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DEDICATION
To my husband and son who supported me through all my ups and downs, my smiles and tears,
my successes and failures. You continue to support me and push me to reach for the stars. You
are my FOREVER. You are my WHY.
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ABSTRACT
There is substantial evidence that adverse childhood experiences (ACEs) are events
experienced in childhood that can negatively impact an individual’s quality of health. ACEs,
preventable toxic chronic stressors, can increase chronic illness costing Alberta billions in direct
health care costs and lost revenue each year. Primary care family practice clinics have a solid
structure for preventive screening across the lifespan. Building a strong foundation through early
intervention screening in young children age 0-5 years and using a trauma-informed care
approach can help build protective factors and resiliency skills for the whole family. The ACEs
and Resiliency Screening Implementation Guide can help clinicians to engage in this screening
once pilot testing is completed. By promoting education about ACEs and strategies to build
resiliency through community connections, we are investing in the lives and health of the patient
population we serve.
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SECTION ONE: INTRODUCTION
Practice Problem
Albertans have a high incidence rate of preventable chronic illnesses that cost billions
annually (Alberta Health Services, 2016, 2019a). These preventable chronic illnesses are shown
to reduce life expectancy and affect the overall quality of life (Alberta Health Services, 2019a).
One predictor of chronic illness in adults is levels of adversity experienced in the formative years
of their lives, especially during brain development (Bick & Nelson, 2016; Melville, 2017). High
levels of these adverse childhood experiences (ACEs) are most often accompanied by multiple
chronic illnesses, poorer quality of health, and lower-income and education, compared to those
with fewer to no adverse childhood events (Bryan, 2019; Melville, 2017). Alberta Health (2016)
identified prevention as a major focus of primary healthcare, however, description of this focus
reveals that it is for people aged 18 and older and the measured outcomes indicate only
management of chronic illness, which is a secondary prevention tactic at best (McKenzie et al.,
2017). With the rising prevalence and cost of caring for chronic illness in Alberta (Government
of Canada, 2019), it is critical to refocus efforts on primary prevention by building resiliency
skills at an age where intervention can make the difference.
Project Rationale
ACEs are specific experiences relating to abuse (physical, mental, and sexual) and
neglect, as well as loss of a parent (death, imprisonment, or divorce), exposure to substance
abuse, caregiver mental illness, and family discord (Alberta Family Wellness Initiative, 2020;
Burke et al., 2011; Center for Youth Wellness, 2017; Center on the Developing Child, 2019;
Felitti et al., 1998). The ground-breaking study by Felitti et al. (1998) shows that the more
adversities experienced with a toxic stress outcome the greater the likelihood of poorer adult
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health. Since that study, consecutive research shows that one way to combat the negative effects
of toxic stress is to build resiliency, both in the child and in the family (Bellis et al., 2018; Center
on the Developing Child, 2015; Gartland et al., 2019; Joyce et al., 2018; Kalergis & Anderson,
2020; Woods-Jaeger et al., 2018). To provide interventions to build resiliency, it is vital to
engage in screening to understand who needs such interventions (Anda et al., 2010; Bethell et al.,
2017b; Dobrow et al., 2018; Melville, 2017).
A strategic location for engaging in primary prevention lies within primary care family
practice clinics. The Chinook Primary Care Network (CPCN) was developed, along with 41
other networks in Alberta, in response to the need to improve healthcare delivery for all
Albertans (Chinook Primary Care Network, 2009). The central focus of PCNs is to support
family practice clinics to improve consistency of and reasonable access to care (Chinook Primary
Care Network, 2009, 2016). Considering this focus, family practice clinics that have partnered
with the CPCN have taken on the charge to engage in preventive health practices with a person
and family-centred emphasis (Chinook Primary Care Network, 2009, 2016; Patwardhan et al.,
2017). With that charge in place, it creates the prime space to deliver screening and education
and provide supports for the entire family.
Project Goal
To deliver an ACEs and Resiliency screening program implementation guide that is ready
for pilot testing, we need to include three vital components. First, adopt screening tools for a
primary care family practice setting. Second, develop a standardized process for administering
the screening tool. And third, create a referral care pathway to access community resources based
on identified needs. The development of the standardized procedure and referral pathway
supports the use of an approved screening tool to be administered in a family physician’s office.
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The risk-free aspect of this screening must consider caregiver reaction to the serious questions
and how this may affect the most accurate answers (Conn et al., 2018; Watson, 2019). The
implementation guide, including instructions on how to use the components mentioned above, is
the first step towards initiating a screening program in the clinic setting. The screening program,
with the support of family physicians, will deliver a multi-fold benefit by providing caregivers
with information on what ACEs are, how they affect early brain development and future health,
how to increase resiliency to stress (Bryan, 2019), and by providing community resources for the
family. Engaging in this screening may reduce the long-term rates of chronic illness and
ultimately promote reduction in health care costs (Alberta Health Services, 2016; Bryan, 2019).
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SECTION TWO: LITERATURE REVIEW
Search Terms
Using the following search terms and inclusion and exclusion criteria as seen in Table 1,
all articles and published literature using the following search terms were found in the following
databases: CINAHL, MEDLINE, PubMed, and Google Scholar. There is also a plethora of gray
literature that provides excellent resources that include the World Health Organization (WHO),
Centers for Disease Control (CDC), Alberta Family Wellness, Center for Youth Wellness
(CYW), and the Harvard Center on the Developing Child to name a few which will provide
supportive data and statistics. All articles were reviewed for relevancy and merit to the focus
topic of this paper.
Table 1
Adverse Childhood Experiences Search Terms, Inclusions, and Exclusions
Screening Criteria
 Adverse Childhood
Experiences
 Toxic Stress
 Nursing
 Canadiana






ACEs
Childhood Trauma
Chronic Stress
Primary Care






Childhood Adversity
Trauma Screening
Pediatrics
Meta-analysis



Newspaper Articles

Inclusion Criteria
 English Language Only
 Time Frame - 2010 – 2021b
 Items with Full Text
 Scholarly / Peer Reviewed Materials
 Discipline – Medicine / Nursing
Exclusion Criteria
 Theses / Dissertations



Book Reviews / Chapters

Note: aAny available articles with Canadian content were flagged for review, however, there is limited Canadian
data related specifically to ACE screening in primary care clinics, so additional articles with international data on
the above topics were flagged for review.
b

A few key articles that are outside the date inclusion criteria were selected to be of relevance after review of the

reference lists of the selected articles.
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Scope and Nature of the Problem
Acute vs Chronic Stressors
The term adversity often connotes repetitive negative situations or experiences, but its
root is not negative in and of itself. There are arguments that adversity is necessary and
beneficial to developing resiliency attributes (Center for Youth Wellness, 2017; Center on the
Developing Child, 2016), which may be termed acute stress. Consider for a moment the events
surrounding the change from caterpillar to butterfly and the opposing force that is required to
break free from the cocoon that was its protective shell or the chick who needs to summon the
strength to push against the eggshell so that it can be free. Aiding the butterfly or chick by
breaking those protective barriers for them hinders their growth and reduces their potential for
survival. This shows that adversity or experiencing something difficult can have some benefit for
all humankind. Stressful experiences cause an increase in cortisol and other hormone levels
(Bick & Nelson, 2016; Hughes et al., 2017; Petruccelli et al., 2019). An acute stressful
experience will increase the levels telling the body and brain that it needs to pay attention, learn,
and grow, and will then typically return to homeostasis within a short timeframe. This can be
described as an adaptation process (Bellis et al., 2018; Bick & Nelson, 2016; Center for Youth
Wellness, 2013, 2017; Cronholm et al., 2015). Toxic stress, is long-term or chronically stressful
situations where the body cannot adapt to the perpetual hormone highs, which puts the body in
an almost constant fight-or-flight mode. Toxic stress can physically change the brain and body
and leads to poorer health outcomes (Bellis et al., 2018; Bick & Nelson, 2016; Center for Youth
Wellness, 2017; Center on the Developing Child, 2019; Cronholm et al., 2015). It is this
experience of stress that has led to the development of the term adverse childhood experiences
by Felitti et al. (1998) and used regularly over the last 22 years.
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ACEs and Long-Term Health
The term ACE resulted from a study (Felitti et al., 1998) on the common experiences of a
group of adults that were seeking special treatment for severe obesity with further comorbidities. Dr. Felitti (1998) accidentally identified a common thread, typically sexual abuse, in
the history of his patients. Further studies grew from this concept and evaluated the responses of
over 9000 patients where common themes included psychological, physical, and sexual abuse,
witnessing violence in the home or living with anyone that was mentally ill, a substance abuser,
or ever imprisoned (Felitti et al., 1998; Heidinger & Willson, 2019; Poole et al., 2016). Today
the accepted definition of ACEs includes exposure to abuse, neglect, and household dysfunction
that results in a lack of nourishment to the physical and emotional self that young children need
from caregivers (Alberta Family Wellness Initiative, 2020; Anda et al., 2010; Center on the
Developing Child, 2016; Stillerman, 2018). The study results showed that those with high ACE
scores, meaning four or more categories present, the greater likelihood of having multiple
chronic illnesses and co-morbidities, and self-ratings of poorer health. Similar findings have been
found in subsequent studies however, some studies identified a threshold of three or more ACEs
(Patwardhan et al., 2017).
The links between ACE experiences show a connection to multiple chronic diseases such as
hypertension, diabetes, heart disease, and obesity, as well as psychological illnesses and
increased likelihood of engaging in risky behaviours (Borja et al., 2019; Koball et al., 2019;
Petruccelli et al., 2019). There is no indication of a connection between a particular ACE to a
specific chronic illness. Some studies show a weaker connection to chronic illnesses in adulthood
with three or fewer ACEs however, authors suggest that is due to the limitations of the studies
(Cronholm et al., 2015). In most cases, as studies are conducted with adults attempting to recall
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personal histories, it is harder to remember any positive interventions that may have helped to
build resilience. One of the commonly accepted definitions of resilience is the capacity of an
individual to adapt and cope when confronted with a stressful situation (Alberta Family Wellness
Initiative, 2020; Joyce et al., 2018). There is some innate resiliency ability passed via genes
(Bellis et al., 2018; Redford, 2016), however, and to mankind's benefit, there are ways to
increase development of resiliency in the population. These resiliency skills can be built through
interventions at any stage of life, however, an intervention during critical brain development
could reverse or even prevent the negative effects of toxic stress (Beckmann, 2017; Melville,
2017). As primary care clinics are striving to enhance services to the population, it would be
most beneficial to provide early interventions to build resiliency skills in families with young
children.
Impact of the Problem
Internationally
The Declaration of Alma-Ata (World Health Organization, 1978) recognizes that
wellbeing or health is a fundamental human right. The W.H.O. has played an important role in
identifying inequity at a global level and recognizing the connection with poorer health and
increased morbidity (World Health Organization, 2017, 2018). The top ten causes of death
accounted for over 50% of global deaths in 2019 and include ischemic heart disease, strokes,
chronic obstructive pulmonary disorders, and diabetes mellitus (World Health Organization
[WHO], 2020). Investigating sources of inequity throughout the world, the W.H.O. identified
violence towards children as a significant source of strain that reduces wellbeing and adds to the
burden of illness that is shown to have detrimental effects on economies (World Health
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Organization, 2006, 2020). Globally, it is estimated that over 1 billion children between the ages
of 2-17 years have experienced abuse in the previous year (World Health Organization, 2020).
In the United States, the CDC reports a national increase in healthcare spending to
manage chronic illness into the billions (National Center for Chronic Disease Prevention and
Health Promotion, 2020). The majority of the recommendations on preventing chronic illness
relate to quitting smoking, living active and healthy lifestyles, and knowing your family history
(Henchoz et al., 2019; Hughes et al., 2017; Koball et al., 2019; Petruccelli et al., 2019). Within
the European Union, about 75% of health care spending is spent on chronic disease maintenance
and has also continued to rise over the last several years from 4.3% increase in 2014 to 5.3% in
2018 (OECD/European Observatory on Health Systems and Policies, 2019; Pett et al., 2020). In
2017, preventable and treatable chronic illnesses caused 39% of all deaths in the European
Union, including ischemic heart disease, lung diseases, and those with modifiable risk factors
related to lifestyle. The numbers continue to rise throughout the world and the W.H.O. has made
recommendations to assist with increasing health throughout the world. To further the
recommendations, many studies promote early intervention to support families and build resilient
communities, which may decrease chronic illness and ultimately health spending (Beckmann,
2017; Chamberlain et al., 2019).
Nationally
Preventive medicine ideals are not new in Canada as is evidenced by the development of
the “Chronic Disease Indicator Framework” (Betancourt et al., 2014) by the Public Health
Agency of Canada. The goal of this framework is to identify and understand the impact of
chronic illness on the population (Betancourt et al., 2014). Gathered data shows that 60% of
Canadians age 20 and older have chronic illnesses and that 80% are at significant risk of
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developing a chronic illness (Betancourt et al., 2014; National Center for Chronic Disease
Prevention and Health Promotion, 2020). On average, the annual cost to Canadians is over $68
billion in direct health care costs and over $122 billion in lost revenue and productivity losses,
with the top illnesses being heart disease, stroke, cancer, asthma, COPD, and diabetes, followed
closely by mood and anxiety disorders (Betancourt et al., 2014). This remains to be a significant
cost, not to mention a burden on healthcare that could instead be focused on treating nonpreventable health concerns.
One common cause of chronic illness, especially mood and anxiety disorders, is the
experience of ACEs in children. Within Canada, violence towards children remains a significant
concern, with over 70% of children ages 0-5 more likely to be victimized by someone within
their family network compared to children over 6 years of age (Statistics Canada, 2021). There
has been a general increase in family violence in every province and territory within Canada,
except for Prince Edward Island (Statistics Canada, 2021). Despite this prevalence, often seen to
rise with socio-economic concerns, there is no Canadian supporting data related to the actual
implementation of an ACE screening program for children and the Chronic Disease Indicator
Framework is reactive, rather than a proactive strategy (Ontario Agency for Health Protection
and Promotion, 2020).
Provincially & Locally
In 2012-2013 over 4.5 billion was invested in chronic disease maintenance, meaning over
67% of allocated health spending was spent on maintenance, and the number continues to climb
(Alberta Health Services, 2016, 2019a). Provincial and local risk factors are the same as those
throughout the world, such as modifying lifestyle to eat better, get more active, and quit
smoking, however, the one distinction is the addition of chronic stress (Alberta Health Services,
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2016). Chronic stress is a critical risk factor that affects health care costs, which validates the
work that identifies the negative impact of ACEs in society. Lethbridge is not exempt from these
statistics, as the chronic illness with the highest prevalence was hypertension related to ischemic
heart disease, combined with pneumonia and mental health disorders as the top indicators for
inpatient hospitalizations (Government of Alberta, 2019). No evidence is available locally or
provincially that indicate specifics of ACEs experienced in the pediatric population, however,
knowing the relationship between ACEs and chronic illnesses and the identification of chronic
stress as a risk factor implies that ACEs cost everyone.
What Is Known from the Evidence
The likelihood of experiencing an ACE event increases exponentially with each additional
experienced ACE event (Patwardhan et al., 2017). Though ACEs are no respecter of income or
status, many of those who experience higher levels of ACEs may have poorer health quality, an
increased likelihood of partaking in risky behaviours, and earlier mortality relating to the effect
of chronic stress on brain functioning and development of neural pathways (Felitti et al., 1998;
Koball et al., 2019; Petruccelli et al., 2019). Though acute experiences of stress are beneficial,
chronic stress states prevent the body from adapting and can break down the ability to cope now
and in future experiences. This can perpetuate the decline in health quality over time in a
function that is similar to the cycle of poverty or poverty trap, where it is difficult to break out of
the cycle without intervention (Oxford Reference, 2021). Evidence supports that a single stable
relationship with an adult can help to combat the negative impact of ACEs, which is best done
with early intervention, such as from age 0-5 years (Anda et al., 2010; Bryan, 2019; Stillerman,
2018).
Current Strategies to Address the Problem
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Internationally
The W.H.O. focuses on global guidelines that support changing the status of social
determinants of health to build sustainable and healthy communities. This indicates the
significant impact of social determinants of health on the physical, mental, and emotional health
of all people (Chamberlain et al., 2019; Stillerman, 2018; Wang et al., 2018; World Health
Organization, 2018). Beyond the social determinants of health, another global recommendation
is to reduce violence towards children by bringing awareness and developing policies and
frameworks that can be adopted at the national level (Alberta Family Wellness Initiative, 2020;
World Health Organization, 2020). One such policy encourages screening for ACEs to better
understand how past experiences can affect current decisions and acceptance of care (Anda et al.,
2010; Bethell et al., 2017b; Dobrow et al., 2018; Flynn et al., 2015; Fuemmeler et al., 2017;
Gillespie, 2019; Kia‐Keating et al., 2019; Le, 2019; Melville, 2017; Purewal et al., 2016). There
are limitations with this screener being used for aged 18 and older, such as how a retroactive
recall of experiences as a child may be faulty or romanticized. It is also difficult to isolate
interventions that occurred since those experiences may counteract the negatives associated with
ACEs (Anda et al., 2010; Petruccelli et al., 2019).
The global focus on violence reduction provided opportunities for countries throughout
the world to assess the effect on health status and quality of life. In the UK, a study by Lester et
al. (2020) focused on understanding the needs of teenagers in building skills to accept and heal
from ACEs. Identified needs discussed having stable relationships with care providers that are
non-judgemental and empathetic, supporting continuity of care, and providing resources for
emotional and physical supports. These values align heavily with both person-centred care and
trauma-informed care principles (Le, 2019; Oral et al., 2016). Further studies identified the need
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for interventions to build skills and mitigate trauma and toxic stress. These include programs
such as parenting education courses, home visiting programs, and school programs aimed at
building resilience in the community (Beckmann, 2017; Bethell et al., 2017a; Marie-Mitchell &
Kostolansky, 2019; McCalman et al., 2017; Purewal Boparai et al., 2018). There were also noted
limitations, such as financial and time burdens on families to participate in education offered
outside of the home and the financial burden on local economies to support home visiting
programs despite the benefit (Flynn et al., 2015; McCalman et al., 2017).
Another strategy is to engage in primary prevention of ACEs through awareness and
resiliency capacity building to prevent toxic stress experiences in the first place, which can be
accomplished through early childhood screening for ACEs with a primary care provider
(Dobrow et al., 2018; Flynn et al., 2015; Gillespie, 2019; Melville, 2017; Oral et al., 2016;
Purewal et al., 2016). Several organizations in the United States have worked to develop an ACE
screening tool that is completed by the child’s caregiver. The ideal is to open lines of
communication, build therapeutic relationships, and provide support to families when requested
(Center for Youth Wellness, 2015; Center on the Developing Child, 2016; Centers for Disease
Control and Prevention, 2019). This helps to fill the toolbox of skills needed for parenting in
today’s world. Though there are strong recommendations for early screening, it is important to
recognize the potential consequences of being unprepared when engaging in this type of
screening. Several crucial steps for running a successful ACEs screening program include
knowledge of ACEs and trauma-informed care approaches, being prepared to engage in tough
conversations as needed, being aware of critical resource supports in the community, and
choosing the right tools for screening (Finkelhor, 2018; Gillespie, 2019; Purewal et al., 2016).
Nationally
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In Canada, the idea of toxic stress as a health hazard has led to the development of
several provincial frameworks to address and prevent ACEs (Alberta Health Services, 2019b;
Ontario Agency for Health Protection and Promotion, 2020; Varin et al., 2019). National data
support the frameworks for chronic illness and experiences with family violence, as well as by
studies throughout the world discussing the merits of interventions to prevent and mitigate the
effects of ACEs (Flynn et al., 2015; Government of Alberta, 2019; Lester et al., 2020; Oral et al.,
2016; Purewal et al., 2016; Statistics Canada, 2021; World Health Organization, 2018). The
Kootenay Region of British Columbia has developed an ACE screening tool kit that provides an
outline and resources to support ACE screening (Divisions of Family Practice, 2019). Public
Health Ontario published a review that first acknowledges the adverse effects of ACEs, makes
recommendations for early screening, and compiles various intervention strategies (Ontario
Agency for Health Protection and Promotion, 2020). It is evident that ACEs are prevalent and
researchers agree that something must be done. However, despite developing such programs and
resources, there is no national resource data related to early interventional screening of young
children by caregivers for ACE experiences in life. This may be attributed to physician’s
unwillingness to engage in any activity with a potential towards re-traumatization of caregivers
and families (Kerker et al., 2015). McLennan et al. (2019) argue that routine screening of ACEs
is not recommended, citing the potential for re-harm and false positives, especially without
resources to support the family.
In the Maritimes, Dr. Michael Ungar has been heading up research and validating tools
for assessing resiliency skills to identify how to help communities build pathways to resilience.
Some of this work currently guides provincial and local focus on helping families to identify
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what protective factors are already in place (Coelho et al., 2020; Palix Foundation, 2017;
Resilience Research Centre, 2018).
Provincially
Currently, Alberta Health has committed to health prevention screening in adults 18 years of
age and older (Alberta Health Services, 2016, 2019a). The Bowmont Medical Clinic, in Calgary,
engaged in a screening project to better understand the role trauma plays in long-term health by
screening adults for ACEs. The program screened adult patients with an Adverse Childhood
Experience survey during a regular appointment and found that 93% responded favourably to
screening and felt better cared for by the clinic (Bowmont Clinic, 2018). Only 5% wanted to
connect with a behavioural health therapist to enhance the healing of past experiences (Bowmont
Clinic, 2018). Clinic staff reported feeling more comfortable discussing childhood trauma and a
greater understanding of the patient when developing care plans, however, this results in tertiary
prevention only, which is focused on treating the long-term effects of ACEs experienced as a
child (Felitti et al., 1998; Oral et al., 2016). Despite the sharing of these results at a primary care
conference, no peer-reviewed data has been specifically published regarding ACE screening in
Alberta, beyond the recommendations to do so.
Further research into the Bowmont Clinic’s motivation for screening revealed a large body of
research being done around ACE experiences, the resiliency metaphor, and how to increase
protective factors, though this research is still awaiting peer review for final publication. The
Alberta Family Wellness Initiative (Alberta Family Wellness Initiative, 2020) developed “The
Brain Story” certification course to help bring awareness that trauma is prevalent and can affect
one’s health and ability to cope, and that resilience to stress is not just inherent, but a learned
skill as well. The education from this course has been adopted across multiple platforms to
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change policies on program delivery in the education system, the penal system, and traumafocused health systems.
Locally
There is a current movement that is being driven through the Lethbridge School District,
in combination with Lethbridge Early Years, Building Brains Together, Parents as Teachers, and
the Lethbridge Family Centre to bring awareness of toxic stress and our ability to help children
build resiliency (Early Childhood Coalitions of Alberta, 2021; Family Centre, 2017; Lethbridge
Early Years, 2021). Health Unlimited Television (HUTV) is an Alberta-wide video network for
healthcare providers that displays a campaign that supports building awareness of toxic stress
and ACEs that are run on televisions in waiting rooms of primary care clinics within the Chinook
Primary Care Network. The short videos engage caregivers in brief visuals to understand what
ACEs are and how they can make a difference in children’s lives (Alberta Family Wellness
Initiative, 2020; Health Unlimited Television, 2021).
There is also splendid work being done at the University of Lethbridge around validating
different tools for using play or games to help children build executive functions, which helps
support healthy brain development and build resiliency (R. Gibb, personal communication, May
3, 2021). Much of the validated methods have been for preschool-aged children, though there is
currently work underway to develop games and tools for pre-teens and teenagers (Coelho et al.,
2020). Building executive function combined with strengthening therapeutic relationships will
promote healthier communities in the long run (Alberta Family Wellness Initiative, 2020).
What Is Working to Address the Issue
Early Intervention and Screening
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Earlier screening of ACEs for young children has benefits and limitations. The
limitations, though important, can be addressed and even eliminated. Concerns with being
unprepared to respond to patients’ questions, offending caregivers, availability of resources to
support caregivers and families, and the perceived extra time requirement (Finkelhor, 2018;
Gillespie, 2019) are countered with responses from caregivers indicating that discussing ACEs
and potential concerns work to strengthen relationships with the healthcare provider (Conn et al.,
2018; Gillespie, 2019; Rariden et al., 2021; Williams et al., 2019). Planning by building linkages
with community supports will provide clearer access and referral resources to answer questions
and provide supports. Furthermore, providers engaging in screening have also shown that it
doesn't add more than five minutes to a medical appointment and pays off in the end by helping
the provider to understand how past experiences may affect the cooperation and collaboration of
care with patients (Conn et al., 2018; Gillespie, 2019; Rariden et al., 2021). Awareness-only
campaigns are beneficial; however, they have not fully reversed the number of ACEs nor
reduced violence towards children in the last two decades of research and discussion
(Government of Alberta, 2019; Statistics Canada, 2021). Screening for the sake of screening is
useless and potentially harmful (Finkelhor, 2018), but by providing resources and supports
within a setting that is already established, such as with primary care providers, it is possible to
improve the quality of health of our nation.
Trauma-Informed Care Approach
The current movement to engage in trauma-informed care, is not about asking 'what is
wrong with you?' but 'what happened to you?' to bring understanding to patient health,
compliance, readiness for change, resiliency skills, and desire to engage in self-care (Le, 2019;
Oral et al., 2016; Selwyn & Lathan, 2021). By engaging in the principles of trauma-informed
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care, providers are more readily able to recognize risky situations and engage in discussions with
caregivers (Le, 2019). This type of intervention can help to interrupt the negative cycle to rebuild
and strengthen healthy neural pathway development for a healthy brain and ultimately a healthy
body (Bick & Nelson, 2016; Kia‐Keating et al., 2019; Koball et al., 2019).
Building Resiliency Skills
Building resiliency skills is essentially helping caregivers to identify strategies to endure,
overcome, and avoid the negative effects of toxic stress (Bellis et al., 2018; Woods-Jaeger et al.,
2018). Engaging in conversation about experiences opens the door to further discussions about
tools that can help and offer opportunities for outside resources when necessary (Kerker et al.,
2015; Rariden et al., 2021). It is about strengthening the network of the community, one family
at a time. Engaging in early screening can identify needs and provide opportunities for the
caregiver to heal from personal ACEs and other forms of toxic stress. This is done by learning
about the impact of ACEs, what resiliency is and how it can be fostered, building social
connections and enhancing social and emotional competence in children and adults (Conn et al.,
2018; Rariden et al., 2021; Watson, 2019).
Gaps in Literature
Both the Canadian Nurses Association ethical guidelines and the College and Association
of Registered Nurses standards of nursing mandate a nurses’ duty to care and prevent harm
(CARNA, 2013b; CNA, 2008). A trauma-informed approach to care signifies that to prevent
harm means to mitigate re-traumatization and provide resources for support (Finkelhor, 2018;
Gillespie, 2019). To expand on Alberta's framework for preventive measures to reduce
preventable chronic illness, an early screening of ACEs shows potential, however, there are two
noticeable gaps from a local perspective.
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Lack of Standardized Screening Process
There is no data, provincial or local, relating to the screening of pediatric patients,
meaning there is no current tool to roll out this type of screening program in pediatrician or
family medicine practices. An implementation guide for staff in primary care clinics can help to
prepare providers to engage in this beneficial screening.
Lack of Awareness of Available Resources
There is no formal collection of referral resources to help build caregivers' skills for
reducing toxic stress and building resiliency. Potential resources are available online, but without
awareness of the need to build these skills in the first place, there are under-used services for
families within the community.
Future Implications
With the increasingly high cost of caring for preventable chronic illness in Alberta, there
is an urgency to engage in primary prevention tactics, which means providing interventions early
in life and reducing the abundance of chronic illnesses in the future. Chronic toxic stress, now
recognized as a global health disorder, had the largest impact during critical brain development
of neural pathways, typically in age 0-5 years. Early screening of ACEs may have a significant
influence on reducing the long-term effects of chronic toxic stress. By collecting a caregiver's
ACE history, caregivers can learn what ACEs are and how they impact the family, how to reduce
experiences with chronic toxic stress, and how to build resiliency in the family. Further work in
this area will help broaden the local understanding of screening implementation programs and
the impact on the communities involved.
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SECTION THREE: PROJECT DESCRIPTION
Background and Planning
The purpose of this project was to develop an implementation guide, to the point of pilot
testing, that would support the development of a clinically based ACEs and resiliency screening
program for families with young children, age 0-5 years. This early intervention program is
intended for primary care family practice clinic settings as preventive screening is already
commonplace and provides opportunities to open dialogue and strengthen therapeutic
relationships. (Anda et al., 2010; Conn et al., 2018; Flynn et al., 2015).
Target Audience and Key Stakeholders
The target audience for the implementation guide includes physicians, nurses, educators,
or any designated staff in Lethbridge primary care clinics. The family practice clinic is an ideal
location to engage in ACEs and resiliency screening because this is typically the first point of
access for families into the healthcare system (Petruccelli et al., 2019) and screening is already
underway with well-baby or well-child visits (Chamberlain et al., 2019; Healthwise Staff, 2019).
Key stakeholders for this project include clinical care coordinators and nurse leaders in
various primary care clinics in Lethbridge. These stakeholders are invested in preventative
screening programs to support health across the lifespan and strive for clinics to meet Chinook
Primary Care Network screening benchmarks.
Ethical Considerations
Ethical implications of the project were assessed through the “A pRoject Ethics
Community Consensus Initiative” (ARECCI) screening tool (Alberta Innovates, 2017).

19

Screening results indicate no ethical risk to stakeholders who participated as subject matter
experts, as the project was deemed a quality improvement piece (see Appendix A).
Project Development
The ACEs screening program was identified after an assessment of clinical needs and
interests (McKenzie et al., 2017); A logic model was developed with specific interventions to
help realize the goal (see Appendix B). Strategically using principles of adult learning and the
guidance of trauma-informed care and the normalization process theory, the implementation
guide consists of eight components designed to be a planning resource for ACEs and resiliency
screening.
Theoretical Frameworks
Trauma-Informed Care (TIC). Adverse childhood experiences (ACEs) (Felitti et al.,
1998) are chronic toxic stressors that can alter the body physically and mentally (Oral et al.,
2016), denoting that trauma alters the lens through which people view their lives. There are four
key domains of TIC (Oral et al., 2016). First, to realize and accept that trauma is prevalent and
harmful to overall health. Second, recognizing the signs and symptoms of trauma in the patient
population helps to understand how the impact of trauma alters one’s actions, reactions, and
ability to adapt. As traumatic experiences may prevent a patient from seeking and engaging in
care plans, the third domain of TIC is to respond by incorporating TIC principles into clinical
policies and procedures used to deliver care. The final domain is to adapt, implement, and
monitor policies and practices to prevent potential re-traumatization during service delivery.
Normalization Process Theory (NPT). NPT is an implementation theory that seeks to
define how the dynamic and fluid relationships of the environment and its people interact when
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striving to embed an intervention into everyday practice (May, 2013; May & Finch, 2009). NPT
aids in understanding the contexts in which the providers perceive their roles and responsibilities,
practical application in daily practice, and in the assessment of resources to implement the
intervention. NPT is about clearly defining the work to legitimize and validate the effort and
contribution of those who will use the intervention (Mishuris et al., 2019). The four main
domains of NPT include coherence, cognitive participation, collective action, and reflective
monitoring (May & Finch, 2009; McEvoy et al., 2014; Mishuris et al., 2019; Murray et al.,
2010). Coherence defines the work to be done, how it differs from current practice, and validates
why this change is necessary. Cognitive participation describes how people and groups mutually
join together to support an intervention. Individual contributions are legitimized by defining the
working relationship between co-workers. Collective action defines how the work should be
performed within the organization to become embedded in practice. Reflective monitoring
clarifies why the work happened the way it did. It defines the experience and offers suggestions
for change (Murray et al., 2010). The four domains of NPT may appear to be separate but often
occur simultaneously, aiding the user to find and address gaps.
Integration and Application. Using the TIC model to build the implementation guide
helped to ensure the right work is being done correctly and by the right people, without
intentionally causing harm to the patient population. NPT was used as a guiding theory to inform
the key steps in developing the implementation guide, allowing a concurrent evaluation of the
implementation guide components to increase the potential uptake and utilization of the
implementation guide. The fully updated implementation guide is in Appendix C and further
description of the developed components is discussed in the following section.
Components of the Implementation Guide
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1. Introductory Pages (Page 1-3 of the Implementation Guide). The introductory pages
provide a brief introduction to the implementation guide for the target audience. Included
is a brief background on ACEs, the problem ACEs pose to human health in the long term,
and current solutions being employed throughout the world. Including this component
helps to strengthen commitment through re-engagement of the topic (Johnson & May,
2015). The NPT domain of coherence had a major impact on the development of this
component because the goal was to provide clarity on what the implementation guide is
meant to accomplish and what role the clinic plays in helping to accomplish this work.
2. Resource Chart (Page 4–5 of the implementation guide). Practice change benefits
from evidenced-based support (Curtis et al., 2017). The resource chart identifies specific
tasks to consider and how best to support the adoption of an ACEs and resiliency
screening program in the clinic. Each task includes rationale, who is responsible, how to
accomplish the task, and when the task should take place. The NPT domains of
coherence, cognitive participation, and collective action were used to identify a
comprehensive list of evidence informed tasks for primary care clinics to contemplate
prior to engaging in an ACEs and resiliency screening program.
3. Standardized Clinical Protocol (Pages 6-8 of the Implementation Guide). Practice
guidelines, procedures, and protocols are a requirement in Canadian businesses
(Government of Canada, 1985; HMC Lawyers LLP, 2018) and provide clarity in roles,
expectations, and encourages accountability for action. Protocols are supported within
healthcare and are an expectation within primary care clinics (CARNA, 2013a). The
written protocol meets the NPT domains of cognitive participation and collective action
by addressing the responsibilities of all parties. A standardized clinical protocol was
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developed to accompany the implementation guide to provide a consistent message for
staff in program delivery.
4. Flow Maps (Pages 9-11 of the Implementation Guide). Using flow maps is common
practice in healthcare and subsequently primary care clinics (Sutton et al., 2020). Here,
the intention of using flow maps was to illustrate the written protocols, which supports
the ideal of alternate learning methods (Sutton et al., 2020). The clinic staff
responsibilities were colour-coded based on clinical role (i.e. physician, nurse, reception)
and linked to the suggested scripts intended to assist each staff member in their respective
task. The flow maps, included in the implementation guide, meet the NPT domain of
collective action by setting in place how the action of screening occurs.
5. Suggested Scripts (Pages 12-14 of the Implementation Guide). Developing scripts is
another way to support the NPT domains of cognitive participation and collective action,
as well as support alternative learning methods (Canadian Literacy and Learning
Network). Using Alberta Health Services and other provincial resources from across
Canada, scripts were developed to help facilitate discussion in the screening program
(Alberta Health Services, 2019b; Divisions of Family Practice, 2019). To aid in
screening, the scripts were colour-coded based on specified clinical roles.
6. Screening Tools (Pages 15-17 of the Implementation Guide). The ACEs screening tool
for adults was adopted from the California Department of Health Care Services (2020).
Two resiliency screening tools, one a 5-point Likert scale, the second with the same
questions and a 3-point Likert scale, were adopted from the Resilience Research Centre
(2018). The two resiliency screening tools were included to provide options based on
individual clinic desires and needs.
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7. Community Resource Guide (Page 18 of the Implementation Guide). For registered
nurses, there is a mandated duty to provide care that is safe, ethical, and minimizes harm.
This requires a plan to provide patient support in any program that may interfere with this
mandate (CARNA, 2013a; CNA, 2008). Community resources were packaged into three
categories: green, yellow, and red, similar to a stoplight. The stoplight effect in resource
tools is readily used to educate healthcare providers and patients, such as with the asthma
action pathway (University of Calgary, 2018). For the Building Resiliency Community
Resource Guide, green resources are targeted at patients and families who have protective
factors in place and request additional supports. Green resources offer a variety of
websites and community linkages to help families strengthen their resiliency skills.
Yellow resources are targeted at families with the potential for one or more ACE and
limited protective factors. These resources require referral by clinic staff and were
included to connect families with community programs that can assist them through the
process of strengthening resiliency skills. The red resources are targeted at families that
require immediate intervention. Nurses and physicians have a duty to report if a child or
family member is in imminent danger. Therefore, the resources included will provide
one-on-one supports to build skills and help strengthen families. Using this stoplight
effect offers a quick visual of what to do and where to refer patients when the need arises,
which relates to the coherence, cognitive participation, and collective participation
domains of NPT.
8. Supporting the Program Going Forward (Pages 19-20 of the Implementation
Guide). The last component of the guide provides suggestions on how to support the
embedding of the screening program into the daily practice of the clinic. All domains of
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NPT were used to develop this section by redefining the expectation of the program,
identifying additional supports for the program and staff to support role changes, and
through encouraging evaluation of the program at regular intervals.
Using NPT as an overarching theory to direct the development of these eight components
of the implementation guide allowed for continuous reflection and evaluation to enhance each
component. The focus of NPT is to define the expectations to embed the new process into daily
work routines. The deliverable for this MN project is an implementation guide that intends to
help clinic staff engage in an ACEs and Resiliency screening program.
Evaluation Methodology
Formative evaluation is used to inform and guide the development of a deliverable before
pilot testing with the target audience (McKenzie et al., 2017). Identifying the goals of this project
and using the elements of formative evaluation from McKenzie et al. (2017), I used a
combination of qualitative and quantitative questions to evaluate the implementation guide with
a small group of subject matter experts employed in the Chinook PCN and PCN clinics. Using a
4-point Likert scale, part one of the feedback tool included nine questions that addressed all eight
components of the implementation guide. Also, nine open-ended qualitative questions were
included for the developer to gain a deeper understanding of how to improve comprehension and
increase the potential for use of the implementation guide. Part two of the feedback tool included
six questions covering the overall flow and usability of the guide. A copy of the questions on the
feedback tool can be found in Appendix D. The Likert scale response types included the four
following statements, No, Somewhat No, Somewhat Yes, and Yes. The feedback tool was
followed by an online meeting with subject matter experts to discuss the strengths, weaknesses,
opportunities, and threats of the overall implementation guide.
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The implementation guide and evaluation questions were sent to five subject matter
experts (SMEs) with skills in policy development, community linkage building, social work, TIC
practices, program development, and direct nursing care management. The data collection
process for the evaluation questions was anonymous. The virtual meeting was not anonymous,
however the feedback was collected in a group format without specific identifiers. All feedback
was collated and analyzed using Microsoft Excel.
Results
Four of the five subject matter experts (SMEs) responded to all the questions on the
feedback form. Of the nine Likert Scale questions for components one to eight of the ACEs and
resiliency screening implementation guide, all but one response was in the somewhat yes or yes
category, with one response for question six in the somewhat no category (see Figure 1).
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For question 1.1, four out of four SMEs indicated yes, thus all agreed that the
introductory information on pages 1-3 of the implementation guide supported the development of
a screening program within their organization, however, written qualitative feedback suggested
that more detail on time allotment for a readiness assessment and the amount of time needed for
staff training should be included.
For question 1.2, three out of four SMEs indicated yes, with one indicating somewhat
yes, that the resource chart on pages 4-5 of the implementation guide clearly outline the
resources required to successfully implement the program. Again, written qualitative feedback
suggested the need for clarification on time requirements for staff education. Additionally,
concerns were noted regarding the level of success in organizing a screening program if the
clinic cannot complete a specific task in the resource chart.
Question 1.4 and 1.5 relate to the same flow map. For question 1.4, four of four SMEs
responded yes, thus they agreed that the flow map on page 9 aligns with the clinical procedure on
pages 6-8 of the implementation guide. The written qualitative feedback suggested difficulty in
legibility of the flow map, which is indicated in question 1.5 as well, where the legibility is
hindered related to font size and colours.
Question 1.6 reviewed the second flow map that was specific to the assessment of need
and how to use the Building Resiliency Community Resource Guide. Only two of four SMEs
indicated yes, while one indicated a somewhat yes, and one indicated somewhat no. Qualitative
written feedback again noted legibility, however, there were additional concerns noted with lack
of clarity on how to refer to community resources, who engages in follow-up, and when followup appointments should be scheduled.
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Part two of the feedback form used the same 4-point Likert scale with questions related to
the overall flow of the implementation guide. Six questions were included and can be found in
Appendix D. Of the six Likert Scale questions for the overall flow of the ACEs and resiliency
screening implementation guide, all responses were in the somewhat yes or yes category (see
Figure 2).

For question 2.1, four of four SMEs responded yes, thus agreeing that the implementation
guide flows logically from start to finish with no recommendations for changing the order of
presentation in the guide.
With improvements based on qualitative feedback, question 2.6 indicates that four of four
SMEs responded yes, thus 100% agreed they are likely to use this implementation guide in the
future within their clinic setting.

28

Qualitative Thematic Analysis
The qualitative feedback was assessed for common themes across all responses. 85.7% of
feedback was related to the content with suggestions to improve information included in the
components of the implementation guide. The other 14.3% of the qualitative feedback was on the
format of the document (see Figure 3), suggesting changes in layout and fonts for legibility.

Analysis of each qualitative response, whether written on the feedback form or verbally
during the online meeting, revealed five common themes that include:


Role Clarity



Time Commitments



Language



Missing Processes



Legibility

Role clarity was mentioned in 8 of 15 of the feedback questions, with one subject matter
expert asking “Who is participating in the screening … but who is the specific audience”?
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Clarifying exactly which staff member is responsible for which roles were requested to improve
understanding of the implementation guide. Another area for clarification was clearer direction
in use of scripts and flow maps to perform a specific function, such as when and how to arrange
a follow up appointment as well as who would complete this task, either physician or nurse.
Time commitments were mentioned in 4 of 15 of the feedback questions. Clarification on
time commitments for educating staff, screening appointments, and follow-up appointments was
the most common suggestion.
Language adjustment was specifically mentioned in 4 of 15 of the feedback questions with
concerns about potential for censuring or blaming language, whether aimed at staff in the
implementation guide or the scripts during screening appointments with patients.
The missing process identified was related to how to manage patients and families that may
become distressed related to the screening process. One comment from a subject matter expert
suggested to “Maybe add a script for additional debriefing with family if they were distressed
with screening results or emotions were brought up while completing the screening tools”. This
missing process was mentioned in 6 of 15 of the feedback questions.
The final theme of legibility was mentioned in 5 of 15 of the feedback questions and was
specifically related to the flow maps and the Building Resiliency Community Resource Guide.
Difficulty in reading text that was too small or with a coloured background was one of the most
common comments for legibility.
Both the quantitative and qualitative feedback helped me to identify what changes needed to
be addressed and how to improve the implementation guide so it is more likely to be adopted
into clinical practice. For a complete summary of analyzed results, see Appendix E.
Discussion
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The implementation guide was adjusted throughout to clarify roles for who performs the
screening and for who is being screened. Estimated time commitments were added; however,
pilot testing is recommended for further clarity. Some adjustments to appointment length and
education sessions for staff may change based on the staff complement and experience at each
clinical site.
The language was adjusted throughout the document to remove potentially judgmental or
blaming language, whether directed towards staff in the planning features or towards patients in
the scripts. The implementation guide will benefit from further review by a language subject
matter expert.
The missing process was specifically related to developing clearer instructions for how to
manage patients and/or families experiencing distress related to the screening appointment.
Managing distress was identified as a critical piece, since many clinics do not have mental health
educators or support staff available for immediate consultation. Using currently available
information from Alberta Health Services Mental Health Services, clearer instructions were
provided and updates were made in the protocol, scripts, and flow maps.
The legibility was also addressed because it was difficult to read. On reflection, this was
related to my lack of skills in merging differently formatted documents, which blurred the
writing and darkened the chosen colours. Solidly filled boxes were changed to coloured outlines
only. I felt the colours were important to keep because they correlate directly to the scripts for
the profession doing the work. For example, physicians' activities on the flow map are a teal
colour, which correlates to Scripts 1-3 for physicians. Increasing the font and clarifying roles
required splitting the two flow maps into three to enhance legibility.
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SECTION 4: REFLECTION
Project Development
My original intention in this project was three-fold to (a) adopt an ACEs screening tool,
(b) develop a standardized clinical protocol to guide the development of and engagement in a
screening program, and (c) develop a community resource guide. I used the normalization
process theory because meeting the key components of this theory helped provide a process that
could become embedded in everyday practice.
ACEs Screening Tool
The tool that I intended to use was completed by a caregiver on behalf of the child's
history. Going into this project I was using American-based research on early screening
interventions and the tool that I chose, focused solely on children's experiences with ACEs as
reported by caregivers. I knew fully that there could be a limitation on honest reports if there was
concern that the child would be taken away or caregivers reported for some experiences that are
documented in the ACEs screening tool such as abuse or neglect. I reached out to the Center for
Youth Wellness, who published the tool I intended to use, to see if they had recommendations on
how to address this concern. One developer of the tool was Dr. Nadine Burke Harris, who used it
in her pediatric practice, so I tried to reach out to that office and also emailed her current
assistant, as she is now the Surgeon General for California. No feedback was received and with
the looming deadline for this project, I continued to research online until I was introduced to
Nancy Mannix, with the Alberta Family Wellness Initiative and the Palix Foundation. I had
missed the plethora of local research and program development that was happening in Alberta. I
found this ‘miss’ greatly disturbing so to ensure I was not overlooking important data, I
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immediately engaged in further research, including the 20hr brain story certification course
(Alberta Family Wellness Initiative, 2015), which greatly changed my perspective. Since I want
to bring awareness of ACEs and teach how to strengthen the family, I needed to consider two
additional factors. First, remove the concern about screening children through their parents and
collect the history of the caregiver. This would work because we know that today's experiences
can affect up to three or more generations into the future. I knew we could still use caregiver
history as the entry to further discussion (Woods-Jaeger et al., 2018). Second, I needed to move
along with the province towards understanding the role of resilience and building protective
factors (Alberta Family Wellness Initiative, 2020). I re-worked the idea into an ACEs and
resiliency screening program implementation guide when I realized that I needed to reevaluate
my goals in running this type of program in a clinic, teaching me that learning never stops and
best practice is a forward moving target.
Standardized Clinical Protocol and Community Resource Guide
The protocol was based on typical family practice clinic protocols in Lethbridge and was
developed in a way to make the information adaptable to meet any clinic format required. I
developed the building resiliency community resource guide using a stoplight (green, yellow,
red) format (University of Calgary, 2018) to allow for a quick review of referral resources
whether for the physician or even as a handout for families. After developing these components,
I questioned whether I had met the four NPT domains. I realized quickly that a protocol and
resource guide was beneficial, but a missing piece was how to use them, how to understand staff
roles, and how to know if the work is understood and accepted as important and necessary (May
et al., 2018). My original idea morphed into an implementation guide to help clinic staff feel
empowered to engage in this screening program. I chose to develop a chart of resources that
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would help encourage success as well as flow maps and scripts that explained who did what
work and how that work should be done. It has truly become a piece I feel can help clinic staff
engage in this transition together. The regular review of process and subsequent adaptation of my
deliverable reinforced the role the nursing process has in everyday work. Though it is not always
seen, there is a conscious choice to assess, implement change, and evaluate. This impacts my
ability to teach others, develop clinic-based programs, and lead quality improvement activities
with a designated clinic.
Timing and Amount of Feedback
Due to time constraints and wanting to provide as much time as possible to the subject
matter experts for review of the implementation guide, I left very limited time between the
collection of the feedback form and the virtual meeting. The participants did not have difficulty,
but I found that I did not give myself enough time to critically review the feedback before
engaging in a verbal discussion on the strengths and weaknesses of the implementation guide. In
the future I would build more time in the planning section for the initial analysis of data.
In relation to time constraints, I also limited my feedback collection to one review. I
would have liked to have adjusted my deliverable with the initial feedback and then send for a
second review to ensure that I did capture the ideals of the subject matter experts. One piece that
I could not truly address, such as a language subject matter expert review, needs to be addressed
in the future before piloting and implementation.
Overall
Throughout the entire process, I became immersed in “what I wanted to accomplish” as
well as other's enthusiasm. My stakeholders quickly bought into the idea of early intervention
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screening. Unfortunately, this also meant there was a continued and lengthy discussion and
suggestions for development that started to push the limits of this project. I quickly learned how
to accept the feedback and kindly redirect their enthusiasm to fit within the timeframe of this
project.
There was no visible endpoint of research on this topic, one often defined as data
saturation (Saunders et al., 2018). I often felt as if I was falling down a rabbit hole, unsure when
to stop the research process, and delving into a newer database of local research just prolonged
the feeling that data saturation was an elusive endpoint. Since the research studies in Alberta
were still awaiting peer-review for final publication, I began meeting with researchers and
directors of various organizations engaged in this research. Each meeting brought forth new
ideas and information, but I was pleasantly surprised that while engaging in my second to last
interview I began to experience data saturation. From that point on, what I learned was
supporting all that had come before, but presented nothing new. Finally experiencing this for
myself was humbling and yet empowering, recognizing that I was experiencing what I had read
about during my entire graduate career and now knowing what to expect going forward.
My original three goals expanded into the implementation guide and I feel that my final
product has exceeded my first intentions and expectations. Though it was a lot of work, I feel
confident that I have developed a piece of work that will truly aid clinic staff and one that is
ready for pilot testing. What seemed so difficult to understand in my previous courses, such as
how to plan, implement, and evaluate a program, now makes complete and logical sense. As I
was working through each step of program planning, I was so sure I "wouldn't get it". But I can
look back on the process now and say not only that I do “get it”, but that I understand how each
piece flows together, how that nursing process learned over 15 years ago is a continuous cycle
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that drives change every day. This often goes unnoticed but occurs just the same. I have always
struggled with how the ideals of theory impact my practice, but it is very clear just how vital a
role it plays. It feels like it has become second nature, just as this project development
experience. I feel confident that I can continue along in this work and I am excited to realize that
I enjoy this kind of work so much.
Lessons Learned
Course Learning Outcomes
The learning outcomes in this course of project development were met by developing and
completing my deliverable. I have not only led the development of the deliverable, but I engaged
in formal and informal discussions and evaluations. I communicated regularly, effectively, and
respectfully with all stakeholders and external participants. I became more adaptable to change,
such as when I learned of an untapped wealth of local research and then readily engaged in long
hours of certification to ensure that I was using the most up-to-date and relevant literature and
recommendations possible during the development of this implementation guide. I could see
what barriers and threats presented throughout the development of this deliverable and adapt my
plans accordingly. In accomplishing the learning outcomes, I feel that I have delivered a product
that can make a difference for our patient population.
The course learning outcomes align with the six learning domains for master of nursing
education with the Canadian Association of Schools of Nursing Graduate Education Framework
(Canadian Association of Schools of Nursing, 2015). Completing this project has imparted
opportunities for increase awareness of complex problems affecting the delivery of nursing care
and the health of the population through the in-depth research and review of multiple databases
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of literature. Each paper, each class has opened my mind to the social injustices still prevalent
and has altered the lens through which I see and choose to live my life. The implementation
guide afforded opportunities to enhance best practices within the local context by addressing
learning needs of clinical staff. This implementation guide will help clinics to implement traumainformed care principals into daily practice and is a result of translating knowledge into action.
Preparing elevator pitches and group presentations, communicating with staff and delegating
tasks, and leading the development of this deliverable has helped prepare me to provide future
leadership, oversight, and accountability in my nursing practice (Canadian Association of
Schools of Nursing, 2015).
Bias
I always assumed that bias, in this case, would relate to the analysis of data, however, I
was surprised to learn that I needed to shift my lens from what I thought was important to
include to recognize what others may desire or need in an implementation guide (Marcelin et al.,
2019). I had approached development based on what I would need to run it at a clinic level, what
would be needed to make it work in the trenches so to speak, but I quickly realized through
formal and informal feedback that I would need to appeal to all levels of learners from the
academic to the performer. I often see the idea being at the letter 'A' and the action or outcome
being 'Z' and my job to connect everything in between. I assumed that I had executed my role,
but when looking deeper I saw where I may have skipped a few steps due to time constraints,
lack of supports, or belief that particular pieces were not pertinent. I realize this is the bias that
was affecting my ability to articulate flow throughout the guide, which is why it became so
important to critically analyze my work and develop deeply analytical and open-ended questions
to obtain truly useful feedback. I have often felt that feedback, though offered without intended
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offence, still hurt. Though some feedback was about preference in look, I could see that without
outside input, it limits buy-in from the audience and can effectively close off my creative
moments. The feedback can often challenge your thinking so that you can adjust your lens and
gather pieces that may have been missing otherwise. It is a sobering and yet inspiring experience
to see how critically important evaluation is to helping embed the desired change into daily
practice.
The Next Steps
Further revisions by a language subject matter expert to ensure that harmful or
judgmental language is minimized or removed entirely is recommended in order to reduce
assumptions and minimize potential harm to users of the implementation guide through retraumatization (Oral et al., 2016). Furthermore, the scripting in the implementation guide were
suggestions to direct the conversation, however, these would need to be reviewed to minimize
potential harm or re-traumatization of patients and their family.
Pilot testing of this implementation guide will also be critical as it will help to solidify the
current estimated time allotments for staff education, clinic preparation, and screening
appointments with the family (Hassan et al., 2006; McKenzie et al., 2017). Determining whether
the amount of time to engage in this type of screening with families will be different between an
experienced and inexperienced nurse will be extremely beneficial.
Development of an elevator pitch and information pamphlet with infographics may also
be beneficial to engage the interest of clinics (Yonkaitis, 2020). Once interest is engaged, the
clinic can be connected with their integration leads with the Chinook Primary Care Network to
begin planning for this monumental and beneficial change to practice.
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Implications for Nursing Practice
For early intervention and screening programs that relate to possible mental health
concerns, it is important to work collaboratively to change individual clinic and healthcare
cultures to accept and realize that trauma is prevalent, that it is no respecter of race, religion, or
financial status, and that we do have a responsibility to help. Working collaboratively to change
culture would be best addressed in the three following ways:
1. To be more sensitive to trauma-informed care principles and accept that both genetics
and experiences of a young child's development can change how and when they as an
adult patient accept an offer of care.
2. To recognize the importance of maintaining therapeutic relationships with patients and
planning how to do this in a busy clinical environment and with a limited workforce.
3. To realize that staff are part of the patient population and have personal genetic and
experiences that may affect their ability to work in certain environments. This may mean
incorporating mental health days along with sick days and building in debriefing rituals
to help staff deal with potentially re/traumatizing experiences.
Conclusion
There is substantial evidence that more ACE events experienced in childhood can
negatively impact the quality of health of individuals. These preventable chronic illnesses have
seen consistent increases over the past decade that cost Alberta billions of dollars annually in
direct health care costs and lost revenue. With the inception of primary care networks in Alberta,
there is a prime opportunity to engage in primary prevention. It is important to build a firm
foundation that will help primary care family practice clinics to support families, and using a
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trauma-informed care approach to address ACEs in families with young children can help fill the
caregiver toolbox with strategies for improving health. The ACEs and Resiliency Screening
Implementation Guide can help clinicians to engage in this screening once pilot testing is
completed. By promoting education about ACEs and strategies to build resiliency through
community connections, we are investing in the lives and health of the patient population we
serve.
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