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Introduction: Screening for adverse childhood experiences (ACEs) in the clinical setting is set to
become more commonplace with continued efforts to reimburse clinicians for screening. However, an
examination of disparities in ACEs screening and related attitudes and beliefs is needed.

Methods: Using the 2021 California Health Interview Survey (CHIS), this study examined if several
measures of socioeconomic status, access to care and identities were associated with 3 outcomes: 1) getting
screened for ACEs by a clinician; 2) beliefs about the importance of screening and 3) satisfaction with
efforts to address the impacts of ACEs. Logistic regressions were used to estimate odds of the outcomes.

Results: Black, Latinx, and Asian individuals had lower odds of being screened for ACEs than non-
Hispanic Whites. A recent doctor’s visit, higher burden of ACEs, and serious psychological distress were
associated with higher odds of being screened. Latinx individuals, women, bisexual individuals, those
with a recent doctor’s visit and those with serious psychological distress had higher odds of believing
clinicians asking about ACEs was very important, relative to their counterparts. Latinx individuals,
American Indian or Alaska native individuals, Asian individuals, those with higher educational attain-
ment and those with serious psychological distress had lower odds of being very satisfied with pro-
viders’ efforts to address the impact of ACEs, relative to their counterparts.

Conclusions: Efforts to expand ACEs screening should consider the disparities in screening that cur-
rently exist. Given the wide-ranging impacts that ACEs have on health, an equitable approach to screen-
ing is necessary. ( J Am Board Fam Med 2023;00:000–000.)
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Introduction
Adverse childhood experiences (ACEs) have been
associated with increased risk of various negative
health outcomes and health behaviors associated
with poor health.1,2 To address this, some health
practitioners and researchers are advocating for

asking some patients about their ACE experiences,
including screening for ACEs.3–5 However this is
not routine practice,6,7 and insufficient evidence
exists to recommend widespread screening in the
clinical context, at this time.8–11 Nonetheless, sup-
port does exist for conducting population-level sur-
veillance of ACEs.12

The state of evidence and policies around ACEs
screening are evolving. This evolution is continuing
as several states in the United States have passed
legislation that reimburses clinicians for ACEs
screening administered to Medicaid patients.13

These efforts have been expanded in California,
which will require private health insurance to also
cover ACE screening.13 In addition, in California,
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clinicians are required to complete a 2 hour training
that covers ACEs screening and how to incorporate
the results of ACE screening into patient care, to be
eligible to be reimbursed for screening under
Medicaid.14 Although there are hypothesized bene-
fits to ACEs screening, these remain largely untested
andmany argue that more research is needed to fully
understand the health benefits of ACEs screening.3

However, available research has suggested that
ACEs screening increases referrals to community
and social services in some contexts,10 which can be
an indirect pathway to improve health by addressing
the social and behavioral determinants of health.
Given the increased interest and funding to screen
patients for ACEs, it is important to understand fac-
tors that contribute to screening.

A recent review of studies examined the acceptabil-
ity of screening for ACEs and found that screening for
ACEs was seen as acceptable by the majority of peo-
ple.15 Acceptability of screening is impacted by many
characteristics including approachability of clinicians,
the trust between patient and clinician, attentiveness
of a clinician, respect of privacy by clinicians, and a
clear statement of the purpose of ACEs screening.15

However, much of the existing work examining atti-
tudes toward the acceptability of ACEs screening has
been limited to clinical samples,16–19 rather than rep-
resentative, population-based surveys. Thus, these
findings are only generalizable to patients already
seeking care, which may exclude adults who have a
higher burden of ACEs because they are less likely to
use preventative health care,20,21 more likely to be “no
shows” for scheduled appointments.22 Further, some
extant work focuses on screening for domestic and
family violence, which has overlap with ACEs, but is
not about a dedicated screening for ACEs,17 further
limiting generalizability.

An examination into ACEs screening becomes
more complicated when considering that the impact
of ACEs is not equal, suggesting the benefits and
barriers to screening for ACEs are also not equal.
Population-based studies of adults and children have
documented consistent racial and ethnic disparities in
ACE burden, such that Hispanic, Black and multira-
cial individuals tend to report more ACEs than their
non-Hispanic white counterparts.23–26 Lesbian, gay,
bisexual, and transgender individuals report more
ACEs than their straight and cisgendered counter-
parts.26 Women, younger individuals, and those of
lower socioeconomic status report more ACEs than
their male, older, and higher socioeconomic status

counterparts.24,26,27 Overall, general patterns of ACE
disparities show that more marginalized groups tend
to have higher burden of ACEs. Further, most of
these groups have a higher burden of disease and dis-
ability, driven by structural inequities and systems of
oppression,28–30 making addressing the disparate
impact of ACEs key to achieving health equity.

Given the continued efforts to increase ACE
screening, it is important to understand what dis-
parities exist in regard to screening, and related
beliefs. The goal of this study is to examine dispar-
ities in ACEs screening, as well as beliefs related to
ACEs screening. Specifically, this study examined
disparities across different sociodemographic char-
acteristics and 1) getting screened for ACEs by a
clinician; 2) beliefs about the importance of screen-
ing; and 3) satisfaction with efforts to address the
impacts of ACEs. This is important information as
disparities in screening may present a roadblock to
maximizing potential benefits of screening efforts.

Methods
Data Source

Data for analyses came from the 2021 California
Health Interview Survey (CHIS). The CHIS is a
representative survey of community dwelling adults
and children in California that uses address and
cellphone-based samples, along with targeted over-
samples to recruit participants.31 CHIS question-
naires can be completed online or over the phone
and are conducted in English, Spanish, Mandarin,
Cantonese, Vietnamese, Korean and Tagalog.31

Online questionnaires took respondents an average
of 47minutes to complete, and over the phone inter-
views took respondents an average of 83minutes to
complete.31 Respondents received a 2 dollar prein-
centive to encourage completion of the CHIS.31

This study included all adult CHIS respondents that:
(1) completed the CHIS directly, rather than
through a proxy, and (2) had valid data on all varia-
bles of interest. A total of 25,347 adult respondents
completed the CHIS in 2021. Missing data were
imputed by the CHIS in most cases, with the excep-
tion of proxy interviews where someone answered
questions on behalf of the respondent, resulting in a
study sample of 24,441 respondents.

Variables

There were 3 dichotomous dependent variables:
(1) lifetime ACE screening, (2) belief about the
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importance of clinicians asking about ACEs, and (3)
satisfaction with clinician efforts to address the
impact of ACEs. First, lifetime ACE screening in
the health care setting was assessed by asking
respondents if they had ever completed an ACE
assessment with a health professional (yes or no).
Second, belief about the importance of clinicians
asking about ACEs was dichotomized so that
respondents who believed it was “very important”
were compared with those who believed it was
“somewhat important” or “not at all important.”
Third, satisfaction with clinician’s or clinic’s efforts
to address the impact of ACEs was dichotomized so
that respondents who believed they were “very sat-
isfied” were compared with those who were “some-
what satisfied” or “not at all satisfied.” Of note,
questions to CHIS respondents used the term
“health care provider” and not “clinician,” we use
the latter term as it more accurately reflects the
roles of the individuals delivering health services to
patients.32

Characteristics that captured various identities or
statuses, access and utilization of health care, socioe-
conomic status, measures of health, and number/
burden of ACEswere included as independent varia-
bles. Number of ACEs experienced was based on
responses to an 11-item ACE questionnaire that
included measures of child abuse and household dis-
function, which theCHIS categorized as 0, 1, 2, 3, or
4 or more ACEs in their data file. These responses
were recoded to 0, 1 to 3 or 4 ormore ACEs for anal-
yses. Race and ethnicity (Non-Hispanic White;
Hispanic or Latinx; Black or African American;
American Indian or Alaskan Native; Asian or Asian
American; and Other race or 2 or more races), gen-
der (male or female), age (18 to 39, 40 to 64, or 65
and older), sexual orientation (heterosexual; gay, les-
bian, or homosexual; bisexual; and do not know or
other), gender identity (cisgender; or transgender or
gender nonconforming), marital status (married; liv-
ing as married; widowed; separated or divorced; and
never married), citizenship status (US-born citizen;
naturalized citizen; and noncitizens) were included
as statuses and identities. Household income as per-
cent of the federal poverty level (FPL; under 100%
of FPL; or 100% and above the FPL) and educa-
tional attainment (less than high school; high school;
some college; and college degree or above) were
included as measures of socioeconomic status. The
gender identity variable captures facets of both gen-
der expression and whether or not gender identity

matches the gender a person was assigned at birth.
Current insurance (employer-sponsored coverage;
uninsured; Medicare alone or in combination;
Medicaid or other public coverage; and privately
purchased insurance), doctor’s visit in the past
12months (yes or no) were included as measures of
access and utilization of health care. Health status
(fair or poor; or good, very good, or excellent) and se-
rious psychological distress (SPD) in the past year
(yes or no) were included as measures of health.
Health status was based on responses to a single
question that asked about general health, commonly
referred to as “self-reported health status.”33 SPD
was determined from a 6-item scale known as the
“Kessler 6.”34,35 Responses to this scale are summed
and represent the frequency and number symptoms
ofmental illness experienced in the past 30 days days,
with values ranging from 0 to 24. The CHIS then
asks the respondent the K6 items again, this time in
reference to their worse month of symptoms in the
past year, if it was different from the past 30days.
From these responses, values greater than 12 suggest
that the respondent has serious, diagnosable mental
health condition in the past year.36

Analyses

All analyses were conducted using Stata 16 using jack-
knife replicate weights to produce robust standard
errors and account for complex survey design.
Frequencies were calculated for all study variables.
Logistic regression analyses were used to calculate
adjusted odds ratios (AORs) and 95% confidence
intervals (95%CIs) for all 3 study outcomes. All inde-
pendent variables were included in the same model.
For models examining beliefs in the importance of
clinicians asking about ACEs and satisfaction with
efforts to address ACEs, lifetime ACEs screening was
also included as an independent variable.

Results
Study sample characteristics are presented in Table
1, representing survey-weighted precents. The ma-
jority of the population had never been screened
for ACEs, were not at all satisfied or somewhat sat-
isfied with the clinicians or clinic’s efforts to address
the impact of ACEs and had experienced at least 1
ACE. Most of the population was Non-Hispanic
White, between the ages of 18 and 64, heterosexual,
cisgender, married, and were US born citizens. The
majority of the population were above FPL, had
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completed at least some college, and had employer
sponsored coverage. The majority of the population
had visited a doctor in the past 12months, were in
good, very good, or excellent health, and did not
report psychological distress in the past year.

Table 2 shows odds of ever being screened by a
health care professional. Higher numbers of ACEs
were associated with increased odds of being
screened for ACEs, relative to those who had not
experienced any ACEs. Latinx and Asian individuals
had lower odds of being screened for ACEs, when
compared with Non-Hispanic White respondents.
Individuals who were 65 years of age and over had
lower odds of screening for ACEs when compared

Table 1. Sample Characteristics (n 5 24,441)

% SE

Dependent Variables/Outcome
Measures

Ever screened for adverse
childhood experiences by
health professional

No 92.8 0.20
Yes 7.20 0.20

How important is it for health
care provider to ask patients
about adverse childhood
experiences

Somewhat important/Not at
all important

49.54 0.41

Very important 50.46 0.41
How satisfied with providers or clinic’s efforts to address

impacts of ACEs
Not at all satisfied/Somewhat
satisfied

71.08 0.37

Very satisfied 28.92 0.37
Independent Variables
Number of ACEs
0 32.64 0.34
1 to 3 46.11 0.39
4 or more 21.25 0.38

Race and Ethnicity
Non-Hispanic White 40.51 0.02
Hispanic/Latinx 37.01 0.02
Black or African American 5.56 0.03
American Indian or Alaska
Native

4.70 0.03

Asian 13.81 0.03
Other race or two or more
races

2.64 0.03

Gender
Man 49.03 0.03
Woman 50.97 0.03

Age
18 to 40 38.58 0.02
41 to 64 40.39 0.03
65 and over 21.03 0.03

Sexual orientation
Heterosexual 89.35 0.29
Gay, lesbian or homosexual 40.90 0.18
Bisexual 5.16 0.21
Don’t know or other 1.40 0.12

Gender identity
Cisgender 98.78 0.12
Transgender or gender non-
conforming

1.22 0.12

Marital status
Married 50.08 0.39
Living as married 9.33 0.26

Continued

Table 1. Continued

% SE

Widowed, separated or
divorced

14.37 0.24

Never married 26.22 0.3
Citizenship status
US-born citizen 68.11 3.1
Naturalized citizen 18.79 3.4
Non-citizen 13.10 3.1

Household income
Under 100% of federal
poverty level

13.36 0.38

100% and above the federal
poverty level

86.64 0.38

Educational attainment
Less than high school 14.68 0.08
High school 21.91 0.08
Some college 21.01 0.28
College degree or above 42.40 0.29

Current insurance
Medicaid or other public
coverage

18.96 0.42

Employer sponsored coverage 46.84 0.41
Uninsured 7.65 3.1
Medicare alone or in
combination

21.13 0.15

Privately purchased insurance 5.42 0.2
Visited doctor in past 12months
No 76.57 0.38
Yes 23.43 0.38

Health status
Good, very good or excellent 83.62 0.34
Fair or poor 16.38 0.34

Psychological distress in past year
No 83.02 0.35
Yes 16.98 0.35

Abbreviations: ACEs, adverse childhood experiences; SE, stand-
ard error.
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with those 18 to 39 years of age. Individuals who
lived in households at or above the FPL had lower
odds of getting screened for ACEs, when compared
with those in households below the FPL. In terms
of insurance, those with employer sponsored cover-
age, the uninsured, and those with privately pur-
chased insurance, had lower odds of being screened
for ACEs, when compared with those with
Medicaid and other public programs. Individuals
who had visited the doctor in the past 12months
had higher odds of being screened for ACEs, when
compared with those who had not. Those who had
SPD in the past 12months had higher odds of
being screened for ACEs, when compared with
those who had not had SPD. No difference was
observed by gender, sexual orientation, gender
identity, marital status, citizenship status, educa-
tional attainment, or health status.

Table 3 shows odds of believing it is very impor-
tant for a clinician to ask about ACEs. Individuals
who had been screened for ACEs had more than 3
times the odds of believing it is very important for a
clinician to ask about ACEs, relative to the
unscreened. Individuals with 4 or more ACEs had
higher odds of believing it is very important for a
clinician to ask about ACEs, relative to those who
had not experienced any ACEs. Latinx individuals
had higher odds, and Asian individuals had lower

Table 2. Odds of Ever Being Screened for Adverse

Childhood Experiences by a Health Professional

(n 5 24,441)

AOR 95%CI

Variable
Number of ACEs
0 Reference Reference
1 to 3 1.95 (1.57, 2.42)
4 or more 4.22 (3.17, 5.61)

Race and Ethnicity
Non-Hispanic White Reference Reference
Hispanic/Latinx 0.72 (0.60, 0.87)
Black or African American 0.80 (0.58, 1.09)
American Indian or Alaska
Native

2.08 (0.71, 6.05)

Asian 0.49 (0.28, 0.56)
Other race or multiracial 1.53 (1.14, 2.06)

Gender
Man Reference Reference
Woman 1.05 (0.91, 1.21)

Age
18 to 39 Reference Reference
40 to 64 0.84 (0.70, 1.01)
65 and over 0.32 (0.19, 0.53)

Sexual orientation
Heterosexual Reference Reference
Gay, lesbian or homosexual 1.05 (0.78, 1.42)
Bisexual 1.26 (0.99, 1.60)
Don’t know or other 0.75 (0.25, 2.30)

Gender identity
Cisgender Reference Reference
Transgender or gender non-
conforming

0.86 (0.50, 1.45)

Marital status
Married Reference Reference
Living as married 1.17 (0.90, 1.51)
Widowed, separated or
divorced

1.25 (1.00, 1.56)

Never married 1.08 (0.87, 1.35)
Citizenship status
US-born citizen Reference Reference
Naturalized citizen 0.89 (0.69, 1.13)
Non-citizen 0.78 (0.54, 1.13)

Household income
Under 100% of federal
poverty level

Reference Reference

100% and above the federal
poverty level

0.68 (0.52, 0.89)

Educational attainment
Less than high school Reference Reference
High school 1.22 (0.79, 1.89)
Some college 1.29 (0.86, 1.92)
College degree or above 1.29 (0.86, 1.93)

Continued

Table 2. Continued

AOR 95%CI

Current insurance
Medicaid or other public
coverage

Reference Reference

Employer sponsored coverage 0.72 (0.58. 0.90)
Uninsured 0.38 (0.25, 0.57)
Medicare alone or in
combination

1.20 (0.75, 1.94)

Privately purchased insurance 0.64 (0.41, 1.00)
Visited doctor in past 12months
No Reference Reference
Yes 1.35 (1.08, 1.68)

Health status
Good, very good or excellent Reference Reference
Fair or poor 1.19 (1.08, 1.68)

Psychological distress in past
year

No Reference Reference
Yes 1.24 (1.00, 1.53)

Abbreviations: ACEs, adverse childhood experiences; AOR,
adjusted odds ratio; CI, confidence interval.
Significant associations in bold.
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odds of believing it is very important for a clinician
to ask about, relative to non-Hispanic Whites.
Individuals who were 65 years of age and over, or
40 to 64 years of age, had lower odds of believing it
is very important for a clinician to ask about ACEs
when compared with those 18 to 39 years of age.
Women had higher odds of believing it is very im-
portant for a clinician to ask about ACEs, relative
to men. Bisexual individuals and individuals that
identified “Do not know or other” as their sexual
orientation had higher odds of believing it is very
important for a clinician to ask about ACEs, relative
to heterosexual individuals. People living as married
and those who were widowed, separated, or
divorced had higher odds of believing it is very im-
portant for a clinician to ask about ACEs, relative
to married individuals. Naturalized citizens and
noncitizens had higher odds of believing it is very
important for a clinician to ask about ACEs, relative
to US-born citizens. Individuals with a high school
education and those who had completed some col-
lege had lower odds of believing it is very important
for a clinician to ask about ACEs, relative to those
with less than a high school education. Individuals

Table 3. Odds of Believing It is Very Important for

Providers to Ask about Adverse Childhood

Experiences (n 5 24,441)

AOR 95%CI

Variable
Ever screened for ACEs by a health professional
No
Yes 3.25 (2.78, 3.81)

Number of ACEs
0 Reference Reference
1 to 3 1.02 (0.94, 1.10)
4 or more 1.27 (1.16, 1.41)

Race and Ethnicity
Non-Hispanic White Reference Reference
Hispanic/Latinx 1.23 (1.11, 1.36)
Black or African American 1.21 (1.00, 1.48)
American Indian or Alaska
Native

1.35 (0.70, 2.62)

Asian 0.82 (0.74, 0.92)
Other race or two or more
races

1.02 (0.85, 1.24)

Gender
Man Reference Reference
Woman 1.35 (1.23, 1.48)

Age
18 to 39 Reference Reference
40 to 64 0.73 (0.67, 0.81)
65 and over 0.70 (0.53, 0.92)

Sexual orientation
Heterosexual Reference Reference
Gay, lesbian or homosexual 1.19 (0.97, 1.47)
Bisexual 1.30 (1.10, 1.53)
Don’t know or other 1.98 (1.42, 2.77)

Gender identity
Cisgender Reference Reference
Transgender or gender non-
conforming

1.04 (0.67, 1.61)

Marital status
Married Reference Reference
Living as married 1.17 (1.02, 1.34)
Widowed, separated or
divorced

1.12 (1.01, 1.23)

Never married 1.00 (0.90, 1.12)
Citizenship status
US-born citizen Reference Reference
Naturalized citizen 1.19 (1.06, 1.35)
Non-citizen 1.35 (1.17, 1.57)

Household income
Under 100% of federal
poverty level

Reference Reference

100% and above the federal
poverty level

0.89 (0.79, 1.00)

Continued

Table 3. Continued

AOR 95%CI

Educational attainment
Less than high school Reference Reference
High school 0.78 (0.66, 0.92)
Some college 0.76 (0.65, 0.89)
College degree or above 0.90 (0.76, 1.07)

Current insurance
Medicaid or other public
coverage

Reference Reference

Employer sponsored coverage 1.10 (0.96. 1.25)
Uninsured 1.01 (0.82, 1.24)
Medicare alone or in
combination

1.02 (0.79, 1.30)

Privately purchased insurance 0.90 (0.75, 1.08)
Visited doctor in past 12months
No Reference Reference
Yes 1.17 (1.06, 1.28)

Health status
Good, very good or excellent Reference Reference
Fair or poor 0.96 (0.84, 1.08)

Psychological distress in past year
No Reference Reference
Yes 1.26 (1.11, 1.42)

Abbreviations: ACEs, adverse childhood experiences; AOR,
adjusted odds ratio; CI, confidence interval.
Significant associations in bold.
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who had visited the doctor in the past 12months
had higher odds of believing it is very important for
a clinician to ask about ACEs, when compared with
those who had not. Those who had SPD in the past
12months had higher odds of believing it is very im-
portant for a clinician to ask about ACEs, when com-
pared with those who had not had SPD. No difference
was observed by gender identity, current insurance sta-
tus, household poverty level, or health status.

Table 4 shows odds of being very satisfied with a
clinician or clinic’s efforts to address the impact of
ACEs. Individuals who had been screened for
ACEs had more than 2 times the odds of being very
satisfied with efforts to address ACEs. Higher num-
bers of ACEs were associated with lower odds of
being very satisfied with efforts to deal with ACEs,
relative to those who had not experienced any
ACEs. Individuals who were Latinx; American
Indian or Alaska Native; Asian; or some other race
or 2 or more races; had lower odds of being very
satisfied with efforts to address ACEs, relative to
non-Hispanic Whites. Individuals who were 40 to
64 years of age of being very satisfied with efforts

Table 4. Odds of Being Very Satisfied with Provider

or Clinic’s Efforts to Address Impact Adverse

Childhood Experiences (n 5 24,441)

AOR 95%CI

Variable
Ever screened for ACEs by a health professional
No
Yes 2.50 (2.15, 2.90)

Number of ACEs
0 Reference Reference
1 to 3 0.70 (0.64, 0.78)
4 or more 0.51 (0.45, 0.59)

Race and Ethnicity
Non-Hispanic White Reference Reference
Hispanic/Latinx 0.79 (0.71, 0.88)
Black or African American 0.96 (0.79, 1.17)
American Indian or Alaska
Native

0.50 (0.28, 0.91)

Asian or Asian American 0.49 (0.44, 0.57)
Other race or two or more
races

0.77 (0.61, 0.98)

Gender
Man Reference Reference
Woman 1.02 (0.95, 1.10)

Age
18 to 39 Reference Reference
40 to 64 1.14 (1.02, 1.28)
65 and over 1.07 (0.81, 1.43)

Sexual orientation
Heterosexual Reference Reference
Gay, lesbian or homosexual 1.06 (0.82, 1.37)
Bisexual 0.86 (0.69, 1.06)
Don’t know or other 0.69 (0.41, 1.15)

Gender identity
Cisgender Reference Reference
Transgender or gender non-
conforming

0.67 (0.39, 1.14)

Marital status
Married Reference Reference
Living as married 0.77 (0.65, 0.91)
Widowed, separated or
divorced

0.98 (0.88, 1.09)

Never married 0.83 (0.74, 0.93)
Citizenship status
US-born citizen Reference Reference
Naturalized citizen 0.98 (0.85, 1.14)
Non-citizen 1.08 (0.93, 1.26)

Household income
Under 100% of federal
poverty level

Reference Reference

100% and above the federal
poverty level

0.83 (0.72, 0.96)

Continued

Table 4. Continued

AOR 95%CI

Educational attainment
Less than high school Reference Reference
High school 0.81 (0.68, 0.97)
Some college 0.78 (0.66, 0.92)
College degree or above 0.78 (0.66, 0.91)

Current insurance
Medicaid or other public
coverage

Reference Reference

Employer sponsored coverage 0.88 (0.77. 1.01)
Uninsured 0.88 (0.72, 1.08)
Medicare alone or in
combination

1.19 (0.92, 1.55)

Privately purchased insurance 0.78 (0.62, 1.00)
Visited doctor in past 12months
No Reference Reference
Yes 1.06 (0.95, 1.19)

Health status
Good, very good or excellent Reference Reference
Fair or poor 0.94 (0.82, 1.08)

Psychological distress in past
year

No Reference Reference
Yes 0.62 (0.54, 0.71)

Abbreviations: ACEs, adverse childhood experiences; AOR,
adjusted odds ratio; CI, confidence interval.
Significant associations in bold.
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to address ACEs, when compared with those 18 to
39 years of age. People living as married and those
that were never married had lower odds of being
very satisfied with efforts to address ACEs, relative
to married individuals. Individuals in households
above the FPL had lower odds of being very satis-
fied with efforts to address ACEs, relative to indi-
viduals in households below the FPL. Individuals
with a high school education, those who had com-
pleted some college and those with a college degree
or above had lower odds of being very satisfied with
efforts to address ACEs, relative to those with less
than a high school education. Those who had SPD
in the past 12months had lower odds of being very
satisfied with efforts to address ACEs, when com-
pared with those who had not had SPD. No differ-
ence was observed by gender, sexual orientation,
gender identity, citizenship status, current insur-
ance status, having a doctor’s appointment in the
past 12months, and health status.

Discussion
This study showed that the majority of California
adults had not been screened for ACEs in the clinical
setting, indicating wide room for policy and pro-
grammatic efforts to increase screening. These find-
ings also provide a critical baseline for rates of
screening, before new reimbursement policies for
ACEs screening that will likely increase the uptake.13

However, as efforts to screen for ACEs expand, clini-
cian reported barriers to screening, such as lack of
mental health resources to refer patients to, insuffi-
cient time to screen, lacking confidence, fear of
retraumatization, lack of appropriate screening
tools, and beliefs that screening for ACEs does not
have a positive impact7,37,38 should be considered
and addressed.One potential avenue to address these
barriers would be to providemore clinicians training
on screening, including working to increase self-effi-
cacy and reducing fears around screening.

About half of Californians thought it was very
important for clinicians to ask about ACEs, sug-
gesting that a majority of the population sees some
benefit to being asked about ACEs. This may be
helpful as screening efforts increase in the future.
However, just under half of California adults view
clinicians asking about ACEs as important, mean-
ing educational and social marketing efforts focus-
ing on the reasons clinicians might want to know
about their ACE experiences is important. In

particular, the public might benefit from further
education around the difference between a clinician
asking a patient about ACEs to help diagnose a
patient, as might occur in behavioral health set-
tings, versus formally screening for ACEs that may
occur in settings where no behavioral health condi-
tion has been diagnosed or suspected. Finally, satis-
faction with efforts by clinicians to address the
impacts of ACEs was low. Thus, clinicians and
health care administrators may need to proactively
increase their efforts to address ACEs, beyond
merely asking about them, and they need to com-
municate with their patients what they have done
about ACEs and why.

The present study showed important disparities in
ACEs screening and relatedbeliefs. In termsof screen-
ing, several socially marginalized groups, including
racial and ethnic minorities and the uninsured, were
less likely to be screened for ACEs. Given that many
racial and ethnic minority groups are more likely to
report ACEs,25,39,40 and also have higher burden of
disease, the decreased rates of ACEs screening present
a challenge for efforts to expand screening. Namely,
can screening efforts be expanded in such a way to tar-
get systematically marginalized communities who are
less likely to be screened, but might also experience
the biggest impact, positive or negative, from screen-
ing? However, some have cautioned against using
ACEs screening to predict mental illness among some
population subgroups, particularly among different
gender and racialized groups.41 Thus, disparities in
screening must be addressed in a way that does not
overextend their use to try to predict disease.
Importantly, individuals with private insurance and
those that were uninsured, were less likely to be
screened, relative to those on Medicaid, suggesting
that Medicaid’s reimbursement of ACEs screening42

is promoting more screening. However, because the
CHIS asks about lifetime ACE screening, we cannot
know if participants were screened for ACEs on their
current insurance. In addition, the findings showed
that some medically vulnerable groups were more
likely to be screened. In particular, higher burden of
ACEs was associated with increased rates of being
screened by a clinicians, suggesting that some higher
risk groups are being screened.

Findings also highlight important disparities in
beliefs about the importance of clinicians asking
patients about ACEs. Here several communities that
have a higher burden of ACEs, and/or who have
marginalized identities, expressed higher rates of
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believing it was very important for clinicians to ask
patients about ACEs. Latinx individuals, women,
bisexual individuals, and non-US citizens all had
beliefs that viewed asking about ACEs as more im-
portant than their respective counterparts. Given the
higher burden of ACEs in several of these commun-
ities, these findings suggest that these communities
understand the importance of having conversations
about ACEs during a clinician encounter. Based on
howCHIS asked this question, however, it is unclear
if respondents view “asking about” ACEs as some-
thing that is distinct from screening for ACEs, thus
further research is needed. Further, the belief that
asking about ACEs is very important, does not
directly address any other issues that may prevent
utilization of health care, among individuals with a
history of ACEs. In particular, a growing body of
research has shown that people with a history of
ACEs are less likely to get preventative care,20,21 and
also less likely to receive patient centered care.43

Thus, positive attitudes around being asked by a cli-
nician about ACEswill be less relevant if people with
ACEs are less likely to get care, particularly high
quality care.

When examining the disparities in satisfaction
with efforts by clinicians to address ACEs, more
marginalized and underserved groups tended to be
less satisfied. In particular, racial and ethnic minor-
ities and those with a higher burden of ACEs, were
less satisfied with efforts to address ACEs, than their
counterparts. Clinicians and health care administra-
tors should investigate why these disparities exist,
and take proactive efforts to address reasons for dis-
satisfaction, particularly among marginalized and
underserved groups. Otherwise, patients may be
alienated from health care based on the shortcom-
ings that they observe and perceive. Importantly,
thosewho had been screened for ACEs by a clinician,
were far more likely to be satisfied with their clini-
cian’s efforts to address ACEs, highlighting the need
for research that investigates what benefits patients
perceive from ACE screening. In addition, results
showed that individuals who had higher educational
attainment were less likely to be very satisfied with
clinician efforts to address ACEs. Further research
should examine if this is a function of education
increasing knowledge of the impacts of ACEs.

Findings should be interpreted in light of several
limitations. First, the CHIS is a California-specific
survey, which has a policy environment that is more
supportive of ACEs screening than other states in

theUS, potentially limiting generalizability. Second,
because the CHIS is cross-sectional in nature, it is
not possible to determine temporality of associa-
tions. Third, because data are self-reported, it is sub-
ject to recall bias. This can, for example, lead to
inaccurate recall of whether or not a respondent has
been screened for ACEs. Fourth, because the major-
ity of the sample was not screened for ACEs, it is
unclear what the level of satisfaction with clinician
efforts to address the impacts of ACEs means for
those who have not been formally screened. Future
work should examine what people want clinicians to
do to address ACEs.

The current study offers an important look at
rates of screening, related beliefs and disparities that
exist. Across study outcomes, several groups with
higher ACEs burden were less likely to be screened
and be satisfied with efforts to address ACEs. Policy
makers, clinicians, health equity advocates and
health care administrators should keep this in mind
as efforts to promote ACEs screening in health care
continue. In particular, efforts to promote screening
should be done equitably, and examine if the benefits
of screening are disproportionately experienced by
groups in the population that occupy positions of rel-
ative advantage. Continued efforts to expand ACEs
screening could provide an opportunity to promote
health equity, if done carefully. In addition, as efforts
to expand screening continue, there is a critical need
to determine the health and health care utilization
benefits of ACEs screening.

To see this article online, please go to: http://jabfm.org/content/
00/00/000.full.

References
1. Roberts AL, Zafonte R, Chibnik LB, et al.

Association of adverse childhood experiences with
poor neuropsychiatric health and dementia among
former professional US football players. JAMA
Netw Open 2022;5:e223299-e223299.

2. Jiang C, Jiang S. Effects of adverse childhood expe-
riences on late-life mental health: potential mecha-
nisms based on a nationally representative survey in
China. Arch Gerontol Geriatr 2022;100:104648.

3. Campbell TL. Screening for adverse childhood
experiences (ACEs) in primary care: a cautionary
note. JAMA 2020;323:2379–80.

4. Harris NB. Screening for adverse childhood experi-
ences. JAMA 2020;324:1788–9.

5. Schulman M, Maul A. Screening for adverse child-
hood experiences and trauma. Center for Health
Care Strategies 2019.

doi: 10.3122/jabfm.2023.230262R1 Disparities in Screening for ACEs 9

 on 1 June 2025 by guest. P
rotected by copyright.

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2023.230262R
1 on 25 January 2024. D

ow
nloaded from

 

http://jabfm.org/content/00/00/000.full
http://jabfm.org/content/00/00/000.full
http://www.jabfm.org/


6. SzilagyiM, Kerker BD, Storfer-Isser A, et al. Factors
associated with whether pediatricians inquire about
parents’ adverse childhood experiences. Acad Pediatr
2016;16:668–75.

7. Popp TK, Geisthardt C, Bumpus EA. Pediatric
practitioners’ screening for adverse childhood expe-
riences: current practices and future directions. Soc
Work Public Health 2020;35:1–10.

8. Cibralic S, Alam M, Diaz AM, et al. Utility of
screening for adverse childhood experiences (ACE)
in children and young people attending clinical and
healthcare settings: a systematic review. BMJ open
2022;12:e060395.

9. Finkelhor D. Screening for adverse childhood expe-
riences (ACEs): cautions and suggestions. Child
Abuse Negl 2018;85:174–9.

10. Loveday S, Hall T, Constable L, et al. Screening
for adverse childhood experiences in children: a sys-
tematic review. Pediatrics 2022;149:e2021051884.

11. McLennan JD, McTavish JR, MacMillan HL.
Chapter 8 - Routine screening of ACEs: should we
or shouldn’t we? In: Asmundson GJG, Afifi TO,
eds. Adverse Childhood Experiences. Academic Press;
2020:145–59.

12. Sherin KM, Stillerman AJ, Chandrasekar L, Went
NS, Niebuhr DW. Recommendations for popula-
tion-based applications of the adverse childhood
experiences study: position statement by the
American College of Preventive Medicine. AJPM
Focus 2022;1:100039.

13. Riti S, Jacqueline M, Elizabeth M, Marykate M,
Janet C, Garen C. Policy considerations for routine
screening for adverse childhood events (ACEs).
The J Am Board Fam Med 2022;35:862.

14. Department of Health Care Services. Trauma
Screenings and Trauma-Informed Care Provider
Trainings. Department of Health Care Services.
Updated April 2023;14. Accessed August, 277, 2023.
Available at: https://www.dhcs.ca.gov/provgovpart/
Pages/TraumaCare.aspx.

15. Mishra K, Atkins DE, Gutierrez B,Wu J, Cousineau
MR, Hempel S. Screening for adverse childhood
experiences in preventive medicine settings: a scop-
ing review. J PublicHealth (Berl) 2023;31:613–22.

16. Conn A-M, Szilagyi MA, Jee SH, Manly JT, Briggs
R, Szilagyi PG. Parental perspectives of screening
for adverse childhood experiences in pediatric pri-
mary care. Fam Syst Health 2018;36:62–72.

17. Creedy DK, Baird K, Gillespie K. A cross-sec-
tional survey of pregnant women’s perceptions of
routine domestic and family violence screening
and responses by midwives: testing of three new
tools. Women Birth 2020;33:393–400.

18. Patricia TGA, LO Deborah JJ. Screening for
adverse childhood experiences in a family medicine
setting: a feasibility study. The J Am Board Fam
Med 2016;29:303.

19. Rariden C, SmithBattle L, Yoo JH, Cibulka N,
Loman D. Screening for adverse childhood experi-
ences: literature review and practice implications. J
Nurse Pract 2021;17:98–104.

20. Alcal�a HE, Valdez-Dadia A, von Ehrenstein OS.
Adverse childhood experiences and access and utili-
zation of health care. J Public Health (Oxf)
2018;40:684–92.

21. Alcal�a HE, Mitchell EM, Keim-Malpass J.
Heterogeneous impacts: adverse childhood expe-
riences and cancer screening. Cancer Causes
Control 2018;29:343–51.

22. Koball AM, Rasmussen C, Olson-Dorff D, Klevan
J, Ramirez L, Domoff SE. The relationship
between adverse childhood experiences, healthcare
utilization, cost of care and medical comorbidities.
Child Abuse Negl 2019;90:120–6.

23. Giano Z, Wheeler DL, Hubach RD. The frequen-
cies and disparities of adverse childhood experiences
in the U.S. BMC Public Health 2020;20:1327.

24. Mersky JP, Choi C, Plummer Lee C, Janczewski
CE. Disparities in adverse childhood experiences by
race/ethnicity, gender, and economic status: inter-
sectional analysis of a nationally representative sam-
ple. Child Abuse Negl 2021;117:105066.

25. Maguire-JackK, Lanier P, Lombardi B. Investigating
racial differences in clusters of adverse childhood
experiences. Am JOrthopsychiatry 2020;90:106–14.

26. Merrick MT, Ford DC, Ports KA, Guinn AS.
Prevalence of adverse childhood experiences from the
2011-2014Behavioral Risk Factor Surveillance System
in 23 states. JAMAPediatr 2018;172:1038–44.

27. Alcal�a HE, Tomiyama AJ, von Ehrenstein OS.
Gender differences in the association between
adverse childhood experiences and cancer. Womens
Health Issues 2017;27:625–31.

28. Phelan JC, Link BG. Is racism a fundamental cause
of inequalities in health? Annu Rev Sociol 2015;
41:311–30.

29. Riley AR. Advancing the study of health inequality:
fundamental causes as systems of exposure. SSM
Popul Health 2020;10:100555.

30. Davis BA. Discrimination: a social determinant of
health inequities. Health Affairs Forefront 2020.

31. California Health Interview Survey. CHIS 2021
Methodology Series: Report 1 - Sample Design. 2022.
Available at: https://healthpolicy.ucla.edu/chis/
design/Documents/CHIS%202021%20Methodology
%20Documents/CHIS_MethodologyReport1_Sample
Design_2021_Final.pdf.

32. Scarff JR. What’s in a name? The problematic term
“provider”. Fed Pract 2021;38:446–8.

33. McGee DL, Liao Y, Cao G, Cooper RS. Self-
reported health status and mortality in a multieth-
nic US cohort. Am J Epidemiol 1999;149:41–6.

34. Umucu E, Fortuna K, Jung H, et al. A national
study to assess validity and psychometrics of the

10 JABFM Ahead of Print January 2024 http://www.jabfm.org

 on 1 June 2025 by guest. P
rotected by copyright.

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2023.230262R
1 on 25 January 2024. D

ow
nloaded from

 

https://www.dhcs.ca.gov/provgovpart/Pages/TraumaCare.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/TraumaCare.aspx
https://healthpolicy.ucla.edu/chis/design/Documents/CHIS%202021%20Methodology%20Documents/CHIS_MethodologyReport1_SampleDesign_2021_Final.pdf
https://healthpolicy.ucla.edu/chis/design/Documents/CHIS%202021%20Methodology%20Documents/CHIS_MethodologyReport1_SampleDesign_2021_Final.pdf
https://healthpolicy.ucla.edu/chis/design/Documents/CHIS%202021%20Methodology%20Documents/CHIS_MethodologyReport1_SampleDesign_2021_Final.pdf
https://healthpolicy.ucla.edu/chis/design/Documents/CHIS%202021%20Methodology%20Documents/CHIS_MethodologyReport1_SampleDesign_2021_Final.pdf
http://www.jabfm.org/


Short Kessler Psychological Distress Scale (K6).
Rehabilitation Counseling Bulletin 2022;65:140–9.

35. Pratt LA, Dey AN, Cohen AJ. Characteristics of
adults with serious psychological distress as meas-
ured by the K6 scale, United States, 2001-04. Adv
Data 2007;1–18.

36. Padilla-Frausto DI, Kabir F, Wright B, Salem S,
Crawford-Roberts A, Tse HW. Health policy
brief: Serious psychological distress on the rise
among adults in California. 2020; UCLA Center
for Health Policy Research. Available at: https://
healthpolicy.ucla.edu/publications/Documents/PDF/
2020/SPD-policybrief-sep2020.pdf.

37. Maunder RG, Hunter JJ, Tannenbaum DW, Le TL,
Lay C. Physicians’ knowledge and practices regarding
screening adult patients for adverse childhood experi-
ences: a survey. BMC health Serv Res 2020;20:314–5.

38. Hippolyte JM, Solorzano S, Singh S, Yang L,
Boogaard C. Barriers to implementing adverse
childhood experience (ACEs) screening in an urban
primary care clinic. Pediatrics 2021;147:34–5.

39. Slopen N, Shonkoff JP, Albert MA, et al. Racial dis-
parities in child adversity in the U.S.: interactions
with family immigration history and income. Am J
Prev Med 2016;50:47–56.

40. Nurius PS, Green S, Logan-Greene P, Longhi D,
Song C. Stress pathways to health inequalities:
embedding ACEs within social and behavioral
contexts. International public health journal 2016;
8:241.

41. Cohen JR, Choi JW. Is ACEs screening for adoles-
cent mental health accurate and fair? Prev Sci
2022;23:1216–29.

42. Screening for adverse childhood experiences is
a Medi-Cal covered benefit. State of California;
2020. Available at: https://www.files.medi-cal.
ca.gov/pubsdoco/newsroom/newsroom_30091_
02.aspx.

43. Ng AE, Tkach N, Alcal�a HE. A window of opportu-
nity: adverse childhood experiences and time alone
with a provider in the United States. Prev Med
2023;175:107675.

doi: 10.3122/jabfm.2023.230262R1 Disparities in Screening for ACEs 11

 on 1 June 2025 by guest. P
rotected by copyright.

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2023.230262R
1 on 25 January 2024. D

ow
nloaded from

 

https://healthpolicy.ucla.edu/publications/Documents/PDF/2020/SPD-policybrief-sep2020.pdf
https://healthpolicy.ucla.edu/publications/Documents/PDF/2020/SPD-policybrief-sep2020.pdf
https://healthpolicy.ucla.edu/publications/Documents/PDF/2020/SPD-policybrief-sep2020.pdf
https://www.files.medi-cal.ca.gov/pubsdoco/newsroom/newsroom_30091_02.aspx
https://www.files.medi-cal.ca.gov/pubsdoco/newsroom/newsroom_30091_02.aspx
https://www.files.medi-cal.ca.gov/pubsdoco/newsroom/newsroom_30091_02.aspx
http://www.jabfm.org/

