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ABSTRACT 

Purpose: The purpose of this project was to implement the CDC’s Adverse Childhood 

Experiences (ACEs) screening tool in an outpatient psychiatric setting and to determine the 

prevalence of ACEs assessed by the ACEs screening tool compared to previous method of 

screening.  

Methods: This project utilized a descriptive design with a retrospective chart review to compare 

two time points, and determine how many patients have been identified with an adverse 

childhood experience previously, compared to after the implementation of the ACEs screening 

tool. The patients age, gender, ethnicity, education and marital status were collected through a 

demographic questionnaire. ACES was assessed using the ACEs screening tool and by the 

author-developed retrospective chart review tool, based on the ACEs questions. Descriptive 

statistics were utilized for data analysis. The project was implemented at Utopia Psychiatric 

Services in Sunrise, FL.  

Sample: The total sample consisted of 22 patients, a majority of which were female (68%), and 

Caucasian (59%). Eleven (50.0%) participants were screened for ACEs using the traditional 

psychiatric interview in 2018 (Group1). 11 (50.0%) participants were screened for ACEs using 

the ACEs questionnaire in 2019 (Group 2).  

Results: Group 1’s mean ACE’s score was 1.73. Group 2’s mean ACE’s score was 2.73. The 

findings were not statistically significant in frequency of ACEs identified (t (15.920) = -.919, p = 

0.372) pre and post-implementation. However more adverse events were identified by the ACEs 

questionnaire than by the non-standardized approach in 2018.  
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Conclusion and Implications for Practice: The ACEs screening tool did identify an increased 

number of ACEs compared to previous methods. The tool provided a more comprehensive 

exploration of trauma, and therefore should be implemented in the outpatient setting. Providers 

at this facility have determined that implementation of the standardized ACEs questionnaire will 

become standard practice. Therefore, this DNP project resulted in quality improvement in this 

practice related to adverse childhood events screening. 
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INTRODUCTION 

As our nation’s population continues to grow at an exponential rate, one issue that is 

often over looked is the topic of mental health, specifically amongst the pediatric population. The 

pediatric population accounts for 73% of our nation’s population, of which one in five have a 

mental health condition (U.S. Census Bureau, n.d). It is estimated that adverse childhood 

experiences (ACEs) are experienced by 45% of the pediatric population (ChildMind, 2016). 

ACEs can be defined as stressful or traumatic events, which can include physical, emotional, or 

sexual abuse and neglect (Substance Abuse and Mental Health Services Administration, 2018). 

Adverse childhood experiences have been found to be strongly related both physical and mental 

health problems such as depression, substance abuse, high-risk sexual behavior, and repeated 

suicide attempts (Substance Abuse and Mental Health Services Administration, 2018). Despite 

the evidence that ACEs during childhood put children at risk for physical, mental, and social 

problems, the underlying issue has been largely ignored (American Academy of Pediatrics, n.d.).  

Furthermore, many providers fail to adequately screen for ACEs, and opt to treat these 

conditions independently and symptomatically (Duke & Borowsky, 2018). By failing to 

systematically screen for and address these traumatic experiences, the developing brain can be 

damaged, leading to difficulties in concentration, learning, and maturation over the child’s 

lifetime (American Academy of Pediatrics, n.d). As awareness of this issue continues to grow, 

national groups like the American Academy of Pediatrics and the National Child Trauma Stress 

Network have taken notice prompting the release of position statements and numerous journal 

publications. Despite these actions, the question of how to properly and systematically screen for 

adverse childhood events in clinical settings remains.  
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Background Knowledge 

The original ACE study that was conducted by Kaiser Permanente from 1995 to 1997, 

collected confidential data from over 17,000 patients (CDC, 2016). The results showed that over 

two-thirds of those surveyed had experienced at least one adverse childhood event (CDC, 2016). 

A dramatic link was found between adverse childhood experiences, psychological distress, 

chronic mental health conditions, and shorter life expectancy (Center for Disease Control and 

Prevention, 2016). Dr. Felitti and his colleagues developed the original 10-item ACEs 

questionnaire based on the 10 types of childhood trauma along with a scoring system (Center for 

Disease Control and Prevention, 2016) 

Adverse childhood events can be further stratified based on type, into acts of commission 

and acts of omission (CDC, 2016). Acts of commission are defined as words or actions that 

cause children harm, potential harm, or threat (CDC, 2016). Acts of commission include physical 

abuse, sexual abuse, and psychological abuse. Acts of omission are defined as failure to provide 

or to protect children from harm or potential harm. Acts of omission include: physical neglect, 

emotional neglect, medical and dental neglect, educational neglect, inadequate supervision, and 

exposure to violent environments (CDC, 2016).  

The original ACE study looked at three categories of ACEs: Childhood abuse, neglect, 

and household challenges. Childhood abuse included acts of commission such as physical abuse, 

sexual abuse, and psychological abuse (CDC, 2016). Neglect included acts of omission and 

looked at both physical and emotional neglect (CDC, 2016). Household challenges included acts 

of omission such as growing up in a dangerous environment that exposed children to substance 

abuse, mental illness, domestic violence, and incarceration (CDC, 2016) 
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 In a second study, a cohort of 15,033 adult patients found that the number of ACEs were 

directly proportional to prescription drug use (Anda, Brown, Felitti, Dube, & Giles, 2008). This 

is further substantiated by the fact, that in addition to high risk behaviors, adverse childhood 

events are also linked to permanent alterations in brain development, gene expression, immune 

status, and cardiometabolic function (Duke & Borowsky, 2018).  

Proper screening and early interventions can lead to a decrease in chronic mental and 

physical health conditions however many providers neglect to screen for ACEs (Duke & 

Borowsky, 2018). The negative consequences are determinantal not only for the those affected, 

but future generations as well (Palusci, 2013). Those who experience ACEs and later become 

parents are less likely to be able to provide the stable and supportive relationships that are needed 

to protect their children which leads to an intergenerational cycle of traumatic experiences 

(Shonkoff et al., 2011).  

Toxic stress is a term used by developmental neurobiologists, and psychologists to define 

the bodies reaction to adverse experiences that can affect the developing architecture and 

chemistry of a child’s brain (DNA learning Center, n.d.). Exposure to ACEs results in toxic 

stress, which leads to a prolonged fight or flight response or chronic stress by the body in 

response to emotionally or physical adversity (Center for Youth Wellness, n.d.). Over prolonged 

periods toxic stress can take a toll on the child’s executive function and self-regulation, which 

can impair a child’s ability to plan, focus, remember, and multitask as they age (Center on the 

Developing Child, 2019). Toxic stress as a result of acts of omission, can lead to low levels of 

resilience within the child (Center on the Developing Child, 2019). Resilience can be defined as 

the ability to overcome hardships or difficulties, however, in children who have been neglected 
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this trait is almost non-existent, which can become detrimental as they grow (Center on the 

Developing Child, 2019).  

In addition, toxic stress can take a toll on the brain’s architecture, which is the foundation 

for future learning (Center on the Developing Child, 2019). Not to mention, compromises to the 

brain can lead to negative effects that extend into adulthood, and can take a toll on social and 

behavioral qualities, making it difficult for these individuals to interact in social settings (Center 

on the Developing Child, 2019).  

Based on these findings, it is vital for health care providers to effectively utilize tools to 

screen for ACEs in the clinical setting (Shonkoff et al., 2011). As a result of the psychological 

and medical implications of adverse childhood events, advanced practice registered nurses in 

both medical and psychiatric mental health specialties should receive education, on the 

importance and proper utilization of such screening tools.  

Local Problem 

In Florida, the percentage of adults, 18 and older who have had three or more ACEs is 

25.8%, which is higher than the national average of 20.8% (Bright, Alford, Yu, & Jiang, 2010). 

More specifically 21% to 30% of adults in all of the South Florida counties report two or more 

ACEs (Bright, Alford, Yu, & Jiang, 2010). Approximately 50% of adults in Florida report 

experiencing at least one adverse childhood event in their lifetime (Bright, Alford, Yu, & Jiang, 

2010). When compared to adults with no adverse childhood events, adults with at least one ACE 

reported to be more physically and mentally unhealthy, with a general dissatisfaction for life 

(Bright, Alford, Yu, & Jiang, 2010).This finding stresses the importance of screening for such 

adverse events in the adult population, especially since many adults have learned maladaptive, or 
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high risk behaviors to suppress the trauma (Bright, Alford, Yu, & Jiang, 2010). This also, further 

emphasizes the need for healthcare providers in Florida who specialize in psychiatric and 

medical specialties to screen for ACEs. The site in which this project will be implemented does 

not screen for ACEs making it an ideal site for this quality improvement project.  

Purpose 

The purpose of this DNP project is to implement the CDC’s adverse childhood events 

(ACE) screening tool in an outpatient psychiatric setting. The anticipated outcome of this project 

would be to properly screen for patients who have suffered from ACEs by utilizing CDC’s 

screening tool for adverse childhood events and compare the results to the previous method of 

screening. This change is appropriate now due to the increasing attention that this issue is 

receiving nationally and the prevalence the issue has in the state of Florida.  

Study Question 

What is the prevalence of adverse childhood events based on the CDC’s ACE’s screening 

tool compared to previous screening in patients in an outpatient psychiatric setting? 

Theoretical Framework 

The theoretical approach that will guide this DNP project is the Iowa model Evidence-

Based Practice (Rycroft-Malone, Bucknall, & Titler, 2013). This model was chosen for this 

project because the primary purpose of this project is quality improvement, the intended users 

are practitioners, and by utilizing evidence-based interventions it will lead to better health 

outcomes (Rycroft-Malone, Bucknall, & Titler, 2013). The first step is to identify the clinical 

problem that has the potential to initiate change (Rycroft-Malone, Bucknall, & Titler, 2013). 

This includes the need to determine whether the problem is a knowledge focused trigger, or a 
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problem focused trigger (Rycroft-Malone, Bucknall, & Titler, 2013). Knowledge focused 

triggers are based on new research or practice guidelines (Rycroft-Malone, Bucknall, & Titler, 

2013). Problem focused triggers are based on identified clinical problems or process 

improvement data (Rycroft-Malone, Bucknall, & Titler, 2013). The clinical problem that has 

been identified for this DNP project is regarding the importance of systematic screening for 

ACEs. This clinical problem is a problem focused trigger, in that it is based on ongoing 

observations, and evaluations by the psychiatric staff at the outpatient mental health clinic. This 

clinical problem has the potential to initiate change, evidenced by the fact that proper screening 

and interventions can lead to a decrease in chronic mental and physical health conditions (Duke 

& Borowsky, 2018). The clinical problem in PICO format is as follows: What is the prevalence 

of adverse childhood events based on the CDC’s ACE’s screening tool compared to previous 

screening in patients across the lifespan in an outpatient psychiatric setting? 

The second component of the Iowa model is to determine whether or not this topic is a 

priority to the organization or implementation site (Rycroft-Malone, Bucknall, & Titler, 2013). 

The outpatient mental health clinic currently has no screening tool in place for patients who 

report ACEs. The psychiatric staff at the outpatient clinic observed an increase in the number of 

adult patients who reported ACEs during their initial psychiatric evaluations, which prompted 

the practice owner to take notice, therefore, this DNP project topic is a priority to the site and 

stakeholders. 

The stakeholders and champions of this quality improvement project are the practice 

owner and associate practitioners who noticed an increase in the number of adult clients who 

reported childhood psychological trauma during the psychiatric evaluation. Stakeholders would 
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include the practice owner who is involved in the management and supervision of the ACE 

screening tool’s implementation, the psychiatric healthcare providers, mental health therapists, 

and office staff of the clinic who are the intended users and distributers of the screening tool, and 

the patients who receive the treatment and intervention based on the results of the screening tool. 

The next component of the Iowa model is assessing whether or not this intervention can 

gain interdisciplinary support (Rycroft-Malone, Bucknall, & Titler, 2013). This can be done 

through the formation of an interdisciplinary team of psychiatric clinicians, mental health 

therapists, and office staff. This interdisciplinary team can then determine the feasibility of the 

practice change based on the synthesized evidence and determine whether or not to pilot the 

change. After the formation of an interdisciplinary team, the model stresses the need to conduct a 

literature search for evidence to warrant the need for such an intervention or change (Rycroft-

Malone, Bucknall, & Titler, 2013). The final components of the Iowa model is to determine 

whether or not to pilot the change, and then evaluate the change as necessary making 

amendments as needed (Rycroft-Malone, Bucknall, & Titler, 2013). The change would be 

initiated at the clinic site for 30 days or as determined by the practice owner, and baseline data as 

well as data on outcomes would be collected and assessed; amendments would be made as 

necessary. 

Utilizing the Iowa Model for Evidence-Based Practice for this DNP project will guide the 

psychiatric clinicians, mental health therapists, and office staff in utilizing evidence-based 

research to improve patient outcomes related to ACEs. Furthermore, the Iowa model allows me 

to garner interdisciplinary support, apply evidence about the CDC’s ACEs screening tool into 

practice, and emphasize the need for change.  
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Synthesis of Evidence  

Recent national population data shows that nearly half of the children in the U.S. have 

experienced or have had exposure to an ACE (Basu, McLaughlin, Misra, & Koenen, 2017). A 

systematic review of 40 studies documents that ACEs can have detrimental effects on an 

individual’s health status as they age (Basu, McLaughlin, Misra, & Koenen, 2017). Despite these 

findings, national surveys show that providers are still unaware and uneducated about the 

negative repercussions that ACEs can have later in life (Basu, McLaughlin, Misra, & Koenen, 

2017). Furthermore, due to the fact that many providers are failing to properly screen for ACEs, 

many patients are left untreated, and unidentified (Basu, McLaughlin, Misra, & Koenen, 2017). 

Individuals who have experienced ACEs are at high risk for sexual risk taking, chronic mental 

health conditions, substance abuse, and interpersonal and self-directed violence (Hughes et al., 

2017). Therefore, without proper screening more harm can be imposed on a patient through 

misdiagnoses, treatment failure, nonadherence, and relapse (Basu, McLaughlin, Misra, & 

Koenen, 2017). 

Various screening tools assess for adverse childhood events, however, regardless of 

which tool is utilized, research shows that ACEs are associated with poor health outcomes 

(Bethell et al., 2017). To further understand how ACEs are associated with chronic conditions 

and high-risk behaviors, as well how-to best screen for ACEs, a literature search was conducted 

through the University of Arizona Library with the following databases: PubMed, Cumulative 

Index of Nursing and Allied Health Literature (CINAHL), and PsychINFO. The following key 

words were utilized: “ACE,” “Adverse,” “childhood screening,” and “childhood maltreatment.” 

Related terms such as “trauma,” and “toxic stress,” were also utilized to identify relevant articles. 
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The following inclusion criteria were also utilized to yield relevant research articles: less than 10 

years old, peer reviewed, full text, English language, and adult population. The search yielded 

106 results on Pub Med, 47 on CINAHL, and 179 on PsychINFO. Eighteen studies were 

excluded as they failed to address ACEs and how they related to health outcomes. These findings 

were then further narrowed as there existed five duplicate studies among the various databases. 

Seventeen articles were utilized in this literature search (Table1). Due to the growing body of 

literature on the subject, many of the studies were excluded, as they were feasibility studies, pilot 

studies or low in quality. 
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TABLE 1. Synthesis of evidence tables. 

Author Qualitative/Quantitative 

Concepts 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Basu, McLaughlin, 

Misra, & Koenen, 2017 

Research Question: 

To examine the 

associations of child 

maltreatment, either alone 

or in combination with 

other adversities, such as 

cardiovascular disease 

(CVD) and type 2 

diabetes in adults. 

 

Independent Variable: 

Adverse Childhood 

Experiences (Child 

Maltreatment) 

 

Dependent Variable: 

CVD and Type 2 

Diabetes development 

Systematic Review of 

40 studies 

N=40  

 

Inclusion Criteria: 

Studies that empirically 

examined CVD, 

diabetes in adulthood 

with physical, sexual or 

emotional child 

maltreatment exposures 

during childhood.  

 

Exclusion Criteria: 

Studies assessing 

traumatic events that 

are non-interpersonal  

 

Studies assessing 

metabolic biomarkers 

as outcomes  

 

Each study that was 

included was ranked 

from 1-4 with ah higher 

score indicative of 

higher quality.  

 

All studies included 

utilized at least one of 

the following three 

standardized 

assessments: Childhood 

Trauma  

Questionnaire,  

Conflict Tactics Scale, 

ACES module 

 

Child maltreatment was 

associated with 

increased risk for: 

 

CVD in 91.7% of the 

studies 

 

Diabetes in 88.2% of 

the studies 

 

Blood pressure/ 

Hypertension 61.5% of 

the studies.  

 

Bethell et al., 2017 Research Question: To 

characterize and compare, 

existing and 

emerging measures of 

ACEs for testing and 

validity . To secondly 

evaluate internal and 

external validity of the 

new childhood ACEs 

measure included in the 

National Survey of 

Children’s Health 

(NSCH)-ACEs 

Meta-Analysis of 14 

ACEs assessment 

methods 

N=14 Screening tools 

 

Inclusion Criteria: All 

tools had to include : 

 

1) A primary purpose 

and 

target population  

2) A data source and 

collection method 

3) List of the types and 

numbers of adversities 

addressed, 

14 screening tools were 

compared and assessed 

for testing and 

validation status 

 

Across all methods, 6 to 

20 topics regarding 

ACEs were addressed. 

 

Systematic review of 

the literature from 

federal, state, local, 

academic, and  

ACEs measurement 

methods are similar and 

show consistent 

associations with 

poorer health outcomes 

in absence of protective 

factors and resilience. 

 

All of the existing tools 

are developed based on 

the original 

CDC/Kaiser ACEs 

study instrument.  
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TABLE 1 – Continued  

Author Qualitative/Quantitative 

Concepts 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

 Independent variable: 

ACEs screening 

Dependent Variable:  

Validity of the ACEs 

screening tools 

 4) A method for scoring 

and reporting results 

5) development and 

validation status 

 6) concurrent 

information collected 

 7) availability 

of tools, user 

guidelines, and 

publications/studies 

 

community-based 

health programs 

recognized as being 

engaged in activities 

related to ACEs was 

conducted to gather 

information on testing 

and validity from 

Future research should 

focus on identifying a 

standardized method to 

assess ACEs, and 

establishing the 

feasibility, validity, and 

specific implementation 

approach for ACEs 

assessment methods. 

Chandler, Kalmakis, & 

Murtha, 2018 

Research Question: 

to assess the incidence of 

adverse childhood 

experiences (ACEs) and 

the efficacy and 

feasibility of a trauma-

informed screening for 

ACEs among individuals 

in a substance use 

disorder recovery 

program. 

 

Independent Variable: 

Substance abuse  

 

Dependent Variable: 

Adverse Childhood 

Experiences 

Cross-sectional  N=30 

Male=11 

Female=19 

 

Individual interviews, 

questionnaires, and 

post-interview survey 

and reflections 

 

Descriptive statistics 

were used to analyze 

demographics, ACE 

scores, protective 

childhood experiences, 

self-reported diagnoses, 

and post-intervention 

survey data 

 

Post-interview 

reflections were 

reviewed and grouped  

 

Positive and Adverse 

Childhood Events 

Survey (PACES)  

 

ACE screening tool 

All 30 subjects reported 

at least 1 ACE 

 

82% more than 4 ACEs 

 

Mean was 5.8  

 

Early childhood trauma 

may result in profound, 

developmental injuries 

that manifest over the 

lifespan in certain 

individuals 

 

Screening for ACEs 

resulted in valuable 

information on the 

impact they had on 

substance use  
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TABLE 1 – Continued  

Author Qualitative/Quantitative 

Concepts 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

   into common ideas  ACEs are common in 

substance abuse 

population  

Implementation of ACE 

screening is beneficial 

in promoting chances 

for long-term recovery.  

 

Cheong, Sinnott, Dahly, 

& Kearney, 2017 

Research Question:  

To investigate 

associations between 

adverse childhood 

experiences (ACEs) and 

later-life depressive 

symptoms 

 

Independent variable: 

ACEs 

 

Dependent variable: 

Depressive symptoms 

later in life  

Cross- Sectional N=2047 

 

Ages 50-69 

Mean age: 55.8 

51% Female 

49% Male 

ACE questionnaire 

 

Perceived Social 

Support Scale (PSSS) 

(A sum score ranging 

between 3 and 8 was 

categorized as poor, a 

score between 9 and 11 

as moderate and a score 

of 12–14 as strong) 

 

Center for 

Epidemiological 

Studies Depression 

(CES-D) 

 

Logistic Regression: 

Associations between 

ACEs and Depressive 

symptoms  

findings suggest that 

exposure to childhood 

adversity could affect a 

multitude of factors 

across the lifespan 

 

23% reported one ACE 

 

16% Reported 

Depressive symptoms 

 

Prevalence of 

depressive symptoms 

and poor PSS were 

substantially higher 

among participants who 

reported ACE 

compared with those 

who did not 

 

Prevalence of 

separation/divorce,  

cover and long-term 

illness/disability were  
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TABLE 1 – Continued  

Author Qualitative/Quantitative 

Concepts 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

     found to be markedly 

higher among 

participants who 

reported ACEs 

Exposure to all ACE 

subtypes among those 

who perceived poor 

social support was 

significantly related to 

higher odds for later-

life depression 

 

Exley, Norman, & 

Hyland, 2015 

Research Question: to 

investigate the 

associations between 

adverse childhood 

experience and asthma 

 

Independent variable: 

Adverse Childhood 

Experience 

 

Dependent variable: 

Asthma  

Systematic Review of 

12 studies  

N=12 studies  

 

Total 31,524 

individuals 

 

Inclusion Criteria: 

1) Participants do not 

display any asthma at 

baseline. 2) Use of an 

early life stressor as a 

predictor variable. 3) 

Use of an appropriate, 

adequate and non-

retrospective method to 

measure early life 

stress, occurring before 

the age of 18 years. 4) 

Use of onset of asthma 

symptoms as an 

outcome variable.  

 

Four electronic journals 

databases were used to 

identify peer-reviewed 

publications: 

PsycINFO, Web of 

Science, MEDLINE 

and Embase from 

creation to June, 2013 

 

1070 articles were 

found of 12 met the 

inclusion criteria.  

 

the results of this 

review indicate that 

exposure to traumatic 

stress in childhood 

significantly increases 

the risk of subsequent 

asthma onset. 

 

Exposure to multiple 

and chronic stressors 

presents a particular 

risk for receiving an 

asthma diagnosis  
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TABLE 1 – Continued  

Author Qualitative/Quantitative 

Concepts 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

   5) Use of physician 

asthma diagnosis. 6) 

Employs a prospective 

design 7) Adequate 

reporting of statistical 

analyses including 

effect sizes. 

 

  

Finkelhor, Shattuck, 

Turner, & Hamby, 2013 

Research Question: To 

test and improve upon the 

adverse childhood 

experiences from the 

Adverse Childhood 

Experiences (ACE) Study 

scale by examining the 

ability of a broader range 

to correlate with mental 

health symptoms. 

 

Independent Variable:  

ACEs  

 

Dependent Variable: 

Number of subjects 

correctly identified with 

ACEs  

Randomized Control 

Trial (RCT) 

N=2030 

 

Nationwide sampling 

frame of residential 

telephone numbers 

from which a sample of 

telephone households 

was drawn by random 

digit dialing.  

Interviews with parents 

and youth were 

conducted over the 

telephone by the 

employees of an 

experienced survey 

research firm. 

 

Inclusion Criteria: 

households with 

children ages 0-17 

 

The cooperation rate for 

the random digit dialing 

portion of the survey  

 

Modified version of the 

original ACEs survey 

applied to younger 

population.  

 

Additional sections 

added include: 

-Peer victimization 

-Parents fighting 

-Property victimization 

-Exposure to 

community violence 

-Loss of a loved one  

-No good friends 

-Below-average grades 

-Parent lost job 

-Parent deployed to war 

zone 

-Disaster 

-Removed from family  

-Very overweight 

-Ever involved in a bad 

accident 

-Homelessness  

 

It is possible to improve 

upon the original ACEs 

study by including 

more childhood 

adversities and is 

consistent with several 

studies.  

 

Major limitations to this 

study was some 

childhood adversities 

may affect later health 

not through 

psychological 

processes, such as 

distress symptoms, but 

through other 

mechanisms, for 

example, failure to 

receive proper early 

health care. 

 

Future research should 

focus on including  
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Findings 

   was 71%, and the 

response rate 

was 54%. 

-Repeated a grade  

-Less masculine or 

feminine than other 

boys or girls his or her 

age 

 

more adversatives 

while conducting 

longitudinal studies to 

monitor children into 

adulthood 

 

Harkness, Bagby, & 

Kennedy, 2012 

Research Question:  

to examine a history of 

severe childhood abuse as 

a moderator of response 

to major depressive 

disorder treatment 

following a 16-week 

acute treatment trial, and 

of recurrence over a 12-

month follow-up 

 

Independent Variable: 

Major Depressive 

Disorder related to 

adverse childhood 

experience 

 

Dependent variable: 

Response to treatment  

RCT N=203 patients with 

MDD 

 

Ages 18-60 

129-Women 

80-Men 

16 weeks of treatment  

 

12 weeks follow-up 

 

Criteria: 

All Patients met DSM-

IV MDD criteria 

 

All Patients scored at 

least 16 on the 

Hamilton Rating Scale 

for Depression  

 

No concurrent 

conditions 

 

Excluded if participants 

met criteria for bipolar, 

psychosis, substance 

abuse or any organic  

 

Main outcome measure: 

Hamilton Depression 

Rating Scale scores at 

treatment end point.  

 

Childhood 

maltreatment was 

assessed with the 

Childhood Experience 

of Care and Abuse 

(CECA) 

 

Treatment 16weeks:  

 

Cognitive Behavioral 

Therapy(CBT) 

Interpersonal Therapy 

(IPT) 

 

Antidepressant 

Medication (ADM) 

Patients with 

maltreatment should be 

targeted for relapse and 

recurrence prevention 

strategies as they 

regardless of the type of 

treatment due to their 

avoidant behavior. 

 

Out of the sample 45% 

reported severe child 

maltreatment response 

from antidepressant 

medication 84% 

HAM-D: 3.79 

CBT:67% 

HAM-D: 6.47 

 

IPT:54% 

HAM-D:7.91 

 

Reoccurrence rate 26% 

at the start of 12 week 

follow up with 95 

patients. 
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   brain issues 

 

 18% at the end of 

follow up with 65 

patients.  

 

Hughes et al., 2017 Research Question: 

To understand the effect 

of multiple adverse 

childhood experiences on 

overall health  

 

Independent Variable: 

Multiple adverse 

childhood experiences  

 

Dependent Variable: 

Overall health status in 

adults  

 

Systematic Review 

and Meta-Analysis 

N=37 studies (26 cross-

sectional, 11 cohort) 

 

253,719 participants 

total 

 

57% reported one ACE 

 

13% reported at least 

four ACEs 

30% reported no ACEs 

 

Inclusion Criteria: 

cross-sectional, case 

control, or cohort study. 

Study sample must 

contain adults aged at 

least 18 years 

 

All selected studies 

used retrospective, self-

reported ACEs tool.  

 

Studies were 

Independently assessed 

for quality by two 

reviewers utilizing 

Standard principles of 

quality assessment 

(Max point of 7).  

 

Odds Ratio (OR): for 

participants with at 

least four ACEs versus 

those with none. 

 

Weak or modest 

associations noted for 

physical inactivity, 

obesity, and diabetes  

 

Moderate associations 

for smoking, alcohol 

abuse, cancer, heart 

disease, and respiratory 

disease. 

Strongest associations 

noted for sexual risk 

taking, chronic mental 

health conditions, 

substance abuse, and 

interpersonal and self-

directed violence.  

 

Kalmakis & Chandler, 

2015 

Research Question: to 

systematically review the 

research on associations 

between ACEs and adult 

health outcomes to inform 

nurse practitioners (NPs) 

in primary care practice 

 

 

 

Systematic Review  N=42 articles 

 

PubMed, CINAHL, 

PsycINFO  

 

Inclusion criteria for 

articles: 

association between 

ACE and health  
 

Articles were 

independently reviewed 

by authors 

 

Data on, publication 

dates, study sample, 

methods, forms of 

childhood adversity, 

and health outcomes  

ACE is significantly 

associated with 

negative health 

consequences in adults 

 

Associated with health 

consequences including 

physical and  
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 Independent Variable: 

Adverse Childhood 

Experiences 

 

Dependent Variable: 

Adult health outcomes 

 ACE and health 

outcomes in adults (18 

years old); health 

outcomes were 

physical, health-risk 

behaviors, and 

healthcare utilization 

published in peer 

reviewed journals; 

 

Sample of adult U.S. 

populations written in 

English from January 

2008 to 2013. 

 

Studies excluded if they 

only examined one 

ACE 

were extracted  

Duplicates were 

removed 

psychological 

conditions, risk 

behaviors, 

developmental 

disruption, and 

increased healthcare 

utilization 

 

NPs are encouraged to 

incorporate assessment 

of patients’ childhood 

history in routine 

primary care and to 

consider the evidence to 

support relationship 

between ACEs and 

health.  

 

Discussion of ACEs 

and screening can lead 

to improved patient 

outcomes 

 

Kalmakis, Chandler, 

Roberts, & Leung, 2018 

Research Question: to test 

the effectiveness and 

feasibility of a screening 

interview for ACEs and to 

confirm the prevalence of 

ACEs among individuals 

with chronic health 

conditions. 

 

 

Quasi-Experimental N=71 adults in primary 

care setting 

 

49 Females 

22 Males 

Ages 21-80 

 

Eligibility criteria: >21 

years of age,  

Nurse practitioner 

interviewers self-

completed a post 

interview questionnaire: 

comfort level and time 

spent on screening. 

 

 

Most participants (n = 

58, 81.7%) reported at 

least one ACE, and 

over half (n = 38, 53%) 

reported more than 4 

ACEs 
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 Independent Variable: 

Prevalence of Adverse 

Childhood Experiences 

 

Dependent Variable: 

The need to screen adult 

patients in the primary 

care setting for ACEs 

  ACES 19 item 

questionnaire for 

patients  

 

Demographic 

Questionnaire (age 

gender, race, ethnicity, 

marital status, 

occupation) self-

reported chronic 

conditions, frequency 

of clinic visits, and 

receiving counseling 

services 

 

Screening for ACEs in 

primary care represents 

a holistic, patient-

centered, trauma-

informed strategy in 

which childhood 

adversity is 

acknowledged and 

addressed. By screening 

for ACEs providers 

allow for an 

opportunity for patients 

discuss adversity 

openly. 

 

With knowledge of the 

prevalence of ACEs, 

the relationship 

between ACEs and 

health, and the 

effectiveness of a brief 

screening intervention. 

Providers can empower 

patients to improve 

their overall health 

outcomes. 

 

Karatekin, 2017 

 

Research Question: to 

examine whether adverse 

childhood experiences 

(ACEs) could be used to 

identify college students  

 

Short term 

longitudinal study  

N=239 undergraduates 

students a public 

university  

 

 

ACEs screening tool 

 

Patient Health 

Questionaire-9 

A third of the students 

reported exposure to 

two or more ACEs.  
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 at risk for mental health 

problems and whether 

current level of stress 

mediates the relationship 

between ACEs and 

mental health. 

 

Independent variable: 

Mental health problems in 

college students 

 

Dependent variable  

ACEs 

 77% Female 

23% Male  

 

Avg Age of 20 

76% Caucasian 

16% Asian 

 

 Findings show that 

ACEs predicted 

worsening of mental 

health over the course 

of a semester and 

suggested current 

number of stressors as a 

mediator of the 

relationship between 

ACEs and mental 

health. 

 

Results show that 

screening for ACEs is 

useful and beneficial to 

identify students at high 

risk for deterioration in 

mental health.  

 

Results further suggest 

that stress‐related 

interventions would be 

beneficial for students 

with high levels of 

ACEs. 

 

Lewis et al., 2011 Research Question: to 

examine the association 

between childhood 

maltreatment and 

adolescent smoking  

 

 

Cross-Sectional  N=522 

 

ages 12, 14, and 16 

years 

 

 

Child Behavior 

Checklist (CBCL) was 

used to assess 

internalizing behavioral 

problems 

 

 

Findings suggest that a 

history of childhood 

maltreatment by the age 

of 12 is significantly 

related to internalizing  
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 Independent variable: 

Childhood maltreatment 

 

Dependent variable: 

Adolescent smoking 

 

 51% Female 

49% Male  

 

Mediation model-to 

understand the process 

through which an 

independent variable 

affects an outcome. 

 

Path analysis-used to 

test the mediation 

model 

 

behaviors at age 14, 

which are related to 

adolescent smoking at 

age 16 

 

81% of the sample 

experienced at least one 

form of child 

maltreatment 

 

19% of maltreated 

youth reported having 

smoked in the last 30 

days compared with 7% 

of youth who reported 

no maltreatment  

 

Considering the 

likelihood of long-term 

dependence in early 

users, maltreated 

adolescents are at risk 

for significant long-

term health 

consequences as a 

result of early and 

chronic use of tobacco 

 

Marie-Mitchell, Studer, 

& O'Connor, 2016 

Research Question: 

to inform the design of 

pediatric interventions to 

prevent mental health  

 

Cross-sectional 

Qualitative study  

Data was collected on 

primary care givers 

(Mothers) of children 

ages 4-5 

 

30-45minute interview 

on maternal perception 

of child health 

problems 

 

Findings show that 

screening for ACEs 

along with 

developmental and  
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 problems and to 

understand the 

perspectives of low-

income, minority primary 

caregivers 

 

Independent Variable: 

ACE 

Dependent Variable: 

Child health status 

 

 N=54 children( ages 4-

5) with low ACE scores 

 

N=48 children (4-5) 

with high ACE scores 

 

Follow up  

 

N=5 with low ACEs 

N=13 with high ACEs 

Interviews were 

recorded and 

transcribed 

 

ACE score on children 

as reported by parent 

 

Pediatric Symptom 

Checklist 

behavioral screening 

may help pediatric 

health care providers to 

identify children who 

are both at greatest risk 

for mental health 

problems and in need of 

services 

 

Half of the caregivers 

expressed concern 

about child behavior, 

and a majority of them 

with high ACE scores 

were waiting for 

referrals to treatment 

 

McKelvey, Selig, & 

Whiteside-Mansell, 

2017 

 

Research Question: 

To examine the timing 

and duration of exposure 

to ACEs experienced by 

children from low-income 

families from ages one to 

three years to identify 

whether there were 

patterns of exposure when 

infants and toddlers were 

most vulnerable. 

 

Cross-sectional  N=2250 

Male=50.3 percent 

longitudinal data set 

from the Early Head 

Start Research and 

Evaluation Project of 

parents and children 

from low-income 

households 

 

EHS ACEs index 

utilized at ages 1, 2, and 

3. Consists of multiple 

single item responses 

 

Cognitive Abilities 

were measured at age 3 

using the Bayley Scales 

of Infant Development-

II Mental Development 

Index 

 

Aggressive Behavior 

Problems were assessed 

using the Child  

 

Overall, the findings, 

confirmed the negative 

consequences of ACEs 

exposure in infancy and 

toddlerhood on later 

child development.  

The results demonstrate 

that time-related 

patterns of exposure 

were disassociated with 

outcomes across the 

developmental domain. 

Findings from this 

study highlight the need 

to consider screening  
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    Behavior Checklist  

At age 3, parents 

reported their child's 

health status on a 5-

point scale as poor (1), 

fair (2), average (3), 

good (4), and excellent 

(5). 

 

Finite Mixture Models 

used to examine 

whether there are 

different patterns of 

exposure over time and 

whether those different 

patterns are related to 

child outcomes 

 

tools for ACEs in 

pediatric settings.  

 

Consistently Low 

(63.8%),  

Decreasing (10.3%), 

High at Age 2 (11.4%) 

Increasing (10.4%) 

Consistently High 

(4%). 

 

Melville, 2017 Research Question: 

to examine the 

independent and 

cumulative contribution 

of various childhood 

adversities from age 0–2 

on adult health.  

 

Independent Variable: 

Adverse Childhood 

Experiences 

 

Dependent Variable: 

Adult Health  

Longitudinal -

Correlational study  

Data derived from the 

age 0–2 and age 18 

waves of the Midwest 

cohort of the 

Longitudinal Studies on 

Child Abuse and 

Neglect (LONGSCAN) 

dataset: 

 

N=139 

Female 58% 

Male 42% 

 

Logistic regression was 

used to explore the 

relationship between 

early childhood ACE 

scores and adult health 

outcomes.  

 

ACE screening tool  

44 percent of children 

in the study had 

experienced two or 

more ACEs by age two. 

 

Seventeen percent of 

children in the study 

had experienced no 

ACEs,  

 

39% of the children had 

experienced one ACE 

by age two 
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     Logistic regression 

models exploring 

number of early 

childhood ACEs and 

types of early childhood 

ACEs with health-

related worry were both 

significant 

 

Results emphasize the 

need for comprehensive 

interdisciplinary 

preventive screening 

and early intervention 

especially in children.  

 

Min, Minnes, Kim, & 

Singer, 2013 

Research Question: to 

examine whether a self-

reported history of 

childhood maltreatment is 

related to poor adult 

physical health through 

health risk behaviors 

(obesity, substance 

dependence, and 

smoking), adverse life 

events, and psychological 

distress. 

 

Independent variable: 

Self-reported child 

maltreatment 

 

Cross-sectional N=279 women 

Ages 31-54 

 

Health Status 

Questionnaire (SF-36) 

 

Hierarchical multiple 

and logistic regression 

models  

Findings provide 

additional evidence that 

the ill health effects 

associated with 

childhood maltreatment 

persist into adulthood 

 

70% reported one form 

of child maltreatment 

42% reported a lifetime 

history of substance 

abuse 

 

59% reported a chronic 

medical condition 
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 Dependent variable:  

Poor adult physical health 

risk behaviors 

 

   42% association 

between childhood 

maltreatment and 

perceived physical 

health 

 

25% association 

between childhood 

maltreatment and 

chronic medical 

condition. 

 

Westermair et al., 2018 Research Question: to 

quantify the impact of 

adverse childhood 

experiences on adult 

mental health and health 

behavior. 

 

Independent variable: 

Adverse Childhood 

Experiences 

 

Dependent Variable: 

impact on Adult Mental 

health and health behavior 

Cross-sectional N=396 

 

159-Men 

237-Women 

 

Exclusion criteria: 

mental retardation, 

pregnancy, being 

under-age, and inability 

to provide consent  

ACE questionnaires 

were completed by all 

the patients, and 

assessed retrospectively  

 

Beck’s Depression 

Inventory (BDI) 

 

Symptom Checklist 

(SCL-90-R) 

 

Logistic and multiple 

regression Models  

60.1% of participants 

met criteria for 

more than one mental 

disorder 

 

The most common 

being Major Depressive 

Disorder 58.3% of the 

sample met criteria for 

diagnosis. 

 

Household Dysfunction 

was associated with 

poor health behaviors 

and poorer socio-

economic achievement 

in adulthood 

Maltreatment and 

Sexual Abuse predicted 

BPD, PTSD and  
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     suicidal behavior. 

 

Maltreatment was 

associated with 

affective and anxiety 

disorders such as social 

phobia, panic disorder 

and major depressive 

disorder 

 

Sexual Abuse was 

associated with 

dysregulation of bodily 

sensations, such as pain 

intensity and hunger 
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There is a clear association between ACEs and decreased health outcomes, ACEs were 

linked to an increased risk of asthma onset later in life and increased risk for cardiovascular 

disease (Basu, et al. 2017; Exley, Norman, & Hyland, 2015). ACEs were associated with an 

increased risk for cardiovascular disease in 91.7% of the population, diabetes in 88.2%, and 

hypertension in 61.5% (Basu, et al. 2017). The authors of both systematic reviews concluded that 

given the negative long-term outcomes that ACEs can have, all health care providers regardless 

of practice specialty should be screening for ACEs (Basu, et al. 2017; Exley, Norman, & Hyland, 

2015). 

In addition to chronic medical conditions, ACEs were also associated with onset of 

mental health conditions and high-risk behaviors like smoking, which can lead to long term 

complications (Lewis et al., 2011). As a result of ACEs patient suffer long lasting effects that last 

well into adulthood, such as substance abuse, and chronic medical conditions (Min, Minnes, 

Kim, & Singer, 2013). 

This literature review also revealed many limitations related to screening for ACEs. 

Current evidence does not suffice to support the need for routine screening for ACEs (McLennan 

& MacMillan, 2016). There exist no controlled trials that examine the impact and outcomes of 

routine ACE screenings in general (McLennan & MacMillan, 2016). Another limitation that has 

been identified is the possibility of negative consequences that can result from screening for 

ACEs which include: over-emphasis on negative events, ethical issues related to re-

traumatization, relationship management, reinforcing dysregulation, lack of interventions, and 

lack of neuroscience-based understanding of trauma (Leitch, 2017). However, there exists a 

growing body of literature to support the need for routine screening in primary care settings, as 
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screening for ACEs allows for the exploration of childhood trauma, which can indirectly lead to 

improved patient outcomes and emphasizes comprehensive patient centered care (Kalmakis & 

Chandler, 2015). 

Furthermore, there exists no one specific evidence-based intervention for a high ACE 

score, other than the referral to a behavioral health practitioner, social worker or therapist 

(Finkelhor, 2018). There also exists the issues that there is no one intervention that fits ACEs in 

general, but many separate interventions based on the type of childhood adversity (Finkelhor, 

2018). The CDC’s ACE screening tool was chosen as the appropriate screening tool for the 

implementation of this project due to the fact that all the other screening tools are adapted and 

modified versions of this ‘legacy’ tool, and have not undergone the rigorous validity and 

reliability testing that the CDC’s screening tool has undergone (Bethell et al., 2017). 

METHODS 

Design 

This DNP project is a quality improvement project to assess the prevalence of adverse 

childhood events with the CDC’s ACE’s screening tool compared to previous screening in 

patients in an outpatient psychiatric setting. This project used a retrospective chart review to 

compare two time points, and determine how many patients have been identified with an adverse 

childhood experience previously, compared to after the implementation of the ACEs screening 

tool. The rates found were then examined and compared pre and post implementation of the 

screening tool. Demographic data regarding the patients age, gender, ethnicity and marital status 

was also collected through a survey. 
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The research design is a descriptive design that uses a retrospective chart review and 

prospective survey that observes before and after the implementation of the CDC ACEs 

questionnaire at two time points. The study also describes the prevalence of ACEs using standard 

interview versus the ACEs screening tool. The project was implemented utilizing the Iowa model 

of Evidence-Based Practice (Figure 1). It is hypothesized based on the synthesis of evidence, that 

the CDC ACEs questionnaire will result in the identification of more patients with ACEs, which 

would then result in more referrals to therapy.  

FIGURE 1. Based on the Iowa model of evidence-based practice. 
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Setting and Participants 

This DNP project was implemented in an outpatient psychiatric office located in Sunrise, 

FL. The office has four psychiatric mental health nurse practitioners, and four licensed mental 

health therapists. The office receives average of eleven patients for initial evaluation a month. 

The patients range in age from 21 to 90. The project utilized a retrospective chart review on all 

patients (approximately 11) seen during a 30-day period in the year 2018, and then provided all 

patients (approximately 11) at their initial visit with the CDC ACEs screening tool during the 

same 30 day period in the year 2019. The only inclusion criteria that has been determined for the 

intervention group is to be a new patient scheduled for an initial visit to the clinic. Exclusion 

criteria includes establish patients, and those with known ACEs, that have been already referred 

to therapy.  

Ethical Considerations 

This quality improvement project was completed with the approval of the University of 

Arizona’s Institutional Review Board (IRB), as well as the approval of the Utopia Psychiatric 

Services in which this project will be implemented. The basic ethical principles of research that 

relate to human subjects are respect for persons, beneficence, and justice (Office for Human 

Research Protections, 2018) (Appendix F).  

Respect for Persons 

This project was presented as voluntarily to all new patients through a disclosure 

statement (Office for Human Research Protections, 2018). None of the patients were coerced or 

influenced into completing the ACEs screening tool and were told they were able to deny or 

refuse to participate (Office for Human Research Protections, 2018). 
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Beneficence 

This project identified patients who had suffered from adverse childhood events through 

the use of the ACEs screening tool. Due to the sensitive nature of the items listed in the tool, 

patients had a propensity to become emotionally upset, as they recollect adverse childhood 

events or experiences. Therefore, the patients were notified that they may experience some 

emotional distress while completing this tool (Office for Human Research Protections, 2018).  

Justice 

All new patients were offered the ACEs tool equally regardless of age, race, education, or 

diagnosis (Office for Human Research Protections, 2018). All completed screening tools were 

kept confidential in the patient’s chart electronically in the electronic health record (EHR), and 

on paper. The results were not utilized for any other purpose other than data collection. Patients 

with mental health disabilities are considered a vulnerable population (World Health 

Organization, n.d.), therefore, it is necessary to ensure that patient confidentiality is maintained 

at all times by limiting the number of individuals who have access to the sensitive information 

contained within the charts (Office for Human Research Protections, 2018). Accessibility to the 

information collected was limited to the nurse practitioner student, and the providers who 

provided direct care to the patient. 

Data Collection 

For 30 days in 2019, new patients who presented to the clinic for initial evaluation were 

handed the ACEs screening tool, along with the clinic’s routine new patient documentation. New 

patient documentation at the clinic includes, The Mood Disorder Questionnaire (MDQ) and the 

Generalized Anxiety Questionaire-7 (GAD-7), and Patient Health Questionnaire-9 (PHQ-9). The 
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ACE’s tool was evaluated by the nurse practitioner student who assessed for the overall 

prevalence of ACEs in the outpatient population, and for any treatment that occurred as a result 

of the systematic screening using the ACEs questionnaire. 

A retrospective record review of patients during this same 30-day period in 2018 was 

conducted. Demographic information and documentation of ACEs was extracted during this 

review. 

Measure 

The data collection used the 10-item CDC ACE’s questionnaire, which is free to use with 

no copyright (Florida State University, n.d). The 10-item CDC ACE questionnaire is a valid and 

reliable tool developed specifically for the original ACE study for retrospective assessment of 

adverse childhood experiences with an internal consistency measured by Cronbach’s alpha = .88 

(Florida State University, n.d). All patients were provided a demographic questionnaire in 

addition to the ACEs screening tool (Appendix D). For the retrospective chart review, the author 

developed a chart review tool based on the ACEs screening tool to extract information from the 

charts about demographic characteristics and adverse events (Appendix E).  

Data Analysis 

The data obtained from the chart review, and from the ACE’s screening tool was 

analyzed using descriptive statistics. Descriptive statistics refer to the statistics such as the 

measures of central tendency would be essential in presenting the overall prevalence of ACEs in 

the outpatient clinic population (Research Connections, n.d.). Data analysis was conducted 

through STATA, which is a software for statistics and data science. The resources needed for the 

implementation of this project, included access to the electronic health record to conduct the 
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retrospective chart review, and printouts of the 10-item ACE questionnaire, demographic 

questionnaire, and the instrument for chart review. 

RESULTS 

Demographic Characteristics 

There were 22 participants with 11 (50.0%) in Group 1 (2018, screened using traditional 

methods), and 11 (50.0%) in Group 2 (2019, screened using the ACEs screening tool). Table 2 

lists the demographic characteristics of the two groups. Group 1 consisted of those new patients 

seen in 2018 who were screened using non-standardized tool (e.g., without the ACE screener). 

Information about these Group 1 patients was extracted utilizing the instrument for chart review 

(Appendix E). The average age was 49.64 (SD = 18.758) years old with a minimum age of 22.00 

and a maximum age of 87.00 for an age range of 65.00 years. The participants reported being 

mostly female and White with education varying from High School Diploma or Equivalent to 

College Master’s Degree. Further they were mostly married or in a domestic partnership and 

employed for wages. 

Group 2 consisted of those new patients (11) who were screened in 2019 with the ACEs 

questionnaire. The average age was 55.73 (SD = 20.150) years old with a minimum age of 21.00 

and a maximum age of 85.00 for an age range of 64.00 years. The participants reported being 

mostly female and White with education varying from none to College Doctoral Degree. Further 

they were mostly married or in a domestic partnership and retired. 
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TABLE 2. Demographic characteristics of group 1 (screened for adverse childhood events in 

2018) and group 2 (screened for adverse childhood events in 2019). 

Demographic Characteristic Group 1 Group 2 
Gender 

Female 

 

7(63.6%) 

 

8(72.7%) 

Male 4(36.4%) 3(27.3%) 

Total  11(100%) 11(100%) 

Ethnicity   

Asian/Pacific Islander 0(0%) 1(9.1%) 

Black or African American 1(9.1%) 1(9.1%) 

Hispanic or Latino 3(27.3%) 3(27.3%) 

White 7(63.6%) 6(54.5%) 

Total 11(100%) 11(100%) 

Education   

Associates Degree 1(9.1%) 0(0%) 

Bachelor’s degree 3(27.3%) 3(27.3%) 

Master’s degree 2(18.2%) 0(0%) 

Doctoral degree 0(0%) 1(9.1%) 

High School Diploma/Equivalent 2(18.2%) 2(18.2%) 

None 0(0%) 1(9.1%) 

Some Highschool, No diploma 0(0%) 1(9.1%) 

Some College Credit, No degree 1(9.1%) 1(9.1%) 

Trade/Technical/Vocational Training 2(18.2%) 2(18.2%) 

Total 11(100%) 11(100%) 

Partner Status   

Divorced 0(0%) 1(9.1%) 

Married or Domestic Partnership 8(72.7%) 8(72.7%) 

Single, Never Married or in a domestic Partnership 2(18.2%) 2(18.2%) 

Widowed 1(9.1%) 0(0%) 

Total  11(100%) 11(100%) 

Employment Status   

Employed for wages 5(45.5%) 2(18.2%) 

Out of work and looking for work 1(9.1%) 1(9.1%) 

Out of work but not currently looking for work 0(0%) 1(9.1%) 

Retired 3(27.3%) 5(45.5%) 

Student 1(9.1%) 0(0% 

Unable to work  1(9.1%) 2(18.2%) 

Total 11(100%) 11(100%) 

ACE Findings 

Group 1 had an average ACE score of 1.73, whereas Group 2 had an average ACE score 

of 2.73 (Table 3). It is important to note that in Group 1, 100% of participants reported some 

form of formal education compared to Group 2. Furthermore, 81% of the participants in Group 2 

were not working with 45% of the participants in Group 2 being retired. This can be attributed to 
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the fact that the average age of Group 2 participants was 55.73, as opposed to Group 1 which 

was 49.64. In both groups, the majority of participants were female, white and who were married 

or in a domestic partnership. Group 2 included a more diverse sample in that it included one 

participant who was Asian/Pacific Islander, and one participant who identified as Black or 

African American. 

There was not a statistically significant increase in the mean ACE’s score from pre-

implementation of the screener (M = 1.73) to post –implementation M = 2.73), t (15.920) = -

.919, p = 0.372 (Table 4). Levene’s Test for Equality of Variances was violated, F = 9.454, p = 

0.006, so the t-value for equal variances not assumed was used. This finding does not support the 

study question that there would be a significant difference in prevalence of ACEs pre and post 

implementation of the ACEs screening tool.  

TABLE 3. ACE scores for groups 1 and 2. 

 Time n m sd Std. Error Mean 

ACEs Score 2018 Group 1 11 1.73 1.794 .541 

 2019 Group 2 11 2.73 3.133 .945 

_____________________________________________________________________________________________ 

TABLE 4. Independent samples tests. 

Levene's Test for Equality of Variances 

  t-test for Equality of Means 

 F p t df p (2-tailed) Md SED 

         95% Confidence  

         Interval of the  

        Difference 

        Lower Upper 

___________________________________________________________________________________________ 

ACEs Score 

Equal variances assumed 9.454 .006 -.919 20 .369 -1.000 1.089 -3.271 1.271 

Equal variances not assumed  -.919 15.920 .372 -1.000 1.089 -3.309 1.309 

  



 

 

 

 

45 

An additional finding observed the affect the ACE screening tool had on referrals to 

therapy. Referral to therapy is an important observation due to the fact that it is the only evidence 

based intervention that exists currently for experiencing adverse events (Finkelhor, 2018). In 

Table 5, there is an increase of referrals to therapy from one in Group 1 to three referrals in 

Group 2. This can be attributed to comprehensive screening the ACEs screening tool provides, as 

it screens across the various domains of abuse including acts of omission and commission (CDC, 

2016).  

TABLE 5. Referral to therapy. 

_____________________________________________________________________________ 

Therapy Status       Frequency    Percent 

_____________________________________________________________________________________________ 

Pre-Intervention 2018 

 Already in Therapy   2 18.2   

 No   8 72.7   

 Yes   1 9.1   

 Total   11 100.0   

Post-Intervention 2019 

 Already in Therapy   3 27.3   

 No   3 27.3   

 Refused   2 18.2   

 Yes   3 27.3   

 Total   11 100.0  

_____________________________________________________________________________________________ 

DISCUSSION 

The results of this quality improvement project showed that through the implementation 

of a ACEs screening tool the clinic was not able to identify more patients with adverse childhood 

events, but were able to screen patients using standardized methods. Through the implementation 

of the ACEs screening tool, providers in the clinic were able to refer more patients to therapy as 

opposed to the previous method of traditional screening by interview.  
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More importantly, the providers at the clinic mentioned overall, how the use of the ACEs 

screening tool elicited a more comprehensive screening for trauma and abuse. Specifically, the 

providers noted how certain aspects of the ACEs screening tool prompted more detailed and 

pertinent follow up questions with the patient, which decreased the likelihood of not fully 

addressing adverse childhood events. The ACEs tool addresses both acts of omission, and 

commission in its questions. The providers at the clinic have collectively decided to implement 

the ACEs screening tool as part of the new patient intake paperwork given its ease of use. The 

providers commented on how the various domains of abuse that are screened for allow the 

providers to explore each question more therapeutically, ensuring that they are covering all 

domains. The previous method of traditional interview relied on the provider to recollect and 

screen for the various types of abuse, which allowed for a propensity to miss pertinent domains 

of abuse such as household dysfunction. 

Another finding that was discussed with the providers was the lack of standardization at 

the clinic. While conducting the chart review it became apparent that the providers at the clinic 

all utilize various charting formats. Some of the clinicians utilized a standardized form, while 

others utilized a custom template, or narrative note. This posed problems in data collection due 

to the fact that if the provider did not write about abuse screening, or referral to therapy then the 

patient was excluded from the project. Some of the standardized forms had a dedicated section 

for abuse screening, and referral to therapy, while the narrative note, and custom template did 

not. Through the implementation of the ACEs screening tool the providers hope to amend this 

issue. 
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In addition to this finding, it was also imperative to note that there existed a cultural 

component to the ACEs screening. The providers mentioned that many of Hispanic and Latino 

patients who filled out the ACEs questionnaire did not consider the physical abuse they endured 

from their parents to be abuse. These patients considered the physical abuse to be more in line 

with discipline. This was not however true of the other ethnicities that participated. 

One of the limitations of this quality improvement project was in regard to the timing of 

the study. The study was conducted during the 31-day period in the month of August of 2019. 

During this time period many new patients rescheduled due to vacations, and the start of the new 

academic year. In addition to this, a week was lost in the month of August due to Hurricane 

Dorian, this lost time was later accounted for by extending the intervention period to include first 

week of September. However, this is typical of quality improvement projects in that they must 

deal with the realities of the environment and real-world practice. 

Despite these limitations, the project had various strengths in that it was able to 

demonstrate use of a more comprehensive screening of adverse childhood experiences, and 

increased referrals to therapy. The project was able to elicit the desired outcome, that of 

changing practice, despite the ACE results not being statistically significant. However, the 

clinical significance of this change outweighed the statistical findings. Clearly, using this 

screening tool was a better way to practice and assess adverse childhood events. Another 

strength of this project was its ability to garner interdisciplinary support as the office contains 

both mental health providers and therapists. The providers who utilized the ACEs screening tool 

often collaborated with the therapists in the office to address the childhood trauma.  
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DNP Essentials and Implications for Practice 

This DNP project demonstrates the essential of Scientific Underpinning for Practice by 

integrating knowledge of the nursing sciences, and ethics to properly identify and address the 

negative physiological and psychological outcomes attributed to ACEs. The DNP essential of 

Organizational and Systems Leadership for Quality Improvement and Systems Thinking was 

demonstrated through the implementation of the ACEs screening tool in an outpatient setting. 

Through the implementation of this tool the providers at this outpatient setting will be able to 

address ACEs more systematically, and comprehensively, thereby providing higher quality care. 

The Clinical Scholarship and Analytical Methods for Evidence-Based Practice essential was 

demonstrated through the synthesis of current evidence to support the need for ACEs screening, 

the collection of data, data analysis, and the application of an evidence based intervention. The 

Interprofessional Collaboration for Improving Patient and Population Health Outcomes essential 

was demonstrated through the implementation of the IOWA model of evidence based practice, 

and the interdisciplinary collaboration with therapists that resulted due to the implementation of 

ACEs screening tool. The DNP essential of Clinical Prevention and Population Health for 

Improving the Nation’s Health was demonstrated through the utilization epidemiological data to 

further understand how ACEs impact both the national and local population. The DNP essential 

of Advanced Nursing Practice was demonstrated through the design, implementation and 

evaluation of this quality improvement project.  

Conclusion 

In summation, this quality improvement project implemented the 10-item ACEs 

screening tool in an outpatient psychiatric setting. Although the ACE prevalence rates were not 
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significantly different when comparing the traditional interview with the ACEs screener, it was 

clinically significant. The implementation of the tool allowed for the providers to screen for 

ACEs using a consistent and standardized form, identify the prevalence of ACEs in the 

outpatient setting and refer more patients to therapy. As primary care providers it is imperative 

we use screening tools like this to address ACEs because by doing so we will be able to address 

and properly identify factors that are potentially contributing to an individual’s poor health and 

overall wellbeing. Implementation of such tools also allow for interdisciplinary collaboration, as 

the negative outcomes associated with high ACE scores are not limited to mental health but also 

physical health as well (CDC, 2016). Future research should address which interventions are the 

most effective in ameliorating the devastating consequences of ACEs. 

The project also demonstrated how doctorally- prepared advanced practice nurses can 

change practice by enacting the competencies of the DNP Essentials in this DNP project. This 

quality improvement project will ultimately result in better care of those who suffer from adverse 

childhood events. 

OTHER INFORMATION 

Budget 

The budget for the implementation of this quality improvement project was minimal, and 

was limited to the cost of printing the ACEs questionnaire, chart review questionnaire, and 

demographic questionnaire. The total cost to print and prepare all needed documents was $230.  

 



 

 

 

 

50 

APPENDIX A: 

SITE APPROVAL LETTER 

 



 

 

 

 

51 

 



 

 

 

 

52 

APPENDIX B: 

CONSENT FOR PARTICIPANTS 
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Adverse Childhood Experiences (ACE) in an Outpatient Psychiatric Setting 

Kevin Joseph 

The purpose of this quality improvement project is to assess the prevalence of adverse childhood events 

using the CDC’s ACE’s screening tool compared to the previous screening method used at Utopia 

Psychiatric Services. 

 

If you choose to participate in this study, you will be asked to complete a 10 item CDC ACE 

questionnaire along with the other surveys you would typically fill out at your initial visit. This survey 

will be completed just this one time. If you choose to participate, you may discontinue participation at 

any time without penalty. Due to nature of the items listed in the questionnaire it is possible that you 

may experience some emotional discomfort while completing the questionnaire. You may discontinue 

participation at any time without penalty. Choosing to not answer any of the items will not influence 

the care received at your initial visit.  

 

The results of this study will not be utilized for any other purpose other than this quality improvement 

project and will help us to enact changes in our practice to better understand and address ACEs. Access 

to the information obtained in this study will be limited to the nurse practitioner student conducting the 

quality improvement project and the providers involved in your direct care. All completed 

questionnaires including this one will be kept confidential in the patient’s chart or in the electronic 

health record (EHR). The results will not be utilized for any other purpose other than this project. 

 

This quality improvement project was reviewed by the University of Arizona Human Subjects Protection 

program and Utopia Psychiatric Services. 

 
For questions about your rights as a participant in this study, or to discuss other study-related concerns 

or complaints with someone who is not part of the study team, you may contact the Human Subjects 

Protection Program at 520-626-6721 or online at http://orcr.arizona.edu/hspp 
 

For questions, concerns or complaints about the study you may contact Kevin Joseph at 

kjoseph@email.arizona.edu, or 954-309-8215 
 

By taking this questionnaire you agree to have your responses used for study purposes. 

 

Thank you, 

Kevin Joseph BSN, RN 

DNP-PMHNP student 

 

http://orcr.arizona.edu/hspp
mailto:kjoseph@email.arizona.edu
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APPENDIX C: 

10 ITEM ADVERSE CHILDHOOD EXPERIENCE (ACE) QUESTIONNAIRE 
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Adverse Childhood Experience (ACE) Questionnaire 
Finding your ACE Score  

 

While you were growing up, during your first 18 years of life: 
 

1. Did a parent or other adult in the household 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 … 

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 

Try to or actually have oral, anal, or vaginal sex with you? 
Yes   No If yes enter 1    

 

4. Did you 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 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 pushed, grabbed, slapped, or had something thrown at her? 
or 

Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? 

or 
Ever repeatedly hit over 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 D: 

DEMOGRAPHIC QUESTIONNNAIRE 
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Demographics Questionnaire 

Date____________ 

What is your age? ____  

 

Please specify your ethnicity (or race). 

____ White 

____ Hispanic or Latino 

____ Black or African American 

____ Native American or American Indian 

____ Asian / Pacific Islander 

____ Other  

____ Refused 

 

What is the highest degree or level of school you have completed? If currently enrolled in school, highest 

degree received. 

____ No formal schooling completed 

____ Kindergarten to 8th grade 

____ Some high school, no diploma 

____ High school graduate, diploma or the equivalent (for example: GED) 

____ Some college credit, no degree 

____ Trade / technical / vocational training 

____ Associate degree 

____ Bachelor’s degree 

____ Master’s degree 

____ Doctoral degree 

____ Refused 

 

What is your partner status? 

____ Single, never married or in a domestic partnership 

____ Married or domestic partnership 

____ Widowed 

____ Divorced 

____ Separated 

____ Refused 

 

Employment Status: Are you currently…? 

____ Employed for wages 

____ Self-employed 

____ Out of work and looking for work 

____ Out of work but not currently looking for work 

____ A homemaker 

____ A student 

____ Military 

____ Retired 

____ Unable to work 

____ Refused 
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APPENDIX E: 

INSTRUMENT FOR CHART REVIEW 
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Instrument for chart review 

(Based on the 10 topics covered in the ACEs screening tool) 

 

1. Physical abuse: Yes (1) ________No (0) _____________ 

2. Verbal abuse: Yes (1) ________No (0)_____________ 

3. Sexual abuse : Yes (1) ________No (0)_____________ 

4. Physical neglect: Yes (1) ________No (0)_____________ 

5. Emotional neglect: Yes (1) ________No (0)_____________ 

6. Parent who’s an alcoholic: Yes (1) ________No (0)_____________ 

7. Parent who’s a victim of domestic violence: Yes (1) ________No (0)_____________ 

8. Family member in jail: Yes (1) ________No (0)_____________ 

9. Family member diagnosed with a mental illness: Yes (1) _______No (0)_____________ 

10. Disappearance of a parent through divorce, death or abandonment:  

Yes (1) ________No (0)_____________ 

 

Total ACE Score: ____ (Sum of Scores) 

 

Demographic Characteristics to be Collected by Chart Review 

 

1. Age in Years: __________ 

2. Gender: _____ Male ______ Female ______ Other 

3. Ethnicity:  

______American Indian or Alaska Native 

_____ Asian 

_____ Black or African American  

_____ Native Hawaiian or Other Pacific Islander 

_____ White 

_____ More than one race __________________________________ (please specify) 

_____ Unknown or did not respond 
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4. Marital status:  

______________Married/living with intimate partner 

______________Divorced/separated 

______________Single/never married 

______________Widowed 

 

5. Education:  

________Less than High school  

________High School 

_________Vocational/technical school or Community College or some college 

_________4-year College (e.g., BS or BA degree) 

__________Postgraduate or professional (e.g., Master’s degree, PhD., MD, JD) 

 

6. Employment status:  

_________unemployed, but seeking employment 

_________employed part time (i.e., less than 30 hours/week) 

_________employed full time 

________ disabled and unable to work 

________ retired 

________ student/homemaker 
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APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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