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Abstract 

Adverse childhood experiences (ACEs) are traumatic events occurring in children prior to the 

age of 18 years.  They include physical abuse, emotional abuse, neglect, and household 

dysfunction.  ACEs have been associated with an increased risk of health-risk behaviors, leading 

to increased risk of chronic diseases and disability in adulthood.  ACEs screening is not currently 

part of routine health assessment of adults in primary care settings.  An integrative review of the 

current evidence supports that primary care providers believe their role is to screen adults for 

childhood traumas.  Unfortunately, primary care providers lack confidence, education, time, and 

knowledge of the ACE survey tool in practice.  Dissemination of evidence-based ACE education 

and screening tools to future health care providers and practicing providers is essential to prevent 

the devastating effects of adverse childhood experiences and promote healthy persons, families, 

and communities.  
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An Integrative Review: Routine Screening for Adverse Childhood Experiences of Adults in 

Primary Care Settings 

 Felitti et al. (1998) pioneered a study that examined the relationship between early 

morbidity and mortality and childhood abuse and household dysfunction in adults.  This study is 

now known as the landmark adverse childhood experiences (ACEs) study.  ACEs occur in 

children before the age of 18 and include abuse, neglect, household dysfunction (Center for 

Disease Control and Prevention [CDC], 2010).  The three categories of ACEs are further broken 

down into subcategories.  Abuse, which includes physical, emotional, and sexual abuse.  

Neglect, which includes physical and emotional neglect.  Household dysfunction, that includes 

mental illness in the home, mother treated violently in the home, divorce in the home, 

incarcerated relative, or substance abuse in the home (CDC, 2016).  A ten item ACE survey 

assesses exposure to each category of experience. Scoring includes one point for yes to the 

category, or zero for no the category. Scores in each of the three categories are combined for a 

total ACE score (CDC, 2016) (Appendix D). 

 The ACE pyramid is a conceptual framework that guided the original ACE study.  ACEs 

lead to a disruption in neurodevelopment, which can result in social, emotional, and cognitive 

impairment.  These impairments may result in the adoption of health risk behaviors.  Health risk 

behaviors can lead to disease, disability, and social problems, which may result in early mortality 

(CDC, 2016) (Appendix E). 

 Research supports the concept that persons with high ACE survey scores have an 

increased risk of physical and psychological illness in adulthood (Afifi et al., 2008; Felitti et al., 

1998).  Adverse health effects linked to high ACE survey scores include substance abuse, 

depression, cardiovascular disease (CVD), diabetes mellitus (DM), cancer, and premature 
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mortality (CDC, 2010).  High-risk behaviors, developmental delays, and increased healthcare 

cost and utilization are also linked to high ACE scores (Kalmakis & Chandler, 2015). 

Prevalence and Consequences 

 The CDC analyzed data from telephone surveys in five states using an abbreviated ACE 

survey along with the Behavioral Risk Factor Surveillance System (BRFSS) (2010).  The BRFSS 

is an annual state based survey that assess chronic disease, health risk behaviors, and use of 

preventative services (CDC, 2016).  In its analysis, the CDC found that 59.4% of those surveyed 

reported one ACE and nearly 9% reported five or more ACEs (CDC, 2010).  Gilbert et al. (2015) 

analyzed BRFSS data and ACE survey scores from a ten state and District of Colombia (D.C.) 

survey in 2010 and found nearly 60% of the 53,998 adults surveyed reported at least one ACE, 

44.1% reported one to three ACEs, 12.7% reported four to six ACEs, and 2.6% reported seven to 

nine ACEs.  The original ACE study conducted by Felitti et al. (1998) was predominantly 

Caucasian, middle class, middle aged, and medically insured adults from California.  The latest 

BRFSS ten state study is the “largest, most representative sample of Americans to date, 

[demonstrating] that the prevalence of childhood adversity is high” (Gilbert et al., 2015, p. 348).  

Both the original study and latest BRFSS surveys present indications that high ACE scores may 

lead to health-risk behaviors and chronic disease and early mortality. 

In 2013, a BRFSS survey conducted in the State of Alaska compared ACEs scores of 

Alaskan adults to the 2010 ten-state and D.C. BRFSS survey.  Alaskan adults ranked highest in 

ACE scores two through five and greater (Department of Health and Human Services [DHHS], 

2013).  Of note, 10.8% of Alaskan adults surveyed reported five or more ACEs (DHHS, 2013).  

The 2013 BRFSS analysis data showed that Alaskan adults affected by four or more ACEs were 
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more likely to be unemployed, unable to work, and earn less than $20,000 annually when 

compared to those who reported zero ACEs (DHHS, 2013).  

 The 2013 Alaska BRFSS study found population attributable risk associated with ACEs.  

Nearly 31% of Alaskans affected by ACEs had asthma, 60.1% reported frequent mental distress, 

46.1% suffered from chronic obstructive pulmonary disease (COPD), 32.1% were current 

smokers, 26.8% had poor general health, 23.7% had diabetes, 33.2% had poor physical health, 

and 40.6% of Alaskans affected by ACEs were on Medicaid (DHHS, 2013).  The Alaska BRFSS 

report finds that ACEs disproportionately affect Alaskans.  It is important that primary care 

providers be aware of the health consequences.  

Framework 

 Shafer (2017) utilized Levine’s Conservation Model to relate chronic disease in adults 

who experienced ACEs.  The model defines the individual’s well-being as a collection of 

external factors that affect conservation (Shafer, 2017).  Conservation of the individual aims to 

achieve wellness and relies upon four elements: energy, structural integrity, personal integrity, 

and social integrity (Abumaira, Hastings-Tolsma & Sakraida, 2015).  If the elements are 

desynchronized, well-being is affected (Shafer, 2017).  Physical, emotional, or psychological 

traumas can lead to physiologic changes that result in chronic diseases later seen in adulthood.  

To translate into practice, Levine’s model leads those suffering from ACE-related chronic 

disease to adaptation.  Levine suggests the importance of choosing interventions that help rebuild 

integrity and promote improved health outcomes (Shafer, 2017) (Appendix F). 
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Clinical Question 

 This integrative review aims to answer the following clinical question: Is there evidence 

to support a practice change to include screening for ACEs as part of routine assessment for adult 

patients in primary care settings?  

Literature Search Strategies 

 A comprehensive review of the literature using databases Cumulative Index to Allied 

Health and Nursing Literature (CINAHL), Google Scholar, Medline, PsycINFO, PubMed, and 

Web of Science were used to evaluate the clinical question.  Inclusion criteria included adult 

population, English language, peer reviewed, and other relevant and applicable articles that 

pertained to the question were included.  Articles published from 2007-2017, with exceptions 

made for classic articles, were included.  Qualitative, quantitative, mixed methods, and 

systematic reviews were included in the appraisal of evidence.  Duplicate studies, abstract only, 

pediatric specific studies, studies that did not answer the clinical question, and articles published 

prior to 2007 were excluded in the integrative review.  Primary reference lists were reviewed to 

further evaluate the subject and articles were extracted that met inclusion criteria.  Personal 

communications with primary care providers who have made ACEs screening a routine part of 

their health assessment included in the appraisal.  Searches were performed with various 

combinations of keywords: adverse childhood experiences, ACEs, primary health care, family 

practice, health screening, mental health, trauma informed care, pregnancy, expectant mothers.   

 An initial search of CINAHL generated 110 articles with the search ‘adverse childhood 

experiences.’  Multiple keyword searches were done within the articles generated from CINAHL 

and one article best fit criteria. A Google Scholar search retuned five articles, two of which met 

the criteria.  A Medline search revealed no usable articles using multiple keywords searches.  A 
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PubMed search returned 66 articles and three met criteria.  A PsycINFO search returned six 

articles, all articles were reviewed, none of which met criteria.  Finally, Web of Science was used 

for a cited reference search of the classic article by Felitti et al. (1998).  This returned 2,823 

research articles that cited the 1998 landmark study.  Keywords were used to search within these 

citations to focus on the clinical question leading to 17 articles.  One article was extracted for use 

based on the criteria.  A serendipitous search of adverse childhood experiences and nurse 

practitioner thesis projects yielded a published doctoral dissertation that met the criteria. 

 In summary, a literature search was conducted to appraise the current evidence with the 

inclusion and exclusion criteria mentioned above.  Electronic platforms, as well as, primary 

reference list reviews were used.  Eight articles met criteria for data evaluation, critical appraisal, 

and analysis. 

Data Evaluation and Critical Appraisal 

 The research articles were hand selected from the databases above based on inclusion and 

exclusion criteria.  The articles were ranked based on the study design, according to the Dearholt 

and Dang (2012) evidence pyramid and grading quality (Appendices B and C).  The rapid critical 

appraisal tool by Melnyk and Fineout-Overholt (2015) was used in the evaluation process 

(Appendix A).  The critical appraisal allowed standard criteria to assess each article for validity, 

credibility, reliability, and applicability (Melnyk & Fineout-Overholt, 2015).  The data 

evaluation assessed the purpose of the study, the validity and reliability of measurements, the 

data analysis of each study, and the worthiness to clinical practice.  A data evaluation table was 

utilized to examine the framework, design and method, sample characteristics and setting, 

variables, outcome measures, data analyses, findings, and level and quality of evidence (Melnyk 
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& Fineout-Overholt, 2015).  The data inputted in this table was deemed relevant and applicable 

to the clinical question (Melnyk & Fineout-Overholt, 2015) (Table 1).  

Data Analysis 

 Upon completion of the rapid critical appraisal process and data evaluation phase; valid, 

reliable, and applicable studies were included for data analysis.  A synthesis table was 

constructed to compare and contrast study design, sample characteristics, and major variables 

studied that are relevant to the clinical question (Melnyk & Fineout-Overholt, 2015).  The level 

and quality of evidence was included in the synthesis table (Appendix B and C).  The synthesis 

table guides the clinician in making judgment of data found across studies (Melnyk & Fineout-

Overholt, 2015).  The synthesis table considers consistencies, as well as inconsistencies across 

studies.  With this consideration, the clinician is provided with an insight into what is known 

about the phenomenon, what is unknown, and where to focus in order to address a clinical 

question (Melnyk & Fineout-Overholt, 2015).  The synthesis table focused on comparing and 

contrasting the literature for aspects that are shared or unique across studies (Melnyk & Fineout-

Overholt, 2015).  The clinical question drove the synthesis. 

 Data evaluation, critical appraisal, and data analysis allow for implementation of 

evidence-based practice (EBP).  Consistent use of EBP results in the highest quality of patient 

care and favorable outcomes.  EBP improves patient safety and reduces healthcare costs.  There 

must be a culture in which EBP is valued and accepted for it to grow and be successful.  As 

healthcare becomes more complex and changes over time, it is imperative to remain apprised of 

the current best practices and guidelines to promote EBP and patient care (Melnyk & Fineout-

Overholt, 2015).   
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Synthesis 

 A synthesis table was adapted from Melynk and Fineout-Overholt (2015) to identify, 

compare, and contrast themes; unique findings; the level and quality of evidence; design; and 

sample.  The synthesis table generated gaps in evidence-based research, common themes in the 

studies, and ultimately guided recommendations for future clinical practice by answering the 

clinical question.  Limitations and strengths in the research studies were addressed.  The major or 

common themes were identified, and unusual findings and patterns were synthesized.  Particular 

relevant studies were discussed in detail (Table 2).   

Limitations 

 Lack of racial diversity was a limitation in two of the studies evaluated.  Inclusion of 

diverse ethnic groups would strengthen the study and result in better generalizability.  ACE 

scores, by nature, are retrospective self-reporting data.  The self-reporting data may result in 

underreporting of ACEs according to many authors. These were seen as limitations in many 

studies assessing ACEs and health-related outcomes.  One out of the eight studies had a small 

sample size; it was included as it answered the clinical question and may be used in future 

research and practice settings.  After a comprehensive literature review, this author found there is 

limited data on the adult primary care population and ACE screening practices. 

Strengths 

 Seven out of eight studies had adequate sample sizes, which enhanced rigor.  The large 

sample sizes promoted generalizability of the findings.  Seven studies are grade B, good quality 

evidence which, includes reasonably consistent results, sufficient sample size, and 

recommendations for application to practice (Dearholt and Dang, 2012) (Appendix C).  The 

remaining study is grade A, high quality evidence.  Grade A studies are consistent and 
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generalizable and can be applied to practice with confidence.  Four studies were level three on 

the evidence pyramid by Dearholt and Dang (2012) and four of the studies were level two 

(Appendix B).  

Major Outcomes  

 Among the eight articles appraised, two major outcomes were evaluated to identify 

benefits of a proposed ACE screening practice change as part of routine assessment of adults in 

primary care settings.  ACE screening practices and their influences on patient care was the first 

outcome examined.  The second outcome was education and/or training of ACEs for primary 

care providers (PCPs).  Both of these outcomes were evaluated in a synthesis table (Table 2). 

  ACE screening in primary care settings was assessed.  Providers felt that ACE screening 

did not interfere with their visit; nearly 80% of providers surveyed believed it was their role to 

screen adults for childhood trauma (Glowa, Olson, & Johnson, 2016; W. Tink, J. Tink, Turin, & 

Kelly, 2017; Weinreb, 2010).  ACE screening took an average of three to thirty minutes, and as 

providers became more comfortable, it was found screening times shortened (Glowa, Olson, & 

Johnson, 2016; Shafer, 2017).  Approximately 30%- 50% of the providers surveyed felt 

confident in screening adults for ACEs (Kalmakis, Chandler, Roberts, & Leung, 2017; W. Tink, 

J. Tink, Turin, & Kelly, 2017; Weinreb, 2010).  Approximately one-third of providers were 

screening for ACEs in adults (Kalmakis, Chandler, Roberts, & Leung, 2017; Weinreb, 2010).  

Major barriers to screening were lack of time, competing primary care recommendations, and 

lack of comfort and knowledge of screening (Kalmakis, Chandler, Roberts, & Leung, 2017; W. 

Tink, J. Tink, Turin, & Kelly, 2017; Weinreb, 2010).   

 The second outcome, education and training of ACE screening for PCPs was analyzed.  

Approximately half of providers received formal medical training to screen for ACEs of adults 
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(W. Tink, J. Tink, Turin, & Kelly, 2017; Weinreb, 2010).  Lack of formal education contributed 

to the lack of ACE screening.  It was found that implementation of an ACE and trauma informed 

care (TIC) curriculum in graduate level programs for future providers resulted in an increase 

likelihood of ACE screening (Strait & Bolman, 2017).  “Educational modules can build on 

resident and physician attitude strengths that screening for ACE histories is within the family 

physician role and of benefit to patients” (W. Tink, J. Tink, Turin, & Kelly, 2017, p. 57). 

 Relevant studies.  A quasi-experimental study was conducted by a Doctor of Nursing 

Practice student to assess advanced nurse practitioner (ANP) screening practices in an adult 

primary care setting.  This study found that high ACE scores are associated with poor health 

outcomes, chronic health problems, and increased healthcare utilization. In this study, ANP 

student interviewees felt confident and comfortable after receiving education on motivational 

interviewing, ACE education, and participating in mock interviews prior to screening patients in 

the clinic (Shafer, 2017). 

 Another study evaluating patient preferences for discussing historical trauma in primary 

care found that the majority of patients were comfortable being asked about ACEs (79%) and 

being screened for ACEs (86%).  This study also found that patients believed their providers 

would be comfortable when inquiring about ACEs (70%) and would be able to address any 

problems associated with ACEs (73%) (Goldstein, Athale, Sciolla, & Catz, 2017).  This study 

did not report provider comfort or confidence in ACE screening or provider training.  

Discussion 

 Research supports the correlation of increased ACEs and health-risk behaviors leading to 

chronic diseases in adulthood.  A relationship between ACEs and increased risk of premature 

death of family members has been supported by literature (Anda et al., 2009).  ACEs contribute 
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to an intergenerational cycle of health risk behaviors and chronic disease patterns.  Identifying 

these risk factors through routine screening and community education can help to alleviate 

suffering among families and communities.  

 Research demonstrates that providers believe ACE screening of adults in primary care 

settings should be carried out in the practice setting (W. Tink, J., Tink, Turin, & Kelly, 2017; 

Weinreb et al., 2010).  Only half of the providers interviewed felt confident in screening 

(Kalmakis, Chandler, Roberts, & Leung, 2017; W. Tink, J., Tink, Turin, & Kelly, 2017; Weinreb 

et al., 2010).  Lack of formal education, training, knowledge, confidence, and lack of time are 

barriers to routine screening.   

 Implementation of ACE and TIC focused curriculum provided future healthcare 

providers with knowledge and confidence to screen adults for ACEs in primary care settings.  As 

a result of the curriculum, the graduate students were more likely to screen patients for ACEs 

and were more comfortable assessing the ACE score.  Recommendations from a survey of 

family medicine residents support guided ACE screening prior to graduation. This provides 

adequate time with a skilled preceptor in order for future providers to hone their skills, become 

comfortable, competent, and confident in screening adult patients for histories of childhood 

trauma (W. Tink, J., Tink, Turin, & Kelly, 2017)  

Practical Implications 

 There are more than 230,000 ANPs in the United States of which 89.2% are practicing in 

primary care settings (American Association of Nurse Practitioners [AANP], 2017).  ANPs 

should be at the frontline of ACE screening as they often have an established panel of patients 

with whom they have built rapport.  This provides a safe place for ANPs to discuss potential 

historical trauma with their clientele (Kalmakis & Chandler, 2015).  ANPs are responsible for 
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assessing their patients’ responses to ACE screening while providing therapeutic dialogue.  This 

conversation educates patients about the relationship between ACEs and chronic disease 

(Kalmakis & Chandler, 2015).   

Recommendations 

 This integrative review of the relevant literature provides reliable evidence to support a 

practice change for integration of ACE screening of adult patients in primary care.  ANPs focus 

on a holistic approach to patient care.  Myra Levine’s conservation model encompasses one’s 

structural integrity, personal integrity, social integrity, and energy.  Assessment, validation, and 

the appropriate management of childhood trauma seeks to balance a persons’ well-being.   

Assessing a persons’ childhood abuse history at the initial visit is imperative because if it is not 

assessed then, it may be overlooked at subsequent visits (Waite, Gerrity, & Arango, 2010)  

 Education of the ACE study and the health-related consequences, coupled with the ACE 

10-question survey will increase provider knowledge and compliance with utilization.  

Dissemination of the information will begin with the annual ANP conference and/or Alaska 

Family Practice conference through a poster presentation.  Furthermore, incorporating the ACE 

curriculum into the University of Alaska Anchorage Family Nurse Practitioner program would 

benefit future ANPs and patients alike.  Clinical simulation for interview experience in a safe 

environment has been shown to promote confidence, comfort, and competence.  Research 

supports formal education and training of students and healthcare providers alike, increases the 

likelihood of screening, and promotes confidence in the practitioner’s abilities to screen for 

ACEs in adults (Shafer, 2017; Strait & Bolman, 2017, Weinreb, 2010). 
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Moving Research to Practice 

 This integrative review confirms the need to move ACE screening into primary care of 

adults.  Implementing this research to practice is the next step.  Systems change projects of this 

magnitude are consistent with DNP project work.   Implementation would require a primary care 

clinic with providers willing to participate in ACE education and ACE screening of adult 

patients.  The benefits of addressing ACEs in adults is to identify the health consequences 

associated with childhood trauma and mitigate the long-lasting effects on a person’s physical and 

mental health.  

Policy Initiatives 

 The Alaska State Legislature sponsored a bill in February 2016 in response to the public 

and behavioral health epidemic of ACEs to establish a statewide policy. This bill would provide 

programs to address the epidemic identified in the 2013 BRFSS/ACE survey of Alaskans.  This 

bill is currently under review by the senate and house of representatives.  Moving forward with 

this bill would provide practitioners with education on the ACE study and proper screening 

practices and tools to address the ACE epidemic identified in Alaska.  Community education is 

essential with regard to the cumulative risks of ACEs, the intergenerational trends, and resources 

for those screened positive.  Providers must stay active in local organizations to promote 

awareness and continue to take the objective data to local policymakers.  Future doctoral work 

could work towards linking NP licensure or recertification in the state of Alaska to ACE training.  

This would require providers to complete a determined number of hours of ACE training prior to 

receiving their certification renewal.   
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Conclusion 

 A review of the current literature found eight articles that met criteria for critical 

appraisal. There is evidence for a practice change to include ACE screening as part of routine 

assessment of adults in primary care settings.  Adverse childhood experiences have been 

associated with a number of health risk behaviors that lead to chronic diseases, disability, and 

early mortality in adults (Felitti et al. 1998).  Providers surveyed lack confidence and formal 

education in their screening abilities of ACEs.  However, providers do believe it is their duty to 

be screening adults.   

  “ACEs have created a chronic public health disaster” (SAMSHA, 2015, n.p.).  ACEs 

significantly affect Alaskan adults.  We must take steps to ameliorate the effects of ACEs in our 

community.  An implementation of curriculum into graduate programs to increase comfort, 

confidence, and knowledge of ACEs is in order.  Dissemination of the evidence and ACE tool to 

Alaska Nurse Practitioners at the annual conference would provide current evidence-based 

practice recommendations for ACEs screening in adult primary care.  Future application of 

research at the doctoral level would include implementation of the ACE survey at a local primary 

care clinic.  Guided by Levine’s Conservation Model, providers can help those affected by ACEs 

and lead them to adaptation; ultimately choosing interventions to help rebuild their social, 

emotional, and personal integrity affected by adverse childhood experiences (Shafer, 2017).  
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Table 1 
 

Evaluation Tables 

 
 
 
  

Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Glowa, 
Olson, & 
Johnson 
(2016)  

N/A Quasiexperimental 
design 
Method: 
ACE screening 
questionnaire was 
administered to 
each patient that 
was appropriate 
for the study by 
nursing staff 
before the office 
visit.  The provider 
would review the 
results, see the 
patient, and 
immediately after 
take a post survey 
about the office 
visit.  The ACE 
survey and the 
providers’ survey 
for each patient 
were linked by 
study 
identification 
numbers 

Convenience 
sample of 111 
patients aged 18 
years and older 
who presented 
for routine 
physical exams 
or follow-ups on 
chronic diseases.  
Study took place 
in three rural 
primary care 
practices of the 
New England 
Dartmouth CO-
OP Primary 
Care Research 
Network. 
7 clinicians 
surveyed. 

DV: ACE 
scores, 
feasibility of 
ACE screening 
IV: ACE 
screen 
Intervention: 
ACE 
screening, post 
clinician 
survey and 
then 
classifying 
high risk ACE 
versus any 
ACE and 
comparing 
provider 
responses to 
clinic visit 
when taking 
into account 
ACE score 

10 item ACE 
screening 
questionnaires 
(int/ratio) and  
post survey 
clinician 
questionnaire 
(nominal/ordinal).  
*not 
validated/reliable 

Bivariate 
statistics  

It is feasible to 
incorporate 
ACE 
screening 
during routine 
visits.  ACE 
screening 
allows 
providers a 
comprehensive 
picture of 
important 
social 
determinants 
of health and 
primary care 
specific 
interventions 
are needed to 
treat early life 
trauma (Glowa 
et al., 2016).   

Level: II 
Quality: B 
 
Strengths: Applicable to 
clinical question, good 
quality evidence, adequate 
sample size 
Limits: lack of racial 
diversity, interclinician 
variability, lack of data of 
patients’ subsequent visits 
to determine if screening 
affects patients’ 
management.  
 
This study supports the fact 
that an evidence based 
guideline is needed for 
screening for ACEs in adult 
primary care settings. 
Supports that it is feasible 
to incorporate ACE 
screening into a family 
medicine setting.  Would 
consider application to 
practice. 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Goldstein, 
Athale, 
Sciolla, & 
Catz (2017)  

N/A  Correlational 
cross-sectional 
design 
 
ACE and 
PTSD 
screening of 
patients, 
comfort of 
disclosure of 
trauma 
history, and 
perception of 
clinician 
ability to help. 

152 adults 
≥18 yrs, 
mostly Latino 
at a federally 
qualified 
health clinic, 
underserved 
population 

ACEs, 
PTSD, 
Patient 
preference 

ACE 10 
question 
(int/ratio), 
primary care 
PTSD screen 
(int/ratio) 
sensitivity and 
specificity 
reported, 
patient 
preferences 
(nominal) 
*Cronbach 
alpha reported 
for each test 

Stata/IC 
version 
12 

42% reported 4 
or more ACEs.  
79% 
comfortable 
when 
questioned 
about ACEs by 
their provider, 
70% 
comfortable 
including their 
ACE screen in 
their chart, 70% 
perceived their 
clinician 
comfortable w 
asking about 
ACEs and 
addressing 
associated 
problems 
(73%) 

Level: III 
Quality: B 
 
Strengths: relevance to question, good 
quality of evidence, would consider 
application to practice, adequate 
sample size 
Limits: needs to be replicated in a 
primary care setting, patient’s 
perception of providers competence 
may not be consistent w providers 
competence, underreporting of ACEs, 
lack of diversity 
 
Patients are comfortable being asked 
about historical trauma directly or via 
screening and including it in their 
medical records and they expect their 
providers to be comfortable and able 
to help with problems associated with 
childhood trauma. Screening is 
acceptable in primary care settings, 
universal screening acceptable to most 
patients regardless their histories 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data Analysis Findings Worth to Practice 

Kalmakis 
& Chandler 

(2015) 

N/A 37/42 studies used 
a correlational 
design, four 
studies used 

matched controls, 
and one sampled 

couples. 
Review of 

literature of ACE 
and similar terms 

and their 
associations with 
health outcomes 
in adults.  Limits 

in literature 
review included: 

English, published 
1/2008-2013. An 

exception was 
made for the 

original ACEs 
study by Felitti et 

al. (1998) 
Databases used: 

PubMed, 
CINAHL, and 

PsycINFO 

42 articles 
included based 
on the inclusion 
criteria for the 

systematic 
review. 

The articles 
reviewed 

sampled the U.S. 
adult population, 

≥ 18 years 

IV: adverse 
childhood 

experiences 
DV: health 
outcomes in 

adults 
Interventions: 

none 

The outcomes in 
41/42 of the 

studies reviewed 
measuring 
childhood 

adversity use 
self-reporting 
measures—41 

studies 
measured ACE 
by retrospective 

self-report, 
20/41 using self-

report ACE 
instrument, 3/41 

used conflict 
tactics scale 

(CTS), and the 
remaining used 

other self-
reporting 
measures 

Results from 
the studies 

were divided 
into five health 
consequences 

categories: 
physical health 

conditions, 
psychiatric 

health 
conditions, 
health-risk 
behaviors, 

developmental 
disruption, and 

healthcare 
utilization 

The systematic 
review of the 

literature points 
to a positive 
relationship 

between ACE 
and poor health 

outcomes.  There 
is increasing 
evidence that 

shows NP in the 
primary care 
settings are 

competent in 
screening for 

ACE and 
referring patients 

to appropriate 
services. 

Level: II 
Quality: A 
 
Strengths: level and quality of 
evidence, systematic review, 
applicability to practice.  
Limits: 41/42 articles used self-
reporting measures, 
retrospective data.  
 
According to this recently 
published systematic review, 
there is not an evidence-based 
toolkit for NPs to utilize to 
identify each patient in need.  
ACEs and negative health 
consequences maintain 
consistency over time and are 
widespread throughout the 
literature. Will apply this into 
practice. 



SCREENING FOR ADVERSE CHILDHOOD 27

 
  

Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Kalmakis, 
Chandler, 
Roberts, & 
Leung 
(2017) 

N/A  Mixed methods 
design/Simple 
descriptive 
design.  Web-
based 
questionnaires 
and online focus 
groups to assess 
NP screening 
practices for 
evaluating 
histories of 
childhood 
abuse. 
Focus group 
used to explore 
barriers and 
effective 
measures for 
screening for 
childhood abuse 
in primary care 
settings in adult 
patients via a 
qualitative 
descriptive 
inquiry 

Convenience sample 
of 188 NPs, 

members of the 
Massachusetts State 
NP organization was 

the target 
population. 

Purposeful sampling 
used to recruit the 
focus groups, NPs 
who participated in 
the online survey 

were invited to take 
part in the online 

focus group. 
 

DV: NP 
practices, 

attitudes and 
barriers 
towards 

screening 
adult 

patients 
IV: none 

Intervention: 
none 

NP screening 
practices: 
knowledge of child 
abuse, frequency 
of screening, role 
in screening, 
confidence in 
screening 
measured on 4 
point Likert scale 
of ordinal data.  
 
formal instruction 
of childhood abuse 
screening and how 
they would like 
that delivered 
focus group, open 
ended questions. 
 
Barriers to 
screening 
ordinal level data. 
 
**Reliable at α> 
.70 
 

Univariate, 
bivariate 
statistics, 
logistic 
regression, 
chi-square 

188 complete surveys 
analyzed along with 
12 NP focus group 
data. Barriers to 
screening: 
insufficient time, lack 
of confidence when 
asking about abuse, 
and need for 
education in 
screening.  
One third of NPs 
surveyed 
usually/always screen 
for history of 
childhood abuse.  A 
major barrier was 
lack of provider 
training, time and 
comfort with 
screening.  NPs and 
physicians alike were 
more likely to screen 
if they were 
confident in their 
ability, perceived it 
as their 
responsibility, and 
thought it was 
beneficial for the 
patient   

Level: III 
Quality: B 
Strengths: clearly 
defined outcomes 
measure, quality of 
evidence, relevance to 
question, adequate 
sample size 
Limits: homogenous of 
sample. 
 
Worthy to practice in 
pursuing provider 
training and creating a 
guideline for ACEs 
screening in adult 
primary care. NPs in 
this study requested 
ACE screening be a part 
of routine primary care 
and available in the 
health record for 
providers to review 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Shafer 
(2017)  

Levine’s 
Theory of 
Conservation 

 Quasi-
experimental 
design. 
Screening 
intervention 
using 
motivational 
interviewing 
(MI) in a primary 
care setting.  
Before the study 
took place, two 
educational 
sessions were 
conducted by the 
research faculty 
introducing 
ACEs, MI, and 
mock interviews 

N= 71 
Adults> 21yrs at a 
small medical NP 
practice in Western 
Massachusetts who 
presented to the PCP 
w/ obesity, GI 
complaints, poorly 
managed chronic 
disease, PTSD, 
anxiety, substance 
abuse, and patients 
without prior reports 
of chronic disease 
(Shafer, 2017).  
Patients also in high 
risk settings: 
homeless shelters, 
women’s shelters, 
and patients with high 
healthcare utilization, 
defined as 3 or more 
visits in a 6-month 
period 

IV: none 
DV: ACEs 
score, chronic 
disease, current 
psychological 
counseling, 
length of time 
screening 
Interventions: 
three-phase 
protocol: 
information 
about ACEs and 
effects on 
health, asked 
about history of 
childhood 
adversity and 
then 17-question 
ACE screen.  
Referral to PCP 
based on 
positive 
screening or 
patient request 

17-question 
ACE survey,  
post 
intervention NP 
form: patient 
response, 
provider 
comfort/security 
w screening, 
time spent, and 
patient 
demographics 
(gender, age, 
diagnosed 
health 
condition) 
(Shafer, 2017). 
*Tools not 
reported 
valid/reliable 

Data was 
analyzed 
with Excel 
and SPSS. 

58 adults 
reported 
(81.7%) at 
least one 
positive ACE 
score. 
A variety of 
chronic 
diseases, 
were 
associated 
with ACE 
scores.  
Providers 
who were 
more secure 
in their 
knowledge 
and ability to 
screen were 
then more 
comfortable 
screening for 
ACEs 

Level: II 
Quality: B 
 
Strengths: relevance to 
question, analyzed data 
double checked by second 
researcher.  
Limits: small sample size 
 
As providers became more 
comfortable with ACE 
screening, the time for 
screening became shorter. 
These findings are worthy to 
note and use in future 
research and practice 
settings. 
Answers clinical question. 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Strait & 
Bolman 
(2017)  

N/A  Quasi-
experimental 
study 
Prospective study 
Pre/postcurricular 
survey assessing 
ACEs and trauma 
informed care 
(TIC) training 

967 graduate 
students in 9 
health 
disciplines, 
two 
campuses in 
CA 

DV: understanding 
of ACEs and TIC, 
awareness of 
personal ACEs, 
willingness to 
incorporate TIC 
into practice 
IV: Curriculum on 
ACEs and TIC. 
Intervention: 
pre/postcurricular 
survey 

8 question 
Pre/post 
curricular survey 
(nominal/ordinal) 

Chi square 
test 

Students who 
voluntarily 
completed 
ACE 
questionnaire: 
statistical 
significance in 
clinical 
findings of 
ACE study and 
familiarity of 
TIC.   
More likely to 
administer and 
assess ACE 
survey after 
curriculum, 
confidence 
level increased 
after 
curriculum 

Level: II 
Quality: B 
 
Strengths: relevant to question, 
graduate studies, clinical 
significance, high response to 
surveys, adequate sample size 
Limits: 354 did not calculate their 
own ACE score for unknown 
reasons so small sample size of 
personal ACE assessment 
 
Students and future HCP who 
appraise their own ACE score are 
more likely to understand the 
significance of ACE study and 
TIC and more likely to use in 
practice.  Implementing a 
graduate curriculum will provide 
students with confidence to 
administer an ACE survey and 
confidently assess an ACE score. 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data Analysis Findings Worth to Practice 

W. Tink, J. 
Tink, Turin, 
& Kelly 
(2017) 

N/A  Descriptive 
design 
Family 
medicine 
residents 
surveyed on 
ACE 
screening 
practices, 
ACE 
knowledge, 
attitudes, and 
personal ACE 
history 

115 family 
practice 
residents 
attended 
weekly 
formal 
teaching days 
at University 
of Calgary 

DV: ACE 
knowledge, 
ACE screening 
practices, 
residents’ role 
in screening, 
barriers to 
screen 

Surveys of 
ordinal level 
data ACE 
survey –
int/ratio. 

Univariate 
statistics, 
themes were 
grouped from 
open ended 
comments, 
screening rates 
so low so no 
correlations 
calculated 

65% of 
residents not 
confident to 
screen, 29% 
reported 
trauma, 80% 
believed it 
was their role 
to screen, 
formal 
medical 
training to 
screen was 
received by 
45.5% 
Barriers: time 
to counsel 
victims and 
time to screen 

Level: III 
Quality B 
 
Strengths: able to adopt previously 
published survey instrument and high 
response rate, adequate sample size, 
would adopt to practice 
Limits: limited to single institution, self-
reporting data 
 
ACE educational training is needed to 
increase confidence and likelihood of 
screening in family practice residents to 
ensure they continue screening in future 
practice.  “Training with a skilled 
preceptor to allow residents to hone 
skills, minimize barriers, and build 
confidence.”  Barriers include: not 
enough time to counsel or to inquire. 
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Citation Framework Design 
Method 

Sample 
Setting 

Variables Measurement Data 
Analysis 

Findings Worth to Practice 

Weinreb et 
al. (2010)  

N/A  Correlational 
design 
 
Survey of 
family practice 
providers on 
their ACE 
screening 
practices and 
factors 
associated with 
screening, 
correlated 
reported routine 
screeners vs 
sometimes 
screeners to 
assess barriers 

313/833 
family 
physicians in 
Massachusetts 
who care for 
adults in 
primary care 
settings, 
surveys 
mailed to them 

DV: ACE 
screening 
practices, role 
in screening, 
barriers to 
screen, 
confidence in 
screening 

Surveys of 
ordinal level 
data ACE 
survey –
int/ratio. 

Univariate 
statistics, 
themes 
were 
grouped 
from open 
ended 
comments, 
screening 
rates so 
low so no 
correlations 
calculated 

< 30% of 
providers 
usually/always 
screening, 25% 
report rarely or 
never screening. 
Nearly 80% 
believe it was 
their role to 
screening for 
history, 50.3% 
were moderately 
or very confident 
in screening.  
Major barriers: 
time to evaluate 
or counsel, and 
competing 
primary care 
recommendations. 

Level: III 
Quality: B 
 
Strengths: relevant to clinical 
question, adequate sample size, 
would adopt to practice 
Limits: could lack generalizability, 
less than 50% response rate, self-
reporting statistics 
 
More than one third in the study 
reported no prior education or 
training to childhood abuse, need 
for education in graduate studies, 
continuing education to help 
providers gain skills and 
confidence in managing patients 
with histories of childhood trauma. 
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Legend: 

ACE: adverse childhood experience DV: dependent variable IV: independent variable SAS: statistical analysis software BRFSS: 
behavioral risk factor surveillance survey PTSD: post-traumatic stress disorder TIC: trauma informed care HCP: Healthcare Providers 

Level 1: Experimental study, randomized controlled trial (RCT), systematic review of RCTs, with or without meta-analysis  

Level 2: Quasi-experimental study, systematic review of a combination of RCTs & quasi-experimental, or quasi-experimental studies 
only, with or without meta-analysis  

Level 3: Non-experimental study, qualitative study, or meta-synthesis  

Level 4: Opinion of respected authorities and/or nationally recognized expert committee/consensus panels based on scientific evidence 
includes: clinical practice guidelines & consensus panels  

Level 5: Based on experiential and non-research evidence. Includes: Literature review; Quality improvement, program or financial 
evaluation; Case reports; Opinion of nationally recognized experts(s) based on experiential evidence  

(Dearholt & Dang, 2012)  

 

 

 

 

 

 
 
 



SCREENING FOR ADVERSE CHILDHOOD 33

Table 2 
Synthesis Table 

 

Citation Design, Level/Quality Sample ACE Screening of Adults  in 
Primary Care Settings 

Education/Training of ACE for 
PCPs 

Glowa, Olson, & Johnson 
(2016) 

Quasiexperimental 
design 
Level/Quality: II B 

111 patients ≥ 18 years who 
presented for routine physical exams 
or follow-ups on chronic diseases 
and 7 clinicians surveyed on 
feasibility of ACE tool in primary 
care setting 

100% providers report ACE 
screening did not interfere with 
visit, lengthened visit time by five 
minutes average 

NE 

Goldstein, Athale, Sciolla, 
& Catz (2017)  

Correlational cross-
sectional design 
Level/Quality: III B 

152 adults ≥18 yrs, mostly Latino at 
a federally qualified health clinic, 
underserved population 

79% patients comfortable being 
asked about ACEs and being 
screened for ACEs (86%), 70% of 
patients perceived clinicians 
would be comfortable in asking 
about ACEs 

NE 

Kalmakis & Chandler 
(2015)  

Systematic review 
Level/Quality: II A 

42 articles sampled the U.S. adult 
population, ≥ 18 years 

Recommendations: Incorporating 
screening of childhood trauma 
into routine adult primary care. 

NE 

Kalmakis, Chandler, 
Roberts, & Leung (2017)  

Mixed methods 
descriptive design 
Level/Quality: III B 

Convenience sample of NPs, N= 188 34% usually/always screen, 66% 
rarely or never/sometimes screen 
for ACEs in adults.  52% of NPs 
reported not at all or somewhat 
confident in screening for ACEs 
in adults. Barriers: lack of time, 
comfort in screening 

Lack of formal education 

Shafer (2017) Quasi-experimental 
design 
Level/Quality: II B 

N= 71 
Adults> 21yrs who presented to PCP 
for acute and chronic concerns 

↑ provider knowledge in 
screening = ↑ comfort = ↑ 
screening 
screening ranged from three to 30 
minutes, as providers became 
more comfortable, screening 
times shortened 

NE 
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Legend: 
NE: not evaluated ACE: adverse childhood experiences TIC: trauma informed care PCPs: primary care providers  
*Conceptual framework eliminated from synthesis, 7/8 studies did not use a conceptual framework. 

Strait & Bolman (2017)  Quasiexperimental 
design 
Level/Quality: II B 

967 graduate students in 9 health 
disciplines, two campuses in 
California 

↑ confidence after curriculum ↑ likelihood of screening after 
implementation of ACE/TIC 
curriculum in graduate level 
programs  

W. Tink, J. Tink, Turin, & 
Kelly (2017)  

Descriptive design 
Level/Quality: III B 

115 family practice residents 
attended weekly formal teaching 
days at University of Calgary 

80% of residents felt it was within 
their role to screen, one third were 
moderately to very confident in 
screening. Not enough time was a 
major barrier 

45.5% of residents received 
formal medical training to screen, 
five residents recall training 
during residency 

Weinreb et al. (2010)  Correlational design 
Level/Quality: III B 

313/833 family physicians in 
Massachusetts who care for adults in 
primary care settings, 

79% believed it was their role, 
50.3% felt confident to screen for 
ACE history in adults, not enough 
time was a major barrier  
<30% usually screen, 25% never 
screen 
 

40% reported no formal training, 
39.5% reported training from 
medical school, 71.6% from 
residency, 41.6% as continuing 
education 
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Appendix A 

RAPID CRITICAL APPRAISAL OF QUALITATIVE EVIDENCE 
1. Are the results of the study valid (trustworthy and credible)? 

a. How were the participants chosen? 
b. How were accuracy and completeness of data assured? 
c. How plausible/believable are the results? 

i. Are implications of the research stated?    Yes No
 Unknown 

1. May new insights increase sensitivity to others needs? Yes No
 Unknown 

2. May understandings enhance situational competence? Yes No
 Unknown 

ii. What is the effect on the reader? 
1. Are results plausible and believable?   Yes No

 Unknown 
2. Is the reader imaginatively drawn into the experience? Yes No

 Unknown 
2. What are the results? 

a. Does the research approach fit the purpose of the study?   Yes No
 Unknown 

i. Does the researcher identify the study approach?   Yes No
 Unknown 

1. Are language and concepts consistent with the approach? Yes
 No Unknown 

2. Are data collection and analysis techniques appropriate? Yes
 No Unknown 

ii. Is the significance/importance of the study explicit?   Yes
 No Unknown 

1. Does review of the literature support a need for the study? Yes
 No Unknown 

2. Do sample composition and size reflect study needs? Yes No
 Unknown 

iii. Is the sampling strategy clear and guided by study needs?  Yes
 No Unknown 

1. Does the research control selection of the sample?  Yes
 No Unknown 

2. Do sample composition and size reflect study needs? Yes No
 Unknown 

b. Is the phenomenon (human experience) clearly identified?   Yes
 No Unknown 
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i. Are the data collection procedures clear?    Yes No
 Unknown 

1. Are sources and means of verifying data explicit?  Yes
 No Unknown 

2. Are researcher roles and activities explained?  Yes No
 Unknown 

ii. Are data analysis procedures described?    Yes No
 Unknown 

1. Does analysis guide direction of sampling and when   Yes
 No Unknown 
it ends? 

2. Are data management processes described?   Yes
 No Unknown 

c. What are the reported results (description or interpretation)? 
i. How are specific findings presented?     

1. Is presentation logical, consistent, and easy to follow? Yes No
 Unknown 

2. Do quotes fit the findings they are intended to illustrate? Yes
 No Unknown 

ii. How are the overall results presented? 
1. Are meanings derived from data described in context? Yes No

 Unknown 
2. Does the writing effectively promote understanding? Yes No

 Unknown 
3. Will the results help me in caring for my patients? 

a. Are the results relevant to persons in similar situations?   Yes No
 Unknown 

b. Are the results relevant to patient values and/or circumstances?  Yes No
 Unknown 

c. How may the results be applied in clinical practice?    Yes
 No Unknown 

©Fineout-Overholt & Melnyk, 2005. 
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RAPID CRITICAL APPRAISAL OF EVIDENCE BASED GUIDELINES 
1. Credibility 

a. Who were the guideline developers?     
b. Were the developers representative of key stakeholders in this 

specialty (interdisciplinary)?       Yes
 No Unknown 

c. Who funded the guideline development?      
d. Were any of the guideline’s developers funded researchers of the   Yes

 No Unknown 
reviewed studies? 

e. Did the team have a valid development strategy?    Yes
 No Unknown 

f. Was an explicit (how decisions were made), sensible and impartial process  
used to identify, select, and combine evidence?    Yes No
 Unknown 

g. Did its developers carry out a comprehensive, reproducible literature  
review within the past 12 months of its publication/revision?  Yes No
 Unknown 

h. Were all important options and outcomes considered?   Yes No
 Unknown 

i. Is each recommendation in the guideline tagged by the level/strength of  
evidence upon which it is based and linked with the scientific evidence? Yes
 No Unknown 

j. Do the guidelines make explicit recommendations (reflecting value  
judgments about outcomes)?      Yes No
 Unknown 

k. Has the guideline been subjected to peer review and testing?  Yes No
 Unknown 

2. Applicability/Generalizability 
a. Is the intent of use provided (national, regional, local)?   Yes No

 Unknown  
b. Are the recommendations clinically relevant?    Yes No

 Unknown 
c. Will the recommendations help me in caring for my patients?  Yes No

 Unknown 
d. Are the recommendations practical/feasible (e.g. resources-people and  

equipment) available?       Yes No
 Unknown 

e. Are the recommendations a major variation from current practice?  Yes
 No Unknown 
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f. Can the outcomes be measured through standard care?   Yes No
 Unknown 
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RAPID CRITICAL APPRAISAL QUESTIONS FOR COHORT STUDIES 
1. Are the results of the study valid? 

a. Was there a representative and well defined sample of patients at 
 a similar point in the course of the disease?     Yes
 No Unknown 

b. Was follow-up sufficiently long and complete?    Yes No
 Unknown 

c. Were objective and unbiased outcome criteria used?   Yes No
 Unknown 

d. Did the analysis adjust for important prognostic risk factors and 
confounding variables?       Yes No
 Unknown 

2. What are the results? 
a. What is the magnitude of the relationship between predictors  

(i.e. prognostic indicators) and target outcomes?    Yes No
 Unknown 

b. How likely is the outcome event(s) in a specified period of time?  Yes
 No Unknown 

c. How precise are the study estimates?     Yes No
 Unknown 

3. Will the results help me in caring for my patients? 
a. Were the study patients similar to my own?     Yes

 No Unknown 
b. Will the results lead directly to selecting or avoiding therapy?  Yes No

 Unknown 
c. Are the results useful for reassuring or counseling patients?   Yes

 No Unknown 

 
©Fineout-Overholt & Melnyk, 2009 
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RAPID CRITICAL APPRAISAL CHECKLIST FOR A RANDOMIZED CLINICAL 
TRIAL 

1. Are the results of the study valid? 
a. Were the subjects randomly assigned to the experimental and control  

groups?         Yes No
 Unknown 

b. Was random assignment concealed from the individuals who were first  
enrolling subjects into the study?      Yes No
 Unknown 

c. Were the subjects and providers blind to the study group?   Yes
 No Unknown 

d. Were reasons given to explain why subjects did not complete the study? Yes
 No Unknown 

e. Were the follow-up assessments conducted long enough to fully study the 
 effects of the intervention?       Yes
 No Unknown 

f. Were the subjects analyzed in the group to which they were randomly  
assigned?         Yes No
 Unknown 

g. Was the control group appropriate?      Yes
 No Unknown 

h. Were the instruments used to measure the outcomes valid and reliable? Yes No
 Unknown 

i. Were the subjects in each of the groups similar on demographic and  
baseline clinical variables?       Yes
 No Unknown 

2. What are the results? 
a. How large is the intervention or treatment effect (effect size, level of  

significance)?         
b. How precise is the intervention or treatment?    

3. Will the results help me in caring for my patients? 
a. Were all clinically important outcomes measured?    Yes

 No Unknown 
b. What are the risks and benefits of the treatment?     
c. Is the treatment feasible in my clinical setting?    Yes No

 Unknown 
d. What are my patient’s values/family’s values and expectations for the  

outcome that trying to be prevented and the treatment itself?  
 
 

©Fineout-Overholt & Melnyk, 2005 
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RAPID CRITICAL APPRAISAL OF SYSTEMATIC REVIEWS OF CLINICAL 

INTERVENTIONS/TREATMENTS 
 

1. Are the results of the review valid? 
a. Are the studies contained in the review randomized controlled trials? Yes No

 Unknown 
b. Does the review include a detailed description of the search strategy 

 to find all relevant studies?       Yes
 No Unknown 

c. Does the review describe how validity of the individual studies was  
assessed (e.g. methodological quality, including the use of random  
assignment to study groups and complete follow-up of the subjects)? Yes No
 Unknown 

d. Were the results consistent across studies?     Yes
 No Unknown 

e. Were individual patient data or aggregate data used in the analysis?  Yes
 No Unknown 

2. What were the results? 
a. How large is the intervention or treatment effect (odds ratio,   

effect size, level of significance)?       
b. How precise is the intervention or treatment?    

3. Will the results assist me in caring for my patients? 
a. Are my patients similar to the ones included in the review?   Yes

 No Unknown 
b. Is it feasible to implement the findings in my practice setting?  Yes No

 Unknown 
c. Were all clinically important outcomes considered, including risks and  

benefits of treatment?       Yes No
 Unknown 

d. What is my clinical assessment of the patient and are there any  
contraindications or circumstances that would inhibit me from  
implementing the treatment?      Yes No
 Unknown 

e. What are my patient’s and his/her family’s preferences and values  
about the treatment that is under consideration?    
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Appendix B 
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Appendix C 
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Appendix D 

(www.acestudy.org)  

Finding Your ACE Score 

092406RA4CR 

 
 
While you were growing up, during your first 18 years of life: 
 
1. Did a parent or other adult in the household often or very often… 
 Swear at you, insult you, put you down, or humiliate you? 
   or 
 Act in a way that made you afraid that you might be physically hurt? 
   Yes   No     If yes enter 1     ________ 
 

2. Did a parent or other adult in the household often or very often… 
 Push, grab, slap, or throw something at you? 
   or 
 Ever hit you so hard that you had marks or were injured?  
   Yes   No     If yes enter 1     ________ 
 

3. Did an adult or person at least 5 years older than you ever… 
 Touch or fondle you or have you touch their body in a sexual way? 
   or 
 Attempt or actually have oral, anal, or vaginal intercourse with you? 
   Yes   No     If yes enter 1     ________ 
 

4. Did you often or very often feel that … 
 No one in your family loved you or thought you were important or special? 
   or 
 Your family didn’t look out for each other, feel close to each other, or support each other? 
   Yes   No     If yes enter 1     ________ 
 

5. Did you often or very often feel that … 
 You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? 
   or 
 Your parents were too drunk or high to take care of you or take you to the doctor if you needed 
 it? 
   Yes   No     If yes enter 1     ________ 
 

6. Were your parents ever separated or divorced?   
   Yes   No     If yes enter 1     ________ 
 

7. Was your mother or stepmother:   
 Often or very often pushed, grabbed, slapped, or had something thrown at her? 
   or 
 Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard? 
   or 
 Ever repeatedly hit at least a few minutes or threatened with a gun or knife? 
   Yes   No     If yes enter 1     ________ 
 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 
   Yes   No     If yes enter 1     ________ 
     
9. Was a household member depressed or mentally ill, or did a household member attempt suicide? 
   Yes   No     If yes enter 1     ________ 
 

10. Did a household member go to prison? 
   Yes   No     If yes enter 1     _______ 
 
             Now add up your “Yes” answers:   _______   This is your ACE Score.               
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Appendix E 
 

 
 

(CDC, 2016)
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Appendix F 

 
 (Retrieved from http://myra-levine-4conservationprinciples.blogspot.com) 
 


