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ABSTRACT

Objective: Despite an abundance of evidence supporting screening adults for adverse childhood experiences (ACEs), the gap
between this knowledge and screening persists. Evidence suggests that screening is warranted, feasible, and desired by patients.
This feasibility study aimed to educate and train staff and providers on ACE screening and implement an ACE screening policy
and protocol at an outpatient medical psychology practice. The two expected outcomes of this project, provider knowledge after
ACE training and provider compliance with the ACE screening protocol, were measured to determine if a clinical practice change
occurred.
Methods: A quasi-experimental design with a pre-test/post-test was used to determine increases in provider knowledge following
an ACEs training intervention. Additionally, post-intervention only data collection was used to determine compliance with ACE
screening protocol, to determine practice change and feasibility of continued protocol use.
Results: The project results indicated that the implementation of the ACE screening protocol was feasible. Thirty-three adult
clients new to the practice completed the ACE screening. Of the 33 clients screened during the 12-week study, 26 clients had an
ACE score of three or higher, and 14 (42%) received therapy referrals based on their ACE score after education and discussion by
the intake therapist. Weekly chart checks revealed that 100% of clients screened received, at a minimum, the educational packet
regarding the impact of ACEs on physical and mental health. The protocol encouraged providers to promote evidence-based
interventions to mitigate the potential untoward outcomes associated with ACEs.
Conclusions: These findings reflected a change in knowledge-based on education and indicated that educational intervention was
effective.
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1. INTRODUCTION
The association between adult mental health disorders and
childhood trauma is a growing epidemiological health con-
cern. Early life stress (ELS) can generate life-long conse-
quences. Adverse Childhood Experiences (ACEs) are trau-
matic events involving abuse or household dysfunction and
are a significant determinant in lifestyle risk factors and

chronic disease.[1] A dose-response relationship exists be-
tween the ACE score and the likelihood of depression and
suicide. A patient with an ACE score of six or more is 24-
time more likely to attempt suicide than a patient with an
ACE score of zero.[2] The risk of depression, drug abuse, and
alcohol use triples with ACE exposure.[3] A meta-analysis
review of 184 studies concluded that adults who experienced
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childhood trauma were two and a half times more likely
to develop depression, have an earlier onset of depression,
and were more likely to have chronic and treatment-resistant
forms of depression.[4] Depression is a leading contribu-
tor to morbidity and mortality and remains one of the most
common types of mental illness.[2] ACEs affect not only
the individual that experienced the trauma but the family,
community, and society. Adults who have experienced ACEs
are at risk of maltreating their children, and researchers have
examined possible changes to DNA related to the effects of
childhood trauma.[5] Many leading causes of chronic disease
are related to lifestyle-related risk factors, such as those in-
creased with ACE scores: smoking, obesity, alcohol abuse,
substance abuse, and risky sexual behaviors.[6]

The concept of ACEs was first defined in a study funded by
the CDC in collaboration with Kaiser Permanente to eval-
uate how various childhood adversities affected long-term
physical and mental health.[7] The original ACE Study was
conducted over two years and consisted of data collected
from over 17,000 Health Maintenance Organization (HMO)
members who had physical exams. Confidential surveys
were then administered, asking questions related to childhood
abuse and current health behaviors. The evidence from the
ACE study demonstrated “a strong dose-response relation-
ship between the breadth of exposure to abuse or household
dysfunctions during childhood and multiple risk factors for
several of the leading causes of death in adults”.[7] Following
this landmark study, many studies have been conducted to
investigate further the extent of the ACE epidemic, including
research regarding ACE screening practices. Recent authors
have provided a significant amount of research demonstrating
the lasting impact of ACEs on risk factors over the lifespan
in terms of psychological emotional, and physical illness.[8]

Despite the clear evidence in the literature review regarding
the need for ACE screenings, several of the studies reviewed
showed a continued lack of screening. A sample of nurse
practitioners in Massachusetts was surveyed regarding ACE
screenings in primary care.[9] The researchers identified bar-
riers to implementing routine screening that included lack of
confidence in screening, concern about traumatizing patients,
concerns for lack of resources or skills to support positive
screening, and insufficient time for screening.[9] However,
a feasibility study found that ACE screening only extended
the office visit by five minutes or less.[10] Furthermore, a ret-
rospective clinical note review of adult mental health clients
found significant discrepancies between the traumas reported
to investigators using a structured questionnaire and the trau-
mas recorded by their clinicians in case files.[11] Maunder
et al.[12] aimed to determine if ACE screening was related
to knowledge or medical specialty and assessed perceived

barriers via an anonymous online survey. Physicians’ screen-
ings of ACEs were related to both specialty and expertise of
ACEs’ health impact, screening for ACEs routine for most
psychiatrists, and less frequent among family physicians.[12]

Similarly, psychiatric-mental health nurse practitioners (NPs)
were more knowledgeable about ACE screening and more
confident in screening practices than other NP specialties.[13]

Despite the research available, healthcare provider knowl-
edge and routine screening for ACEs are lacking. Improv-
ing education and shifting to trauma-informed care will
lead providers to ask, “What happened to you?” instead
of “What’s wrong with you?”[3] Understanding the nature of
a client’s trauma can build trust and rapport while structuring
interventions according to clients’ needs.[14] Screening for
ACEs allows for a more in-depth assessment of a client’s
situation and needs so that additional resources may be of-
fered.[1] ACE screening also provides an opportunity for
dialogue and education regarding the risk factors associated
with ACEs. Due to low numbers of staff and clients in the
small outpatient setting when the ACE screening protocol
was implemented, this was a pilot study to determine feasi-
bility of ACE screening.

Objectives
This feasibility study aimed to change clinical practice by
implementing an ACE screening protocol. The protocol in-
cluded provider education on ACEs and incorporated an ACE
screening tool for new client intake processes. This clinical
practice change aimed to: 1) increase provider awareness of
ACEs and the ACE screening tool; 2) improve identification
of those clients at high risk; and 3) ensure appropriate mental
health referrals to build client resilience.

2. METHODS
2.1 Design
A quasi-experimental design with a pre-/post-test, as well as,
a post-intervention only data collection method was followed.
This study used a feasibility study approach to change clini-
cal practice through the implementation of an ACE screening
protocol A feasibility study utilizes simpler designs to assess
outcomes.[15]

Provider education on ACEs to increase provider awareness
and standardization of an ACE screening protocol which
incorporated an ACE screening tool for new client intake
was conducted to identify those clients at high risk and to
ensure appropriate mental health referrals were made to build
client resilience. Two post-intervention outcomes were mea-
sured to determine if a change in clinical practice occurred
including: 1) provider knowledge after ACE training, and 2)
provider compliance with the ACE screening protocol.
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2.2 Sample
The staff and providers at the outpatient medical psychology
clinic comprised the sample used to measure the feasibility of
practice change compliance with the ACE screening protocol.
All office staff were provided with ACE education - includ-
ing administration staff, front office staff, therapists, nurse
practitioners, psychologists, and psychiatrists. There was no
control group in this study, and the process/workflow was
adjusted based on participants’ actions with the new screen-
ing protocol. Sixteen full and part-time support staff and
healthcare providers were included in the study. This medi-
cal psychology practice cared for clients ages 5-85 presenting
with mental health concerns such as anxiety, depression, in-
somnia, and ADHD. Many of the clients were referred from
their primary care providers for treatment resistant mental
health issues, particularly anxiety and depressive symptoms.
The office did not accept insurance, so all clients were self-
pay. All clients who met intact inclusion criteria (over 18
and new clients) were offered the screening protocol as the
standard of care. Clients were given the written version
of the screening questionnaire for completion before their
scheduled appointment. The therapists verbally obtained the
answers to the clients’ ACE screening tool with telehealth
appointments for intake. Written material was also provided
to new clients at their intake appointment by staff to explain
the significance of screening for ACEs.

2.3 Outcome measures
Two outcomes were measured to determine if a change in
clinical practice occurred including, provider knowledge af-
ter ACE training and provider compliance with the ACE
screening protocol. Provider outcome on knowledge of ACE
was measured before and after the formal ACE education
program. The staff’s knowledge regarding ACEs and ACE
screening was measured with a pre- and post-intervention
test. Provider compliance with the implementation of the
ACE screening protocol included determining the number of
clients who completed the ACE screening protocol, provider
documentation of education and distribution of pre-printed
ACE educational material, and the number of referrals made
for therapy based on the ACE score. These data were col-
lected via weekly chart reviews.

2.4 Instrument reliability and validity
ACEs knowledge was measured with a pre- and post-
intervention test developed by the faculty researcher trained
in test item development. Before distributing the pre-test
survey, content validity was tested by two certified ACE-
trained educators and content experts. The test was a paper
and pencil self-assessment questionnaire. Both the pre- and
post-survey included a 5-point Likert scale with response

options ranging from “0 = none” to “4 = very high” to obtain
baseline knowledge of the provider’s awareness of ACEs.
The 6-question survey obtained data on provider knowledge
of ACEs and the implications of ACE scores for their clients.
Demographic data on providers were obtained at the time of
the ACE education session.

The ACE, although not used as an outcome indicator, is an
instrument relevant to the feasibility study. The ACE is a
brief and economical screen for retrospective assessment
of ACEs an individual experienced before 18 years. Ac-
cording to Murphy et al., Cronbach’s coefficient alpha for
the ACE screening tool was 0.88. Reliability is supported.
Validity is supported by the widespread use of the tool in
many large-scale studies.[8] The ACE questionnaire is not
copyrighted, and there is no fee for use. However, if a re-
searcher includes the ACE study questionnaires in research,
a copy of the subsequent article is requested to be sent to
dvpinquiries@cdc.gov.[1]

2.5 Intervention

The feasibility study was completed in two phases. Phase
One entailed staff education and technology pre-paration.
Phase Two consisted of implementing the ACE screening pro-
tocol and conducting chart reviews to determine if providers
addressed the ACE score appropriately regarding clients’
education and referral.

The study’s first step consisted of formal education for all
office staff and providers on ACEs’ history and the ACE
screening tool. The ACE questionnaire is a reliable and valid
measure of childhood adversity that has been used exten-
sively in large-scale ACE studies.[8] It was initially devel-
oped by Dr. Felitti and colleagues and assesses 10 types of
childhood adversity in three different abuse areas, including
emotional and physical abuse, physical neglect, and abuse
associated with living in a dysfunctional household.[7]

Monthly staff meetings were utilized for the training. A qual-
ified and trained Louisiana (LA) ACE Educator provided
the staff training. The LA ACE Educator Program was cre-
ated through a partnership between the LA Department of
Health’s Bureau of Family Health and the Tulane Institute of
Infant and Early Childhood Mental Health, with the LA ACE
Initiative’s support. The ACE Educator Program’s goals are
to increase community awareness of ACEs via a network of
trained educators to develop policies and practices that are
informed by an understanding of the lifelong impact of child-
hood adversity and trauma.[16] ACE educators’ presentations
are designed to effectively reach audiences across Louisiana
about the impact of childhood trauma and promote open,
ongoing conversations about these issues.[16]
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The PowerPoint presentation to educate clinic providers and
the staff was approximately one hour and covered: introduc-
tion, objectives, fundamental concept overview, ACE exam-
ples, change in perception about ACEs, the pathophysiology
of ACEs, the ACE concept pyramid, impact of ACEs, ACE-
associated consequences, the differing effects of ACEs on in-
dividuals, families, and society, ACE statistics for Louisiana,
current and recommended screening practices, screening
benefit, and, screening tool example. The ACE educator
provided ACE training material to the staff and providers to
supplement the presentation. Demographic data were col-
lected on each study participant. The provider’s knowledge
of ACEs and the screening tool at baseline was measured by
a pre-test, and again after the educational intervention by a
post-test.

Phase two of the feasibility study implemented the ACE
screening protocol (see Appendix). At the time of project im-
plementation, the LPC obtained the client’s history verbally
in a question-and-answer session. ACEs were not explic-
itly addressed in the intake evaluation. Copies of the ACE
screening tool were inserted into the new client packet of
paperwork for completion after check-in for their intake ap-
pointment while in the waiting room. Copies of the ACE
screening tool were also provided to therapists completing
intake via telehealth.

In phase two, new clients completed the ACE screening, and
the licensed professional counselor (LPC) reviewed results
during the intake evaluation. Per the protocol, the LPC dis-
cussed the significance of a positive ACE score with the
client and provided education and recommendation for refer-
ral for therapy if appropriate. Manual weekly chart reviews
were conducted on new intakes to determine the number of
screening tools collected weekly, the percentage of providers
addressing positive ACE scores with education, and the num-
ber of referrals deemed appropriate by the therapist. Weekly
chart audits also identified potential low compliance with
the protocol in the event informal interviews with staff and
re-education were required to improve compliance and un-
dercover issues with screening.

2.6 Ethic statement
The Institutional Review Board (IRB) of Southeastern
Louisiana University approval was granted prior to study
initiation with IRB Number 2020-110. Subjects were pro-
tected from the risk via an informed written consent process
and use of aggregate only data.

3. RESULTS
The project addressed the feasibility of implementing a clini-
cal practice change protocol in one outpatient medical psy-

chology clinic utilizing an evidence-based ACE screening
protocol by measuring staff knowledge and compliance with
the protocol over three months. Inferential statistics demon-
strated a statistically significant difference in the pre- and
post-test scores. This reflected a change in study participant
knowledge based on the effective educational intervention.
Weekly chart reviews for ACE screening completed over
12 consecutive weeks reflected application to practice and
measured compliance with the policy change. Compliance
with the ACE screening protocol led to referrals for therapy
based on ACE scores.

Outcome data included pre-/post-test scores from partici-
pants from the ACE training session, compliance with the
use of the ACE screening policy, documented education and
discussion on the ACE score, and the number of referrals
made for therapy based on ACE score. These knowledge
and compliance outcomes lead to the determination of the
feasibility and sustainability of the clinical practice change.
De-identified data were extracted from the electronic health
record during weekly retrospective chart audits to collect
data on the number of screenings completed, the percentage
of clients that received the ACE educational packet, and the
number of referrals made based on the ACE score.

Data analysis for outcome measures involved pre- and post-
intervention scores on the knowledge of ACEs. The pre-
and post-test included six questions recorded on a five-point
Likert scale measuring the participants’ knowledge. Four
additional questions addressed the impact the ACE training
would have on their interaction with clients and professional
practice (see Appendix). The pre- and post-test scores to
evaluate participant knowledge on ACEs were continuous
variables ranging from 0 (none) to 4 (very high). Measure-
ments were on an interval Likert scale.

Inferential statistics were run for each of the six questions
to determine a change from pre- to post-test scores before
and after the educational intervention. Sum scores were also
performed to analyze the total scores of the provider’s knowl-
edge of ACEs and screening. The range of the summed
scores was a pre-sum score of 0 to a post-sum score of 24.
Statistical Package of the Social Sciences (SPSS) Version
27 was used to run frequencies to ensure variables were
normally distributed. Assumptions included the following:
variables were normally distributed with homogeneity, a con-
tinuous level of measurement, observations were indepen-
dent of one another, and an absence of outliers (Polit & Beck,
2017). Those assumptions were met, so parametric testing
was used, and the means of pre- and post-intervention scores
were compared using dependent paired t-tests. Differences
in ACE knowledge test scores were considered statistically
significant when the p-value was < .05.
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3.1 Sample/Consenting
The staff and providers at one outpatient medical psychology
clinic were the convenience sample used to measure prac-
tice change with the ACE screening protocol. There was no
control group in this study, and the process/workflow was ad-
justed based on participants’ actions with the new screening
protocol. All full and part-time support staff and healthcare
providers (16) were included in the study. The protection of
human subjects and ethical considerations were taken into
full consideration. After Institutional Review Board approval
from Southeastern Louisiana University, written consent was
obtained from each study participant. No more than minimal
risk to study participants was expected, including mild anx-
iety from completing the ACE education training and com-
pleting a pre- and post-test on ACE knowledge. Informed
consent to participate in the feasibility study was obtained
before the ACE presentation from the medical psychology
practice. Study participants had the freedom to withdraw
from the study at any time. The consent included a statement
indicating the participant’s decision to not participate would
not affect their employment. Providers’ compliance with
the ACE screening protocol was the outcome, and any data
from the client charts was aggregate only data. No individual
client data was used in the study. The current therapist-client
service agreement’s clause regarding the use of protected
information for quality assurance served as the individual
client consent.

3.2 Demographics
Sixteen full and part-time employees at the facility were
recruited to participate in the project. No staff members
declined to participate, and all 16 signed consent forms, com-
pleted the ACE education, and fully completed the pre- and
post-tests in the feasibility study. Descriptive statistics were
used for participant demographics, including age, gender,
race, and education (see Table 1). Participant age ranged
from 23 to 62, with mean M = 39 and standard deviation
SD = 11.516 One hundred percent of the study participants
were female. The majority (87.5%) of participants were
Caucasian, 6.3% were Hispanic, and 6.3% were African
American regarding education.

3.3 Study effect on outcome “Provider Knowledge of
ACEs”

Inferential statistics were run for each question on the pre-
and post-test to determine a change from pre to post. A
paired-samples t-test compared the participants’ knowledge
of ACEs before and after the ACE educational intervention.
There was a significant difference in the pre-test scores (M =
9.8, SD = 6.0) and post-test scores (M = 21.43, SD = 2.5) con-
ditions: t(15) = -9.44, **p = .000. These findings reflected a

change in knowledge-based on education and indicated that
educational intervention was effective. The null hypothesis
and alternative hypothesis were as follows: Hö: There is
no difference in ACE knowledge scores after the interven-
tion (ACE educator program). Hì: There is a difference in
ACE knowledge scores after the intervention (ACE educator
program). In the feasibility study, findings supported the
acceptance of the alternative hypothesis.

Table 1. Participant demographics
 

 

Participant Demographics (n = 16) Percentage 

Age  M = 39, SD = 11.516 

21-30  

31-40  

41-50  

51-60  

61-70  

4% 

4% 

5% 

2% 

1% 

Gender  

Female 

Male 

100% 

0% 

Race  

Caucasian 

African American 

Hispanic 

87.5% 

6.3% 

6.3% 

Educational Attainment  

High School Graduate 

Some College, No Degree 

Bachelor’s Degree 

Master’s Degree 

Doctoral Degree 

6.3% 

6.3% 

12.5% 

56.3% 

18.8% 

 

3.4 Project effect on outcome “Provider compliance
with ACE Screening protocol”

ACE scores range from 0 to 10, with higher scores associated
with increased risk of health problems.[7] The practice owner,
a medical psychologist, provided expert opinion during the
development of the screening protocol and determined that
clients with an ACE score of three or higher should receive
a discussion regarding referral for therapy by a therapist at
intake. Weekly chart checks revealed that 100% of clients
screened received, at a minimum, the educational packet
regarding the impact of ACEs on physical and mental health.
Of the 33 clients screened during the 12-week study, 26
clients had an ACE score of three or higher. Fourteen (42%)
were referred to therapy based on their ACE score after ed-
ucation and discussion by the intake therapist (see Table
2).
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Table 2. Weekly chart audit results
 

 

Week of chart 

audit 

Screening 

criteria met 

ACE 

Screening completed 

ACE Screening 

not completed 
ACE scores 

Referrals for therapy 

based on ACE score 

1 5 5 0 7, 0, 3, 9, 4 2 

2 3 3 0 3, 2, 7 1 

3 5 4 1 8, 0, 9, 5 3 

4 3 3 0 7, 5, 3 2 

5 1 1 0 3 0 

6 6 5 1 3, 9, 0, 6, 4 2 

7 3 3 0 8, 0, 3 1 

8 4 3 1 8, 3, 1 1 

9 4 1 3 3 0 

10 1 1 0 1 0 

11 2 2 0 8, 3 1 

12 2 2 0 7, 3 1 

Total = 12 weeks 39 33 6 0-7 (M = 4) 14 

 

The intake therapist determined referrals for therapy after
ACE training emphasized the importance of identifying those
clients at high risk to ensure appropriate mental health refer-
rals to build client resilience. The higher the ACE score, the
greater the impact on physical and mental health.[2] Incor-
porating the ACE questionnaire to standard intake screening
allowed clients to benefit from effective evidence-based in-
terventions to reduce ACEs’ impact on physical and mental
health. Nineteen (58%) of clients screened received educa-
tion only and were not referred for therapy based on the ACE
score. Of those clients not referred, they were either deemed
inappropriate for a therapy referral by the intake therapist
or refused referral at this time and were referred for med-
ication management only. Although not every client with
an ACE score of three or higher required a therapy referral,
chart reviews confirmed all clients received education and a
discussion with the therapist of implications related to their
ACE score. ACE educational materials were provided to
100% of screened clients, regardless of ACE score, per ACE
screening protocol.

4. DISCUSSION
Of the 33 clients screened, 14 were referred to therapy based
on their ACE score after education and discussion by the
intake therapist. Nineteen clients screened received educa-
tion only and were not referred for therapy based on their
ACE score. They were either deemed inappropriate for a
therapy referral by the intake therapist or refused referral
at that time and were referred for medication management
only. Although not every client in the study was receptive
to a therapy referral after discussing ACE score, it is not
unlikely that those clients returned later for therapy based

on the intake therapist’s recommendation and education pro-
vided on ACEs. Not every client with an ACE score of three
or higher required a therapy referral. Chart reviews con-
firmed all clients received education and a discussion with
the therapist of implications related to their ACE score. ACE
educational materials were provided to 100% of screened
clients, regardless of ACE score, per ACE screening proto-
col. This project’s outcomes and the higher-than-average
ACE scores in the study support the need for routine ACE
screening at the practice.

The landmark Kaiser Permanente study by Felitti et al.,[7]

and a tremendous body of research following, have deter-
mined that screening for childhood trauma by use of the ACE
tool is not only feasible but crucial for best practice. Despite
the evidence spanning over two decades that showed that
ACE exposure is a precursor to poor adult health outcomes,
screening for a history of ACEs is still not a routine practice
in primary care.[5] There are currently no clinical guidelines
for addressing ACEs in primary care.[9] The U.S. Preventive
Services Task Force (USPSTF) has published recommenda-
tions for screening for child maltreatment in the pediatric
population only.[9] As a result, rates of ACE screening and
management of adult patients with a history of childhood
abuse vary with the confidence, knowledge, and perceptions
of individual providers.

By screening adult patients for ACEs, providers can better
understand how past experiences have contributed to pa-
tients’ current state of health and thus provide a more trauma-
informed approach to care to mitigate the lasting effects of
that trauma.[14] The literature review demonstrated the im-
portance of addressing ACEs and providing interventions to
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improve outcomes.

The Behavioral Risk Factor Surveillance System (BRFSS)
has collected extensive data on ACEs in 32 states since 2009,
and the results are similar to the Felitti ACE study of 1998.[1]

The data showed that childhood trauma is shockingly perva-
sive. The clients screened in this research translation project
provided insight into the prevalence of ACE and the feasibil-
ity of screening for assessing ACE in new clients in a medical
psychology practice. Lack of screening in this population
and the significant reports of ACEs supported the concern
for lost opportunities to identify ACEs and their impact on
physical and psychological disease in this care setting.

The results of the Felitti et al.’s study[7] showed that 61% of
responders reported experiencing one or more ACEs, and
16% reported four or more ACEs. This also compares with
the Behavioral Risk Factor Surveillance System (BRFSS)
ACE data of a random national sample, in which 14.3% of
respondents reported an ACE score of 4 or more.[1] The ACE
scores collected at the feasibility study facility during the
12-week implementation demonstrated ACE scores higher
than the national average. Study results at the medical psy-
chology practice found 29 (87%) clients screened reporting
one or more ACEs, and 16 (48%) of clients reported four
or more ACEs. This difference in acuity of ACE scores be-
tween clients screened during this feasibility study and those
obtained in the original ACE study by Felitti et al.[7] may
be attributed to the study facility’s nature as a psychology
practice. Clients seeking intake evaluation at a psychology
practice are more likely to be experiencing psychological
distress, prompting them to seek care. Another possible ex-
planation for higher ACE scores collected during in 2020
feasibility study time frame as compared to the original ACE
study in 1998, is the overall increase in patients with mental
health concerns.

Glowa et al.[10] found that 62% of patients screened positive
for at least one ACE, and 22% reported four or more ACEs.
These findings are consistent with the study conducted by
Felitti et al.,[7] noting that over 50% of participants reported
at least one ACE, and 25% reported two or more ACEs. The
Behavioral Risk Factor Surveillance System (BRFSS) began
collecting ACE data after completing the CDC-Kaiser ACE
Study. A large cross-sectional study of data was collected
through BRFSS and included 214,157 respondents in the
sample. Similar to findings by Felitti et al. and Glowa et al.,
this study demonstrated 61.55% reporting at least one ACE
and 24.64% reporting three or more ACEs.[17] These three
studies showed the prevalence and burden of ACEs among
the United States (U.S.) adult population.

Merrick et al.[2] conducted a cross-sectional retrospective

study that analyzed the relationship between an expanded
ACE score and adult mental health outcomes by examining
each ACE separately to determine each ACE’s contribution.
Consistent with findings in the original ACE Study, results
indicated a graded dose-response relationship between the
expanded ACE score and the likelihood of moderate to heavy
drinking, drug use, depression, and suicide attempts in adult-
hood.[7] The graded dose-response relationship predicts the
higher the ACE score, the higher the risk of mental health
issues.

Several of the studies reviewed investigated the association of
ACE scores and mental health issues in later life with signifi-
cant findings. A meta-analysis of 184 studies concluded that
individuals who had experienced childhood maltreatment
were more than two and a half times more likely to develop
depression, had an earlier onset of depression, and were
more likely to have a chronic and treatment-resistant form of
depression.[4] Additionally, these patients were statistically
significantly more likely to have treatment-resistant depres-
sion and earlier depression onset.[4] The International Study
to Predict Optimized Treatment for Depression (iSPOT-D)
was an RCT that evaluated the role of early-life trauma in pre-
dicting response outcomes to antidepressants in patients with
Major Depressive Disorder (MDD).[18] The authors showed
that 62.5% of MDD participants reported more than two
traumatic events than 28.4% of controls.

Interestingly, the presence of one early-life traumatic event
was not a significant predictor of change in symptom severity
from pre- to post-treatment. Their study findings suggested
that the greater the exposure to trauma, the less likely de-
pressed clients were to respond to antidepressant therapy.[18]

This finding was significant to the DNP project. It supported
screening for childhood trauma to identify clients who may
not benefit from standard first-line antidepressants and may
require additional therapy to directly address the impact of
trauma.[18]

Similarly, two cross-sectional studies also explored the as-
sociation between ACE scores and adult mental illness.[8]

Kealy and Lee[14] examined the prevalence of childhood mal-
treatment in adult mental health service users and analyzed
the cumulative burden concerning psychiatric illness and sui-
cidality. Choi et al.[8] examined the association between 10
ACEs and older adults with mental and substance use disor-
ders (MSUDs). Both studies found consistently significant
associations between ACEs and adult mental illness.[8] Kealy
and Lee’s study findings supported the higher incidence of
suicidal ideation or past attempt found in Merrick et al.’s
2017 study. These findings highlighted the need for pre-
vention strategies for individuals at risk for depression and
suicide. Additionally, a history of multiple types of trauma
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disclosed in ACE screening should prompt a careful suicide
risk assessment and intervention since two studies reviewed
found a higher risk in these clients.[14]

Goldstein et al.[19] completed a study testing the relation-
ship between the ACE study questionnaire and the primary
care PTSD screen score with patient preferences on screen-
ing. They concluded that screening was acceptable to most
patients regardless of trauma exposure. These findings in-
dicated that regular screening for ACEs and trauma might
better serve trauma-exposed patients’ health care needs.[19]

Additionally, patient impact ratings were predictive of adult
health outcomes above and beyond the events’ experience.
A meta-analysis concluded that perceived impact was a po-
tentially vital variable to include when self-reported ACEs
are addressed by providers.[20] While clinicians may express
concerns about ACE screening in the office amid time con-
straints and fear of offending or distressing patients, multiple
studies have demonstrated feasibility.[10]

Project results were significant in the practice setting, and the
incorporation of staff education and ACE screening is now a
priority for the medical psychology practice. The clinic did
not have a specific trauma questionnaire or ACE screening
protocol to identify childhood trauma prior to the project.
History taking was left to each therapist’s discretion at the
intake appointment, and documentation and thoroughness of
childhood history varied widely among providers. Based on
an informal interview with study participants, the providers
felt that the screening gave them new information about their
clients. The 10 question ACE survey helped to normalize the
conversation about childhood experiences and their potential
impact. A review of their ACE score with clients, including
education, discussion, and possible referral, did not signifi-
cantly increase intake appointment time. This correlates with
research findings that discussing screening results increased
the clinic visit time by less than five minutes in 90% of en-
counters.[10] The ACE screening protocol standardized the
client’s intake history and provided consistent documentation
of childhood trauma. The practice plans to continue the ACE
screening protocol and discussion of providers’ input of the
integration of ACE screening into the practice.

Limitations
Limitations included a small number of new clients present-
ing to the facility for new client intake based on a comparison
of new client intakes from September to November of 2019.
Historically, the practice site saw an average of seven new
clients per week during those particular three months of the
year. However, the average was three new clients per week

during the 12-week study period. The unexpected decrease in
new clients was primarily attributed to the COVID pandemic.

The small sample size of 16 study participants was a study
limitation. As COVID-19 lockdowns went into effect across
Louisiana, several therapists and administrative staff left the
medical psychology practice immediately prior to project
implementation, which hindered project recruitment efforts.
Despite the small sample size that completed the ACE train-
ing session, pre- and post-education knowledge scores were
statistically significant in the study.

5. CONCLUSIONS
The study findings support the practice change to include
an ACE screening protocol for new clients seeking care in
a medical psychology practice was feasible. This further
supports the need for an official policy change. Based on
feasibility study results, the clinic has formally incorporated
the ACE screening protocol into a policy for all new clients
presenting for intake at the facility. The ACE training will be
required orientation material to all new staff and providers
hired post-project completion. While this project introduced
ACE screening for all adults aged 18 and older, the updated
office screening protocol includes all new clients, including
children, supported by the evidence and CDC Guidelines.[1]

This feasibility study translated research evidence about
ACEs’ effect on health outcomes to practice with educa-
tion on the impact of trauma (ACEs) and implementation
of a screening protocol resulting in 33 screenings over the
12-week study. A positive effect was observed from the two
project outcomes based on staff education and implementing
an ACE screening protocol in a medical psychology prac-
tice. The project results indicated that the implementation
of the ACE screening protocol was feasible. With education
on ACEs and understanding how ACEs contribute towards
adverse health outcomes, study participants viewed the ACE
screening tool as a welcome addition to help new clients
acknowledge a link between their past and present. Validat-
ing clients suffering from an objective ACE score invited
clients to discuss childhood trauma and receive education
on ACE scores’ implications on physical and mental health.
Implementation of an ACE screening protocol led to client
education, referral to therapy when appropriate, and patient-
centered care that will improve health and wellness. Future
work could expand the study to other outpatient settings to
determine if more study participants would affect outcomes.
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