Screening for Adverse Childhood Experiences (ACEs) in Pediatric Primary Care Setting
Adverse Childhood Experiences, or ACEs, are adversities experienced before the age of 18. These adversities include abuse, neglect, and household dysfunction. Research studies found that individuals who have been exposed to ACEs have higher likelihood of developing chronic diseases, and even early death compared to their non-exposed counterparts[1]. Studies also found a dose-response association between ACEs and chronic diseases, meaning that the more ACEs a patient had, the greater his or her odds of developing diseases [1] In children and adolescents, a greater number of ACEs have been associated with fair or poor general health [2],[3], illness requiring a doctor [3], fair or poor dental health[4], lifetime asthma [2],[5], ADHD[2], autism[2], being overweight or obese,[2],[6] and learning difficulties [6].  In addition, studies have found an association between ACEs in childhood and adolescence delinquent behavior, bullying, physical fighting, dating violence, and weapon carrying [7]. Research suggests that the onset of these conditions is the result of a dysregulated stress response, a phenomenon called toxic stress [8]. This toxic stress resulting from the prolonged and/or frequent activation of the stress response, leads to changes in the architecture of the child’s developing brain, a biological embedding, and changes in the neuro-endocrine systems, thus affecting the long-term health of the child [9]. This discovery suggests that there is potential for intervening early to prevent or mitigate the effects of toxic stress and prevent further exposure. In order to intervene, it is essential to identify children who have been exposed. While pediatric home is thought to be the ideal setting for ACEs screening because of the trust families have in their pediatricians [10], very rare are pediatricians who are screening for ACEs.
In its policy statement, “Early Childhood Adversity, Toxic Stress, and the Role of the Pediatrician: Translating Developmental Science into Lifelong Health, the American Academy of Pediatricians has explicitly called on pediatricians to “actively screen for precipitants of toxic stress” [11]. Screening for common childhood diseases and developmental milestones is a common practice in pediatric primary care. Screening for ACEs, however, is a relatively new concept for practitioners in general and pediatricians in particular.  Literature on providers’ attitudes toward screening for ACEs is scarce. A study conducted among nurse practitioners in adult primary care found that they don’t feel confident in inquiring about childhood abuse[12]. In pediatric primary care, even though assessing for and reporting abuse and neglect are mandatory, providers avoid addressing the issue and refer to specialists (personal communication). A survey conducted among 302 non-trainee pediatricians found that very few ask about all ACEs and many are not familiar with the ACEs study[13]. A pilot study assessing providers and staff attitude toward screening for ACEs in a pediatric primary care clinic found that even though pediatricians believe screening is important and should be standard practice, they did not feel equipped to implement it (unpublished data). Another study investigating pediatricians perceived prevalence and surveillance of ACEs among low income families found that pediatricians underestimate the prevalence of ACEs in their patient population, and might not be equipped to screen and address the matters consistently even though they recommend screening [14]. At the caregivers level however, studies assessing the caregivers’ attitudes toward screening showed that they are agreeable to responding to the screen and confortable at discussing their exposure to trauma with their providers. Caregivers feel that they can get the help they need if their providers know about their trauma (unpublished data).
With studies finding that caregivers are willing to be screened and to discuss their trauma with their pediatricians, the analysis using the COM-B framework suggests that an intervention should focus on the providers’ behavior. Providers don’t feel adequately equipped to address such a sensitive topic as ACEs. One issue that comes up often is the time pressure. Most pediatricians have only 15 min to spend on a patient. Screening and discussing ACEs mean increasing demand in time while they are dealing with competing priorities. Also, they don’t feel that they have the expertise and the support chain in their system to adequately address cases that screen positive. For example they are not trained in mental health. In addition, there is the mandated reporting that all clinicians are subject to, which is an apprehensive factor from both providers and caregivers. Furthermore, there is the vicarious trauma; many providers are not equipped at addressing their own feelings when discussing patients’; and retraumatizing their patients is the last thing a pediatrician would want to do. At present, screening for ACEs in not mandatory, and providers have little to no incentive in doing it. The lack of incentive and lack of sanction are motivating factors keeping providers from screening. The fact that ACEs are not part of the medical training and there is no billing code for it many providers have little to no knowledge about ACEs, which only reinforces their reticence toward screening. Designing an intervention that build pediatricians’ capacity by providing training, leveraging the care chain through existing resources (social workers and mental health clinicians), and aligning the ACEs screen with other standardized screens, would be likely to fill in the gap.
The Directed Acyclic Graph 

	Motivation
· Lack of incentive or sanction
· Not part of the medical training
· Demanding priorities (reason for the visit, child state etc)
· No billing code
· No knowledge of ACEs
Opportunity
· Screen not standardized 
· Providers not trained on screening and discussing ACEs
· Time pressure
· Lack of support in the system 
· Lack of integrated cares (mental health clinicians working in teams with pediatricians.
Pediatricians screening for ACEs
Capacity 
· Time pressure on pediatricians
· Lack of knowledge and skills at discussing and addressing ACEs; vicarious trauma
· Concerns about retraumatizing
· Lack integrated care, including support by mental and behavioral health clinicians for follow up.
· Issue around mandated reporting
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