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abstractOBJECTIVES:Our purpose in this study was to adapt and validate the Traumatic Events Screening
Inventory (TESI) as a primary-care childhood adversity screening tool for children living in
vulnerable neighborhoods using a community-partnered approach.

METHODS: In this cross-sectional, descriptive study, we used a sample of 261 children
(3–16 years old) who were seeking services at a Federally Qualified Health Center with
colocated behavioral health services in Chicago and had a positive Pediatric Symptom
Checklist screen result or received a referral for behavioral health evaluation. The TESI was
adapted as a screening tool to be sensitive to adverse childhood experiences (ACEs) unique to
the clinic communities. ACEs were mapped by zip code with objective neighborhood crime
data, and latent class analysis was performed to identify ACE subgroups.

RESULTS: The mapping validation suggested face validity for geographic overlap between
participant ACEs and objective violent-crime occurrence. With latent class analysis, we
identified 3 ACE subgroups: (1) high ACE (18.0% of the sample; polyvictimization and/or
maltreatment), (2) moderate ACE (52.1%; violent environments), and (3) low ACE (29.9%;
few adverse experiences). Membership in the high-ACE subgroup was associated with higher
odds of a clinically significant Pediatric Symptom Checklist score (odds ratio = 3.83) and
clinical-level attention problems (odds ratio = 3.58) even after accounting for child resilience
and parent depression.

CONCLUSIONS: ACEs play a significant role in predicting a need for behavioral health services
among children seeking primary-care services. The community-adapted TESI is a valid ACE
screening tool.

WHAT’S KNOWN ON THIS SUBJECT: Adverse childhood
experiences (ACEs) are harmful to child health, but
there is disagreement about the role of ACE screening
in primary care. Adapting trauma assessment tools
and colocating behavioral services may help identify
high-ACE youth for connection to trauma-informed
services.

WHAT THIS STUDY ADDS: The adapted Traumatic
Events Screening Inventory has validity as an ACE
screener in primary care and predicts behavioral
dysfunction, particularly among polyvictimized youth.
ACEs can be indicative of a need for behavioral health
referral and trauma-informed intervention.
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Traumatic experiences during
childhood can have adverse, far-
reaching effects on health and social
wellness. Approximately two-thirds
of individuals will experience at
least 1 traumatic event before age
17 years.1–4 Approximately 1 in 5
children experience 3 or more
types of traumatic events, which is
also called polyvictimization.1,5

Polyvictimized children are at risk for
severe problems with behavioral and
physical health, in school and at work,
and with the legal system across the
life span.1,6–12 A broad framework for
identifying traumatically victimized
children is provided in the extensive
research conducted on adverse
childhood experiences (ACEs).13–21

Given the known role of ACEs in
a trajectory of poor health and social
outcomes, identifying ACEs and
intervening early is a critical
component of comprehensive
pediatric health care.12 However,
there is disagreement among experts
and clinicians about whether ACE
screening in primary care is
appropriate and feasible. Proponents
argue that the harm of ACEs is well
established, and there is sufficient
evidence for trauma-specific
interventions (eg, trauma-focused
cognitive behavioral therapy) to
warrant screening.22 Others contend
that there are not sufficient resources
for evidence-based traumatic stress
treatment in most primary-care
settings and that screening tools are
not yet refined enough to warrant
universal screening.23,24 In
determining best practices for ACE
screening in primary care, 1 potential
solution is to adapt comprehensive
trauma-history assessment tools from
child psychiatry for primary-care
screening and implement the screen in
integrated or colocated mental health
clinics, where appropriate follow-up
can occur. Psychiatric trauma
screening assessments are typically
designed to capture a broader range of
trauma experiences than the brief ACE
screeners (eg, community-violence

experiences, such as violent crime,
firearm violence, media violence, and
bullying) as well as their impact
on the child and their role in the
development of posttraumatic stress
sequelae.

One such assessment tool is the
Traumatic Events Screening
Inventory (TESI), an instrument that
is used to assess a variety of potential
traumatic events and a child’s
response.25–30 The current version,
the Traumatic Events Screening
Inventory–Child Report Form Revised
(TESI-CRF-R), is a 24-item version for
youth ages 6 to 18 years, and the
Traumatic Events Screening
Inventory–Parent Report Revised
(TESI-PRR) is a version available for
parents of children ages ,6 years.31

The measure has shown evidence of
reliability and validity and is
recommended for assessing traumatic
experiences among young
children.31,32 However, the TESI has
not yet been widely used in primary-
care settings. Brief trauma-screening
instruments that are more common in
primary care may miss important
trauma experiences, and the TESI has
potential to be a useful instrument for
ACE screening in primary care. Our
purpose in this study was to adapt
and validate the TESI as a primary-
care ACE screening tool for children
living in vulnerable neighborhoods
using a community-partnered
approach. To achieve this goal, we
addressed 2 specific aims: (1) adapt
the TESI as a primary-care ACE
screener and (2) validate the TESI as
a primary-care screener by (a)
mapping ACEs and crime statistics by
neighborhood, (b) identifying ACEs
subgroups with latent class analysis
(LCA), and (c) exploring relationships
between ACE subgroups and the need
for behavioral health assessment.

METHODS

Study Design and Setting

This was a descriptive, cross-sectional
analysis of baseline data from an

ongoing study of colocated care
models in 2 Federally Qualified
Health Centers (FQHCs) in Chicago,
Illinois. The clinics were located on
the West Side and South Side of
Chicago in West Town (site 1) and
Englewood (site 2). In this analysis,
we combined data from both clinics.
Site 1 served primarily Hispanic and/
or Latino youth, and site 2 served
primarily black and/or African
American youth, and both
neighborhoods had high levels of
socioeconomic vulnerability
(Table 1).

Sample

Caregiver-child dyads were eligible
for participation in the study if the
child was 3 to 16 years of

age (children age 17 years were
excluded because they would become
legal adults during the follow-up
period), the caregiver and child spoke
English or Spanish, the child had not
received colocated mental health care
in the past 3 months at the study site,
and the child was identified as being
in need of a behavioral health
assessment by using a positive
Pediatric Symptom Checklist (PSC)
screen result (score $30) or receipt
of a referral for on-site behavioral
health evaluation.33 There were 507
children who were eligible for
enrollment in the study. Of the eligible
sample, 340 children agreed to enroll,
and 277 children went on to complete
baseline measures. There were 261
children with a completed TESI
questionnaire who qualified for
inclusion in the analytic sample.
Among the children in the sample,
46% were girls, and most were from
minority ethnic and/or racial
backgrounds. On average, children
were 8.6 years old (SD = 4.5).
Children had a mean of 4 ACEs
(SD = 3.40) and 4 PSC symptoms
(SD = 4.53). Sociodemographic
characteristics did not vary by ACEs
subgroup with the exception of child
mean age (Table 1).
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Procedures

The study protocol and consent
procedures were approved by the
institutional review boards at the

University of California, Los Angeles
and the University of Illinois at
Chicago. Members of the primary-
care team identified participants
during sick or well-child visits. They

were then approached by a member
of the embedded mental health team,
who connected interested
participants to the on-site study
coordinator for completion of

TABLE 1 Sociodemographic and Clinical Characteristics by ACE Subgroup

Overall
(N = 261)

Low ACE (n = 78) Moderate ACE
(n = 136)

High ACE
(n = 47)

P

Girls, % (n) 46.0 (120) 47.4 (37) 43.4 (59) 51.1 (24) .746
Site 1 82.5 (99) 89.2 (33) 78.0 (46) 83.3 (20) —

Site 2 17.5 (21) 10.8 (4) 22.0 (13) 16.7 (4) —

Black and/or African American race, % (n) 26.4 (69)a 26.9 (21) 25.7 (35) 27.7 (13) .961
Site 1 15.9 (11) 0 (0) 25.7 (9) 15.4 (2) —

Site 2 84.1 (58) 100 (21) 74.3 (26) 84.6 (11) —

Primary language is Spanish, % (n) 13.8 (36)a 17.9 (14) 14.0 (19) 6.4 (3) .191
Site 1 100 (36) 100 (14) 100 (19) 100 (3) —

Site 2 0 (0) 0 (0) 0 (0) 0 (0) —

Parents unmarried,b % (n) 53.3 (140)a 46.2 (36) 52.9 (72) 68.1 (32) .057
Site 1 86.4 (121) 86.1 (31) 88.9 (64) 81.3 (26) —

Site 2 13.6 (19) 13.9 (5) 11.1 (8) 18.7 (6) —

Parents uninsured, % (n) 77.4 (202) 74.4 (58) 76.5 (104) 85.1 (40) .354
Site 1 76.7 (155) 74.1 (43) 78.8 (82) 75.0 (30) —

Site 2 23.3 (47) 25.9 (15) 21.2 (22) 25.0 (10) —

Psychosocial impairment (PSC score $30), % (n) 21.8 (57) 11.5 (9) 19.1 (26) 46.8 (22) ,.001
Site 1 66.7 (38) 77.8 (7) 61.5 (16) 68.2 (15) —

Site 2 33.3 (19) 22.2 (2) 38.5 (10) 31.8 (7) —

Attentional problems (PSC score $7), % (n) 29.9 (78) 24.4 (19) 26.5 (36) 48.9 (23) .007
Site 1 75.6 (59) 78.9 (15) 77.8 (28) 69.6 (16) —

Site 2 24.4 (19) 21.1 (4) 22.2 (8) 30.4 (7) —

Internalizing problems (PSC score $5), % (n) 5.4 (14) 0.0 (0) 5.9 (8) 12.8 (6) .008
Site 1 57.1 (8) 0 (0) 63.5 (5) 50 (3) —

Site 2 42.9 (6) 0 (0) 37.5 (3) 50 (3) —

Externalizing problems (PSC score $7), % (n) 18.0 (47)a 12.8 (10) 19.1 (26) 23.4 (11) .292
Site 1 63.8 (30) 80 (8) 57.7 (15) 63.6 (7) —

Site 2 36.2 (17) 20 (2) 42.3 (11) 36.4 (4) —

Age, y, mean (SD) 8.56 (4.45)c 5.77 (2.97) 8.92 (3.47) 12.25 (2.97) ,.001
Site 1 8.92 (4.43) 6.70 (3.69) 8.93 (3.85) 12.75 (3.18) —

Site 2 7.44 (4.63) 4.52 (3.14) 8.78 (4.39) 9.64 (2.86) —

ACE count, mean (SD) 4.11 (3.40) 0.72 (0.73) 4.06 (1.42) 9.87 (2.24) ,.001
Site 1 4.13 (3.69) 0.67 (0.74) 4.05 (1.61) 9.86 (2.52) —

Site 2 4.03 (3.72) 0.86 (0.79) 4.11 (1.46) 9.91 (2.02) —

PHQ score, mean (SD) 4.51 (5.17) 3.0 (3.72) 4.79 (5.25) 6.19 (6.52) .002
Site 1 4.18 (4.96) 2.56 (3.32) 4.53 (5.15) 5.69 (6.09) —

Site 2 5.61 (5.67) 4.19 (4.44) 5.80 (5.40) 7.82 (7.27) —

Resilience score, mean (SD) 79.76 (14.86) 81.87 (15.52) 79.67 (14.43) 76.53 (14.45) .205
Site 1 80.34 (15.94) 80.98 (17.02) 81.19 (15.36) 76.79 (15.1) —

Site 2 78.04 (16.52) 84.29 (14.84) 73.3 (14.69) 78.0 (18.01) —

Overall PSC symptoms, mean (SD) 4.45 (4.53) 3.32 (3.66) 4.19 (4.19) 7.09 (5.62) ,.001
Site 1 4.20 (4.36) 3.58 (3.91) 3.78 (4.08) 6.44 (4.87) —

Site 2 5.30 (5.84) 2.62 (3.33) 5.79 (5.22) 9.18 (8.96) —

PSC attentional symptoms, mean (SD) 1.49 (1.71) 1.44 (1.65) 1.35 (1.64) 2.02 (1.86) .038
Site 1 1.49 (1.69) 1.54 (1.68) 1.31 (1.63) 1.92 (1.76) —

Site 2 1.53 (1.76) 1.14 (1.49) 1.49 (1.67) 2.36 (2.09) —

PSC internalizing symptoms, mean (SD) 0.38 (0.63) 0.06 (0.12) 0.39 (0.64) 0.85 (1.19) ,.001
Site 1 0.34 (0.56) 0.09 (0.16) 0.36 (0.59) 0.67 (0.94) —

Site 2 0.50 (0.85) 0 (0) 0.51 (0.81) 1.46 (1.85) —

PSC externalizing symptoms, mean (SD) 0.72 (1.12) 0.56 (0.94) 0.72 (1.08) 1.00 (1.48) .213
Site 1 0.63 (1.01) 0.58 (0.99) 0.62 (0.98) 0.72 (1.10) —

Site 2 1.05 (1.43) 0.52 (0.79) 1.11 (1.34) 1.91 (2.42) —

a Sites differed significantly in a x2 test.
b “Parents unmarried” category included parents who were single, divorced, widowed, or separated.
c Sites differed significantly in a t test.
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enrollment and consent. Data were
collected by using a Web-based
clinical-care monitoring and data-
collection tool developed for this
study.34 Measures were administered
to all parent participants and to youth
participants if they were$12 years of
age in an individual in-person or
phone interview. For all measures,
symptoms or ACE items were
considered to be present if either
the parent or the youth reported the
item at the clinical levels (ie, for
discrepancies, the higher of the 2
scores or the positive endorsement
was retained).

TESI Adaptation

We adapted the TESI as a primary-
care screening tool using
a community-partnered approach,
anticipating that there could be
unique community-violence–related
ACEs occurring among our
participants on the basis of cultural
aspects of the communities and
historical, structural, and policy
inequalities affecting the
neighborhoods.35 Community
partners preferred to use the TESI as
an ACE screener and shift the detailed
assessment of ACE characteristics to
behavioral health workers; thus, we
did not include the TESI follow-up
questions on details about the ACE.
Community-partner feedback led to 6
adaptations to the TESI-PRR and
TESI-CRF-R: (1) adding an item for
bullying to both versions, (2)
specifying an item for death of
someone close to the child due to
violence in the TESI-PRR, (3)
specifying physical assault due to
harsh punishment in the TESI-PRR,
(4) specifying physical assault due
to a weapon attack in the TESI-PRR,
(5) adding an item for actual or
attempted suicide of someone close
to the child to the TESI-CRF-R, and
(6) adding an item for reporting any
other ACEs to the TESI-CRF-R.

TESI Mapping Validation

Because the TESI and our adaptations
were sensitive to community-violence

experiences, we used mapping of
participant-reported ACEs and
objective crime occurrence in Chicago
to determine if there was geographic
face validity for our screener. We
mapped ACEs reported by parents and
youth by zip code in Chicago using our
community-adapted version of the
TESI, showing both the number of
participants in each zip code and the
average number of ACEs for the
children in each zip code. Then, we
mapped the number of reported
violent crimes by city ward as a proxy
for the level of community violence
using data from the Chicago Police
Department.36 The violent-crime count
included battery, assault, homicide,
kidnapping, human trafficking, and
criminal sexual offenses.36

Study Variable Construction

Outcome Variable

The dependent variables were (1)
overall clinical-level PSC scores, (2)
clinical-level PSC attentional scores,
and (3) clinical-level PSC externalizing
scores. The PSC is a 35-item, general
psychosocial screening instrument of
emotional, cognitive, and behavioral
symptoms in children with 3
subscales: attentional problems,
internalizing symptoms, and
externalizing symptoms.33 Symptoms
are considered to be present for scores
of 1 or 2, and clinical cutoffs were 7, 5,
and 7 for the attentional problems,
internalizing symptoms, and
externalizing symptoms subscales,
respectively. The PSC was reported by
both parents and youth if they were
$12 years of age, with symptoms
considered to be present if either the
parent or youth reported symptoms at
the levels described above. We did not
examine internalizing scores as an
outcome because too few children
reached the cutoff.

Independent Variables

ACE history was measured by using
our 28-item adapted version of the
TESI, with items considered to be
present if either the parent or the

child endorsed the adverse event.32

The parent, child (if age $12 years),
or both completed the TESI screen. A
simple tally of ACEs (ACE count) was
used as an indicator of cumulative
ACE burden. Resilience was measured
by using the parent-report Connor-
Davidson Resilience Scale.37,38

Connor-Davidson Resilience Scale
scores range from 0 to 100, and 80 is
the US population’s average score for
resilience.38 The 9-item Patient
Health Questionnaire (PHQ), a self-
report screen for probable
depression, was administered to
parents.39 Functional impairment was
measured by using the Columbia
Impairment Scale.40,41 A cutoff score
of 15 on the Columbia Impairment
Scale indicates significant functional
impairment; symptoms were
considered to be present if either the
parent or child endorsed the
symptom at levels of 3 or higher on
a 0-to-4 scale. Sociodemographic
items were child sex (male or female),
child race and/or ethnicity (black
and/or African American, white, or
Hispanic), child age (0–17 years),
child primary language as a proxy for
acculturation (English and/or
Spanish), parent marital status as
a proxy for primary support (married
or unmarried), and parent insurance
status as a proxy for family
socioeconomic status (insured
[Medicaid or private] or uninsured).42

Analysis

To identify subgroups of ACEs in the
sample, we used LCA based on the
28-item adapted version of the TESI.
LCA is a model-based clustering
technique that is used to identify
unobserved heterogeneity in
a sample by identifying a latent
grouping variable.43 We selected this
approach given that ACEs often occur
in constellations and that ACE types
and characteristics, in addition to
cumulative ACE burden, can lead to
variations in behavioral health
outcomes.44 Additional details about
LCA are reported in the Supplemental
Information. To examine differences
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in analytic variables across the 3 ACE
subgroups, we used x2 tests for
categorical variables and analysis of
variance for continuous variables.

To examine predictors of clinical
outcomes, logistic regression
models were estimated to assess
relationships between ACE
subgroups, resilience, and behavioral
problems. We estimated the models
in stages, predicting outcomes with
ACE subgroups in the first model,
adding resilience in the second
model, and adding parent depression
in the third model.45 We then
estimated a fourth model, adding
child impairment after parent
depression to verify the relationships
among variables. The models were
adjusted for child sex, race and/or
ethnicity, age, primary language, parent
marital status, and parent insurance
status. Because only 1.5% of youth in
the sample identified as non-Hispanic
white, we could not make meaningful
comparisons with this group, and the
race covariate was collapsed into
a black and/or African American
Hispanic variable. Missing data were
multiply imputed by using chained
equations; all analytic variables were
missing at rates of ,3%.

RESULTS

The mapping validation provided face
validity for our measure because there
was geographic overlap between
parent- and youth-reported ACEs and
objective crime occurrence in Chicago
(Fig 1). There were particularly high
crime levels in the West Side and
South Side city wards, and these
wards overlapped with zip codes with
both the largest numbers of youth
reporting ACEs and the most ACEs.

With LCA, we identified 3 types of
ACE subgroups characterized by the
likelihood and type of ACEs exposure:
(1) high likelihood of multiple ACEs
(high ACE and/or polyvictimization;
18.0% of the sample), (2) moderate
likelihood of direct or witnessed
exposure to violence or death

(moderate ACE and/or violent
environments; 52.1% of the sample),
and (3) low likelihood of ACEs (low
ACE; 29.9% of the sample). Bullying,
1 of the community-adapted TESI
items, was a frequently reported ACE
experience in both the moderate- and
high-ACE subgroups, but high-ACE
youth were more than twice as likely
to have experienced bullying than the
moderate-ACE subgroup members
(70% probability versus 30%
probability, respectively). The other
community-adapted ACE items for
physical assault (physical assault,
abusive physical punishment, and
physical attack with a weapon) also
differentiated the high-ACE from the
moderate-ACE subgroup. Both
subgroups experienced physical
assaults generally, but only youth in
the high-ACE subgroup had
experienced abusive physical
punishment and weapon attacks. The
moderate-ACE subgroup was the
largest and was most similar to the
overall sample on ACE, clinical, and
demographic characteristics, so this
subgroup was used as the reference
category.

In bivariate tests in which we
examined differences in ACE
subgroups (Table 1), the high-ACE
subgroup had significantly higher
proportions of children reaching the
clinical cutoff for the PSC (46.8%;
P , .001) and its attentional and
internalizing subscales (48.9%;
P = .007 and 12.8%; P = .008,
respectively) than other subgroups.
This subgroup also had significantly
more overall PSC symptoms and ACEs
than the moderate- or low-ACE
subgroups. Furthermore, youth in the
high-ACE subgroup had significantly
lower resilience scores and parents
with more reported PHQ symptoms
in comparison with both other
subgroups.

Membership in the high-ACE
subgroup was associated with 4.23-
fold higher odds of a clinically
significant overall PSC score in the
first model (Table 2). Resilience

slightly lessened the strength of this
relationship and was associated with
lower odds of a clinically significant
overall PSC score. When parent
depression was added, resilience was
no longer a significant predictor,
although membership in the high-ACE
subgroup was. In the final model,
when impairment was added as
a predictor, high-ACE subgroup
membership remained a significant
predictor of a clinical-level PSC score.

In the first logistic regression model
predicting clinical-level attention
problems, membership in the high-
ACE subgroup was associated with
3.97-fold higher odds of attention
problems. When resilience was
added, the strength of this
relationship decreased slightly but
remained significant (odds ratio
[OR] = 3.80). In the third model,
parent depression was associated with
higher odds of attention problems
(OR = 1.06), and membership in the
high-ACE subgroup remained
significant (OR = 3.58). When
impairment symptoms were added in
the final model, high-ACE subgroup
membership remained significant
(OR = 3.28). In the models predicting
clinical-level externalizing problems,
the predictors did not achieve
statistical significance except in the
final model that included impairment
symptoms (Table 2).

DISCUSSION

In this analysis, we explored
relationships between ACE
subgroups, resilience, and behavioral
health outcomes among youth in
Chicago after adapting the TESI as
a primary screener using
a community-partnered approach.
There was face validity for our
screener because mapping
demonstrated geographic overlap
between participant-reported ACEs
and objective violent-crime data. The
results suggest that ACEs are
associated with a need for behavioral
health services in a population of
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FIGURE 1
TESI mapping validation with objective violent crime data. A, Violent-crime map by city ward. The map is based on longitude and latitude by city ward.
Color indicates details about the crime count, including battery, criminal damage, and assault. B, ACE map by zip code. The map is based on longitude and
latitude by zip code. Color indicates details about the average number of reported ACEs by using the community-adapted TESI. Size reveals the count of
children reporting trauma experiences in a given zip code.
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youth living in a socioeconomically
disadvantaged community. Our
adaptations of adding items for
bullying and characteristics of
physical violence helped distinguish
polyvictims (high-ACE subgroup)
who are at the greater risk for
behavioral health problems from the
general population of community-
violence–exposed youth (moderate-
ACE subgroup). Internalizing and
attention problems in particular were
elevated in relationship to
polyvictimization over and above the
effects of living in a violent
environment. The identification of
a violent-environments subgroup
parallels findings in another study of
youth who were receiving behavioral
health services and had similar
socioeconomic disadvantages.45 For
youth in communities facing serious
resource deprivation, it appears that
exposure to violence has an adverse
impact, and polyvictimization confers
an additional degree of psychosocial
and attentional problems warranting
treatment.32

There are several limitations to this
study that should be considered. We

used cross-sectional, self-report data,
and the relationships found are only
associative. We could not account for
characteristics of ACEs (eg, age of
experience, frequency of experience,
relationship to perpetrator, and time
since the experience) that might
influence relationships between ACEs
and outcomes. Additionally, the
behavioral health measures did not
require a specification that the
symptoms were directly related to
the ACE. We may have overestimated
the relationship between symptoms
and ACEs because we selected
children who were more likely to
have mental health problems. We
used a sample of minority youth
receiving FQHC services within 2
vulnerable, racially and
socioeconomically segregated
communities in Chicago. As such, the
findings are not generalizable to all
FQHC populations or the general
population, and the high burden of
ACEs found in this sample may not
exist in other communities.

The TESI appears to have validity as
an ACE screening instrument in
primary care and was predictive of

behavioral dysfunction in our sample
even without soliciting details about
the characteristics of traumatic
events. Our analysis suggests that
screening operationalized as a simple
count of ACEs can be indicative of
a need for behavioral health referral
and intervention. Assessing an ACE
count in primary care may
complement the use of behavioral
health screeners, such as the PSC,
because an ACE count points to
a need for trauma-informed
behavioral health services and
trauma-specific treatment, which may
be otherwise missed.13,22,46 An
important implication for clinicians in
integrated or colocated care settings
is that the use of the TESI can help
identify ACEs occurring in the
community that are not included in
standard ACE assessment tools. The
TESI extends traditional ACE
screeners by including both within-
household and community ACEs.
Community partners in this study
found that the TESI provided
a comprehensive yet efficient and
clinically informative approach to
ACE screening. For clinicians who
wish to implement the tools used in

TABLE 2 Logistic Regression Models Predicting Behavioral Problems by ACE Subgroup

Psychosocial Impairment
(PSC Score $30)a

Attentional Problems (PSC
Score $7)a

Externalizing Problems (PSC
Score $7)a

OR CI OR CI OR CI

Model 1b

Low ACE 0.51 0.21–1.24 0.70 0.35–1.42 0.43 0.18–1.05
High ACE 4.23 1.87–9.60 3.97 1.81–8.72 2.03 0.82–5.06

Model 2b

Low ACE 0.55 0.22–1.34 0.73 0.36–1.48 0.47 0.19–1.14
High ACE 4.03 1.77–9.17 3.80 1.73–8.37 1.91 0.76–4.79
Resilience 0.98 0.96–0.99 0.99 0.97–1.01 0.98 0.96–1.01

Model 3b

Low ACE 0.60 0.24–1.49 0.82 0.40–1.69 0.51 0.21–1.25
High ACE 3.83 1.67–8.80 3.58 1.61–7.95 1.81 0.71–4.57
Resilience 0.99 0.96–1.01 1.00 0.97–1.02 0.99 0.97–1.01
PHQ scores 1.05 0.98–1.12 1.06 1.00–1.13 1.05 0.98–1.12

Model 4b

Low ACE 0.61 0.23–1.65 0.85 0.41–1.77 0.49 0.18–1.32
High ACE 3.52 1.33–9.32 3.28 1.43–7.54 1.24 0.40–3.79
Resilience 0.99 0.96–1.02 1.00 0.98–1.02 1.00 0.97–1.03
PHQ scores 1.01 0.93–1.10 1.05 0.98–1.12 1.00 0.92–1.09
Impairment symptoms 1.92 1.53–2.41 1.34 1.13–1.59 2.11 1.63–2.72

CI, confidence interval.
a Estimates are adjusted for age, sex, race, language, parent marital status, and parent insurance status.
b The moderate-ACE subgroup characterized by violent environments was 52% of the sample and most similar to the sample as a whole on sociodemographic and clinical characteristics.
As such, this group was the reference against which the smaller low-ACE and high-ACE subgroups were compared.
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our study, the original TESI is publicly
available through the National Center
for Posttraumatic Stress Disorder,47

and our adapted TESI screener is
available in the Supplemental
Information.

CONCLUSIONS

This study suggests that the
community-adapted TESI as
a primary-care ACE screening tool is
feasible for colocated primary-care
and/or behavioral health services.
The ACE subgroups identified in our
analysis are indicators of the validity
of the adapted TESI as a screening
tool and suggest that
polyvictimization has particularly
strong associations with attention

problems. Primary-care clinics with
colocated behavioral health services
are an ideal setting to assess ACEs
and their impact, and primary-care
clinicians in such settings should
consider screening for a broad range
of ACEs, including those that may be
unique to the community served by
the clinic. Future researchers should
explore the acceptability and
feasibility of ACE screening with the
adapted TESI in colocated care
settings.
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