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ABSTRACT
Context: Exposure to traumatic events is common in primary
care patients, yet health care professionals may be hesitant to assess and address the impact of childhood trauma in their patients.
Objective: To assess patient preferences for discussing traumatic experiences and posttraumatic stress disorder (PTSD)
with clinicians in underserved, predominantly Latino primary
care patients.
Design: Cross-sectional study.
Main Outcome Measure: We evaluated patients with a
questionnaire assessing comfort to discuss trauma exposure and
symptoms using the Adverse Childhood Experiences (ACE) Study
questionnaire and the Primary Care-PTSD screen. The questionnaire also assessed patients’ confidence in their clinicians’ ability
to help with trauma-related issues. Surveys were collected at an
integrated medical and behavioral health care clinic.
Results: Of 178 adult patients asked, 152 (83%) agreed to
participate. Among participants, 37% screened positive for
PTSD, 42% reported 4 or more ACEs, and 26% had elevated
scores on both measures. Primary Care-PTSD and ACE scores
were strongly positively correlated (r = 0.57, p < 0.001). Most
patients agreed they were comfortable being asked about trauma
directly or through screening questionnaires and did not oppose
the inclusion of trauma-related information in their medical
record. In addition, most patients perceived their clinician as
comfortable asking questions about childhood trauma and able
to address trauma-related problems.
Conclusion: Screening is acceptable to most primary care patients regardless of trauma exposure or positive PTSD screening.
Findings may aid primary care clinicians to consider screening
regularly for ACEs and PTSD to better serve the health care needs
of trauma-exposed patients.

INTRODUCTION
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Adverse childhood experiences (ACE) are an important contributor to stress and health problems across the lifespan and
increase the risk of disease and psychosocial problems.1 Exposure
to ACEs encompasses abuse or neglect; witnessing domestic
violence; exposure to mentally ill, substance-abusing, or criminal household members; and parental separation or divorce.
The ACE count has been shown to display a strong, graded

relationship with health risk behaviors and some of the leading
causes of early death in the US, such as cancer, diabetes, and
heart disease. A fundamental correlate of this association is the
presence of toxic stress, which is defined as prolonged activation of the stress response system in the absence of protective
relationships.2
Current data suggest that posttraumatic stress disorder
(PTSD) may affect up to 23% of individuals seen in primary
care settings.3-5 Exposure to trauma and violence has been consistently shown to be more prevalent than national averages
among low-income, urban neighborhoods.6 Individuals from
socioeconomically disadvantaged backgrounds have higher levels
of unmet needs for mental health services and are more likely
to receive care for mental health exclusively in primary care
settings.7,8 The most vulnerable populations experience social
disadvantages and clinical vulnerabilities that can result in a
disproportionate risk of not receiving the care that they need.9
In California, safety-net clinics provide health care services to
individuals and their families regardless of a patient’s ability to
pay.10 Safety-net services are intended to ensure that individuals
who are medically underserved and uninsured and living below
poverty level receive adequate health care.11
Trauma-related symptoms are often unrecognized and untreated in medical care.12-15 Medical clinicians are less likely
to screen for trauma-related mental health issues because they
overestimate the time it takes, and they have poor access to appropriate services and treatment.12,16 Early detection and intervention could decrease the likelihood of the assorted problems
associated with childhood trauma exposure, such as mental
health disorders, chronic medical conditions, and adult health
risk behaviors.17 Early detection could also decrease the likelihood of revictimization,18 and improve overall health, which
can positively influence quality of life.
There is considerable evidence that greater attention should be
paid to the impact of trauma in primary care,15,19,20 and there is
increasing sensitivity for clinician recognition of trauma impact,
which can reduce PTSD symptoms.21,22 Although recognizing
traumatic stress symptoms has been proposed as an important
first step toward addressing the needs of higher-risk and complex patients,23 patients who somaticize are often unaware of
links between past events and current symptoms24 and may be
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reluctant to talk about traumatic experiences.24 However, clinicians may be more apt to inquire about trauma exposure and
symptoms if they know that screening for trauma is acceptable
and appreciated by their patients.25-27
A growing body of research has been exploring patient preferences for making health care decisions.28 Although studies performed in various settings have concluded that individuals with
histories of physical and sexual abuse value being asked about
their past trauma history,25,29 understanding patient preferences
in relation to sharing sensitive information with clinicians in
underserved populations is lesser known. This is an important
gap given that vulnerable populations face a greater number of
health disparities and are at a higher risk of having been exposed
to trauma across the lifespan.
The primary goal of this study is to test the relationship of the
ACE Study questionnaire1 and Primary Care-PTSD (PC-PTSD)30
scores with patient screening preferences. We tested the hypothesis that patients who report one or more ACEs or PTSD
symptoms would endorse lower levels of comfort discussing
their histories of trauma with clinicians than would patients
who have no ACE exposure or PTSD symptoms. The second
goal of this study is to evaluate patients’ comfort with discussing stressful childhood experiences with clinicians, patients’
perceptions of their clinicians’ ability to help patients with
trauma-related problems and comfort in completing ACE and
PTSD screening tools, and patient preferences related to having
such screening results shared with clinicians or documented in
the medical chart.

METHODS
Setting and Patient Characteristics

OLE Health, a Federally Qualified Health Clinic, is an integrated clinic with co-located medical and behavioral health services
that provides primary and preventive medical care to an estimated
24,651 patients, with 100,000 visits annually in suburban and
rural Napa, CA. According to the OLE Health 2013 Uniform
Data System, the clinic population is composed of patients who
are mostly female (59%), below poverty level (62%), and uninsured (31%). More than one-half of patients are Latino (61%),
and one-third are white (27%), with the remainder being black/
African American (1%), Asian (2%), American Indian/Alaskan
Native (0.8%), Hawaiian/Pacific Islander (0.2%), or more than
1 race (3%).31 Currently, there is not a comprehensive screening
policy for ACEs or PTSD at OLE Health.

Sample

The study sample was composed of predominantly Latino
primary care patients visiting OLE Health at its main medical
clinic in Napa, CA. Participants were at least age 18 years, English-speaking, and cognitively able to provide informed consent.
Of the 178 eligible patients approached, 152 (83%) agreed to
participate. A refusal rate of 26 (17%) consisted of the following: general lack of interest (65%), not feeling well (15%), time
constraints (12%), and discomfort with the topic (4%). No other
information was collected about these patients other than reasons
for not participating.
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Procedure

From May 7, 2015, to May 26, 2015, the first author (EG)
visited OLE Health 1 to 2 times a week and approached adult
patients in the clinic waiting room who were attending their
scheduled primary care visit with a clinician (physician, nurse
practitioner, or physician assistant). Approximately 10 to 50
patients were enrolled on each of the 6 recruitment days. The
principal investigator (EG) provided patients with an oral
explanation as well as a consent form that further elaborated
on the study. A 5-item patient questionnaire developed by the
researchers was used in this study to assess comfort for discussing childhood trauma with medical clinicians. Participants were
told that they could skip any question that they preferred not
to answer and could end the session at any time because of the
sensitive nature of the screening questions for trauma exposure. Those patients who agreed to participate and signed the
consent form were asked to complete the questionnaire, which
took approximately 10 minutes to complete. The questionnaire
was administered orally to those patients who were unable to
read and wanted to participate. The questionnaire included the
ACE Study questionnaire, the PC-PTSD screen, and patient
preference questions that assessed comfort with screening and
disclosing a trauma history, and perception of clinician ability
to help with associated problems.
Behavioral health counselors were onsite and available to meet
with participating patients throughout the study period in the
event that a study participant became acutely distressed. Each
participant was informed before initiating the questionnaire
that they would receive a $10 Target gift card after returning the
completed survey to the researcher. This study was approved by
the University of California, Davis institutional review board.

Instruments
Adverse Childhood Experiences Study Questionnaire

The ACE Study questionnaire was used to assess the number
of ACE exposures before age 18 years. The ACE Study questionnaire has been used in clinical and general population samples
in the US32 and other countries33 involving several thousand
subjects. The ACE Study questionnaire is a 10-item survey
with no or yes answers that are scored as 0 or 1 point for each
category of exposure. Possible ACE scores range from 0 to 10.
Each of the ACE questions was constructed from previously
published surveys. Adversities include abuse (emotional, physical, sexual); neglect (emotional, physical); witnessing domestic
violence; growing up with mentally ill, substance abusing, or
criminal household members; and parental separation or divorce. Vincent Felitti, MD, and Robert Anda, MD, coprincipal
investigators of the landmark ACE Study, found a dose-response
relationship between the ACE score and the risk of numerous
chronic diseases as well as social and behavioral problems.1 For
example, individuals with an ACE score of 4 or higher had a
dramatically increased risk of adult health risk behaviors, poor
health status, and disease.1
Primary Care Posttraumatic Stress Disorder Screen

The PC-PTSD screen was selected on the basis of a review of
several publications that tested screening performance to detect
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PTSD prevalence in urban primary care.34-36 The PC-PTSD
screen, developed by the National Center for PTSD in Washington, DC, is the most widely used PTSD screening tool that
was designed to be used in primary care settings where time and
resources are limited.31 The PC-PTSD screen assesses current
PTSD symptoms (past month) and is consistent with the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
diagnostic criteria, including intrusive experiencing, avoidance
behaviors, hypervigilance, and emotional numbing.37 The PCPTSD, a four-item self-report with no or yes answers, is scored
as one point for each item with a yes response.
Questions included the following: “In your life, have you ever
had any experience that was so frightening or upsetting that in the
past month you: 1) Had nightmares about it or thought about it
when you did not want to? 2) Tried hard not to think about it or
went out of your way to avoid situations that reminded you of it?
3) Were constantly on guard, watchful, or easily startled? 4) Felt
numb or detached from others, activities, or your surroundings?”
The recommended cutoff score is 3, which has been associated
with a sensitivity of 78% and a specificity of 87%.35,38

Patient Preference Questions

Patient preference questions developed by the researchers were
based on a model of care aligned with trauma-informed and
patient-centered principles that seek to improve communication
and increase patient satisfaction. Each of the five patient preference questions was measured on a five-item Likert scale, which
was coded for purposes of some analyses as a binary variable:
yes = strongly agree and agree; no = neither agree nor disagree,
disagree, and strongly disagree.
Patient preference questions were as follows for each screening
tool: 1) I am comfortable being asked about [stressful childhood
experiences or PTSD] by my clinician (physician, nurse practitioner, physician assistant); 2) I believe my clinician is comfortable
asking me about my [stressful childhood experiences or PTSD];
3) I am comfortable letting my clinician know the results of my
[stressful childhood experiences or PTSD] questionnaire; 4) I am
comfortable with my [stressful childhood experiences or PTSD]
screen being included in my medical record; and 5) I believe my
clinician is able to help with problems associated with [stressful
childhood experiences or PTSD].

Table 1. Distribution of demographic characteristics by scores on Adverse Childhood Experiences (ACE) Study questionnaire and
Primary Care-Posttraumatic Stress Disorder (PTSD) screena
Characteristic
Age (years)
18-34
35-64
≥ 65
Sex
Men
Women
Race/ethnicity
Latino
White non-Hispanic
Other
Education
Less than high school
High school
More than high school
Insurance
None
Public
Private
Annual income (US $)
< 10,000
10,000-30,000
> 30,000
Household members
1-2
≥3

Frequency,
no. (%)

ACE score 0,
no. (%)

ACE score 4 or more,
no. (%)

PTSD score 0,
no. (%)

PTSD score 3 or more,
no. (%)

44 (29.0)
98 (64.5)
10 (6.6)

9 (5.9)
20 (13.2)
7 (4.6)

21 (13.8)
42 (27.6)
1 (0.7)

24 (15.8)
47 (30.9)
8 (5.3)

17 (11.2)
37 (24.3)
2 (1.3)

52 (34.2)
98 (64.5)

11 (7.3)
25 (16.7)

17 (11.3)
45 (30.0)

29 (19.3)
50 (33.3)

16 (10.7)
38 (25.3)

96 (63.2)
11 (7.2)
18 (11.8)

22 (17.6)
5 (4.0)
3 (2.4)

39 (31.2)
4 (7.2)
9 (7.2)

49 (39.2)
9 (7.2)
8 (6.4)

39 (31.2)
1 (0.8)
8 (6.4)

8 (5.3)
56 (36.8)
87 (57.2)

4 (2.7)
13 (8.6)
18 (11.9)

4 (2.7)
21 (13.9)
39 (25.8)

5 (3.3)
32 (21.2)
42 (27.8)

3 (2.0)
16 (10.6)
37 (24.5)

10 (6.6)
132 (86.8)
10 (6.6)

6 (4.0)b
27 (17.8)b
3 (2.0)b

3 (2.0)b
59 (38.8)b,c
2 (1.3)b

8 (2.6)
64 (42.1)
7 (4.61)

2 (1.3)
53 (34.9)
1 (0.7)

50 (32.9)
73 (48.0)
28 (18.4)

10 (6.6)
16 (10.6)
10 (6.62)

23 (15.2)
32 (21.2)
9 (6.0)

25 (16.6)
36 (23.8)
17 (11.3)

19 (12.6)
31 (20.5)
6 (4.0)

81 (53.3)
71 (46.7)

15 (9.9)
21 (15.8)

40 (26.3)
24 (15.8)

38 (25.0)
41 (27.0)

33 (21.7)
23 (15.1)

Some percentages do not total to 100% because of rounding or because some patients did not respond to that question.
Significant, p = 0.04.
c
More participants with public health insurance had 4 or more ACEs than would be expected by chance, χ2 (4, N = 152) = 10.50.
a
b
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Data Analysis

Analyses were conducted using Stata/IC Version 12 (Stata Corp,
College Station, TX). The primary goal of this study was to test
the relationship of the ACE Study questionnaire and PC-PTSD
scores with patient preferences. The presumed hypothesis was
that those patients who reported 1 or more ACEs or PTSD
symptoms would endorse lower levels of comfort discussing
their histories of trauma with clinicians than would patients
who had no ACE exposure or PTSD symptoms.
A post hoc Cronbach α test was performed as an estimate
of reliability for each measurement scale. Frequency and proportion described ACE and PTSD scores, and demographic
characteristics and patient preferences were described by ACE
and PTSD scores. Additionally, the χ2 test examined the distribution of demographics and patient preferences by ACE
and PTSD scores as categorical variables to test the likelihood
of these distributions by chance. Fisher exact test was used
to calculate more accurate p values for cells that contained
frequencies less than 5. Pearson product-moment correlation
coefficient analyzed the strength and direction of the relationship between patient preferences and ACE or PTSD scores.
The Bonferroni adjustment was used to reduce the chances
of obtaining false-positive results when performing multiple
pairwise tests on a single set of data.

RESULTS
Demographic Characteristics and Trauma Histories

Of the 178 patients asked, 152 (83%) agreed to participate.
More than one-third (34%) of patients reported 1 or more ACE
item and 42% had 4 or more ACEs. Eleven percent of patients
reported 1 or more PTSD symptoms, and 37% scored at or above
the cutoff point for a positive PTSD screen. Approximately onefourth (26%) of patients had elevated scores on both measures.
As can be seen in Table 1, most patients were in the following
categories: aged 35 to 64 years (65%), women (65%), Latino
(63%), more than a high school education (57%), public health
insurance (87%), annual income of $10,000 to $30,000 (48%),
and 1 to 2 household members (53%).
Other than insurance status, none of the other demographic
characteristics in the sample were associated with differences in
ACE or PTSD scores. Alpha coefficients suggested a relatively
high internal consistency among the items for each of the following: ACE Study Questionnaire (α = 0.80), PC-PTSD screen
(α = 0.88), ACE patient preference questions (α = 0.84), and
PTSD patient preference questions (α = 0.87).

Distribution of Patient Preferences

Tables 2 and 3 show the χ2 distribution of patient preferences by ACE and PTSD scores. Most patients were comfortable being asked about ACEs (79%) and PTSD (82%) and
being screened for ACEs (86%) and PTSD (89%) by their
clinician. Most patients were comfortable with including their
ACE study questionnaires (70%) and PC-PTSD (86%) screen
results in their medical records. In addition, patients perceived
that their clinician would be comfortable asking about ACEs
(70%) and PTSD (76%) and addressing associated problems
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for ACEs (73%) and PTSD (78%). The distribution of patient
preference questions did not vary whether they reported none,
low, or high ACE and PTSD scores.

Pearson Correlation Coefficient

Table 4 shows the results of the Pearson correlation coefficient
test of patient preferences with ACE and PTSD scores. The ACE
and PTSD scores were statistically significantly associated. As
more ACEs were reported, PTSD symptoms increased and were
strongly correlated in a positive direction (r = 0.57, p < 0.001).
Patient preferences were not associated with either ACE or PTSD
scores after adjustment for Type I error using a Bonferroni adjustment set at a significance level of 0.002.

DISCUSSION

Contrary to our hypothesis, most underserved patients from a
sample at a safety-net clinic were comfortable being asked traumarelated questions directly by their clinicians or from screening
questionnaires, and including this information in their medical
records. Moreover, most patients expected that their clinician
would be comfortable asking about ACEs and would be able to
help them with the problems that arise from exposure to toxic
stress in childhood. Our findings suggest that patients who do
Table 2. Chi-squared distribution of patient preferences by
scores on Adverse Childhood Experiences (ACE) Study
questionnaire
Scores
Yes, no. (%)
No, no. (%)
I am comfortable being asked about ACEs by my clinician
0
30 (19.7)
6 (4.0)
1 or more
43 (28.3)
9 (5.9)
4 or more
47 (30.9)
17 (11.2)
Total
120 (79.0)
32 (21.1)
I believe my clinician is comfortable asking me about ACEs
0
28 (18.4)
8 (5.3)
1 or more
36 (23.7)
16 (10.6)

p value (χ2)
0.36

0.52

4 or more
43 (28.3)
21 (13.9)
Total
107 (70.4)
45 (29.6)
I am comfortable letting my clinician know the results of my ACE survey
0
32 (21.1)
4 (2.6)
0.44
1 or more
46 (30.3)
6 (4.0)
4 or more
52 (34.2)
12 (7.9)
Total
130 (85.5)
22 (14.5)
I am comfortable with the results of an ACE survey being included in my
medical record
0
27 (17.8)
9 (5.9)
0.60
1 or more
37 (24.3)
15 (9.9)
4 or more
42 (27.6)
22 (14.5)
Total
106 (69.7)
46 (30.3)
I believe my clinician is able to help with problems associated with ACEs
0
27 (17.8)
9 (5.9)
0.94
1 or more
38 (25.0)
14 (9.2)
4 or more
46 (30.3)
18 (11.8)
Total
111 (73.0)
41 (27.0)
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not have an ACE history or PTSD symptoms, as well as those
who do have an ACE history or who endorse PTSD symptoms
are likely to find screening to be acceptable in this primary care
setting. These findings also suggest that universal screening is acceptable to most patients regardless of trauma history, including
those who screen positive for PTSD.
In this safety-net clinic, 1 in 4 participants (26%) had clinically significant elevations in ACE and PTSD scores. The PTSD
screening rate in this study (37%) was comparable to that in a
sample of underserved Latino patients being seen in a Federally
Qualified Health Clinic, 30% of whom were at risk of PTSD39
and, remarkably, is twice as high as the rate reported in innercity primary care patients (18%).40 In contrast to the 12% of
patients with 4 or more childhood adversities in the ACE Study
of 17,000 mostly middle-class, educated, and white patients in a
health maintenance organization,1 42% of our sample reported
4 or more ACEs. Consistent with prior studies, our findings
show that the chances of PTSD symptoms developing increase
significantly as exposure to ACEs increases.41,42 ACEs and PTSD
symptoms are associated with significantly greater general health
symptoms, general medical conditions, and poorer health-related
quality of life.43 Moreover, the risk of adult health risk behaviors,
morbidity, and mortality sharply increases with an ACE score of 4
Table 3. Chi-squared distribution of patient preferences by
scores on Primary Care-Posttraumatic Stress Disorder (PTSD)
screen
Scores
Yes, no. (%)
No, no. (%)
p value (χ2)
I am comfortable being asked about PTSD by my practitioner
0
65 (42.8)
14 (9.2)
0.10
1 or more
11 (7.2)
6 (4.0)
4 or more
49 (32.2)
7 (4.6)
Total
125 (82.2)
27 (17.8)
I believe my practitioner is comfortable asking me about PTSD
0
56 (36.9)
23 (15.1)
0.21
1 or more
13 (8.6)
4 (2.6)
4 or more
47 (30.9)
9 (5.9)
Total
116 (76.3)
36 (23.7)
I am comfortable letting my practitioner know the results of the PTSD survey
0
69 (45.4)
10 (6.6)
0.10
1 or more
13 (8.6)
4 (2.6)
4 or more
53 (34.9)
3 (2.0)
Total
135 (88.8)
17 (11.2)
I am comfortable with the results of the PTSD survey being included in my
medical record
0
68 (44.7)
11 (7.2)
0.92
1 or more
14 (9.2)
3 (2.0)
4 or more
48 (31.6)
8 (5.3)
Total
130 (85.5)
22 (14.5)
I believe my practitioner is able to help with problems associated with PTSD
0
56 (36.9)
23 (15.1)
0.07
1 or more
13 (8.6)
4 (2.6)
4 or more
49 (32.2)
7 (4.6)
Total
118 (77.6)
34 (22.4)
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Table 4. Pearson correlation coefficient of patient preferences
with scores on Adverse Childhood Experiences (ACE) Study
questionnaire and Primary Care-Posttraumatic Stress Disorder
(PTSD) screena
Patient preferenceb
PTSD score
ACE score
ACE patient comfort
ACE practitioner comfort
ACE results of screen
ACE medical records
ACE practitioner competence
PTSD patient comfort
PTSD practitioner comfort
PTSD results of screen
PTSD medical records
PTSD practitioner competence

ACE score
0.57 (0.001)c
1
0.18 (0.03)
0.08 (0.30)
0.06 (0.49)
0.10 (0.22)
0.03 (0.70)
0.03 (0.69)
0.03 (0.74)
(-0.04) (0.60)
0.06 (0.48)
(-0.11) (0.19)

PTSD score
1
—
(-0.06) (0.48)
(-0.10) (0.22)
(-0.10) (0.23)
(-0.05) (0.55)
(-0.13) (0.12)
(-0.06) (0.49)
(-0.10) (0.22)
(-0.01) (0.23)
(-0.05) (0.55)
(-0.13) (0.12)

Each cell contains r value followed by p value in parentheses.
See Table 2 for the full statement on each screen to which patients responded.
c
p value is significant at 0.002 using Bonferroni adjustment.
a
b

or more.44 Therefore, addressing the impact of trauma on physical
health should be a primary care concern.
Perhaps the most important finding of the study was the large
proportion of patients who reported a high level of comfort
with primary care clinicians asking about ACEs and PTSD and
documenting screening results in medical records, regardless of
how many ACE or PTSD symptoms they reported. This finding
is counterintuitive given that avoidance of trauma reminders is a
key diagnostic feature of the disorder.45 Unique to this study was
the evaluation of how patients prefer ACE and PTSD screening
to be shared in a primary care setting (medical records) and the
perception of clinician comfort to address problems that arise as
a consequence of exposure to adverse events in childhood. These
results confirm the findings by Friedman et al25 in mostly white
and educated patients in the US Northeast, in which most patients
favored routine inquiry into a history of abuse and believed that
their clinicians could help with associated problems, and extends
those findings to underserved, mostly Latino patients in semirural
Northern California.25 These results strongly suggest that patients
want to talk about what happened to them, and especially if this
knowledge and understanding can help with the treatment of
health problems.46
These findings may be especially important in dispelling the
perception among some clinicians that patients with a major history of trauma would not want to discuss their traumatic past.47
Some clinicians argue that patients may object to the sensitive
nature of the screening questions.46 However, relevant studies
have concluded that individuals who are exposed to trauma value
being asked about their early-life history of trauma.27 Supportive,
nonjudgmental listening about ACEs not only builds trust but is
also therapeutic, with a 35% reduction in clinic visits observed
in 1 study (although this gain was not sustained beyond a 1-year
follow-up).26 Moreover, patients who know that their concerns
are appropriately addressed by their clinician are more likely to be
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satisfied with their care.48 Future studies should compare patient
satisfaction scores before and after implementing trauma screening to test whether asking these sensitive questions can translate
into patient-centered health outcomes.
Although patients in this study believe that their clinicians
are already trauma-competent, proper training and education
are needed for health care professionals to inform patients about
trauma impact on physical and mental health, to administer
trauma-sensitive assessments, and to respond sensitively to patient disclosures.16.49,50 Study findings should encourage clinicians to obtain trauma-related training because most patients
in this study already feel comfortable being asked about trauma
exposure and believe their clinicians are able to help them with
problems associated with such exposure.
Additionally, these findings underline the need to consider
patient preferences to provide screening in a patient-centered
way.51,52 Learning about patient preferences may help to effectively target and treat underserved individuals in need of
treatment for the effects of ACEs and PTSD. Considering
the trauma history of an individual might enhance the use of
counseling techniques by highlighting how those experiences
have affected health and life choices, and how a person might
learn to integrate healthier choices into his/her life. Patients who
know that their concerns are being addressed by their clinician
may experience more satisfaction with their care and improved
health outcomes.48
Several limitations of this study should be noted. Individuals presenting with mental health needs in an integrated care
clinic are often asked sensitive questions by a behavioral health
clinician, which may skew patients’ responses compared with
when at a safety-net clinic without those resources. Therefore,
findings should be replicated in primary care clinics that do not
have co-located services. Furthermore, generalizability may be
limited by surveying patients who were fluent only in English,
and for some Latino patients English as a second language may
compromise language comprehension. Additionally, patient
perception of clinician competence may not be congruent with
clinicians’ own perceptions of their trauma-related competence.
Nonetheless, it is encouraging that clinicians who receive training will encounter patients who are willing to be asked about
trauma. Participation or refusal to participate may have been
influenced by differing degrees of trauma exposure or could be
biased by dissimilar characteristics between respondents and
nonrespondents. Studies evaluating the accuracy of reporting
childhood maltreatment show substantial underreporting and
less overreporting.53-55 As a result, findings may underestimate
self-reported ACE exposure and PTSD symptoms, and they
could be subject to respondent bias.

CONCLUSION

Despite having high ACE scores and screening positive for
PTSD, patients in this study were favorably disposed to being
asked about trauma and perceived that their clinicians are able
to help them. These findings warrant further exploration and
should be replicated with larger samples and in other settings.
Furthermore, universal screening may help clinicians to better
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serve the health care needs and provide the necessary referrals to trauma-specific services for trauma-exposed patients.
Although it is impossible to undo events of the past, knowing
the events of a person’s life may help clinicians to understand
their patients who have more complex needs and to refer them
to appropriate psychosocial resources, including evidence-based
trauma-focused therapies. v
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