
Screening for Traumatic Experiences in Health Care Settings
A Personal Perspective From a Trauma Survivor

“Do you have a history of emotional, physical, and/or
sexual abuse? If so, please describe.” I was recently asked
this question when completing new patient paperwork
prior to being seen by a health care professional. For most
of my life, when asked questions about experiences of
trauma, I checked “no” despite having been repeatedly
sexually abused as a child. My primary concern was not
sharing what had happened to me, but how others would
react to this information. How would others respond
when I told my story? Would they believe me? Would
they take my trauma seriously? I felt deep shame about
what had happened to me, and the fear of negative, or
even neutral, responses made disclosure seem unfath-
omable.

In my early 20s, I started checking “yes.” Checking
this box was the first time I disclosed to anyone that I had
been sexually abused as a child. While I was full of anxi-
ety, unsure of what disclosing this information would
mean, I was also hopeful that disclosing my abuse to a
health care professional would mean I would get some
needed support. In the subsequent appointment, the
health care professional did not acknowledge that I had
disclosed early experiences of sexual abuse. She did not
assess my current mental health or safety or ask if I
needed additional services or referrals. Disclosing this in-
formation was a significant moment in my life, and the
lack of follow-up reinforced my fears. Was my physi-
cian not asking me about my abuse because she did not
believe me? Was my sexual abuse, in fact, something I
should feel ashamed of? Should I continue to be silent
about my trauma?

For more than a decade, I have consistently indi-
cated on screeners that I was sexually abused as a child.
Not once have I received any form of follow-up. I have
independently sought the care I needed and am both
mentally and physically well. However, there was a time
when I desperately needed some form of support or in-
tervention, and checking “yes” on those screeners was
the only way I felt comfortable asking for help.

We are in an era of increased focus on traumatic ex-
periences, and more specifically traumatic experiences
in early childhood (commonly referred to as adverse
childhood experiences, or ACEs), and the potential im-
plications of these experiences for health and develop-
ment. This has resulted in a groundswell of innovative
and necessary research and practice. It has also re-
sulted in calls for widespread screening of children, ado-
lescents, and adults for past or current trauma expo-
sure. My personal experiences echo the serious concerns
voiced by some professionals regarding this screening.1,2

What is the purpose of screening for traumatic experi-
ences? Are well-developed screening tools available?
What types of traumatic experiences should we screen

for? Have health care professionals received sufficient
training on how respond in the event of a disclosure? Do
they know how to determine what services and refer-
rals are needed for each trauma survivor, given indi-
vidual differences in trauma responses? Are the needed
services available and accessible? In one case, I was asked
about past or current experiences of sexual abuse or as-
sault in a single question. When I received no follow-up
after my disclosure, I wondered how many patients cur-
rently experiencing sexual violence left their appoint-
ments to return to unsafe environments, with no re-
sources, supports, or referrals in hand.

Questions about traumatic experiences are deeply
personal. And while perhaps well intentioned, asking pa-
tients to disclose potentially painful and distressing ex-
periences with no follow-up can cause more harm. A key
tenet of public health and medical ethics is that screen-
ing without readily available and accessible evidence-
based interventions, let alone a compassionate conver-
sation, is unethical.3,4 There is a critical need for the public
health and medical communities to respond to child-
hood trauma specifically and lifetime trauma more
broadly, but it is imperative this is not done in a way that
causes more harm. Rushing to implement screening
without a strong evidence base and careful planning,
training, and resource allocation is not justified. A re-
cent review of the scientific literature5 revealed that we
know little about how health care professionals re-
spond to patient disclosures of traumatic experiences on
screening questions and whether such screening re-
sults in additional services or referrals offered to pa-
tients. Moreover, this review5 highlighted that no stud-
ies have examined whether screening for traumatic
childhood experiences improves patient health and well-
being. Other reviews6 indicate that health or safety ben-
efits of screening for intimate partner violence have not
yet been demonstrated. This gap in our understanding
of the implications and value of screening for traumatic
experiences underscores the need for more evidence
prior to widespread implementation. As an alternative
to screening, some have called for universal adoption of
a trauma-informed approach to care for all patients.7

While this is promising, evidence regarding the effec-
tiveness of this approach is still needed.7

Although I am both mentally and physically well, to
this day, there is still a small part of me that wonders if
my health care professionals do not believe me when
they fail to follow-up after I disclose my experiences of
childhood sexual abuse on screening questions. Screen-
ing can provide a window of opportunity to offer help
and improve outcomes. But without appropriate follow-
up, it can retraumatize survivors and create hesitancy to
seek help in the future.

PERSPECTIVE

Anna E. Austin, PhD
Department of
Maternal and Child
Health, Gillings School
of Global Public Health,
University of North
Carolina at Chapel Hill;
and Injury Prevention
Research Center,
University of North
Carolina at Chapel Hill.

Invited Commentary
page 903

Corresponding
Author: Anna E.
Austin, PhD,
Department of
Maternal and Child
Health, Gillings School
of Global Public Health,
University of North
Carolina at Chapel Hill,
421 Pittsboro St, CB#
7445, Chapel Hill, NC
27599-7445 (anna.
austin@unc.edu).

Opinion

902 JAMA Internal Medicine July 2021 Volume 181, Number 7 (Reprinted) jamainternalmedicine.com

© 2021 American Medical Association. All rights reserved.© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a University of Oklahoma Health Sciences Center User  on 09/23/2021

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2021.1442?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2021.1452
mailto:anna.austin@unc.edu
mailto:anna.austin@unc.edu
http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2021.1452


Conflict of Interest Disclosures: None reported.

Published Online: May 3, 2021.
doi:10.1001/jamainternmed.2021.1452

Additional Contributions: The author would like to
thank Meghan Shanahan, PhD (Department of
Maternal and Child Health, Gillings School of Global
Public Health, University of North Carolina at
Chapel Hill), for reviewing an early draft of the text
and for her support and encouragement to share
this perspective. Dr Shanahan was not
compensated for reviewing an early draft of the
text.

1. Finkelhor D. Screening for adverse childhood
experiences (ACEs): cautions and suggestions. Child
Abuse Negl. 2018;85:174-179. doi:10.1016/j.chiabu.
2017.07.016

2. Anda RF, Porter LE, Brown DW. Inside the
adverse childhood experience score: strengths,
limitations, and misapplications. Am J Prev Med.
2020;59(2):293-295. doi:10.1016/j.amepre.2020.01.
009

3. Childress JF, Faden RR, Gaare RD, et al. Public
health ethics: mapping the terrain. J Law Med Ethics.
2002;30(2):170-178. doi:10.1111/j.1748-720X.2002.
tb00384.x

4. Kass NE. An ethics framework for public health.
Am J Public Health. 2001;91(11):1776-1782. doi:10.
2105/AJPH.91.11.1776

5. Ford K, Hughes K, Hardcastle K, et al. The
evidence base for routine enquiry into adverse

childhood experiences: a scoping review. Child
Abuse Negl. 2019;91:131-146. doi:10.1016/j.chiabu.
2019.03.007

6. McLennan JD, MacMillan HL. Routine primary
care screening for intimate partner violence and
other adverse psychosocial exposures: what’s the
evidence? BMC Fam Pract. 2016;17(1):103. doi:10.
1186/s12875-016-0500-5

7. Racine N, Killam T, Madigan S. Trauma-informed
care as a universal precaution: beyond the adverse
childhood experiences questionnaire. JAMA Pediatr.
2019;174(1):5-6.

Invited Commentary

Screening for Traumatic Childhood Experiences in Health Care Settings
David Finkelhor, PhD; Lucy Berliner, MSW

The heartfelt essay by Dr Austin1 captures well the experi-
ence of many survivors of childhood sexual abuse and other
traumatic and adverse experiences. Faced with medical his-
tory questionnaires, they may feel ambivalent about disclos-
ing and disappointed with the follow-up when they do.

As she points out, screening for the variety of adverse ex-
periences has been rapidly increasing, in wake of the recog-

nition of their prevalence and
their contribution to poor
health. But while screening is
proliferating, it is not clear

how beneficial it has been for patients and their health. Little
is known about outcomes or whether those who disclose get
an appropriate response.2

Trauma and adverse experiences are very common in both
children and adults. For example, childhood sexual abuse/
assault histories are prevalent in 6% of adult men and 16% of
adult women in the US population.3 Such histories are an es-
tablished risk marker for higher rates of physical and behav-
ioral health problems, with particularly high odds ratios for sur-
vivors of sexual abuse/assault, such as recent PTSD (4.1), suicide
attempt (8.0), and mood disorder (3.4).3

Unfortunately, more than other traumas, sexual abuse/
assault experiences tend to remain undisclosed to practition-
ers, to other authorities, or even to friends and family, due to
fears of disbelief, stigma, or blame.4 So, asking specifically and
sensitively about these experiences can create the opportu-
nity for health care professionals to counter such fears, iden-
tify health and health care implications, and offer help. But Dr
Austin’s account highlights a particularly common screening
scenario: failure to appropriately acknowledge a trauma dis-
closure, reinforcing a sense that the survivor’s pain or viola-
tion is too awful for even the clinician to bear.1 In an ideal set-
ting, the response would be a sympathetic acknowledgment
of the patient’s candor and their challenge, leading to further
inquiry about the history in a nonjudgmental and sensitive
fashion. A discussion would ensue about the implications of

the experience for patient and their medical treatment, and
whether more information or a referral might be helpful.

Here are some of the most important and helpful ele-
ments mentioned the literature.5 Clinicians must be knowl-
edgeable enough about the varieties of abuse and their ef-
fects to not respond with assumptions about potential effects
or needs. It is less important to get details about the experi-
ence than to inquire about its possible implications for care and
referral, for example, with an open-ended question such as,
“What is it important for me as your health care professional
to know about this?” Adequate discussion time may be needed
after the disclosure or at a subsequent appointment for a pa-
tient to feel validated. Patients with such histories may also
have discomfort around certain aspects of medical care such
as undressing, touch, and positioning and need to be given ad-
vanced warnings and options.

In an ideal process, the infrastructure behind a fully com-
prehensive response would include training for health care pro-
fessionals; having available informational resources such as
pamphlets, videos, or websites; and the preplanning of a re-
ferral procedure. The exact options would depend on the re-
sources within the settings. Some practices now employ so-
cial workers, care managers, and navigators who can contribute
to effective responses. But in other cases, referrals will need
to be vetted and clinicians trained in how to facilitate a suc-
cessful hand off. Today, the comprehensive approach is likely
more the exception than the rule. However, at the very least,
when practices administer screening checklists for traumatic
experiences, patients deserve an acknowledgment and an ex-
tension of empathy as someone who has shared a difficult ex-
perience at the clinician’s request.

Other research highlights additional challenges. Al-
though health care professionals generally support the idea of
screening for such adversities, many of them feel unprepared
for disclosures.6 One of the biggest obstacles they under-
score is that they do not have the time to deal adequately with
the issue and see it as competing with other clinical priorities.6
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