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Abstract: Adverse childhood experiences (ACEs) include exposures such as abuse

and household dysfunction. These exposures are associated with long-term

sequelae and unfavorable health outcomes in adulthood. NPs working in primary

care can help to reduce the impact of ACEs in adulthood by identifying individuals

with these experiences and implementing trauma-informed care strategies.

By Jana L. Esden, DNP, APNP, FNP-BC, CNE

n NP working at a community health center
is meeting with a new patient who com-
plains of depression and anxiety. Mr. L, a

46-year-old male, is currently homeless and has a
history of major depressive disorder and alcohol use
disorder. He has had several hospitalizations for sui-
cide attempts and alcohol withdrawal and detoxifica-
tion. Mr. L currently takes no medications but reports
previously taking fluoxetine and sertraline. Although
the medications helped, Mr. L was not able to obtain
refills because he lacked a reliable mode of transporta-
tion. He states that without the medication, his mood
is poor and his anxiety is elevated, which leads to
excessive alcohol intake.

M. Ls depression screening tool (The Patient
Health Questionnaire-9 [PHQ-9]) reveals modemtely

severe depression, but he denies suicidal ideation. He
states, “I know when I am getting bad, and that is
why I came in today.” The NP completes a thorough
history that includes questioning about his child-
hood, to which he replies: “it was rough; my dad was
a drinker. The only time things seemed okay was when
he went to prison.” As the NP questions further, it is
discovered that Mr. L has a history of five adverse
childhood experiences.

B Background

In the 1980s, a physician working in an obesity
clinic in southern California noted that although
his weight loss program was working well for many
of his patients, a substantial number of participants
dropped out of the program and qulckly regamed

Keywords: adverse chlldhood experlences chlldhood trauma, trauma- mformed care
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Adbverse childhood experiences and implementing trauma-informed primary care

their lost pounds.' To better understand why patients
were leaving the program, he interviewed them and
discovered that almost half reported experiencing
childhood sexual abuse." This finding led to a collabor-
ative investigation with the CDC into the relationship
between childhood trauma and subsequent health out-
comes. This study, published in 1998, became known
as the landmark adverse childhood experiences (ACE)
study.!

The original ACE study included more than 17,000
individuals in two waves of research.? Participants
completed confidential surveys on childhood experi-
ences, health behaviors, and health status, and they
underwent physical exams and lab testing as part of
their health assessments.” The confidential surveys

ACE score prevalence: ACE study participants
waves 1 and 22

Number of ACEs Women (%) Men (%) Total (%)
0 34,5 38.0 36.1

1 24.5 27.9 26.0

2 15.5 16.4 15.9

3 10.3 8.5 9.5

4 or more 15.2 9.2 12.5

included questions about childhood experiences of
abuse and household dysfunction.’

Initially, questions focused on seven specific ACEs:
emotional, physical, and sexual abuse; violence against
a mother; living with an individual with an alcohol or
other substance use disorder; living with an individual
with mental illness; or living with an individual who
went to prison.’ In the second wave of the study, physi-
cal and emotional neglect were added, and subsequent
studies included parental separation and divorce as an
additional ACE.**

These studies revealed that over 60% of the par-
ticipants had experienced at least one ACE, and 12.5%
had experienced four or more ACEs (see ACE score
prevalence: ACE study participants waves 1 and 2).?
The most common ACEs reported were physical abuse
(28.3%) and household substance abuse (26.9%), and
one in four women (24.7%) reported a history of
sexual abuse during their childhood (see Prevalence
of ACEs by category: ACE study participants waves 1
and 2).” Since the publication of the original ACE
study, numerous other studies have confirmed the
high prevalence of ACEs in the US.*

In 2010, two large surveys, one including over
26,000 individuals from 5 states and another of almost
54,000 adults in 10 states plus the District of Colum-
bia, resulted in findings consistent with the original

Prevalence of ACEs by category: ACE study participants waves 1 and 22

Women Men Total
ACE Category (n=9,367) % (n =7970) % (N =17337) %
Abuse
Emotional abuse 13.1 7.6 10.6
Physical abuse 27 29.9 28.3
Sexual abuse 24.7 16 20.7
Household challenges
Mother treated violently 13.7 11.5 12.7
Household substance abuse 29.5 23.8 26.9
Household mental iliness 23.3 14.8 19.4
Parental separation or divorce 24.5 21.8 23.3
Incarcerated household member 5.2 4.1 4.7
Neglect*
Emotional neglect 16.7 12.4 14.8
Physical neglect 9.2 10.7 9.9
*Collected during wave 2 only (n = 8,629)

12 The Nurse Practitioner * Vol. 43, No. 12
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Adbverse childhood experiences and implementing trauma-informed primary care

ACE pyramid

Death

Early
death

Disease,
disability, and
social problems

Adoption of
health-risk behaviors

Social, emotional, and
cognitive impairment

Disrupted neurodevelopment

Adverse childhood experiences

Conception

Reproduced from the Centers for Disease Control and Prevention?

ACE study. The results of these two studies showed
that 59.4% of the population have experienced at least
one ACE.>® Participants reporting four or more ACEs
were 15.2% and 15.3% of the two study populations,
respectively.> Similarly, in 2011, more than 48,000
adults in five states were surveyed; 55.4% of respon-
dents reported at least one ACE, and 13.7% reported
four or more ACEs.”

In the original ACE study, Felitti and colleagues
discovered a dose-response relationship between the
number of ACEs experienced and subsequent health
risk behaviors, mental illness, and chronic illness, in-
dicating that the more ACEs children experience, the
higher the prevalence of these conditions in adult-
hood.? As the number of ACEs increased, so did the
prevalence and risk for depressed mood, suicide at-
tempts, tobacco smoking, alcohol use disorder, in-
jection of illicit drugs, having more than 50 sexual
partners, history of sexually transmitted infection,
physical inactivity, and severe obesity.?

Compared with participants with no history of
childhood trauma, those with four or more ACEs
were twice as likely to smoke tobacco, 7 times more
likely to have an alcohol use disorder, 10 times more

www.tnpj.com

likely to have ever injected I.V. drugs, and 12 times
more likely to have attempted suicide.’ Chronic ill-
nesses found to have a significant dose-dependent
relationship to ACEs included ischemic heart disease,
chronic obstructive pulmonary disease (COPD),
cancer, skeletal fractures, and liver diseases such as
hepatitis.’?

Dozens of additional studies have confirmed the
link between ACEs, health risk behaviors, and chronic
health conditions, with more than 40 outcomes reveal-
ing a dose-dependent relationship to number of trau-
matic childhood experiences.? Gilbert and colleagues
reported graded dose-response relationships between
the number of ACEs and health conditions such as
coronary artery disease, myocardial infarction, stroke,
asthma, and diabetes mellitus as well as between num-
ber of ACEs and reported fair or poor general health,
frequent mental distress, and disability.®

Campbell and coauthors reported graded dose-
response relationships between ACE score and binge
drinking, heavy drinking, current tobacco use, depres-
sion, disability, and participating in high HIV risk
behaviors such as injecting I.V. drugs or receiving
money or drugs in exchange for sex.” Individuals with

The Nurse Practitioner * December 2018 13
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Adbverse childhood experiences and implementing trauma-informed primary care

ACEs are more likely to report poor health, and ACEs
increase risk for disability and early death, with indi-
viduals reporting six or more ACEs dying on average
nearly 20 years earlier than individuals reporting no
ACEs (see ACE pyramid).>>*

B Brain changes

Physical responses to transient stressors are not
harmful to a young child, particularly if the nega-
tive effects of the stress responses are mitigated by

altering the function of the nervous, endocrine, and
immune systems.

ACEs have been directly implicated in the develop-
ment of mental illnesses in three recent meta-analyses.
Liand colleagues reported a significantly elevated risk
for anxiety and depression in patients with a history
of childhood trauma.' Nelson and coauthors dem-
onstrated that a strong relationship exists between
ACEs and early onset, severe, and treatment-refractory
depression.'? Agnew-Blais and Danese reported unfa-

The consequences of various undesirable
coping mechanisms can lead to poor long-term
health in patients with a history of ACEs.

vorable outcomes in patients with
bipolar disorder, including more
frequent and more severe episodes
of both depression and mania, sig-
nificant psychosis, and an increased
risk of suicide attempts when com-

a supportive caregiver who is consistent and reli-
able in responding to the child’s needs.” However,
toxic stress, defined as the prolonged activation of
the stress response system that occurs in the absence
of a supportive caregiver, may occur during sensitive
developmental stages and can lead to disruption in
brain development.’

Excess catecholamines, cortisol, and proinflamma-
tory cytokines present during the prolonged stress re-
sponse are damaging to a child’s developing brain and
change the architecture of the brain in ways that in-
fluence future behavior, learning, and health.”'° Toxic
stress is associated with changes in the development
of the prefrontal cortex, amygdala, and hippocampus
that result in numerous alterations in behavior and
learning (see Brain changes resulting from exposure to
toxic stress).>'°

B Health implications

Chronic stress caused by ACEs negatively affects long-
term health by increasing risk for mental illness, aiding
in the development of adverse coping behaviors, and

pared with patients who have the
condition without a history of ACEs."

Additionally, a systematic review by Carr and
coauthors illustrated a link between specific types
of childhood abuse and neglect and the subsequent
development of numerous mental pathologies, in-
cluding mood disorders such as major depressive
disorder and bipolar disorder; anxiety disorders such
as panic disorder and agoraphobia; posttraumatic
stress disorder (PTSD); personality disorders; eat-
ing disorders; substance use disorders; disruptive,
impulse-control, and conduct disorders; dissociative
disorders; and schizophrenia (see Link between ACEs
and mental illness)."

The consequences of various undesirable coping
mechanisms can lead to poor long-term health in
patients with a history of ACEs. Behaviors that may
be assessed by a healthcare provider as the patient’s
problem (overeating, smoking, alcohol use, or drug
use) may be viewed by the patient as a solution."
Healthcare providers, for example, see tobacco use
as a problem that can lead to negative health con-
sequences for the patient; however, the patient may

Brain changes resulting from exposure to toxic stress®™

Brain region

Changes resulting from toxic stress

Examples

Prefrontal cortex

Impairment in executive functions

Attention, reasoning, impulse control, working
memory, problem solving'

Amygdala

Alterations in behavioral responses

Hypervigilance, fear responses®™

Hippocampus Behavioral changes

Impaired learning and memory®™
Reduced ability to regulate mood?®

14 The Nurse Practitioner = Vol. 43, No. 12
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Adbverse childhood experiences and implementing trauma-informed primary care

Link between ACEs and mental illness™

Disorder type Emotional abuse Physical abuse Sexual abuse Emotional neglect Physical neglect
Anxiety disorders X X X X

Disruptive behavior disorders X X X

Dissociative disorders X

Eating disorders X X

Mood disorders X X X X

Personality disorders X X X X X

PTSD X X X

Schizophrenia X X X X
Substance use disorders X X X X

be using the psychoactive benefits of nicotine to
mitigate symptoms of anxiety, depression, or anger."
These individuals then go on to develop diseases for
which their health behaviors place them at risk, such
as COPD, cardiovascular disease, and liver disease.

Prolonged exposure to toxic stress during child-
hood is associated with changes in the nervous, en-
docrine, and immune systems.'® Recent literature has
linked ACEs to the development of diseases such as
autoimmune disorders and cardiovascular disease
based on the growing body of evidence that suggests
toxic stress in childhood results in a chronic proin-
flammatory state in the adult body, which leads to the
development of certain diseases independent of health
risk behaviors.'*!¢!

Barr reported that chronic elevations in cortisol
levels paired with increased levels of inflammatory
proteins exact changes in the cardiovascular system
that can be seen in very young adults.'® Baumeister
and colleagues conducted a meta-analysis that re-
vealed an association between childhood physical and
sexual abuse and increased levels of inflammatory
markers in adults, revealing a long-term change in
immune function that may be influenced by child-
hood trauma."”

H Societal implications

In addition to health risks, having a history of ACEs
increases risk for disadvantaged socioeconomic sta-
tus, lower education, and increased difficulty in main-
taining employment.'®* However, ACEs are a burden
that affects not just the individual experiencing the

www.tnpj.com

trauma, but also the individual’s family, community,
and society. A family cycle of abuse is common, and
survivors of ACEs are at increased risk for maltreat-
ing their own children." Newer research is indicating
that the effects of trauma may be passed down to
subsequent generations, possibly through changes
in DNAY?

From a community standpoint, individuals who
experience ACEs may be more likely to commit
crimes. A large study of over 22,000 former juvenile
offenders found a graded dose-dependent relation-
ship between number of ACEs and likelihood of
engaging in serious, violent, and chronic criminal
behavior by the age of 35.%° Two separate studies
conducted by Levenson and colleagues on male (N =
679) and female (N = 47) sex offenders showed that
nearly half (45.7%) of male participants and 41%
of female participants reported four or more ACEs,
and 38% of male participants and 50% of female
participants had been sexually abused as children,
demonstrating a link between surviving ACEs during
childhood and committing sex offenses as adults.?"*
The estimated economic burden of childhood abuse
and neglect in the US is at least $124 billion annu-
ally with financial burdens that include medical care
during both childhood and adulthood, child welfare
costs such as foster care placement, criminal justice
costs, and loss of productivity.”

B Caring for adult survivors of ACEs
Considering the prevalence of ACEs in the US and
the well-established impact of negative health-related

The Nurse Practitioner * December 2018 15
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outcomes, it is essential for NPs to be knowledgeable
about ACEs and to be confident in caring for patients
with a history of childhood trauma. Current evidence
suggests that many primary care providers do not
routinely ask about ACEs. Some providers may be
unaware of the impact of ACEs, whereas others may
have knowledge of ACEs but have not been trained on
how to conduct this type of interview with patients.'>*
There may be concerns regarding time constraints,
reimbursement, and the ability to respond empatheti-
cally to disclosures of past abuse.'>*

Kerker and colleagues recently reported that of
nearly 600 pediatricians surveyed, only 4% of re-
spondents routinely asked about all relevant ACEs,
and 76% of pediatricians reported not being familiar
with the ACE study.” Weinreb and coauthors reported
that fewer than one in three primary care physicians
routinely screened women for a history of childhood
abuse, and only one in eight routinely screened men.*

be used to reduce the impact of these experiences on
physical and mental health. According to the Substance
Abuse and Mental Health Services Administration
(samHSA), trauma-informed care is a systemwide ap-
proach to caring for patients that is cognizant of the
impact of childhood trauma on the person, the family,
the community, and society as a whole.”

Practitioners working within a trauma-informed
organization are able to recognize possible trauma in
patients and families and respond appropriately in a
way that helps the individual recover without causing
retraumatization (see Qualities of a trauma-informed
organization).”® SAMHSA recognizes that victims of
trauma can recover and experience better health, but
health organizations must be informed in the science
of trauma and the practices that can help patients
recuperate.”

A trauma-informed care approach addresses the
consequences of trauma and helps to facilitate healing
in patients and families.?” Addition-

discussion with the NP.

Administering an ACE Questionnaire

should be immediately followed by a

ally, a trauma-informed approach
recognizes that patients with a his-
tory of trauma have unique health
challenges that require adaptations
on the part of healthcare providers

This study also demonstrated that the survey par-
ticipants underestimated the prevalence of childhood
trauma and were often unaware of the negative health
ramifications associated with ACEs.*

Nearly 80% of the physicians surveyed believed
it was their role to screen for childhood abuse but
reported barriers to screening such as lack of time to
screen and to counsel patients after a positive screen.*
Forty percent of respondents reported no formal train-
ing in screening adults for childhood trauma.?

Likewise, a study of family medicine residents
(N = 112) revealed that although 80% of residents be-
lieved that it was their role to screen patients for past
abuse, less than half had received formal training on
how to do so, and only one-third felt confident enough
in their abilities to adequately screen patients.” Lack of
time to counsel patients after a disclosure of childhood
trauma was a top barrier to screening along with lack of
time to screen, which is consistent with other reports.?>*’

M Trauma-informed care
Although ACE:s are associated with significant long-

term sequelae, there are effective interventions that can

16 The Nurse Practitioner = Vol. 43, No. 12

to attend to their vulnerabilities.”
Mollard and Hudson developed a model of imple-
menting trauma-informed care for women in correc-
tional facilities. Their model includes four elements:
educate, empathize, explain, and empower (4 E’s; see
The 4 E’s model of trauma-informed care for the primary
care setting).” This model can be adapted for use in
the primary care setting.

Educate
The educate element of the 4 E’s model refers to the
systematic education of staff.”” For an organization to
be trauma-informed, all staft must undergo training
on the prevalence of ACEs, how ACEs affect brain
development in children, how they affect body func-
tion, and the role they play in mental illness, chronic
illness, and health-risk behaviors later in life.? Train-
ing sessions should also include information about
the importance of screening for ACEs and how to
empathetically respond to disclosures of abuse.”!
Staff members learn how to intervene to help
patients in need, including understanding the role
each staff member plays in the care of and advocacy
for patients.”” Examples of this include answering

www.tnpj.com

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



Adbverse childhood experiences and implementing trauma-informed primary care

questions such as, Who will screen patients for ACEs
and respond to their disclosures of past abuse? What can
scheduling staff do to help patients with transportation
challenges? Who connects patients with therapists for
trauma-informed cognitive behavioral therapy? When
a patient fails to arrive for a Pap test, who follows up
with that patient to ask if she wants to reschedule and to
encourage discussion if she has any questions or concerns
about the procedure?

Choi and Seng reported that a 1-hour trauma-
informed care education program directed at perinatal
providers and staff (N = 53) resulted in statistically
significant improvements in knowledge, skills, and
attitudes.” Palfrey and colleagues reported increas-
es in awareness, confidence, and attitudes in mental
health providers and staff after a 1-day workshop on
trauma-informed care (N = 102).* In particular, par-
ticipants gained confidence in assessing for trauma
and responding to disclosures, improved perceived
knowledge and skill in working with patients affected
by trauma, and increased awareness of services and
resources available to patients.*

Empathize

Empathize is the second element of the 4 E’s model,
and it means that providers and staff should consider
how trauma has affected patients and their current
behaviors and health.?”” Providers may gain a deeper
understanding of their patients by considering how
trauma has affected them as people.”” This includes
refraining from labeling patients as being nonadherent
and instead recognizing the patient’s potential barriers
to following the recommended plan of care, which
may include financial barriers, transportation barriers,
and other types of barriers that may not be discovered
unless the patient is specifically asked.**

It is critical that providers of primary care routinely
screen patients for ACEs.”' Screening can be accom-
plished directly through questioning by the NP or by
administering a questionnaire.’ Administering an
ACE Questionnaire (see ACE questionnaire) should be
immediately followed by a discussion with the NP.**!
NPs must be prepared to address disclosures of abuse
with empathetic responses. For many providers who
are not accustomed to these disclosures, this may in-
volve practicing supportive and validating statements
in advance.

NPs will also need to pay close attention to body
language and facial expression while refraining from

www.tnpj.com

Qualities of a trauma-informed organization?®

Realizes the widespread impact of trauma and understands
potential paths for recovery

Recognizes the signs and symptoms of trauma in patients,
families, staff, and other individuals involved with the system

Responds by fully integrating knowledge about trauma
into policies, procedures, and practices

Actively seeks to resist retraumatization

The 4 E's model of trauma-informed care for
the primary care setting

Educate

Systematically train all providers and staff in trauma-

informed care strategies; learner objectives include:

o |dentify the various types of ACEs

e Explain how ACEs affect brain development

e Describe the role ACEs play in the development of
health risk behaviors, mental illness, and chronic illness

e Recognize the importance of screening for ACEs

e Learn how to respond to disclosures of abuse

o Assemble plans to intervene for patients in need

Empathize

e Consider how trauma has affected patients and their
current behaviors and health

e Recognize patients’ potential barriers to following
recommended plans of care

e Develop sensitive responses to abuse disclosures

Explain

o Create a safe environment for patients

o Honestly explain exams and procedures

e Answer questions

e Adjust usual routines to accommodate patients’
unique needs

e Avoid retraumatization

Empower

o Eliminate the power differential between provider and
patient

Utilize a patient-centered care approach

Employ shared-decision making strategies

Facilitate goal-setting and positive health choices
Develop evidence-based treatment plans

Connect patients to care and resources

Adapted with permission from: Mollard E, Hudson DB. Nurse-led trauma-
informed correctional care for women. Perspect Psychiatr Care. 2016;52:224-230.

using physical touch to comfort the patient. Literature
suggests that patients are not offended or triggered
when asked about childhood trauma as long as they
do not receive a negative response to the disclosure.”*!
If the NP’s response is compassionate and empathetic,
this may help to gain the trust of the patient, which
will assist in developing a mutually agreed-upon plan
of care for health improvement.
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ACE questionnaire®

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

Did a parent or other adult in the Swear at you, insult you, put you down, or YES NO |If yes enter 1
household often: humiliate you?
Or

Act in a way that made you afraid that you might
be physically hurt?

Did a parent or other adult in the Push, grab, slap, or throw something at you? YES NO Ifyesenter1
household often: Or

Ever hit you so hard that you had marks or were
injured?

Did an adult or person at least Touch or fondle you or have you touch their YES NO Ifyesenter1
5 years older than you ever: body in a sexual way?
Or
Try to actually have oral, anal, or vaginal sex
with you?

Did you often feel that: No one in your family loved you or thought you YES NO If yes enter 1
were important or special?
Or
Your family didn’t look out for each other, feel
close to each other, or support each other?

Did you often feel that: You didn’t have enough to eat, had to wear dirty YES NO If yes enter 1
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?

Was your mother or stepmother: Often pushed, grabbed, slapped, or had some- YES NO If yes enter 1
thing 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?

Were your parents ever separated or YES NO If yes enter 1
divorced?
Did you live with anyone who was a problem YES NO If yes enter 1

drinker or alcoholic or who used street drugs?

Was a household member depressed or YES NO If yesenter 1
mentally ill or did a household member
attempt suicide?

Did a household member go to prison? YES NO Ifyesenter 1

Total number of “YES” answers = ACE Score:

Adapted from Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and household dysfunction to many of the leading causes of death in
adults. The adverse childhood experiences (ACE) study. Am J Prev Med. 1998;14(4):245-258.
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Explain
Explain is the third element of the 4 E’s model of
trauma-informed care, and trust building continues
in this element.” NPs can explain to patients how their
past experiences have affected their current life and
health and how the healthcare team can assist them
in improving their health by advocating for them,
connecting them to care, and continuing to cultivate
a positive patient—provider relationship. A goal of
trauma-informed strategies is to create a safe environ-
ment so the patient feels comfortable returning for
future visits.* NPs using a trauma-informed approach
will need to fully discuss with patients why certain
exams or procedures are important, explain in detail
what to expect during the procedure, and answer any
questions the patient may have. The NP may suspect
that a procedure could trigger an anxiety response in a
patient with a history of trauma; this can be discussed
with openness and transparency.”

Fear of retraumatization can lead to multiple
missed appointments for patients with a history
of trauma.** This is an issue not only with office
visits for procedures such as pelvic

patients, and they actively seek to remove this barrier
in order to promote patient empowerment.”® NPs can
use patient-centered care and shared decision-making
strategies to involve the patient in healthcare decisions.

A trauma-informed system of care is described as
being “strength-based,” so the style of care should be
centered on the patient with the NP as a facilitator of
goal-setting and positive health choices.?* NPs using
a trauma-informed approach refrain from advising
patients of what they need and instead educate patients
on what services are available to them.”!

For example, an NP may explain to a patient the
importance of cervical cancer screening but also
acknowledge that it could be a triggering event for
a woman with a history of childhood sexual abuse.
Instead of telling the patient she “needs a Pap test,”
explaining the procedure and encouraging her to make
her own decision about whether to proceed builds
trust with the patient and empowers her to make her
own choice.

Empowering patients includes advocating for
them.? Part of this is recognizing the impact trauma

exams or rectal exams, but also for
other types of care such as dental
appointments in which patients can
be triggered by the weighted vests
needed for X-rays and by being re-

Mental illness and chronic illness should be treated
with an evidence-based approach involving the "

patient in all aspects of decision-making.

quired to lie back and hold their
mouths open for long periods of time.* Ravi and
Little offer a list of trauma-informed care actions for
providers that may help to limit retraumatization
during sensitive exams.*

For example, NPs should describe, in advance,
sounds patients may hear and sensations they may
experience during an exam.* During pelvic exams,
NPs can also offer patients the option of self-inserting
a speculum to give women more control over the pro-
cedure.** In general, to avoid retraumatization, the
patient must be placed at the center of the procedure,
and the NP must be willing to alter his or her usual
routine to best accommodate the patient’s needs.

Empower

A trauma-informed care approach should empower
individuals to improve their health, which is why
empower is the last of the 4 E’s.* NPs using a trau-
ma-informed approach recognize that often a power
differential exists between healthcare providers and

www.tnpj.com

has had on the patient’s life and ensuring that the
NP is considering underlying causes of the patient’s
symptoms and health risk behaviors. It is critical that
NPs assist patients in obtaining the best possible treat-
ments for their conditions as well as to connect them to
care and resources.” Mental illness and chronic illness
should be treated with an evidence-based approach
involving the patient in all aspects of decision-making.
Motivational interviewing strategies can be used to
facilitate goal development with the patient.

M Clinical case revisited

The NP has been educated in trauma-informed care
strategies. The NP discovers through the interview pro-
cess that Mr. L meets the Diagnostic and Statistical
Manual of Mental Disorders: Fifth Edition (DSM-5)
criteria for posttraumatic stress disorder and under-
stands through their conversation that he is using
alcohol to self-medicate his symptoms.’*?> The NP
empathizes with the patient’s situation and considers
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how his life has been impacted by trauma. Then, the
NP explains to the patient how his experiences as a
child have affected his life and health as an adult and
empowers him by asking what he thinks can be done
to best help him to heal and to experience better overall
health. Mr. L indicates that he is not suicidal and would
prefer to not be hospitalized; however, he would like to
restart an antidepressant.

The NP chooses sertraline because it has been
effective for the patient in the past and is indicated
for both major depressive disorder and PTSD. Af-
ter determining that blood draws are not a trigger,
baseline labs are collected. With the patient in agree-
ment, the NP places a referral for trauma-informed
cognitive behavioral therapy (CBT) and explains to
the patient that studies have shown that CBT reduces
symptoms of PTSD in adults who have experienced
trauma.’!

The patient is asked when he thinks it would be
best to return for a follow-up visit, and he indicates he
wants someone to “keep an eye on him,” so a follow-up
appointment is scheduled for the next week. The NP
also advocates for the patient by calling the therapist
to obtain an expedited CBT appointment, connecting
him to a resource that can help him find grant-funded
housing, and ensuring that he has transportation to his
follow-up visits.

B Implications for practice

Interventions that focus on the primary prevention
of ACEs are likely to have the greatest impact in re-
ducing the detrimental effects of childhood trauma
on families and communities. However, NPs and
other healthcare providers who care for adults also
have the opportunity to make a significant impact
in mitigating the mental and physical health effects
of ACEs. NPs who are trauma-informed routinely
screen patients for ACEs, recognize the role that
childhood trauma has in the development of health
risk behaviors and illness, and use patient-centered
approaches that empower patients to design plans
for improved health that are focused on the patient’s
personal goals and values.

M Conclusion

Extensive evidence has linked ACEs to numerous
adverse health outcomes in a dose-dependent rela-
tionship.*>”~ Toxic stress during childhood disrupts
nervous system development, stunting growth in the

20 The Nurse Practitioner * Vol. 43, No. 12

brain regions responsible for problem solving, impulse
control, mood regulation, learning, and memory.'>'¢
Consequences of ACEs include mental illness, chronic
illness, disability, and early death.*>”? ACEs have life-
long health ramifications that can be mitigated with
proper treatment and a trusting relationship with
a healthcare provider. NPs can implement trauma-
informed care strategies, using the 4 E’s model to edu-
cate, empathize, explain, and empower, to better care
for patients who have experienced ACEs.” @

REFERENCES

1. Felitti V, Redding C, Anda R, Floud S, Gunnar M. Can family secrets make
you sick? [Shots Health News from NPR radio interview. Interviewer Laura
Starecheski.] www.npr.org/templates/transcript/transcript.php?storyld=377
569413storyld=377569413.

N

. Centers for Disease Control and Prevention. Adverse childhood experiences
(ACEs). www.cdc.gov/violenceprevention/acestudy/about.html.

Felitti V], Anda RF, Nordenberg D, et al. Relationship of childhood abuse
and household dysfunction to many of the leading causes of death in
adults. The adverse childhood experiences (ACE) study. Am J Prev Med.
1998;14(4):245-258.

bl

4. Oral R, Ramirez M, Coohey C, et al. Adverse childhood experiences and
trauma informed care: the future of health care. Pediatr Res. 2016;79(1-2):
227-233.

w

. Centers for Disease Control and Prevention. Adverse childhood experiences
reported by adults -- five states, 2009. MMWR Morb Mortal Wkly Rep.
2010;59(49):1609-1613.

. Gilbert LK, Breiding MJ, Merrick MT, et al. Childhood adversity and adult
chronic disease: an update from ten states and the District of Columbia,
2010. Am J Prev Med. 2015;48(3):345-349.

Campbell JA, Walker RJ, Egede LE. Associations between adverse childhood
experiences, high-risk behaviors, and morbidity in adulthood. Am J Prev
Med. 2016;50(3):344-352.

. Brown DW, Anda RE, Tiemeier H, et al. Adverse childhood experiences and
the risk of premature mortality. Am J Prev Med. 2009;37(5):389-396.

Shonkoff JP, Garner AS; Committee on Psychosocial Aspects of Child and
Family Health; Committee on Early Childhood, Adoption, and Depen-
dent Care; Section on Developmental and Behavioral Pediatrics. The
lifelong effects of early childhood adversity and toxic stress. Pediatrics.
2012;129(1):e232-e246.

10. Bucci M, Marques SS, Oh D, Harris NB. Toxic stress in children and adoles-
cents. Adv Pediatr. 2016;63(1):403-428.

(=2}

N

o

b

11.Li M, D’Arcy C, Meng X. Maltreatment in childhood substantially increases
the risk of adult depression and anxiety in prospective cohort studies:
systematic review, meta-analysis, and proportional attributable fractions.
Psychol Med. 2016;46(4):717-730.

12. Nelson J, Klumparendt A, Doebler P, Ehring T. Childhood maltreatment
and characteristics of adult depression: meta-analysis. Br J Psychiatry.
2017;201(2):96-104.

. Agnew-Blais J, Danese A. Childhood maltreatment and unfavourable clini-
cal outcomes in bipolar disorder: a systematic review and meta-analysis.
Lancet Psychiatry. 2016;3(4):342-349.

14. Carr CP, Martins CM, Stingel AM, Lemgruber VB, Juruena MF. The role of
early life stress in adult psychiatric disorders: a systematic review according
to childhood trauma subtypes. ] Nerv Ment Dis. 2013;201(12):1007-1020.

15. Felitti VJ. Adverse childhood experiences and adult health. Acad Pediatr.
2009;9(3):131-132.

1

w

16. Barr DA. The childhood roots of cardiovascular disease disparities.
Mayo Clin Proc. 2017;92(9):1415-1421.

17. Baumeister D, Akhtar R, Ciufolini S, Pariante CM, Mondelli V. Childhood
trauma and adulthood inflammation: a meta-analysis of peripheral C-reactive
protein, interleukin-6 and tumour necrosis factor-o. Mol Psychiatry. 2016;
21(5):642-649.

www.tnpj.com

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



Adbverse childhood experiences and implementing trauma-informed primary care

18. Dube SR, Cook ML, Edwards V]. Health-related outcomes of adverse
childhood experiences in Texas, 2002. Prev Chronic Dis. 2010;7(3):A52.

29. Mollard E, Brage Hudson D. Nurse-led trauma-informed correctional care
for women. Perspect Psychiatr Care. 2016;52(3):224-230.

. Purkey E, Patel R, Beckett T, Mathieu F. Primary care experiences of women
with a history of childhood trauma and chronic disease: trauma-informed
care approach. Can Fam Physician. 2018;64(3):204-211.

=1

1

0

Jackson AM, Deye K. Aspects of abuse: consequences of childhood victim- 3
ization. Curr Probl Pediatr Adolesc Health Care. 2015;45(3):86-93.

20. Fox BH, Perez N, Cass E, Baglivio MT, Epps N. Trauma changes everything:

examining the relationship between adverse childhood experiences and serious, 31. Waite R, Gerrity P, Arango R. Assessment for and response to adverse child-
violent and chronic juvenile offenders. Child Abuse Negl. 2015;46:163-173. hood experiences. ] Psychosoc Nurs Ment Health Serv. 2010:48(12):51-61.
21. Levenson JS, Willis GM, Prescott DS. Adverse childhood experiences in the 32. Choi KR, Seng JS. Pilot for nurse-led, interprofessional in-service training

lives of female sex offenders. Sex Abuse. 2015;27(3):258-283.

. Levenson JS, Willis GM, Prescott DS. Adverse childhood experiences in the
lives of male sex offenders: implications for trauma-informed care. Sex Abuse. 3

on trauma-informed perinatal care. ] Contin Educ Nurs. 2015;46(11):
515-521.

. Palfrey N, Reay RE, Aplin'V, et al. Achieving service change through the

2!

[
»

2016;28(4):340-359.

Fang X, Brown DS, Florence CS, Mercy JA. The economic burden of
child maltreatment in the United States and implications for prevention.
Child Abuse Negl. 2012;36(2):156-165.

Mills KL. The importance of providing trauma-informed care in alcohol
and other drug services. Drug Alcohol Rev. 2015;34(3):231-233.

23.

2

=

implementation of a trauma-informed care training program within a men-
tal health service. Community Ment Health J. [e-pub Apr. 28, 2018].

3

=

. Ravi A, Little V. Providing trauma-informed care. Am Fam Physician.
2017;95(10):655-657.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders: Fifth Edition (DSM-5). Arlington, VA: American Psychiatric Pub-

35.

5 lishing; 2013.

o

Kerker BD, Storfer-Isser A, Szilagyi M, et al. Do pediatricians ask about
adverse childhood experiences in pediatric primary care? Acad Pediatr.
2016;16(2):154-160.

. Weinreb L, Savageau JA, Candib LM, Reed GW, Fletcher KE, Hargraves JL.
Screening for childhood trauma in adult primary care patients: a cross-
sectional survey. Prim Care Companion J Clin Psychiatry. 2010;12(6):e1-e10.
Tink W, Tink JC, Turin TC, Kelly M. Adverse childhood experiences: survey
of resident practice, knowledge, and attitude. Fam Med. 2017;49(1):7-13.
Substance Abuse and Mental Health Services Administration’s (SAMHSA)
Trauma and Justice Strategic Initiative. SAMHSA’s concept of trauma and
guidance for a trauma-informed approach. 2014. https://store.samhsa.gov/

Jana L. Esden is an associate professor at Frontier Nursing University in Hyden,
Ky., and a family nurse practitioner at Partnership Community Health Center
in Appleton, Wis.

2

[=2)

2

N

The author has disclosed no potential conflicts of interests, financial or

28. otherwise.

shin/content/SMA14-4884/SMA14-4884.pdf.

DOI:10.1097/01.NPR.0000547550.48517.e9

For more than 298 additional continuing-education articles related to

Advanced Practice Nursing topics, go to NursingCenter.com/CE.

[«{3 ConNECTION

Earn CE credit online:

Go to www.nursingcenter.com/CE/NP and receive a
certificate within minutes.

TEST INSTRUCTIONS

o To take the test online, go to our secure website at www.
nursingcenter.com/ce/NP. View instructions for taking the
test online there.

o If you prefer to submit your test by mail, record your an-
swers in the test answer section of the CE enrollment form
on page 22. You may make copies of the form.

Each question has only one correct answer. There is no
minimum passing score required.

Complete the registration information and course evalua-
tion. Mail the completed form and registration fee of $17.95
to: Lippincott Professional Development CE Group, 74 Brick
Blvd., Bldg. 4, Suite 206, Brick, NJ 08723. We will mail your
certificate in 4 to 6 weeks. For faster service, include a fax
number and we will fax your certificate within 2 business
days of receiving your enrollment form. You will receive
your CE certificate of earned contact hours and an answer
key to review your results.

e Registration deadline is December 4, 2020.

INSTRUCTIONS
Adverse childhood experiences and implementing trauma-informed primary care

DISCOUNTS and CUSTOMER SERVICE

e Send two or more tests in any nursing journal published by
Lippincott Williams & Wilkins together and deduct $0.95 from the
price of each test.

e We also offer CE accounts for hospitals and other healthcare facilities
on nursingcenter.com. Call 1-800-787-8985 for details.

PROVIDER ACCREDITATION
Lippincott Professional Development will award 1.5 contact hours for this
continuing nursing education activity.

Lippincott Professional Development is accredited as a provider of
continuing nursing education by the American Nurses Credentialing
Center's Commission on Accreditation.

This activity is also provider approved by the California Board
of Registered Nursing, Provider Number CEP 11749 for 1.5 contact
hours. Lippincott Professional Development is also an approved
provider of continuing nursing education by the District of Columbia,
Georgia, and Florida CE Broker #50-1223.

www.tnpj.com

The Nurse Practitioner * December 2018 21

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.






