzik et al.
gathered qualitative data by surveying trauma-exposed new
mothers, who suggested several key elements for a successful
trauma-informed health service program: respectful commu-
nication, team-based approach to mental health care, broad
range of family services, opportunities to strengthen social
support networks, and a safe and welcoming environment.
The participants in this study also recommended that pro-
grams acknowledge their ambivalence toward seeking help
while promoting hope-affirming practices in a family-
centered setting, because children and motherhood are chief
motivators for hope, and a crucial anchor for long-term treat-
ment (Muzik et al. 2013).

Discussion

Our review of 43 articles revealed strong conceptual support
and budding practical evidence for ACE screening. There
were more categories of supportive findings for ACE screen-
ing than categories of arguments against: Fig. 2 summarizes
the evidence. The data regarding implementation of ACE
screening show that ACE screening does not excessively dis-
rupt clinic workflow (KQ1), providers report benefits to ACE
screening (KQ2), patients report both discomfort and support
of a compassionately administered ACE screen (KQ3), and
both providers and patients identified the key factors in

creating a thoughtfully designed screening process (KQ4).
ACE screening is both acceptable on the patient end and fea-
sible on the provider end, as long as the emotional impact of
the query is acknowledged and admissions of past adversity
are meaningfully addressed. These findings lend support to
Felitti’s interpretation of his 1998 study’s results: the screen-
ing for ACEs can itself be a therapeutic intervention that can
help reduce traumatic shame that has roots in childhood ad-
versity (Felitti 2019).

To our knowledge, this review is the first to examine both
qualitative and quantitative data regarding ACE inquiry in the
context of primary healthcare. The inclusion of qualitative
research within this review added a critical layer of evidence.
Focus groups and interviews of providers and patients allowed
more granular information with regard to ACE screening pref-
erences to come to light.

Provider and patient recommendations for integrating ACE
screening into healthcare settings frequently echoed the
existing principles of trauma-informed care (TIC). A useful
theoretical model, described by Machtinger et al. and also
supported by other published guidelines, includes four key
factors (Purewal et al. 2016):(1) Routine screening for trauma
(ongoing, recent, and childhood): Universal inquiry reduces
the stigma associated with asking sensitive questions, and fa-
cilitates patient education on the link between trauma and
health.

(1) Routine screening for trauma (ongoing, recent, and
childhood): Universal inquiry reduces the stigma associ-
ated with asking sensitive questions, and facilitates pa-
tient education on the link between trauma and health.
(2) A systematic response to a disclosure of recent or past
trauma: Such a response requires empathetically
supporting a patient’s disclosure and providing appropri-
ate referrals to resources and services (Machtinger
et al.2015).
(3) A clinical environment which promotes healing, and
reduces trauma-related triggers (physical and interperson-
al aspects) (Machtinger et al. 2015; Oral et al. 2016).
Training and education is important to teach healthcare
providers, staff, and other personnel about the availability
of trauma-specific services and practices (Machtinger
et al. 2015). In a model environment, interdisciplinary
teams offer well-coordinated care, minimize power dif-
ferentials between patients and providers, and support
providers who may be survivors of trauma or be feeling
the effects of vicarious trauma.
(4) Firm institutional commitment to both the values and
execution of TIC. Explicitly, the organizational leader-
ship needs to provide support for its staff, work to make
connections with other trauma-informed organizations,
and regularly evaluate the effectiveness of TIC practices
(Machtinger et al. 2015). Healthcare organizations are
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particularly well-equipped to conduct quality assurance
and improvement projects that are required to successful-
ly incorporate TIC into a practice (Ko et al. 2008).

It is important to note that every clinical setting has its own
unique challenges that increase the difficulty of implementing
a trauma-informed approach to healthcare. Although develop-
ment of a clinical and community infrastructure to support
trauma-informed care is the long-term goal, in the short term
a thoughtful screening process and a sensitive provider can
add value to the patient’s healthcare by providing guidance
and empathy, or by explaining the toxic effects of childhood
adversity.

Limitations & future directions

The strengths of this review were its specific eligibility
criteria, and systematic search and data abstraction methods.
However, this review excluded any research related to ongo-
ing childhood maltreatment or the acceptability of trauma-
focused research questions (as opposed to trauma-focused
healthcare screening). Additionally, there were several limita-
tions of the existing evidence base. Many of the studies were
of small sample sizes (12 studies with a sample size less than
25 individuals), and a majority of studies were based in the
USA. In the context of the large body of ACE literature that
has been published in the last 20 years, and the large number
of individuals affected by ACEs, our data, spanning responses
from nearly 6000 individuals, pose a limit to the

generalizability of our findings. As the prior scoping review
on ACE screening noted, the findings were methodologically
heterogenous, the studies lacked control groups, and many
were observational or pilot studies in similar family-centered
settings (Ford et al. 2019).

In light of the increased policy attention to ACEs, further,
more robustly designed research is needed to evaluate the
ongoing impacts of ACE screening in clinic. Larger epidemi-
ological studies tracking short-term and long-term patient
health outcomes and well-being, or healthcare service utiliza-
tion in patients that undergo routine ACE screening are advis-
able to further explore the costs and benefits of widespread
screening. More research with regard to follow-up care and
follow-through on referrals is another potentially key part of
evaluating further ACE screening initiatives. Research in dif-
ferent geographic regions, which takes into account the exis-
tence and fluctuation of different cultural factors, may also be
a valuable expansion of the knowledge base.

Lastly, while primary care is uniquely positioned to incor-
porate ACEs into well-being, pharmacies, schools, and child-
care facilities can also be valuable checkpoints to screen for
trauma. Trauma-informed services have utility beyond prima-
ry care settings, involving other data-validated tools than the
ACE screen.

Conclusion

The impact of unaddressed ACEs on individual and societal
health is not well quantified, but the high prevalence of ACEs

Fig. 2 Diagram of barriers versus
supportive factors for ACE
screening
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and the staggering associated morbidity and mortality is po-
tentially one of the biggest challenges facing this generation of
medical professionals. In the USA, this threat is more insidi-
ous due to the disproportionate effects upon individuals in
marginalized communities (Slopen et al. 2016). The medical
community has been debating the merits of ACE screening for
many years. Opponents of widespread ACE screening often
identify the lack of evidence with regard to effective interven-
tions, and potential negative consequences of screening, as the
basis for refraining from widespread recommendations
(Finkelhor 2018). Although we agree that there is a need for
more, targeted research within this topic, our findings empha-
size that ACE screening can add value to healthcare by serv-
ing as a tool for holistic care. ACE screening can initiate
conversations about the link between mental and physical
health, aid in the design of parenting strategies for trauma-
exposed parents, and provide targeted support for patient con-
cerns. A thoughtfully designed approach that integrates com-
munity resources, organizational support, and continuous
quality improvement efforts that are responsive to patient
feedback, is the way toward successful incorporation of rou-
tine ACE screening. While routine ACE screening is not the
ultimate solution for the large challenge posed by the public
health burden of ACEs, we conclude that there is sufficient
evidence regarding its feasibility and effectiveness in clinical
environments for recommended routine screening to be a
meaningful first step.

Supplementary Information The online version contains supplementary
material available at https://doi.org/10.1007/s10389-021-01548-4.
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