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Issues/Questions Ideas and Suggestions to Consider 
I’m trying to visualize how to 
incorporate this into my practice in an 
effective manner.  

As family physicians, we have all treated patients with trauma, 
we already know what to do to help our patients. Think of it as a 
way to say “I’m here” to your patients. 

If I already know my adult patient has 
trauma in their lives, is there value to 
doing the screening? 
 

Yes, there is still value. When you explain the screen and ask the 
questions, you reinforce for the patient that ACEs is a thing. 
There is relief in knowing that this is real, that others suffer, that 
there is an entire program and research that’s grown up around 
this, and that the larger community (schools, social services, 
etc.) has been engaged with this work for a long time. Your 
patients’ trauma may weigh on them. By listening 
empathetically, we can plant a seed for change. 

Once I have the ACEs “number”, what 
do I do about it? 

There is utility in doing the screen and arriving at a number, but 
it is not a diagnosis. Consider using the screening results as we 
use vital signs, to expand our differential diagnosis. If a patient 
has a fever, we think “infection”. If your patient has a high ACEs 
score, consider, “are my patient’s health problems a sign of toxic 
stress?” It is information that leads to understanding. 
Information that can be acted upon, over time, if the patient 
desires that.  

What if I have challenges getting buy-
in from other providers and staff? 

The trauma and ACE statistics are very compelling. Consult 
CAFP’s ACEs Resources page for loads of information. The ACEs 
Aware Initiative has helpful information on their website, 
including an implementation roadmap. You might also remind 
them that patients who’ve undergone screening report higher 
levels of satisfaction with their healthcare. Remember that we 
strongly recommend implementing ACEs screenings within the 
larger context of trauma-informed care. This includes caring for 
providers and staff, along with their limitations and concerns. 

Should I do this screening if I don’t 
have the staff or resources to follow-
up on it? 

This may require some reflection on how the proposed workflow 
will affect the patient experience, given available staffing. For 
example, what will be the patient experience if no one can call 
them with a check-in? The requirements for follow-up should be 
similar to other situations in primary care (e.g. is responding to 
an abnormal potassium level much different in staff time than 
checking in after a visit?)   
Some patients really want the opportunity to share their past 
traumas but don't know how to approach it. Not all patients 
want treatment, sometimes the opportunity to share what 
happened to them and to receive acknowledgement is enough. 
If assistance is desired, you should use the same resources you 
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already use to help your patients with depression, intimate 
partner violence, food insecurity, drug use, etc. Trauma-
informed care practices are helpful for patients dealing with 
trauma or toxic stress. 
Please do, however, ensure that you have a system in place that 
notices and acknowledges the screening with each patient. We 
strongly discourage screening in a setting where there is risk of a 
trauma disclosure going unacknowledged. You will also want to 
make certain that providers and staff are trained for this and 
that they have the personal coping skills to receive the 
information and acknowledge the patient’s situation. This is no 
different than what we strive for with all the healthcare we 
provide. 

Are there specific patients/cases 
where these questions are particularly 
relevant? 

Patients who are trauma-exposed tend to be the high utilizing, 
complex patients. Getting to the root of what may really be 
wrong is a way of making their care more precise and effective. 
ACEs insights can be particularly helpful in cases where there is 
no unifying diagnosis. 

What is the appropriate next step 
after your patient discloses trauma? 
 

A sufficient response to disclosure can be simple and brief. First, 
provide a validating, empathic acknowledgement, something 
along the lines of, “I’m so sorry that this happened to you, that 
sounds really difficult.” Then, rather than jump to thinking about 
interventions or therapeutics, ask a next question: “How much 
difficulty is this causing you in your current life?” Keep in mind 
that a patient might disclose past trauma to you and that might 
be it. They may not be open to seeing a therapist or a social 
worker right now; they might just want to talk with you. There is 
power in the conversation with the patient – just being seen and 
heard is therapeutic. 

The complete questionnaire, all at 
once, could feel daunting to patients. 
 

As in all trauma-informed care practices, we advise giving 
patients general information about the relevance of ACEs and 
then ask them for permission to screen. You also might consider 
leveraging the family physician’s longitudinal patient 
relationships and spread the questions out over multiple visits. 
Consider asking particular questions in a fitting context (e.g. the 
sexual abuse questions during a routine pelvic exam). 

What about patient privacy - what are 
the potential ramifications of 
recording this information in a digital 
patient record?  

One suggestion is to bundle the ACEs with PHQ in the EMR.  You 
also might consider using the confidential sticky-note feature so 
that only the PCP can see the information. We strongly 
encourage using the De-identified ACEs Questionnaire so the 
system only records the number and not the patient’s specific 
trauma exposure. 

Where will I find the time to do this 
screening in an already compressed 
schedule?   

The ACEs questions are likely questions you already ask but are 
now asked in a more standardized and systematic manner. 
Remember, you don’t have to ask all these questions in one visit, 
nor does every patient want to do a deep dive into their past 
traumatic events. This practice can be empowering to patients, 
even if you have limited time and resources available. The 
average length of visit increase for a POSITIVE screen is five 
minutes. It will get easier as you develop and practice your 

https://www.acesaware.org/learn-about-screening/screening-tools/
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approach to the screen. Adopting a trauma-informed care 
approach may save you time in the long-run – when your patient 
feels heard and understood, other aspects of their care will go 
more smoothly. 

It will be particularly challenging to 
take the time for the screening when, 
to the patient, it may not seem 
connected to the reason for the visit. 

Educating patients about the long-term health implications of 
trauma is part of the process. Once patients understand why this 
is important and relevant, it will make more sense to them. 
Finally, you may be the first person to ever ask a patient about 
these experiences—research has shown this can make patients 
feel better cared for and closer to their provider. 

There just seems to be potential for 
trauma in every step of the process. 

ACEs screening must go hand in hand with trauma-informed 
care. These concerns can be addressed or resolved when 
screening includes consent for screening, ensuring response to 
disclosures of trauma, assessing for safety, and educating on the 
effects of trauma. 

I worry about re-traumatizing my 
patients by asking these questions. 

Asking these questions isn’t usually the problem, particularly if 
the de-identified screen is used. What is retraumatizing is being 
asked to recount the details of the trauma. You can practice a 
trauma-informed approach without eliciting the details of your 
patients’ past traumatic events. The evidence shows that most 
trauma-survivors want to be sensitively asked about their 
histories. For our purposes, in family medicine, the exact details 
don’t matter as much as the fact that something terrifying or 
horrible happened to our patient. Many of our adult patients 
have been “carrying” these burdens for years and can be 
relieved to share them. Asking about ACEs and providing 
universal education about their association with chronic health 
conditions, can be empowering for patients. For the first time, 
they may have an explanation about what is going on with them. 
Patients respond to being seen. 
Remember that ACEs are not destiny. All ACEs are not the same 
and each patient has different levels of resilience and protective 
factors. This is why we should never assume that a high ACEs 
score means that a patient is highly traumatized. Likewise, we 
should never assume that a low score means they are not at all 
traumatized. The key is to ask the patient how their experience 
impacts them. 

But we don’t know what effective 
interventions there are at this point.  

We listen, intervene, and refer as we would for other challenges 
our patients experience. But, yes, there is much more to be 
learned in order to develop best practices around ACEs and 
assure the best possible outcomes. We are all pioneers here! 
Embedding ACEs screening in the greater framework of trauma-
informed care will assure that we do no harm and help our 
patients, while staying humble and open to learning more. 

 


