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Patient-Provider Trust as a Key Component of Prenatal
Screening for Adverse Childhood Experiences (ACES): A
Concept Analysis
Paige D. Gilliland1, BS , Jennifer E. Phipps1, PhD, Breän Derret1, MD, Indira D’Souza1, BS, Stephanie Ha1, BS,
Shwetha Patil1, BS, Leigh Ann Simmons1, PhD, MFT

Introduction: The concept of patient-provider trust in prenatal adverse childhood experiences (ACEs) screening remains unexplored. This con-
cept analysis illuminates the role of trust in prenatal ACE screening to improve patient-provider relationships, increase patient uptake of ACE
screening, and ensure that ACE screening is implemented in a strengths-based, trauma-informed way.

Methods: A concept analysis was conducted using the Rodgers’ evolutionary method to define the antecedents, attributes, and consequences of
this construct. The databases searched were PubMed, PsychInfo, and Scopus between 2010 and 2021. A total of 389 articles were retrieved using
the search terms prenatal, adverse childhood experiences screening, adverse childhood experiences, and adverse childhood experiences questionnaire.
Included articles for detailed review contained prenatal screening, trauma screening (ACE or other), trust or building trust between patient and
health care provider, patient engagement, and shared decision making. Excluded articles were those not in the context of prenatal care and that
were exclusively about screening with no discussion about the patient-provider relationship or patient perspectives. A total of 32 articles were
reviewed for this concept analysis.

Results: We define trust in prenatal ACE screening as a network of evidence-based attributes that include the timing of the screening, patient
familiarity with the health care provider, cultural competence, demystifying trauma, open dialogue between the patient and health care provider,
and patient comfort and respect.

Discussion: This concept analysis elucidates the importance of ACE screening and provides suggestions for establishing trust in the context of
prenatal ACE screening. Results give insight and general guidance for health care providers looking to implement ACE screening in a trauma-
informed way. Further research is needed to evaluate pregnant patients’ attitudes toward ACE screening and how a health care provider’s trauma
history might influence their care. More inquiry is needed to understand the racial, ethnic, and cultural barriers to ACE screening.
J Midwifery Womens Health 2024;0:1 c© 2024 The Author(s). Journal of Midwifery & Women’s Health published by Wiley Periodicals LLC on
behalf of American College of Nurse Midwives (ACNM).

Keywords: adverse childhood experiences (ACEs), birth outcomes, holistic midwifery practice, patient-provider relationships, prenatal care,
screening, trust

INTRODUCTION

A vast body of literature demonstrates that exposure to ad-
verse childhood experiences (ACEs) increases risk for poor
health outcomes in adulthood. As seen in Table 1, the ACE
screening tool assesses early life experiences of physical
abuse, sexual abuse, emotional abuse, parental incarceration,
parental mental health, parental divorce or separation, inti-
mate partner violence exposure, physical neglect, and emo-
tional neglect prior to 18 years of age.1–4

Other possible ACEs have been identified but not yet in-
cluded in the screening tool.5–6 These factors have been la-
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beled, “expanded ACEs”, and include bullying, community vi-
olence, living in foster care, racism, and neighborhood safety.6
The ACE screening tool was designed to quantify early life
experience; therefore, each question is answered either yes
(score of 1) or no (score of 0) and anACE score can be summed
from each completed screening tool.1 The screening tool can
also be used to identify the specific traumas that someone has
experienced,which can help health care providers evaluate the
impact of these traumas within the context of the score.

Studies show that pregnant people who have experienced
ACEs have disproportionately high levels of infant and ma-
ternal morbidity and mortality, leading experts to recom-
mend universal ACE screening prenatally to mitigate poor
pregnancy outcomes and the intergenerational transmission
of ACEs.7,8 Currently, the American College of Obstetricians
and Gynecologists recommends that prenatal care providers
screen for current and past traumas as part of their trauma-
informed care practices.8,9 According to the ACEs Aware
Quarterly Progress Report from August 2023, Medicaid clin-
icians in California conducted more than 1,803,100 ACE
screenings.10 One of the barriers to screening may be patient-
provider trust, and that lack of trust might impact the fre-
quency and efficacy of screening in prenatal care.
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✦ Patient-provider trust, in the context of prenatal care, has not been examined with an understanding of adverse childhood
experiences and their effect on pregnancy and birth outcomes.

✦ Understanding how to promote patient-provider trust in this context can provide health care providers more confidence
in screening for ACEs and addressing trauma during pregnancy.

✦ Expanding research around prenatal ACE screening and the impacts of ACEs on maternal and infant health may improve
prenatal care, perinatal outcomes, and increase ACE awareness in this population.

✦ With a working definition of patient-provider trust in prenatal ACE screening, health care providers may use these
attributes to improve their usage of ACE screening in prenatal care.

The Significance of ACEs in Pregnancy, Fetal
Development, and Early Infancy

The Effects of ACEs on Pregnancy and Birth Outcomes

Many studies have demonstrated a link between ACEs and
poor birth outcomes or perinatal complications.11–14 One
study showed that having 4 ormore ACEs was associated with
a 2-fold increase in biomedical risk during pregnancy (eg, pre-
natal and perinatal complications), such as hypertension, loss
of fetalmovement, and lowbirthweight.11 This same study also
found a 5-fold increase in psychosocial risks, such as being
a single parent, teenage pregnancy, and low family income,
compared with those who reported experiencing no ACEs,
suggesting a dose-response relationship.11 A greater number
ofACEswas also indirectly associatedwith infant health prob-
lems through cumulative biomedical risk but not psychosocial
risk, and higher ACEs were indirectly associated with infant
emotional issues through psychosocial risk but not biomedi-
cal risk.11 These 2 intermediary mechanisms demonstrate the
complexity with which maternal ACEs impact infant health
and development. Other studies have shown that an increase
in a person’s ACE score is associated with preterm birth, espe-
cially for Black mother-Black father couples, who are twice as
likely to have preterm labor than White mother-White father
couples.14 Having early life adversity cumulatively and nega-
tively impacts pregnancy and birth outcomes; these risk fac-
tors could be mitigated through ACE screening, which would
enable health care providers to understand these risks and tai-
lor care and support appropriately.

The Intergenerational Transmission of ACEs

Having a high ACE score does not exclusively impact preg-
nancy and birth outcomes. Like many environmental factors,
ACEs can be passed down generation after generation. In-
tergenerational transmission is defined as the transference
of environmental adversity through direct exposure to the
pregnant parent and subsequently to the fetus.15,16 The inter-
generational transmission of ACEs is particularly preventable
during pregnancy, as one study concluded that pregnancy is
where this transmission begins.17 For example, associations
between maternal ACEs and poor antepartum health out-
comes have been found including preeclampsia, short gesta-
tional age, and gestational diabetes.17 However, social support
including tangible support, affective support, interactive sup-

port, and emotional or informational support all have been
found to moderate antepartum health risk.17 Toxic stress co-
occurring with ACEs has deleterious effects on the social-
emotional development of infants through repeated and pro-
longed activation of the stress response.13–15

Critical periods throughout gestation, such as the embry-
onic period, bring awareness to the effects of environmen-
tal stressors on gene expression and physiology throughout
pregnancy.15 For example, recent studies have shown changes
in brain electrical activity detected with electroencephalog-
raphy in infants as early as 2 months old who were exposed
to maternal psychosocial stress during pregnancy.15,18 These
findings suggest that infants with mothers experiencing high
levels of perceived stress in the postnatal period had lower lev-
els of high-frequency spectral power, potentially influencing
learning and behavior.18 Maternal ACEs are directly associ-
ated with pregnancy psychosocial risk and antepartum health
risk, and indirectly associated with maternal hostile behavior,
anomalous parenting, postpartumpsychosocial risk, and poor
infant health all which impact infant milestones (ie, fine mo-
tor, communication, gross motor, etc).17,19

ACE Screening as a Preventive Tool in the Prenatal
Setting

Although ACEs can impact prenatal risk factors, birth out-
comes, and infant development, simply having a history of
ACEs does not mean there will be permanent, irreparable
consequences.20 There aremany buffers that have been shown
to moderate the relationships between ACEs and maternal
health and well-being. For example, social support has been
shown to have positive effects on stress during pregnancy
and to reduce the incidence of postpartum depression for
individuals with ACEs.20,21 New literature examining benev-
olent childhood experiences as buffers for ACEs has also
demonstrated that the impacts of ACEs on pregnancy can be
offset by highlighting positive early childhood experiences.7
Researchers highlight the need for more intervention pro-
grams early in pregnancy to introduce these buffers as soon as
possible.7,19,20,22 Particularly, there is a need for programs that
can improve the identification of risk factors before and after
pregnancy to supply parents withmore personalized perinatal
care.15,20

Given the critical importance of addressing ACEs to im-
prove pregnancy-associated outcomes and given that ACE
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Table 1. Childhood Exposure to Abuse and Household
Dysfunction
Abuse by Category

Psychological

Did a parent or other adult in the household…

Often or very often swear at, insult, or put you down?
Often or very often act in a way that made you afraid

that you would be physically hurt?
Physical

Did a parent or other adult in the household…

Often or very often push, grab, shove, or slap you?
Often or very often hit you so hard that you had

marks or were injured?
Sexual

Did an adult or person at least  years older ever…

Touch or fondle you in a sexual way?
Have you touch their body in a sexual way?
Attempt oral, anal, or vaginal intercourse with you?
Actually have oral, anal, or vaginal intercourse with

you?
Household Dysfunction By Category

Substance abuse

Live with anyone who was a problem drinker or
alcoholic?

Live with anyone who used street drugs?
Mental illness

Was a household member depression or mentally ill?
Did a household member attempt suicide?
Mother treated violently

Was your mother (or stepmother)…

Sometimes, often, or very often pushed, grabbed,
slapped, or had something thrown at her?

Sometimes, often, or very often kicked, bitten, hit
with a fist, or hit with something hard?

Ever repeatedly hit over at least a few minutes?
Ever threatened with, or hurt by, a knife or gun?
Criminal behavior in the household

Did a household member go to prison?

Source: Reprinted from Felitti et al, 1998 (no permission needed).4

screening is still limited in prenatal care, the purpose of this
review is to better elucidate patient-provider trust as a key
component of successful ACE screening. To achieve this goal,
we conducted a concept analysis to define how, and in what
contexts, patient-provider trust in ACE screening is achieved
to better educate health care providers on the importance of
trust in ACEs screening, referrals, and prenatal care. Specifi-
cally, we sought to answer the following questions: What are
the definitions of patient-provider trust in the current liter-
ature and how might they apply to prenatal ACE screening?
How might patient-provider trust impact the successful inte-

gration of prenatal ACE screening? What are the characteris-
tics of a safe and healthy clinical encounter for pregnant peo-
ple with high ACE scores?

METHODS

A concept analysis focuses on the current use of a concept
along with its hidden attributes in order to better understand
its applications in different contexts.23 For this concept anal-
ysis, we used Rodgers’ evolutionary method.23 A concept is
a cluster of attributes, and uncovering those attributes allows
researchers to come to a consensus.23 This article relies on rig-
orous analysis and inductive inquiry through (1) identifying
trust as the concept of interest, (2) identifying and selecting an
appropriate setting, (3) collecting relevant data, (4) analyzing
literature based on characteristics of the concept, (5) identi-
fying a model of the concept, and (6) identifying further im-
plications for the concept.23 It is possible that the concept be-
ing studied is also expressed using different words, otherwise
known as surrogate terms.23

We conducted a librarian-assisted search using the follow-
ing databases: PubMed, PsychInfo, and Scopus. Search terms
included the headings prenatal, adverse childhood experiences
screening, adverse childhood experiences, and adverse child-
hood experiences questionnaire. The dates included in this sys-
tematic search were between 2010 and 2021 to gather a wide
range of articles, and trust was not included as a search term
because there were no studies explicitly evaluating trust in
prenatal ACE screening. Our inclusion criteria specifically in-
cluded articles relating to patient-provider trust as many of
the articles had patient-provider reports relating to this con-
cept. After the initial search, all articles from the 3 databases
were downloaded into Covidence for review. In total, 6 peo-
ple reviewed titles, abstracts, and full texts for inclusion. (See
Figure 1). Conflictswere re-reviewed, and all 6 reviewers voted
on whether to include or exclude the source. For the title and
abstract portion of the systematic search process we excluded
articles that: (1) were not in the context of prenatal care; and
(2) lacked information about the patient-client relationship.
For the full text portion of the systematic search, we excluded
articles that (1) did not include prenatal care; and (2) included
screening but did not talk about trust or patient-client re-
lationship. Our inclusion criteria were that the articles: (1)
were in the context of prenatal care; (2) implemented trauma
screening (ACEs or other); (3) included trust or themes sur-
rounding patient-provider relationships; (4) included patient
engagement; and (5) addressed shared decision making. No
specific methodologies (eg, qualitative, or quantitative) were
included or excluded.

FINDINGS

Using the Rodgers and Knafl analysis method, a total of 389
articles were retrieved from the databases during the initial
search and titles and abstracts were reviewed.23 Of these arti-
cles, 202 were removed as duplicates, leaving 187 after dedu-
plication. During the abstract and title portion of the screen-
ing, 42 articles were included, and 145 articles were excluded.
Finally, the full texts of 42 articles were reviewed, and 32 ar-
ticles were included based on inclusion and exclusion crite-
ria (Figure 1). Data abstracted from the articles included (1)

Journal of Midwifery &Women’s Health � www.jmwh.org 3
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Figure 1. Literature Search Strategy for the Concept of Trust in
Prenatal ACEs Screening

Abbreviation: ACE, adverse childhood experience.

how patients reported feeling during ACE screening in prena-
tal care; (2) health care providers’ feelings and attitudes toward
ACE screening to identify factors needed to establish patient-
provider trust; and (3) research methods used, including at-
trition rates in specific populations, unique ways of explain-
ing ACEs, screening practices, and overall patient satisfaction
with ACE screening. Each criterion helped us gather patient-
provider testimonies and study findings from the included
articles which together were organized by shared themes.
These shared themes became the attributes, antecedents, and
consequences and were defined based on their categorized
characteristics.23 The labels given for each attribute were cre-
ated by evaluating each of the shared themes and their con-
nection to the concept of trust in prenatal ACE screening.

Attributes

The Timing of Screening

One attribute of trust that both patients and health care
providers identified as especially important was the timing of
ACE screening.5,24 In one example, during a provider focus
group, medical assistants and health care providers both felt
that administering the ACE screener after a few appointments
was easier because there was more rapport and trust.5,25 In
the same study, pregnant participants were screened for
ACEs prenatally by either a medical assistant (Site A) or a
department manager (Site B) and were asked a series of ques-
tions regarding the experience.5 One question asked, “Did
the conversation about your childhood experiences increase
trust in your clinician?”; 53% of respondents said yes and the
other 47% said no.5 These proportions remained consistent
regardless of howmany ACEs the respondent had. Nearly half

of the respondents reported that screening had not increased
trust in their health care providers. Olsen et al underscored
this finding by stating that most people prefer screening to
take place after a few prenatal visits whenmore trust is built.24
The attribute of timing has to do not only with a patient’s
relationship with their health care provider, but also getting
used to prenatal visits, being pregnant, and knowing what to
expect in upcoming appointments. Alongside administering
the screener after multiple prenatal visits, researchers sug-
gested that it may be helpful to set the stage for screening by
explaining theACE screening tool throughout the first few ap-
pointments so that the patient has sufficient time to consider
it.24

Patient Familiarity With Provider

In addition to timing, the patient’s familiarity with their health
care provider was defined as an attribute of trust. Both pa-
tients and health care providers report that a trusting patient-
provider relationship needs to precede any discussion about
childhood trauma. Alienating the pregnant patient and mak-
ing them feel as if the trauma screening process is about their
unborn fetus and not them as an individual increased feelings
of distrust with caregivers.24 This alienation could be reme-
died with the development of a patient-provider relationship
because the health care provider would have put effort into
getting to know the patient and would have already estab-
lished precedent that the appointments are about the patient
and their lived experience. One study examining the patient’s
perspective on prenatal ACE screening found that women
largely preferred their midwife or physician caregiver to ad-
minister theACE screener (n= 110; 80.3%) rather than a clinic
nurse, mental health professional, home visiting public health
nurse, social worker, medical assistant, or dietician at health
department.24

Cultural Competence

Cultural competence is defined as a set of behaviors, poli-
cies, and attitudes that together enable high quality care across
disciplines.26 One of the principles of cultural competence
is recognizing the complexities in language interpretation.26
Cultural competence was identified as an attribute of trust
in an article examining Micronesian Islander communities
where there is noword for traumaorACEs. Specificallywithin
this community, there is heavy reliance on midwives and lo-
cal medicines, and a distrust of Western prenatal care.27 One
antecedent to cultural competence was defined as support-
ive statements such as, “Would it help if I said it in your lan-
guage?”, “Is there an equivalent word or phrase in your lan-
guage?”, and “How would you say it in your language?.”27
All of these statements were found to be effective in help-
ing patients feel more understood and respected by their
health care staff.27 Not only do these phrases work in prac-
tice, but they are also part of the key principles of cultural
competence, most notably how language can be interpreted
across cultures. This may be true for other underrepresented
and underserved populations where language barriers may be
present.
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Demystifying Trauma

Pregnancy can be a traumagenic experience, especially with
childhood sexual abuse survivors who report increased
triggers and flashbacks during pregnancy.28,29 Demystifying
childhood trauma with pregnant patients removes stigma and
helps patients to understand that what happened to them is
not their fault. One study emphasized the importance of re-
ducing guilt and shame by clearly defining mental illness,
trauma, or other stigmatized issues in a trauma-informed
way.13 Olsen noted that many abuse survivors felt that a clear
explanation for the purpose ofACE screening inmaternal care
was important to trusting their health care provider.30 The
literature also demonstrates the consistent need for reassur-
ance, understanding, and kindness during prenatal care ap-
pointments. Specifically, health care providers must approach
each patient as if they have experienced trauma in an effort
to demystify it.28 Many scholars have underscored this need
for sensitivity and the importance of staying calm, kind, and
caring to avoid retraumatization.24,28

Open Dialogue Between Patient and Provider

The attribute of open dialogue between the patient and the
health care provider was identified in multiple sources as
being an important stepping stone in building a trusting
patient-provider relationship. Flanagan et al found that sim-
ply talking about ACEs made patients feel that their health
care provider knew them better and increased their trust.5
One study evaluating low-value, unscheduled hospital visits
in pregnant people found that during pregnancy, high utilizers
of low-value, unscheduled hospital visits were often triggered
by their ACEs, and they were more likely to share narratives
of distrust with their provider.31 The authors proposed the
need for open dialogue between patient and provider, includ-
ing asking patients about their trauma and offering the op-
portunity to discuss it in the context of their prenatal care.24,31
One study reiterated this by demonstrating that the inability to
discuss trauma during prenatal care appointments increased
dissatisfaction with health care providers.29 The simple act of
offering patients the opportunity to share their early experi-
ence was found to be deeply important to creating a trusting
relationship.

Privacy and Patient Comfort

The attribute of privacy and patient comfort was identified
in much of the literature. For example, patients have reported
wanting to feel like they can decline ACE screenings.24 In one
study, patients strongly preferred to be screened by a physi-
cian or midwife (n = 110; 80%), in an examination room
(n = 113; 83%), and using a paper questionnaire (n = 88;
64%).24 They also thought that the location of screening
needed to be private and nonthreatening with no locking
doors.24 In the same study, 80% of respondents believed that
health care providers should ask permission before record-
ing their ACE score in their health record.24 Overall, one of
the most common phrases from patients in this study was
that the trauma was not their fault, demonstrating the impor-
tance of reassuring patients that they are not responsible for

Figure 2. A Theoretical Model of Trust in Prenatal ACEs
Screening

Abbreviation: ACE, adverse childhood experience.

their score.24 Patients wanted to feel respected, heard, and au-
tonomous in their decision to share their early trauma, espe-
cially surrounding childhood sexual abuse.29

Antecedents

As stated above, a concept is a cluster of attributes which
make up the concept andmay differ depending on the context.
Alongside attributes, antecedents occur before the concept. In
this concept analysis, one antecedent to trust in prenatal ACE
screening is the patient being offered the opportunity to dis-
cuss their traumahistory.24,29,31 Other antecedents in this anal-
ysis include explainingACEs, getting to know the patient, hav-
ing a familiar provider administer the screener, using support-
ive statements or patient-centered language, and giving the
patient screening procedure options (ie, no closing doors or
using a paper questionnaire). Each of these antecedents works
to create a complex network of evidence-based attributes that
can better inform prenatal ACE screening.

Consequences

Themost common consequence stated in the literature for the
improvement of prenatal ACE screening was the betterment
of holistic care and the reduction of adverse birth outcomes.
Rodgers explained the importance of defining the implica-
tions and consequences in concept analyses in order to in-
spire further inquiry and improve care.23 One way to do this is
through the development of a model case, which allows read-
ers to see how defined attributes contribute to achieving trust
in this context. Rodgers also stated that model cases allow the
analyst to detangle what the features of the attribute are and
how it can be used correctly in practice.23 See Figure 2 for a
theoretical model of trust in prenatal ACE screening demon-

Journal of Midwifery &Women’s Health � www.jmwh.org 5
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strating how the attributes and antecedents of trust work to-
gether in tandem to establish trust in this setting.

Contextual Application: A Model Case

This model case was developed as an example of strategies to
establish trust in prenatal ACE screening using the defined
attributes, antecedents, and consequences. This case is spe-
cific to clinical care so that it might be used as a case study
for training in trauma-informed care. A Latiné 27-year-old
patient is pregnant with their first child, has a history of ACEs,
and has limited English proficiency. They have attended mul-
tiple introductory prenatal appointments with their health
care provider who speaks Spanish and shares their ethnicity.
Throughout these visits, their provider talked aboutACEs and
explained what the ACE screener was in Spanish, their native
language. The provider offered the patient the chance to take
the screener after multiple appointments and after explaining
the screener in detail. The provider also asked the patient for
permission before recording their ACE score in their medical
chart and explained its confidentiality. The patient has an
ACE score of 4 with a history of childhood sexual abuse.
With their specific trauma in mind, the health care provider
walked the patient through each physical examination using
patient-centered language. They explained that their trauma
is not their fault and does not determine their competency as
a parent. The pregnant patient completed the ACE screening,
felt comfortable at later appointments, and attended all later
scheduled appointments with this provider. The patient was
able to discuss their early experiences and was referred to
outside services for additional support throughout and after
their pregnancy. The patient had a healthy birth with no
complications.

DISCUSSION

Using Rodgers’ evolutionary method,23 we defined the at-
tributes, antecedents, and consequences of patient-provider
trust in ACE screening to elucidate how this trust is achieved
and to therefore better informpregnancy care practices. There
is a lack of continuity in the operational definition of early
life trauma in obstetrics and midwifery.30 For example, some
studies classify trauma using the Childhood Trauma Ques-
tionnaire and not the ACE screener, or they use both adult
and childhood traumatic experiences, which can make it dif-
ficult to find the best clinical interventionmethods for specific
populations.30 Using the defined attributes and antecedents
of trust in prenatal ACE screenings, we developed an evolv-
ing conceptual definition. Trust in prenatal ACE screen-
ing is a multidimensional process in which prenatal care
providers provide adequate time for the patient to become fa-
miliar with the provider, communicate that the appointments
are patient-centered, establish cultural competency, demys-
tify trauma, provide open dialogue with the patient, and en-
sure patient privacy, confidentiality, and comfort. Further in-
quiry is needed to identify more attributes of trust with differ-
ent clinical populations andwith different screening practices.
Additionally, more studies should investigate how a health
care provider’s trauma history, pregnancy experiences, and

early life experiences might inform their care, administration
of the ACE screener, and response to results.

Making ACE Screening Actionable and Manageable for
Health Care Providers

As prenatal ACE screening becomes more frequent, it is
critical that health care providers feel prepared, adequately
trained, and supported in doing so.8 Some of the reasons
providers may feel overwhelmed by ACE screening include
lack of skills, knowledge, time, reimbursement, or substantial
resources to provide the patient after screening.8,25 Currently,
the state of California does reimburse health care providers for
conducting ACE screening with both children and adults.32
Having the ACE screener as part of electronic health records
could also alleviate provider burden and make the process
more streamlined. Johnson et al also explained that providing
prenatal health care in and of itself can be a source of traumatic
stress for providers.25 Depending on a health care provider’s
own trauma and history, discussing these topics with patients
could be potentially triggering, leading to compassion fatigue
or burnout.28 Therefore, the culture of the organization pro-
viding prenatal care needs to be sufficiently resourced to en-
able midwives and obstetricians to seek support from men-
tal health professionals.25,28 Understanding trauma not only
impacts health outcomes, but also affects the way health care
providers approach childhood trauma within the context of
prenatal care.

Trauma-Informed Care as Holistic Midwifery Practice

One of the 6 key principles within the overarching man-
date for a trauma-informed approach is trustworthiness
and transparency.28 This concept analysis outlines how this
principle can be better achieved in the context of perinatal
care. Using trauma-informed care perinatally is essential
due to the potential nature of care including breast, chest,
or pelvic examinations.33 Helpful guidance on the use of
trauma-informed care can include statements communi-
cating to the patient that having a trauma history is very
common and communicating that patients are in control by
allowing for flexibility in the timing of screening as defined in
the above attribute.33 Because early prenatal visits occur only
every 4 weeks, patients may not feel a connection with their
health care provider for some time. This can make screening
after what feels to the patient like multiple introductory
appointments more difficult. Additionally, many practices
have pregnant patients see multiple health care providers so
that they meet each provider who may ultimately attend their
birth. This practice may not be consistent with conducting
ACE screening using the recommended practices outlined in
this article.

Other Considerations Regarding ACE Screening

Although the literature on ACE screening frequently uses the
total score as the indicator for poor health outcomes, a per-
son’s total ACE score is not necessarily sufficient to guide re-
ferrals and support services. Some peoplemay have a lowACE
score, but the specific traumas may have a very high impact
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(eg, childhood sexual abuse). Likewise, someone may have a
very high ACE score, but the impact may be relatively low
given the nature of the specific traumas or life course history
in adulthood.

Black individuals, Indigenous individuals, and other peo-
ple of color are exposed to more trauma compared with their
White or socioeconomically advantaged counterparts.8 Issues
such as unconscious bias, racism, and discrimination in pre-
natal care cannot be remedied solely with the use of the ACE
screening tool.8 More research is needed to examine the im-
pact of cultural competence on trust within different ethnici-
ties and cultures. Unfortunately, much of the literature about
prenatal ACE screening lacks discussion surrounding racial,
ethnic, and cultural barriers. There is literature about racial
and ethnic differences in birth and pregnancy outcomes or
ACE prevalence but rarely on the screening process.

Strengths and Limitations

This concept analysis has some strengths and limitations. One
strength is that the studies included represent a variety of ex-
periences of ACE screening, ranging from high utilizers of
low-value unscheduled hospital visits toMicronesian Islander
communities. This variety allows for greater generalizability
for all people seeking prenatal care. Another strength is that
we have developed an operational definition of trust in pre-
natal ACE screening that can be utilized and refined in future
research. A limitation of this analysis was that our search in-
cluded the years 2010 to 2021. However, we conducted a rapid
review of the literature in 2022 to 2023 and did not identify
additional relevant papers.

CONCLUSION

This concept analysis defines the attributes, antecedents,
and consequences of patient-provider trust in prenatal ACE
screening. It elucidates the impacts of ACEs on pregnancy and
birth outcomes, the importance of screening, and possible ap-
proaches to establish patient-provider trust in the context of
prenatal ACE screening through attributes and antecedents
found in the current literature. Perinatal care providers need
not wait for system-wide change, but instead incorporate pa-
tient trauma history into their care now.8 Much of the current
literature emphasizes the importance of clinical interventions
aimed at improving labor and birth outcomes, promoting re-
silience, and focusing on both parents to mediate ACEs.3,34–36
Throughout pregnancy a person is often receiving sustained
and recurrent contact with their health care provider, creat-
ing the ideal opportunity for risk assessment and intervention
implementation.30 Pregnancy influences health-changing be-
haviors, and at the core of those changes is the need for trust
between the patient and health care provider.30 Prenatal ACE
screening is one ofmany steps that could be taken to buffer the
impact of ACEs on maternal health and well-being and im-
prove pregnancy and birth outcomes, especially in the highest
risk populations.
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