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Abstract

Background and purpose: Trauma comes in many forms, including interper-
sonal, community, and institutional trauma. The adverse childhood event (ACE)
studies demonstrated that adverse experiences in childhood can have a profound,
cumulative impact on the course of health and development over a lifetime. It
is critical for healthcare providers, such as nurse practitioners (NPs), working in
primary care to screen adolescents and emerging adults for a history of ACEs
and trauma. A review of current assessment tools used in assessing this popula-
tion in health settings is needed to determine how screening for ACEs is being
performed.
Conclusions: Clinically efficient tools for screening and assessment of high-
ACE youth in primary care settings are lacking. Developing a process to assess
ACEs, risk behaviors, and physical and mental health status that is efficient to
use during a time limited clinical visit is an important step in providing holistic
care to a challenging population.
Implications for practice: Primary care NPs are in the perfect position to im-
plement assessments of ACEs through trauma-informed nursing care. ACE as-
sessment in clinical practice will provide vital information to guide the devel-
opment of tailored interventions for reducing risk behaviors and mitigate the
long-term impacts of ACEs.

Introduction

Trauma comes in many forms, including interper-
sonal, community, and institutional trauma. Unfortu-
nately, trauma is something nearly everyone has been
exposed to in some capacity, whether it is from per-
sonal experiences or those of families, friends, or neigh-
bors (Van der Kolk, 2014; Wade, Shea, Rubin, & Wood,
2014). Data from the Centers for Disease Control and Pre-
vention (CDC, 2016a) show that severe trauma has been
experienced by many children, including physical or sex-
ual abuse and neglect. These severe traumatic experiences
are also termed as an adverse childhood event (ACE); see
Table 1 for currently identified ACEs. Research has shown
that ACEs leave long-lasting marks on individuals’ brains,
mental health, biology, and physical health. Felitti et al.’s
(1998) landmark study found that ACEs increased the risk
of neurological, biological, and psychological/psychosocial
difficulties. These included changes in brain neurobiology,

social/emotional/cognitive impairment, use of maladap-
tive coping behaviors (smoking, substance abuse, self-
harm, violence), and severe and persistent behavioral
health, physical health, and social problems, leading to
early death (Felitti et al., 1998). The ACE studies have
demonstrated that adverse experiences in childhood can
have a profound, cumulative impact on the course of
health and development over a lifetime (Felitti et al., 1998;
Kalmakis & Chandler, 2015; Strine et al., 2012).

Given the significant consequences of ACEs, it is crit-
ical for healthcare providers, such as nurse practitioners
(NPs), working in primary care to screen patients for a his-
tory of ACEs and trauma (Kalmakis & Chandler, 2015).
The purpose of this article is to review the current screen-
ing approaches used to assess youth and emerging adults
in primary care, describe their strengths and limitations in
the assessment of ACE exposure for this population, and
discuss the need for NPs to integrate screening for ACEs in
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Table 1 Identified ACEs

Emotional abuse

Physical abuse

Sexual assault

Emotional neglect

Physical neglect

Mother treated violently

Household substance abuse

Household mental illness

Parental separation or divorce

Incarcerated household member

Low socioeconomic statusa

Peer victimizationa

Peer isolation/rejectiona

Exposure to community violencea

aAdditional items in the revised ACE inventory.

Source: Finkelhor et al. (2015).

adolescents and emerging adults into their clinical practice
as part of trauma-informed care.

Background and significance

Adverse childhood experience (ACE) is used to describe
traumatic events, such as abuse and neglect, which an
individual may experience under the age of 18 (CDC,
2016c). Since the first study about ACEs was published,
the types of adverse childhood experiences has broadened
to include exposure to a wide range of potentially trau-
matic events including, but not limited to, personal vic-
timization, challenging family circumstances and stressors,
community stressors, as well as economic hardship and
housing instability (Wade et al., 2014).

ACEs are much more common than one would expect.
One in five children have been sexually molested, one in
four have been abused by a parent to the point of leav-
ing a physical mark, one in four have alcoholic relatives,
and one in eight have witnessed physical violence in their
home (CDC, 2016a). The Behavioral Risk Factor Surveil-
lance System (BRFSS), which has collected ACE data from
noninstitutionalized adults in the United States since 2009
in 32 states including the District of Columbia and three
U.S. territories, found that approximately two thirds of
surveyed adults reported at least one ACE, and more than
one in five reported three or more ACEs (CDC, 2016b).
Using the most current data from the 2011 to 2012 Na-
tional Survey of Children’s Health (NSCH), approximately
half of U.S. children have experienced at least one ACE,
while older children, those with lower household income,
and those in foster care are more likely to have had one or
more ACEs (Bethell, Newacheck, Hawes, & Halfon, 2014;
Burns et al., 2004). The negative impact of ACEs on youth
can be profound and affect their lifelong health, well-
being, and quality of life.

Brain development and trauma

The human brain is designed to respond to stressful stim-
uli for survival. In acutely stressful situations, the brain’s
stress response tells the body to produce stress hormones;
these lead to the physiologic responses known as “fight or
flight” and “freeze or faint,” with the latter occurring when
no escape is feasible (Van der Kolk, 2014). More research
has focused on the physiology of the “fight or flight” re-
sponse, such that its adverse effects are better known. In
the fight or flight response, the stress hormone cortisol is
released, thus beginning a series of physical responses that
prepare the body to respond to the stressful stimuli. In a
resilient individual, without a history of trauma, once the
acute stressor is eliminated, the body returns to its normal
state. For those with a history of trauma, such as physi-
cal abuse, the brain’s response to stress is much different
because of the changes in the brain structure and func-
tion as a result of past traumatic events or experiences
(Van der Kolk, 2014).

Research shows that trauma and ACEs impair neuro
development and can lead to multiple significant and long-
standing changes in the brain structure and function (De
Bellis & Zisk, 2014). When a significant traumatic event
takes place or a series of traumatic events occur, the im-
pact can be long-lasting. While the rational brain may seek
to move past the trauma, the survival part of the brain of
someone with a history of trauma can remain activated in
“fight or flight,” prepared to respond to even the smallest
sign of stress or perceived danger. The brain then resets its
alarm system, making it hypersensitive, perceiving normal
daily activities and encounters as threats. This then signals
the body to release large amounts of stress hormones for
protection. Consequently, the body’s normal adaptation to
stress becomes maladaptive and dysfunctional following
trauma. This in turn can lead to impulsivity and aggres-
sive behavior because the brain remains in a hyperreactive
state (Van der Kolk, 2014).

A trauma experience impairs the communication be-
tween the right and left side of the brain either tem-
porarily during the traumatic event or periodically fol-
lowing trauma (Van der Kolk, 2014). The right side of
the brain is the more intuitive, emotional, creative side
that stores memories as sensations such as touch, sound,
and smell. Emotions can be evoked when similar sensa-
tions are experienced at different times. The left side is
the analytic, logical, rational side of the brain that con-
nects vocabulary and facts to experiences. The left side of
the brain allows one to verbalize and describe memories
to explain experiences. This disconnect between the sides
of the brain impairs one’s ability to put feelings into words
and sequence events rationally and logically: to identify
cause and effect, assess consequences of actions, and set
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long-term goals for the future. This disconnect impacts be-
havior, which can lead to aggressive or violent behavior,
substance use, delinquency, learning disabilities, and de-
velopmental problems in adolescents (Balistreri & Alvira-
Hammond, 2016; Bethell et al., 2014; Fox, Perez, Cass,
Baglivio, & Epps, 2015; Thompson et al., 2015).

Mental health and trauma

Trauma also has a profound negative impact on men-
tal health. Nearly 80% of young adults with a history of
abuse have experienced problems with anxiety, depres-
sion, suicide attempts, and eating disorders. Additionally,
ACEs can predispose survivors to developing long-term
problems such as conduct disorders, posttraumatic stress
disorder (PTSD), attention-deficit disorder, and learning
disabilities. The most current data, from the 2011 to
2012 NSCH, found that children with two or more ACEs
were at increased risk for depression, anxiety, and PTSD
(Balistreri & Alvira-Hammond, 2016; Fox et al., 2015;
Thompson et al., 2015).

Physical health and trauma

The effects of trauma on the brain, mental health, and
the chronic stress response have been associated with neg-
ative physical health outcomes. ACEs have been shown to
be a significant contributor to the leading causes of death.
In the Felitti et al. (1998) landmark ACE study of 17,000
adults over a 10-year period, four or more ACEs were
associated with 4- to 12-fold greater risk for alcoholism,
drug abuse, depression, and suicide attempts. The study
also found a two- to fourfold increase in smoking, poor
self-rated health, and sexually transmitted disease, and a
1.4- to 1.6-fold increase in physical inactivity and severe
obesity. The number of ACEs a person experienced was
associated with a graded relationship to chronic diseases
including ischemic heart disease, cancer, chronic lung dis-
ease, skeletal fractures, and liver disease. Given their im-
pact on individual and population health, screening for
and addressing ACEs in clinical practice can provide a crit-
ical opportunity to improve public health in terms of both
individual and population outcomes (Petersen, Joseph, &
Feit, 2014).

In order to better understand whether ACEs are eval-
uated in the primary care of adolescents and emerging
adults, it is important to review the current assessment
tools available. Research has shown that adolescents re-
spond positively to the use of assessment tools in the
primary care setting to introduce and address sensitive
topics (Martyn et al., 2012). Consequently, there are sev-
eral screening methods used in adolescent health settings.
Several of these methods will be the focus of this article.

The included tools range from standard history assessment
tools used to identify risk behaviors to ACE assessment
tools used in research.

Risk assessment tools for adolescents and
emerging adults

Six screening tools will be discussed, two used in re-
search and four utilized in clinical practice (see Table 2).
The original ACE survey and the ACE survey (revised)
are used exclusively in research, while Guidelines for Ado-
lescent Preventive Services (GAPS), Rapid Assessment for
Adolescent Preventive Services (RAAPS), Bright Futures,
and the HEEADSSS (home environment, education and
employment, eating, peer-related activities, drugs, sexu-
ality, suicide/depression, and safety from injury and vio-
lence) assessment mnemonic are predominantly utilized in
clinical practice. The clinical assessment tools were chosen,
as they are standard of care for assessment of adoles-
cents and emerging adults in primary care. Four methods
(GAPS, RAAPS, Bright Futures, HEEADSSS) predomi-
nantly assess for risk behaviors and do not address ad-
verse childhood experiences. In contrast, the ACE survey
has been used for research with adults, rather than in a
clinical setting, but a revision has recently been created
for research with youth (Finkelhor, Shattuck, Turner, &
Hamby, 2015).

The value and significance of using psychosocial and risk
assessments tools with adolescents has been well estab-
lished (Klein, Goldenring, & Adelman, 2014). However,
the available assessments tend to focus primarily on the
risk behaviors youth engage in and less on specific life ex-
periences (e.g., ACEs) that may play a role in the develop-
ment of those risk behaviors and associated adverse health
consequences. Key aspects of each approach are described
next and Table 2 provides a comparison of the screening
tools, highlighting their strengths and limitations.

Research focused ACE assessment tools

The original ACE assessment. The ACE and revised
ACE surveys have received considerable attention because
they have demonstrated that adverse childhood experi-
ences are strongly related to adult health risks and higher
mortality rates. Despite their importance, there is little in-
formation about the application of the ACE surveys as risk
assessment tools in a busy primary care clinical practice for
any age group (Felitti et al., 1998; Finkelhor et al., 2015;
Finkelhor, Shattuck, Turner, & Hamby, 2013). While the
original ACE survey is brief, it was developed for use in re-
search with 55- to 57-year-old obese adults recalling child-
hood (Felitti et al., 1998). This potentially causes errors or
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deletions regarding events of the past as it relies on an in-
dividual’s memory.

The revised ACE survey. This tool was developed
for research use with adolescents, although it was dis-
cussed for use as an assessment tool in clinical practice

(Finkelhor et al., 2013). It includes some of the origi-
nal ACE questions, excludes others, and adds contem-
porary issues that adolescents and emerging adults face,
which have shown to be harmful to growth and devel-
opment and mental health (Finkelhor et al., 2013). The

Table 2 Description of current screening tools available

Description Benefits Limitations

ACE surveya 10-item self-report survey to identify

childhood abuse (emotional,

physical, and sexual), neglect

(emotional and physical), and

household dysfunction (related to

substance abuse, mental illness,

domestic violence, incarceration,

and divorce/separation)

This 10-item survey can be found and

downloaded free of charge from:

http://www.acesconnection.com/g/

resource-center/blog/resource-list-

extended-aces-surveys. Choose

CDC-Kaiser Permanente Ace Study

link.

The original study questionnaires can

be found in https://www.cdc.gov/

violenceprevention/acestudy/about.

html

� Brief
� Yes/no responses
� Strong research to show

higher ACE scores, the greater

likelihood of physical and

mental health problems as

adults

� Retrospective
� Used as research tool
� Designed for adults aged 18

and older
� Possible recall bias
� Does not assess additional

adversities
� One feasibility study in adults

for screening in primary care
� No feasibility studies in youth

for screening in primary care

Revised ACE surveyb 14-item self-report survey that

includes additional adversities to

the original ACE survey

The survey can be viewed in Finkelhor

et al. (2015). It is not available as a

stand-alone document.

� Includes 4 additional

adversities questions: low

SES, peer victimization, peer

isolation/rejection, and

exposure to community

violence
� Research based on youth

aged 10–17

� Used as a research tool
� Not utilized in clinical practice

as a screening tool for youth
� Retrospective
� Possible recall bias

GAPSc 54- to 58-item survey used specifically

for adolescent screening tool

developed for youth aged 11–21 by

American Medical Association

GAPS is a product developed by the

American Medical Association and is

no longer available

� Adolescent-specific
� 2 forms: Younger and

middle-older
� Previously gold standard of

care for adolescent health

� Long questionnaire: 54–58

questions
� Time consuming to complete
� Last updated in 1998; no

longer supported

RAAPSd 21-item survey risk assessment survey

designed for 9- to 24-year-olds to be

used in office settings

RAAPS is one of the adolescent

assessment products available for

purchase from Possibilities for

Change; http://www.

possibilitiesforchange.com/raaps/

� Brief
� Yes/no reponses
� Web-based or paper
� 3 versions: older child (9–12),

adolescent (13–18), and

young adult (18–24)
� Standard of care at

school-based health centers
� Validated
� Feasible in clinical practice

� Does not assess for ACE

trauma specific questions:
◦ physical neglect and

household dysfunction

because of substance

abuse

◦ mental illness

◦ incarceration

◦ divorce/separation

◦ community violence, low

SES
� Assessment at one point in

time

Continued

719



Screening of high-ACE youth in primary care settings M. Pardee et al.

Table 2 (Continued)

Description Benefits Limitations

Bright Futurese Comprehensive tool for health

preventive visits for infants to

adolescence endorsed by American

Academy of Pediatrics

Previsit questionnaire containing

open- and close-ended questions for

youth and parents

The adolescent tools (English and

Spanish) can be downloaded free of

charge from the Bright Futures

website: https://brightfutures.aap.

org/materials-and-tools/tool-and-

resource-kit/Pages/adolescence-

tools.aspx

� Standard of care for pediatric

offices
� Separate survey for parents
� Uses HEEADSSS: home

environment, education,

eating, activities, drugs,

safety, sex, and

suicidality/mental health
� Positive screens identified

through HEEADSSS and

CRAFTT leads to more

complete psychosocial risk

evaluation by the clinician
� Feasible in clinical practice

� Specific questions about

childhood sexual and physical

abuse, emotional neglect,

domestic violence for the

adolescent may or may not be

addressed, if the provider

does not address them at the

visit
� Does not address other

ACE-specific trauma

questions:
◦ emotional abuse, physical

neglect

◦ experiences of household

dysfunction because of

substance abuse

◦ mental illness

◦ incarceration

◦ divorce/separation

◦ community violence

◦ low SES
� Assessment at one point in

time

ahttps://www.cdc.gov/violenceprevention/acestudy/.
bFinkelhor et al. (2015).
cElster and Kuznets (1994).
dhttp://www.possibilitiesforchange.com/raaps/.
ehttps://brightfutures.aap.org.

additional events include peer victimization (bullying), ad-
versities faced by low-income urban youth (witness vio-
lence), youth in foster care, those with housing instabil-
ity, and minority youth, including those who identify as
lesbian, gay, bisexual, or transgender (Blosnich & Ander-
son, 2015; Riebschleger, Day, and Damashek, 2015; Wade
et al., 2014).

Clinically focused risk assessment tools for
adolescents and emerging adults

GAPS. The GAPS assessment was ground-breaking
when it was developed and introduced by the American
Medical Association (AMA) as an adolescent-specific risk
assessment tool in 1993 to be used in clinical settings
(Elster & Kuznets, 1994). GAPS is no longer supported by
the AMA and has not been updated to include contem-
porary issues and concerns. Many providers now utilize
measures that have evolved based on GAPS, such as the
RAAPS assessment. Both these tools focus on current
risk behaviors that impact physical and mental health,
and can lead to long-term physical and mental health
problems. Some include attention to abuse history (as

detailed in Table 1), but neither includes all of the ACE
related questions.

RAAPS. RAAPS was developed from GAPS to provide
a more efficient screening tool to be used in a busy clinic
setting (Yi, Martyn, Salerno, & Darling-Fisher, 2009).
RAAPS is a standardized and validated, 21-item risk assess-
ment survey designed for 9- to 24-year-olds to be used in
office settings (Possibilities for Change, 2017). The RAAPS
tool screens for the top risk behaviors that contribute most
to the morbidity and mortality of adolescents (Yi et al.,
2009) and comes in a paper- or web-based format (Pos-
sibilities for Change, 2017). The two RAAPS formats allow
for youth to complete the surveys confidentially, which is
optimal when obtaining sensitive information from ado-
lescents. RAAPS is used in many school-based and school-
linked adolescent health centers around the United States
(Possibilities for Change, 2017).

Bright Futures. The Bright Futures tool (https://
brightfutures.aap.org/materials-and-tools/tool-and-
resource-kit/Pages/adolescence-tools.aspx) is frequently
used as the standard of care in pediatric practices;
however, it is not commonly used in adolescent-specific
health centers. The Bright Futures assessment questions
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are general, focus on risk behaviors, and do not provide
the specific information needed to assess and mitigate the
impact of ACEs (American Academy of Pediatrics [AAP],
2017). The accuracy of the information obtained may be in
question, as it is typically completed by the parent, rather
than the patient. Parents may or may not know of the risk
behaviors engaged in by their adolescent. Furthermore,
the adolescent may not disclose maltreatment, violence,
or other household dysfunction queried by the tool, with
the parent in close proximity.

HEEADSSS. The HEEADSSS mnemonic is another
commonly used method for assessment of adolescent and
emerging adult risks often used in adolescent medicine to
assess the HEEADSSS. This mnemonic is now included in
Bright Futures adolescent assessment tools (ages 11–21;
AAP, 2017), and provides guidance for areas the provider
should cover during the clinic visit.

Discussion

Early identification of ACEs can facilitate referrals and
interventions to help mitigate the potential lifelong ad-
verse health consequences of adverse childhood expe-
riences. Routine screening for ACEs in primary care
has been encouraged, although studies have focused on
screening of adult patients (Glowa, Olson, & Johnson,
2016; Kalmakis & Chandler, 2015; Kalmakis, Chandler,
Roberts, & Leung, 2017). Glowa et al. (2016) found that it
is feasible to screen adults for ACEs in a busy primary care
family medicine setting, while time constraints have been
identified by primary care NPs (Kalmakis et al., 2017).
Kalmakis et al. (2017) found that NPs lack confidence in
screening adults for histories of child abuse and indicated
that education regarding screening would be beneficial.
The NPs also indicated that including an assessment within
the electronic medical record would help prompt this chal-
lenging discussion (Kalmakis et al., 2017). These findings
can easily be translated into primary care with the adoles-
cent and emerging adult population and indicates a need
for NPs to obtain education regarding ACEs, how to screen
for ACEs, and how to intervene if indicated. It also indi-
cates a need for an efficient assessment tool that can be
used in a busy primary care setting.

Clinical implications

Given the documented impact of ACEs on individu-
als’ long-term development and health, it is important
for providers to screen and assess for prior and current
or ongoing ACE exposure as they develop interventions
to reduce risk and promote health. This is particularly
important in the adolescent and emerging adult popula-
tions given the ongoing development of the adolescent

brain, in particular, related to decision making and execu-
tive functioning. Adolescents are developing health habits
and life plans, ideally with the support of, but also separate
from, their parents, sometimes leading to risk behaviors in
their pursuit of independence. However, this is also a time
when interventions can help promote resilience and posi-
tive health behaviors.

For adolescents and emerging adults, it is critical for NPs
to assess and provide secondary and tertiary interventions
to reduce severity and consequences of ACEs (Oral et al.,
2016). Trauma-informed interventions in the early child-
hood years tend to focus on strengthening parent–child
relationships to promote positive child development even
in the presence of adverse life events. With adolescents,
it is common for providers to obtain general health in-
formation from parents, while also obtaining confidential
information from the adolescent, during healthcare vis-
its. This practice promotes adolescents’ ownership and in-
dependence in their health care and obtains confidential
information about participation in risk behaviors. Adding
routine assessment of ACEs could be feasible in this confi-
dential part of the visit as well. Understanding the adverse
events adolescents and emerging adults have been exposed
to and are currently coping with can provide important in-
formation needed to best tailor interventions to meet indi-
viduals’ needs and reduce the physical and mental health
consequences of ACEs.

NPs’ role in providing trauma-informed care

There is a call to create a “culture of health” that inte-
grates trauma-sensitive screening, assessment, and inter-
ventions in both mental health and physical health care
as well as connection to and development of commu-
nity resources (Dentzer, 2015). The Substance Abuse and
Mental Health Services Administration (SAMHSA, 2014)
endorses a trauma-informed care model for providers to
recognize the prevalence of trauma and its pervasive im-
pact on the lives of patients and the need to develop
trauma-sensitive or trauma-responsive services. Trauma-
informed care is a shift in how organizations and providers
comprehensively view and approach trauma (Oral et al.,
2016).

Nurses are at the forefront of these changes given their
holistic perspectives on care for individuals and families
in the community (Dentzer, 2015) and across all settings.
Nurses and NPs, in particular, are in a position to de-
velop and implement appropriate trauma-informed strate-
gies for high-risk youth. To move this initiative forward,
it is essential to develop efficient methods of screening
for and identification of ACEs in general primary care
settings.
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Figure 1 Adapted EHC tool.

The first step is for providers to recognize the impact
of trauma and ACEs on health and development in or-
der to integrate trauma-informed practices in their as-
sessments and interventions. SAMHSA (2014) identifies
concepts of trauma-informed clinical practices such as
building a trauma-informed work force that is trauma
aware and knowledgeable about the impact and con-
sequences associated with trauma experiences. This in-
cludes utilizing appropriate trauma-related screening and
assessment tools so that referrals and interventions can
be strength-based and acknowledge resilience of survivors
(SAMHSA, 2014). While there are increasing numbers of
clinics nationwide developing services and guidelines for
working with children and families experiencing trauma,
there are few tools that help the primary care provider ef-
ficiently assess those at risk in order to be able to focus
limited resources on those in the greatest need.

Need for standardized screening tools for ACEs

Clinically efficient tools for screening and assessment of
youth in primary care settings are lacking. Current tools

either focus specifically on ACEs, current risk behaviors,
or give a broad perspective on the current life situation.
While these perspectives are useful, it would be ideal to
have an instrument that looks at risk behaviors in the con-
text of the adolescent’s life experiences. Developing a pro-
cess to assess ACEs, risk behaviors, and physical and men-
tal health status that is efficient to use during a time limited
clinical visit is an important step in providing holistic care
to a challenging population.

One option is to utilize the event history calendar (EHC)
approach described by Martyn et al. (2012) to facilitate
the contextual assessment of prior and ongoing ACEs
to identify strengths and risk behaviors to tailor inter-
ventions to promote health. The EHC is a structured,
yet flexible assessment tool that facilitates recall of past
events by utilizing past experiences as cues to remem-
bering (Martyn et al., 2013). This calendar approach (see
Figure 1) can be adapted to any population and specialty
to obtain pertinent information, which in this case is his-
tory of, or ongoing ACEs (such as physical, mental, sex-
ual abuse; neglect; violence), in addition to risk behaviors
and individual strengths. It allows adolescents to consider
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how life experiences such as an ACE, family separation,
divorce, or death may have impacted the start of risk be-
haviors. The EHC could be performed annually to deter-
mine if there are any changes in the adolescent or emerg-
ing adult’s life and to provide guidance for interventions
to reduce the impact of ACEs and to promote long-term
health outcomes. This approach has been well received by
both adolescents and providers and found to not add sig-
nificantly to clinic visit time (Martyn et al., 2012).

Conclusion

Primary care NPs are in the perfect position to imple-
ment assessment of ACEs in adolescents and emerging
adults through trauma-informed nursing care. The signifi-
cance of early childhood trauma on individual and popula-
tion health and well-being is well established in the litera-
ture and now needs to be translated into practice. In order
to effectively and efficiently assess for ACEs in the clinical
setting a clinical history tool must be developed to be used
alongside a risk assessment tool to better understand those
risk behaviors. NPs can play a pivotal role in the develop-
ment and implementation of these clinically efficient ACE
assessment tools. Introducing ACE assessment in clinical
practice will provide vital information to guide the devel-
opment of tailored interventions for reducing risk behav-
iors and mitigate the long-term impacts of ACEs.
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