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Abstract
BACKGROUND: Screening for adverse childhood experiences 
(ACEs) in prenatal and pediatric populations is recommended by 
the California ACEs Aware initiative and is a promising practice 
to interrupt ACEs in children and mitigate ACEs- related health 
complications in children and families. Yet, integrating ACEs 
screening into clinical practice poses several challenges.

OBJECTIVE: The objective of this report was to evaluate the Kaiser 
Permanente Northern California and Kaiser Permanente Southern 
California pilots and implementation of ACEs screening into routine 
prenatal (Kaiser Permanente Northern California) and pediatric 
(Kaiser Permanente Southern California) care.

MATERIALS AND METHODS: These pilots were evaluated and 
compared to identify common challenges to implementation 
and offer promising practices for negotiating these challenges. 
Evaluation methods included feedback from staff, clinicians, and 
patients, as well as comparisons of methods to overcome various 
barriers to screening implementation.

RESULTS: Implementing ACEs screening, like implementation of any 
new component of clinical care, takes careful planning, education, 
creation of content and workflows, and continuous integration of 
feedback from both patients and staff.

CONCLUSION: This evaluation can serve as support for care teams 
who are considering implementing ACEs screening or who are 
already screening for ACEs. More research is needed regarding the 
relationship between ACEs and preventable and treatable health 
outcomes to improve health for patients and their families.
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Background
Adverse childhood experiences (ACEs) are asso-
ciated with many negative health outcomes and 
have been called the greatest public health threat 
facing the country.1 With increasing recognition of 
the health impacts of toxic stress, clinicians have 
become interested in exploring screening for ACEs 
in routine medical care.2,3 In 2019, the California 
Office of the Surgeon General recommended routine 
screening for ACEs in primary care.4 The California 
ACEs Aware initiative offers clinician training, and 
California’s Medicaid health care program offers 
reimbursement for ACEs screening in primary care.4 
However, implementing a new screening tool into 
routine care poses challenges far beyond workflow 
activation: It requires development and deployment 
of many new materials, including patient education, 
education and training for clinicians and staff, work-
flows, and follow- up algorithms. Successful imple-
mentation depends on deliberate orchestration, 
staff and clinician support, and cross- collaboration 
between departments to support patients and 
families.

This report details experience implementing ACEs 
screening into standard care in OB/GYN (Kaiser 
Permanente Northern California) and Pediatrics 
(Kaiser Permanente Southern California; Kaiser 
Permanente Southern California). Kaiser Perma-
nente Northern California and Kaiser Permanente 
Southern California are large, integrated health care 
delivery systems serving diverse populations repre-
sentative of the California population with access to 
care, each with approximately 4.6 million patients.

Methods
In Kaiser Permanente Northern California’s Obstet-
rics setting, initial multisite pilots in 2016 and 2019 
evaluated the feasibility and acceptability of ACEs 
and resilience screening within standard prenatal 
care. These studies informed the implementation 
of ACEs and resilience screening in routine prenatal 
care across Kaiser Permanente Northern Cali-
fornia, which has ≥ 50,000 pregnancies annually, 
in December 2021 using the Adult ACEs question-
naire5 (Figure 1) and an internally developed resil-
ience questionnaire.6 In Kaiser Permanente Northern 
California, there were 3 pilots across 11 sites. The 
rollout to initiate screening as part of routine 
prenatal care across Kaiser Permanente Northern 
California outpatient OB/GYN was to 63 sites. The 
first 2 pilots included 926 pregnant patients. Each 

pilot had a different system for feedback. The first 
pilot included conversations and surveys with clini-
cians and staff who participated in screening and 
responded to an invitation to participate in the 
survey and/or conversations. Telephone interviews 
were conducted with 210 patients in the first pilot 
and with 119 patients17,8 in the second pilot. The first 
and second pilot studies underwent institutional 
review board (IRB) approval.

In Kaiser Permanente Southern California’s Pedi-
atrics setting, which includes 1 million children, the 
first pilot in 2018 focused on 6 clinics and one age 
group (3- to 5- year- olds) for ACEs screening  
(n = 7056),9 followed by a second pilot for all 
children age 2–18 years at 2 of the 6 original 
pilot clinics.10 This led to a phased expansion of 
screening, with a planned rollout in June 2023 for 
every clinic in the Southern California Permanente 
Medical Group to screen children 2–18 years of age 
yearly at every well- child visit. Screening utilized the 
Pediatric ACEs and Related Life- events Screener 
(PEARLS) questionnaire, which includes 10 ACEs 
questions and 7–9 additional Social Determinants 
of Health questions. Telephone interviews were 
conducted with pediatricians, nurses, social workers, 
and community referral organization staff to assess 
facilitators of and barriers to ACEs screening and 
referral and quality improvement opportunities.11 
These were identified based on involvement with 
the pilot and their response to invitation to partici-
pate. These pilots were completed with IRB exemp-
tion for evaluation of ACEs screening and IRB 
approval for other aspects.

Kaiser Permanente Northern California also screens 
for ACEs in pediatrics. This report focuses on 1 
example of ACEs screening from 2 different settings 
and medical groups (Kaiser Permanente Northern 
California Obstetrics and Kaiser Permanente 
Southern California Pediatrics) to highlight shared 
practices that can aide others working to implement 
ACEs screening.

Results
In Kaiser Permanente Northern California and Kaiser 
Permanente Southern California, 5 common barriers 
to ACEs implementation were identified (Table 1).

BARRIERS TO ACES IMPLEMENTATION
Barrier 1: Lack of subject matter knowledge
First, lack of subject matter knowledge was a large 
obstacle. Many currently practicing clinicians have 
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not learned the science of toxic stress, ACEs, or 
resilience, or, if they have some familiarity, they are 
often not aware of or comfortable with using this 
knowledge in practice.

Barrier 2: Time
Second, the barrier of time: ACEs screening requires 
added time for screening itself, and time for empathic, 
trauma- and resilience- informed conversation. These 

Figure 1: Southern California Permanente Medical Group team algorithm for ACEs screening. (Reproduced 
with permission from Southern California Permanente Medical Group 2022.) ACE = adverse childhood expe-
rience; KP = Kaiser Permanente; PEARLS = Pediatric ACEs and Related Life- events Screener; POE = proactive 
office encounter.

Barrier Kaiser Permanente Northern California and Kaiser Permanente Southern California responses

Lack of knowledge Staff trauma and resilience- informed care education, including science of toxic stress and resilience, scripts for entire 
care team, workflows, documentation, and referral support

Time Time studies, stepwise pilots, emphasize staff input and feedback

Referrals Cross- department prelaunch planning, iterative processes to determine referral algorithm, data tracking of referral 
volume

Stigmatization/equity Communicate universality of screening, focus on patients’ needs rather than ACE score alone, include resilience/ 
strengths, staff education

Materials Cover letter provides explanation, language access plan, communicate universality of screening, resources handouts for 
all regardless of ACE score, creation of support documents (algorithms, scripts, coding and documentation guidance) 

for staff and clinicians

Table 1: Overcoming barriers to adverse childhood experience screenings in Kaiser Permanente Northern California and Kaiser Permanente Southern California

ACE = adverse childhood experience.
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time impingements are compounded by current 
health care challenges, including staffing shortages 
and multiple competing demands, to address every 
visit—all of which create time pressure for clinicians 
and staff.

Barrier 3: Referrals
A third barrier involved concerns about referrals after 
screening: There were questions about having the 
right resources for patients, which patients benefit 
from referrals, and whether these systems could 
support a potential increase in referral volume.

Barrier 4: Stigmatization and equity
A fourth barrier involved issues around limiting stig-
matization and inequity. Regarding patient stigmatiza-
tion, workflows, other tools, and the screening process 
itself needed to be built and translated to communi-
cate an equitable and universal approach to screening. 
Regarding staff and clinicians, many had concerns that 
ACEs screening could lead to pathologizing patients 
over common experiences and worries that patients 
might be treated as “just their high ACEs score” and 
therefore pushed toward unneeded services—or kept 
away from beneficial resources if the ACEs score was 
deemed too low.

Barrier 5: Materials
Last, a fifth barrier was identified around generating 
materials for medical teams: decision- making tools, 
scripting, and patient- facing materials for education 
and referral information.

APPROACH TO OVERCOMING THESE BARRIERS
To surmount Barrier 1, lack of knowledge, education 
for staff and was required. This incorporated funda-
mentals of ACEs science, resilience, and trauma- 
informed care. Education also included workflows, 
scripts for receptionists, medical assistants, and clini-
cians, as well as coding, referral, and documentation 
support.7 Educating the entire team on new content 
helped develop a shared understanding of the topic 
and the value of ACEs screening. In Kaiser Permanente 
Northern California, multiple in- person educational 
sessions for the entire staff and clinician team were 
required; attendees anecdotally commented that the 
trauma- informed education helped in other settings 
beyond ACEs screening. Kaiser Permanente Southern 
California created an online education module to train 
clinicians and staff on similar topics, encouraged using 
the Kaiser Permanente Colorado trauma- informed 
care training modules, and partnered with the ACE 

Resource Network’s Number Story project12–15 to 
customize a patient education video to normalize 
ACEs screening.

To address Barrier 2, concerns about time, timed 
studies of each component of ACEs screening in 
Kaiser Permanente Northern California Obstetrics 
were done. This included times to determine screening 
eligibility, introduce screening forms to the patient/
family, and privately complete the screening, as well 
as times for clinician review and addressing screening 
with the patient, documentation, and any referrals. 
Although Kaiser Permanente Southern California did 
not complete timed studies, a series of pilots itera-
tively tested similar aspects of the screening process. 
Transparency about the details of screening gave 
control to the team as they determined for them-
selves the best ways to implement screening. Once 
teams became more comfortable with the steps, the 
process moved more quickly, and clinicians reported 
the screening time was marginal and not disruptive to 
clinic flow.9 Occasionally, longer conversations were 
needed, but clinicians acknowledged that as with 
other unexpected but important medical issues that 
may arise, it is worth taking a few extra minutes to 
address patient needs.

Regarding Barrier 3, referrals, cross- department plan-
ning, collaboration to determine referral algorithms, 
time studies, and data were used to overcome this 
obstacle. In Kaiser Permanente Northern California, 
a series of pilots were conducted and included all 
possible referral departments in prelaunch planning. 
This allowed consideration for which referrals might 
be most helpful to support patients and families 
dealing with ACEs. It also gave insight regarding 
department capacity, allowing pilots to be paced 
so they would not overwhelm resources. At Kaiser 
Permanente Southern California, each pilot itera-
tion included detailed evaluation of the impact on 
patients, practitioners, staff, resources, social services, 
and behavioral health services.9,16 Kaiser Permanente 
Southern California saw that ~3% of positive pediatric 
screenings required referral or other intervention.16,17 
This information provided reassurance to the whole 
team that ACEs screening is usually not time intensive 
or resource draining.

Using several approaches, challenges around 
pathologizing patients based on ACEs screening 
or score (Barrier 4) were addressed. Staff 
education, algorithms (Figure 1), and scripting, 
focused on supporting patients and incorporating 
strengths rather than overemphasizing the ACEs 
score. Kaiser Permanente Northern California 
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paired ACEs screening with resilience assess-
ment, which allowed conversations to incor-
porate strengths. Anecdotally, clinicians found 
that resilience screening allowed them to better 
recognize which patients may benefit from addi-
tional support. This trend matched the analysis, 
wherein patients with low resilience were more 
likely to experience mental health problems, 
intimate partner violence, and substance use in 
pregnancy.18 Kaiser Permanente Southern Cali-
fornia informally assessed strengths and devel-
oped a workflow where patients were referred for 
services not only on the basis of their ACEs score 
but, rather, on a combination of score, strengths, 
and symptomatology or score plus request for 
services. Thus, not all positive scores result in 
referral for services if the patient is otherwise 
doing well or declines services.

Addressing stigmatization also helped overcome 
Barrier 5, materials creation. At Kaiser Perma-
nente Northern California and Kaiser Permanente 
Southern California, both patient- and staff- facing 
documents highlight that ACEs screening was 
routine for everyone. Imaging in these materials 
were carefully chosen to avoid targeting any 
groups and were adjusted based on clinician 
and staff feedback. A cover letter (Figure 2) was 
included for additional explanation.

Equitable access to screening was ensured by 
translating forms, cover letters (Figure 3), and 
resource sheets into multiple languages and 
addressed screening in populations for which 
translation was not yet available. Resource hand-
outs were shared regardless of ACE score. With 
extensive feedback, support documents were 
created for Kaiser Permanente teams, including 

Figure 2: The Permanente Medical Group Resource handout for all patients eligible for ACEs screening. (Re-
produced with permission from copyrighted material of the Permanente Medical Group, Inc., Northern Califor-
nia.) ACE = Adverse Childhood Experience.
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workflows, referral algorithms, and coding and 
documentation guidance.

GATHERING PATIENT AND PRACTITIONER PER-
SPECTIVES; EVALUATING PATIENT EXPERIENCES
Kaiser Permanente Northern California Obstetrics 
solicited direct patient and clinician feedback through 
surveys to learn if and how these services supported 
patients and families.7,8 Of the 119 patients who partic-
ipated in phone interviews on this subject, more than 
half reported using one or more resources from the 
resource handout, including apps, books, and websites, 
rather than referrals or mental health support.8 This 
also showed that most patients 1) were satisfied with 

how Kaiser Permanente Northern California clinicians 
responded to ACEs (82%), 2) felt it built more trust 
with their clinician (53%), and 3) reported that ACEs 
screening did not negatively impact their relationship 
with their clinician (95%). Most patients (94%) also felt 
conversations about resilience or coping skills should 
be included in prenatal care.8 Most pregnant patients 
(73.5%) felt that their partner should be included in 
ACEs screening. However, 40% of patients desired 
more empathy from their clinicians, and 5% felt that 
the ACEs screening had a negative impact on their 
relationship with their clinician. This feedback informed 
future clinician training to mitigate potential negative 
impacts.

Figure 3: The cover page of the Permanente Medical Group patient resource handouts. (Reproduced with 
permission from copyrighted material of The Permanente Medical Group, Inc., Northern California.)
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In Kaiser Permanente Southern California Pediatrics’ 
pilot, initially patients self- referred to behavioral health 
for counseling. However, this was found to have poor 
patient follow- up. So, a separate pilot was developed 
to analyze an updated process in which patients were 
referred to the medical social worker (MSW), who 
determined whether the patient needed trauma- 
informed counseling and/or community support 
services. The MSW would then provide families with 
a direct warm handoff to behavioral health coun-
seling or offer local resources for support. When care 
transitioned to this approach, adherence improved 
greatly: This new workflow with social workers boosted 
completed behavioral health visits 7.5- fold for children 
with positive ACEs screening.10 Approximately 6% of 
positive screens were referred to the social worker, and 
3% needed behavioral health intervention.17

Additionally, to better understand perceptions of 
ACE screening and barriers and facilitators for the 
referral process, Kaiser Permanente Southern Cali-
fornia completed interviews with parents/caregivers 
of child(ren) referred to behavioral health for posi-
tive ACEs screening, as well as pilot team members, 
including pediatricians, nurses, social workers, and 
community referral organization staff.

Among parents/caregivers, primary themes related 
to barriers were difficulty navigating the health care 
system, lack of appointment availability, and financial 
concerns due to lost time at work during appoint-
ments. Facilitator themes included familial support, 
prior positive experience with behavioral health, and 
parent or child requesting therapy. Overall, parents 
were generally positive about ACEs screening and 
receptive to referral to behavioral health. The majority 
also viewed the role of the social worker positively, 
supporting this workflow change.19

Among pilot staff and clinicians, primary themes 
related to barriers were screening tool challenges, 
especially patient confusion, cultural differences, 
capacity limitations, training issues, and care team 
silos. Themes for facilitators included clinician educa-
tion, using screening data to provide more holistic 
and compassionate care, and collaborating between 
departments and practitioners.11

Discussion
These pilots of ACEs screening demonstrate 
that incorporating ACEs is a valuable part of 
regular medical care, providing Kaiser Perma-
nente practitioners with an enriched and holistic 

understanding of their patients’ health that could 
provide insight into root causes of symptoms 
or illness. Clinicians will continue to explore 
how best to apply the science of toxic stress, 
resilience, and ACEs screening. Integrating this 
knowledge will provide the most impact: Without 
knowledge about patient ACEs, the practice of 
medicine is limited, as is the capacity to support 
unique patient needs and, potentially, to prevent 
symptoms and illness. ACEs screening also has 
implications for population- based medicine and 
preventive care. Results suggest that medical 
teams can successfully offer education, support, 
and resources to pregnant women and children 
with ACEs, which holds the promise to interrupt 
the progression of ACEs, improve health, and, ulti-
mately, potentially interrupt the intergenerational 
cycle of ACEs. Tools and strategies employed by 
Kaiser Permanente Northern California and Kaiser 
Permanente Southern California may not be appli-
cable or may need adaptation in environments 
with access to fewer resources.

Conclusion
Informed by the science of ACEs, toxic stress, and 
resilience, these findings show that routine screening 
for ACEs is feasible in pediatrics and pregnancy care; 
furthermore, screening, and meaningful trauma- 
informed conversations do not require excessive time. 
Patients and practitioners are satisfied with the tools 
used for other commonly addressed problems in the 
medical setting: a brief, empathic conversation with 
additional resources as desired or recommended. For 
patients and families who desire to participate, this can 
lead to deeper connection with their medical team and 
provide additional support for earlier intervention and 
possibly prevention of ACEs. When the ACE score is 
understood in the larger context of a patient’s overall 
health, including their strengths and resilience, it can 
allow clinicians to tailor care with more appropriate 
interventions. Future research should focus on the 
more impactful referrals and resources for patients with 
ACEs. There is also great potential to use knowledge 
about patient ACEs to improve medical outcomes 
for patients, for instance, evaluating the use of ACEs 
data to inform referrals or even treatment algorithms. 
Research is underway within Kaiser Permanente to 
evaluate patients screened for ACEs and learn how 
best to improve their health. More research is needed 
regarding the relationship between ACEs and prevent-
able and treatable health outcomes to improve health 
for patients and their families.
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