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There is a strong and grad-
ed relationship between ad-
verse childhood experiences, 

often identified as ACEs, and sub-
sequent persistent unhealthy adult 

behaviors, much intractable adult 
chronic disease, and early death.1-5   
Felliti1 was the first to describe the 
association between adult health sta-
tus and childhood personal physical, 

sexual, and emotional abuse expe-
riences and growing up in house-
holds witnessing parental violence 
and living with alcohol or substance 
abusing, mentally ill, or incarcerat-
ed members.1,3 Studying childhood 
abuse and household dysfunction 
together, collectively known as ad-
verse childhood experiences, this 
sentinel paper identified that adults 
with ACE histories are common, one 
ACE category predicts another, and 
greater ACE histories are associated 
with adult mental, physical, somat-
ic, and behavioral health difficul-
ties.1,3 Enduring altered stress and 
reward neurobiology in the devel-
oping brain exposed to more ACEs6  
and compensatory unhealthy behav-
iors have been identified as plausi-
ble mechanisms of action linking 
adverse childhood experiences to 
adult health outcomes.1,3 Consistent 
with Felitti’s ACE study,1 population- 
based studies in Canada,2 the United 
States,4-6 and internationally7,8 iden-
tify that 20% to 50% of adult males 
and females have ACE histories. 
This includes physicians.9,10

Alcoholism, substance abuse, de-
pression, and suicide are far more 
common in those with an ACE histo-
ry than those without.1,5,6,11 Chronic 
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BACKGROUND AND OBJECTIVES: Adverse childhood experiences 
(ACEs) affect 20%–50% of adults and are associated with consid-
erable adult chronic disease, unhealthy behavior, and early mortal-
ity. Physicians seldom identify this history although identification 
can improve health. Low screening rates are attributed to poor 
physician knowledge of ACEs and barriers to screening, including 
a lack of confidence to screen and insufficient training. Female 
physicians and physicians with personal ACE histories report more 
confidence to screen and fewer time barriers. Our aims were to 
identify resident screening practices, ACE knowledge, attitudes, and 
personal ACE histories and to determine preferred ways to learn 
more, if required. 

METHODS: Family medicine residents were surveyed, using a pre-
viously published survey. Items included ACE screening practices, 
ACE knowledge, attitudes, and personal ACE histories. 

RESULTS: The response rate was 97% (112/115), and 58% were 
female. Two percent of residents screened females and males at 
the first visit, thereafter residents screened women (6.3%) more 
than men (0.9%). One third of residents identified the correct 
prevalence of ACE in women and one tenth male prevalence. Un-
healthy behaviors or physical chronic disease were not associated 
with ACE histories. Sixty-five percent of residents were not confi-
dent to screen. Twenty-nine percent of residents reported a trauma 
history. Eighty percent believed it was their role to screen. Formal 
medical training to screen was received by 45.5%; only five resi-
dents recalled training during residency. 

CONCLUSIONS: Resident ACE screening rates were extremely low. 
Physician educational initiatives are recommended to increase con-
fidence to screen and actual screening prior to graduation.

(Fam Med 2017;49(1):7-13.)
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diseases, including obstructive air-
ways disease, ischemic heart disease, 
cancer, hepatitis, and medically un-
explained symptoms, are relat-
ed to ACEs in a dose-dependent 
fashion.1-3,5 Patients with persis-
tent unhealthy behaviors, includ-
ing smoking, particularly early age 
smoking, over-eating, physical in-
activity, multiple sexual partners, 
recurrent teenage pregnancy, and 
frequent sexually transmitted dis-
eases,1,3,5 are more likely to have 
ACE histories than those without 
these behaviors. Similarly, patients 
avoiding mammograms12 and pap 
tests13 are more likely to have ACE 
histories. 

The association between ACEs 
as possible root causes of much un-
healthy adult behavior and physical 
disease is not widely recognized in 
the general medical literature,1,5,12   
knowledge translation into general 
medical practice is limited,9 commu-
nication skills to identify this history 
are not well developed,12 and general 
medical physicians seldom ask about 
ACE histories.1,9,10,12,13 Physician edu-
cational modules on ACEs have been 
recommended for over a decade.1,5,10 
Patients with greater ACE histories 
seek care more often, health utili-
zation is high, and quality of life 
is poor.2,5,11,12,14 Identifying this his-
tory improves health outcomes,17-20 
although physician factors,9 commu-
nication and office practice factors,12 
and patient factors13,15,16 influence 
disclosure. Patients seldom volun-
teer an ACE history but may disclose 
if directly asked.13,15,16 The presence 
of sensitive and informed physicians, 
assurance of patient safety, and phy-
sicians caring for patients in part-
nership increases the likelihood of 
disclosure for women survivors of 
sexual abuse.17 Upon disclosure, a 
range of interventions, suitable with-
in a family physician’s office, can al-
ter health burden after years of 
difficulty.17-20 

A study of community family 
physicians screening adult patients 
for childhood trauma showed that 
screening for childhood trauma was 
not routine.9 Just over one quarter of 

physicians screened females on any 
visit, and 12.2% screened males, al-
though 79% felt screening was with-
in the family physician role, and 
70% believed screening was benefi-
cial to patients.9 Higher screening 
rates were associated with knowl-
edge of child trauma prevalence, 
confidence to screen, and a per-
ceived role to screen.9 Most family 
physicians underestimated child-
hood trauma prevalence; 68.2% un-
derestimated female prevalence, and 
92.6% underestimated male child-
hood trauma prevalence. Half were 
not confident to screen. This study 
identified 33.6% of family physicians 
(42.4% female and 24.5% male) had 
trauma histories.9,10 Female physi-
cians and physicians reporting any 
personal childhood or adult trauma 
were more likely to feel confident to 
screen9,10 and less likely to perceive 
time as a barrier to screen.9,10 Ma-
jor screening barriers identified were 
not enough time to counsel (91.9%), 
not enough time to ask (89.9%), and 
competing multiple primary care 
recommendations (65.7%). A major 
barrier for almost half (45.1%) of 
the physicians was the belief they 
could do little to help patients who 
revealed a history of childhood physi-
cal or sexual abuse. Concerns about 
offending patients and discomfort 
asking about psychosocial issues 
were not barriers to screening.  Fam-
ily physicians were not aware of the 
variety of patient presentations sug-
gesting an ACE history. Depression, 
anxiety, other mental health condi-
tions combined, and addictions were 
the top four common conditions seen 
in adult primary care triggering a 
suspicion of childhood trauma. So-
matic and chronic pain conditions 
were much lower. Neither unhealthy 
behaviors nor physical conditions 
were associated with childhood 
trauma histories. No formal train-
ing to screen was reported by 40% 
of physicians. Some formal training 
for the remaining 60% of physicians 
had been received in medical school 
(39.5%), residency (71.6%), and con-
tinuing medical education (41.6%). 
This study was conducted in 2007 

and we questioned if family medi-
cine residents were being better 
prepared to care for adult patients 
with ACEs. Our aim was to identify 
family medicine resident screening 
practices, ACE knowledge, attitudes, 
personal ACE histories, and deter-
mine preferred ways to learn more 
about ACEs, if gaps were identified. 

Methods 
Context                                                                                                                                          
The University of Calgary offers a 
2-year postgraduate family medicine 
residency program. All residents are 
expected to attend weekly, formal 
teaching days, unless they are on va-
cation, ill, or on distant placements.

Participants             
Surveys, including an information 
sheet explaining the study, were dis-
tributed to all first- and second-year 
residents attending two mutually ex-
clusive formal teaching days, spring 
and summer 2013.                                                                                                                                 

Survey   
The survey “Screening for Childhood 
Trauma in Adult Primary Care Pa-
tients”9 was adapted for residents, 
with permission. Demographics in-
cluded resident gender and year 
of study. The first screening ques-
tion identified how often residents 
asked about an ACE history with 
female patients and male patients, 
each differentiated between first 
and subsequent visits. The second 
screening question identified how 
they responded to a positive ACE 
history. Answer options were rare-
ly or never, sometimes, usually, and 
always. Knowledge questions iden-
tified (1) common adult presenting 
complaints suggesting an ACE histo-
ry, (2) adult female ACE prevalence, 
(3) adult male ACE prevalence, and 
(4) knowledge of someone with an 
ACE history outside their profession-
al role. Four attitude items identified 
perceptions of the family physi-
cian role to screen, belief screening 
is beneficial to the patient, confi-
dence to screen, and confidence to 
respond to a positive ACE history. 
Questions on physician role, beliefs 
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about screening, and confidence to 
screen and follow-up, enquired spe-
cifically about physical abuse in fe-
male and male patients and sexual 
abuse in female and male patients. 
Answer options for family physician 
role to screen and belief screening is 
beneficial to the patient were not at 
all, small extent, moderate extent, 
and great extent. Answer options for 
confidence to screen and confidence 
to follow up were not at all, some-
what confident, moderately confi-
dent, and very confident. Residents 
were asked to determine if a defined 
list of barriers were a major barrier, 
minor barrier, or not a barrier. Resi-
dent histories of personal childhood 
physical or sexual abuse, witness to 
parental violence, and intimate part-
ner violence were identified. Answer 
options were never, sometimes, often, 
and very often.  The personal ACE 
history question was optional. Final-
ly, we asked about prior formal train-
ing to screen and preferred learning 
formats. An open-ended question was 
included inviting resident comments. 

This study received approval from 
the Conjoint Health Research Eth-
ics Board (CHREB), University of 
Calgary.

Data Analysis
Univariate statistics were used to de-
scribe resident gender, year of study, 
knowledge, and preferred methods to 
learn more. Conditions leading res-
idents to consider an ACE history 
were categorized as per the original 
survey. Comments were grouped into 
themes. As screening rates were so 
low, no correlations were calculated. 

In keeping with the original 
study,9 dichotomous variables were 
created as follows:

(1) screening behavior, “rarely or 
never/sometimes” versus “usually/
always.”

 (2) perceived role to  screen, “not 
at all/small extent” versus “moder-
ate/great extent.”

 (3) usefulness  to  screen, “not at 
all/small extent” versus “moderate/
great.” 

 (4) confidence “not at all/some-
what confident” versus “moderate-
ly/very confident.”

 (5) barriers to screening, “major” 
versus “minor or no barrier.”

 (6) personal ACE history and inti-
mate partner violence, “never” versus 
“sometimes, often, very often.”

Results
The response rate was 97.4% 
(112/115), and 58% of that was fe-
male, representative of the entire co-
hort and gender percentage within 
the range of Canadian family medi-
cine residency programs as per the 
College of Family Physicians of Can-
ada. Respondent and class character-
istics are presented in Table 1.

Screening Practices, Response to a 
Positive History, and ACE  
Knowledge
Two residents (1.8%) usually/always 
screened female and male patients 
on the first visit. Female patients 
were more likely to be screened at 
subsequent visits (seven residents, 
6.3%) than male patients (one resi-
dent, 0.9%). The top four conditions 
suggesting an ACE history were 
depression, anxiety, other mental 

health conditions combined, and so-
matic health presentations (Table 
2). Subsequent conditions suggest-
ing an ACE history in order, were 
addictions 8.0% (n=31), behavior-
al health - abuse and relationship 
difficulties 5.6% (n=22), and phys-
ical conditions 3.4% (n=13) includ-
ing physical injury, obesity, chronic 
disease, and frequent pregnancies. 
Smoking, overeating, and avoidance 
of pap tests and mammograms were 
not identified as presenting com-
plaints suggesting a history of child-
hood physical or sexual abuse.

Thirty-seven (33%) residents cor-
rectly identified adult female child-
hood trauma prevalence. Twelve 
(10.7%) residents correctly identified 
adult male childhood trauma preva-
lence. Almost all other respondents 
underestimated prevalence rates.

Attitudes: Family Physician Role, 
Belief Screening Is Beneficial, 
Confidence to Screen, and Barri-
ers to Screening
Almost 80% of residents felt screen-
ing was within the family physician 
role and was of benefit to the patient 
to be screened. One third were mod-
erately or very confident to screen. 
Slightly more were moderately or 
very confident to respond to a posi-
tive screen (Table 3).

 Not enough time to fully evalu-
ate or counsel victims of childhood 
physical abuse or sexual abuse was 
the top major barrier to screening, 
followed closely by not enough time 
to ask about a history of childhood 
physical or sexual abuse (Table 4).

Table 1: Resident Respondent and Class Characteristics

Year Class Size

Attended 
Teaching 

Day

Surveys 
Returned 

n (%)

Female 
Attendees 

n (%)

Male 
Attendees 

n (%)
Excused Absent 

n (%)

All Class  
Response 

Rate

1 92 75 75 (100) 42 (56) 33 (44) 17 (18.5) 81.5

2 61 40 37 (92.5) 23 (57.5) 14 (35) 21 (34.4) 60.1

Total 153 115 112 (97.4) 65 (58.0) 47 (40.1) 38 (24.8) 73.2
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Self-Reported Histories of  
Personal Childhood Trauma and 
Intimate Partner Violence.
Over one third of female residents 
(n=21, 36.2%) and one quarter of 
male residents (n=11, 25.6%) re-
ported any childhood or adult trau-
ma. Four female residents and one 
male resident had experienced inti-
mate partner abuse. Physical abuse 
was reported by 17.8% (n=18) of 
residents. Fifteen (14.9%) residents 
witnessed parental violence. Forced 
sexual touching was experienced by 
4.9% (n=5) of resident physicians. 

Forced sexual practice was experi-
enced by 3.0% (n=3) of residents. 
Thirty percent of residents with 
childhood or adult trauma report-
ed two or more trauma categories 
(Table 5).   

Prior Training and Future  
Learning
Over half of residents (n=61, 54.5%) 
reported no formal training to 
screen. Of those reporting formal 
training, only 4.5% (n=5) of residents 
recalled training during residency. 
In-person lectures and small-group 

workshops were preferred methods 
to learn more. Specific additional 
training ideas were learning by do-
ing and use of standardized patients. 
End of survey comments identified 
four themes. These were (1) interest 
in learning more about an important 
topic, (2) desire to build skills and 
confidence in residency, (3) identify 
how and when to make enquiry rel-
evant in the doctor-patient encoun-
ter, and (4) concern about insufficient 
doctor-patient rapport to enquire as 
a medical student or early resident.

Table 2: Resident Knowledge of ACEs and Management of Positive Screening

Top four conditions commonly seen in adult primary care patients for whom a history 
of childhood or sexual abuse might be suspected n (%)

Depression 76 (20.0)

Anxiety 65 (17.7)

Other mental health conditions combined 108 (28.4)

Chronic pain/somatic 48 (12.6)

Knowledge of someone outside of professional role with history of childhood trauma 74 (66.1)

Usually/always respond when patients disclose they have a history of childhood 
physical or sexual abuse

    

Suggest referral to mental health specialist 67 (59.8)

Discuss the history and reactions 63 (56.2)

Discuss medication to relieve persisting symptoms 25 (22.3)

Bring up the abuse history subsequent visits 20 (17.9)

Table 3: Attitudes: Family Physician Role to Screen, Useful to Patients to Screen, Confidence to Screen and Follow-Up

Female, n (%) Male, n (%)

Believe to a moderate/great extent it is part of the family physician role to screen for 
a history of childhood physical or sexual abuse

Physical abuse 88 (79.5) 87 (77.7)

Sexual abuse 93 (83.0) 90 (80.4)

Believe to a moderate/great extent it is useful to the patient for the family physician 
to screen for a history of childhood:

Physical abuse 93 (83.0) 89 (79.5)

Sexual abuse 95 (84.8) 90 (80.4)

Moderately or greatly confident in your ability to screen for a history

Physical abuse 39 (34.8) 31 (27.7)

Sexual abuse 38 (33.9) 28 25.0)

Moderately or greatly confident in ability to follow up with information collected 
during screening for a history of childhood:

Physical abuse 35 (31.3) 34 (30.4)

Sexual abuse 33 (29.5) 32 (28.6)



FAMILY MEDICINE VOL. 49, NO. 1 • JANUARY 2017 11

ORIGINAL ARTICLES

Discussion
To our knowledge, this study is the 
first to examine family medicine 
resident practices screening adult 
patients for childhood adverse expe-
riences (ACEs), knowledge of ACEs, 
attitudes to screening, resident per-
sonal ACE histories, and determine 
preferred ways to learn more about 
ACEs, if gaps were identified. Using 
a previously published family phy-
sician survey modified for residents 
we discuss our findings in relation 
to those of practicing family physi-
cians completing the original survey.9 

Resident screening rates were ex-
tremely low and much lower than 
non-routinely screening practicing 
physicians. Both resident and prac-
ticing physicians screened females 
preferentially over males.  This may 
be due to strikingly similar resident 
and practicing physician ACE preva-
lence knowledge gaps, most underes-
timating prevalence. Only one third 
of resident physicians and practic-
ing physicians alike were aware of 
female ACE prevalence. Only 10% 
of resident physicians and fewer 
practicing physicians were aware of 

male ACE prevalence. This is of con-
cern as 20%–50% of adults of both 
genders have ACE histories. Lack of 
awareness of the variety of present-
ing complaints suggesting an ACE 
history, particularly unhealthy be-
haviors and chronic physical disease, 
may in part explain low screening 
for both groups. Knowledge of ACE 
prevalence and increasing aware-
ness of the variety of presenting 
complaints suggesting an ACE his-
tory will be important educational 
module components. 

Table 4: Major Barriers to Screening

n (%)

Not enough time to fully evaluate or counsel victims of childhood physical abuse or sexual abuse 78 (69.6)

Not enough time to ask about a history of childhood physical or sexual abuse 52 (46.4)

Competing multiple primary care recommendations 25 (22.3)

Uncomfortable inquiring about psychosocial issues 25 (22.3)

Concern about offending my patients by asking about a possible history of childhood physical or sexual 
abuse 25 (22.3)

Concern about taking a history of childhood physical or sexual abuse may re-traumatize a patient 18 (16.1)

There is little I can do to help those patients who have revealed a history of childhood physical or sexual 
abuse 15 (13.4)

The men I see as patients are unlikely to have been victims of childhood physical or sexual abuse 5 (4.5)

Difficult to verify reports of histories of childhood physical or sexual abuse 5 (4.5)

A history of childhood physical or sexual abuse is not a medical problem 4 (3.6)

The women I see as patients are unlikely to have been victims of childhood physical or sexual abuse 3 (2.7)

No reimbursement to me for screening for childhood physical or sexual abuse 3 (2.7)

Table 5: Resident Personal Childhood Trauma and Adult Trauma

Resident 
Gender

Surveys 
Returned

Preferred Not 
to Answer 

Answered 
Trauma 

Question 
n (%)

Reported Any Trauma 
n (%)

Reported Two or More Trauma 
Categories 

n (%)

Female 65 7 58 (89.2) 21 (36.2) 7 (33.3)

Male 47 4 43 (91.5) 11 (25.6) 3 (27.3)

Total 112 11 101 (90.2) 31 (31.7) 10 (31.2)

 
Childhood trauma categories are Hit/Bruise, Sexual Touch, Forced Sex, Witness Parental Violence, and Feared for Safety/Intimate Partner Violence
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It is not surprising that practicing 
physician top barriers to screening 
are related to time. Although few-
er residents identify the same top 
barriers to screening, that is, time 
to counsel (69.6% versus 91.9%) and 
time to ask (46.4% versus 89.9%), 
these barriers will require specific 
attention to increase screening rates. 
Unlike practicing physicians, nearly 
a quarter of residents identified both 
concern about offending patients and 
discomfort inquiring about psycho-
social issues as major barriers. Ef-
fective modules will address how to 
screen and counsel in time efficient 
ways as well as acknowledge and 
build skills and confidence to reduce 
resident personal discomfort, worry 
about a lack of established doctor- 
patient relationship, and fears of of-
fending when screening patients.

Fifty percent and 30% of practic-
ing physicians and resident physi-
cians, respectively, report confidence 
to screen although screening is much 
lower for practicing physicians and 
almost nonexistent for resident phy-
sicians. Women physicians and phy-
sicians with ACE histories are more 
likely to report confidence to screen 
and actually screen,9,10 and the same 
authors have suggested physician 
personal ACE experiences and sub-
sequent counselling may be factors 
closing the gap between confidence 
to screen and actual screening. As 
close to 50% of practicing physicians 
felt there was little they could do to 
help patients who had disclosed a 
positive history modules address-
ing this knowledge gap, or “what 
now?” may be very relevant to in-
crease actual screening. Although 
personal childhood trauma histories 
may increase confidence to screen, 
we have no knowledge of the 9.8% 
of residents and 5.1% of practicing 
physicians who declined to answer 
the personal trauma question.

Fifty percent of resident physi-
cians and 60% of practicing phy-
sicians received formal training to 
screen in medical school. Of the for-
mal training respondents, only 4.5% 
of residents reported formal resi-
dency training compared to 71.6% 

reported by practicing physicians. 
The low resident formal training to 
screen is only partially explained by 
one half of first-year residents within 
their first 2 months in the program.  
In-person lectures and small-group 
workshops were preferred methods 
to learn more. 

Implications 
Residents seldom screen adult pa-
tients for ACE histories. Residents 
have similar knowledge gaps, low-
er confidence to screen, and lower 
actual screening rates than prac-
ticing physicians, indicating a need 
for educational modules. Physician 
lack of enquiry and lack of aware-
ness of presenting complaints sug-
gesting an ACE history leaves 
patient ACE history undisclosed, 
utilization unaddressed, and oppor-
tunities to improve health missed.  
Family physicians see patients with 
persistent unhealthy behaviors, in-
cluding smoking, over-eating, alco-
hol and substance abuse, avoidance 
of mammograms, avoidance of pap 
tests, recurrent teenage pregnancy, 
and frequent sexually transmitted 
disease regularly. Family physicians 
diagnose and care for patients with 
mental health problems, obstruc-
tive airways disease, ischemic heart 
disease, cancer, hepatitis, obesity, 
and medically unexplained symp-
toms routinely. All are identified 
as patient presenting conditions 
that are more common in those 
with multiple ACE histories than 
those without. Most physicians ad-
dress a behavior, like smoking, or 
treat a disease and are less likely 
to consider an underlying cause. To 
teach our physicians for tomorrow 
and help improve patient health 
outcomes today the development 
and implementation of postgradu-
ate educational modules for physi-
cians is due. Educational modules 
can build on resident and physician 
attitude strengths that screening 
for ACE histories is within the fam-
ily physician role and of benefit to 
patients. Application in postgradu-
ate training with skilled preceptor 
guidance affords protected time to 

see patients, hone skills, minimize 
barriers, and build confidence to 
screen and actually screen prior to 
graduation. It is likely at least 25% 
of male residents and preceptors and 
more than 35% of female residents 
and preceptors have personal ACE 
histories as demonstrated in resi-
dent and family physician surveys. 
Modules will need to be sensitive 
to needs of patients, residents, and 
practicing family physicians with 
personal ACE histories, disclosed 
or undisclosed. Fortunately, patient- 
centered medical homes with access 
to mental health clinicians and be-
haviorist teams are increasing pri-
mary care capacity to help patients 
and family physicians care for pa-
tients with newly identified ACE 
histories and improve patient qual-
ity of life. 

Strengths and Weaknesses
There are limitations to our study. 
Our results are limited to a single 
institution, have relatively small 
numbers, and rely on self-report 
data, which may reflect neither actu-
al practice nor personal experience. 
We anticipated relating screening 
practices to personal trauma history, 
knowledge of ACEs, and confidence 
to screen as predicted by previous 
authors;9,10 however, screening prac-
tices were too low to allow such com-
parisons. Nonetheless, a strength of 
our study lies in our ability to adopt 
a previously published survey instru-
ment and our high response rate. 
Future research directions include 
surveying family medicine residents 
and faculty at other medical schools 
as well as developing and research-
ing effectiveness of educational 
modules to increase resident family 
physician confidence to screen and 
clinical practice to screen.   

Conclusions
Our study confirms the need for 
and identifies content for resident 
educational modules to close prac-
tice, knowledge, and attitude gaps 
to increase confidence to screen and 
actual targeted screening prior to 
graduation. Modules must address 
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anticipated gaps in preceptor and 
resident practice, knowledge, and 
attitudes as well as be sensitive to 
and anticipate 25%–35% of physi-
cians will have personal trauma his-
tories. Increasing chronic diseases 
and expanding medical home team 
members including psychologists and 
behaviorists make this an ideal time 
to develop and introduce this educa-
tional initiative.  
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