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“It’s really tricky to open a can of worms where you have nothing to offer" An Interpretative 

Phenomenological Analysis of Health professionals' perspective on the potential introduction 

of the ACEs screen to a Paediatric Department in New Zealand, using an Implementation 

Science approach.  
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Abstract 

The current study aimed to examine how to introduce Adverse Childhood 

Experiences (ACEs) screening into a Paediatric setting in New Zealand (NZ). At present 

there are significant health inequities within the NZ population. Research has indicated that 

an underlying and often unaddressed issue contributing to the development of health inequity 

is the accumulation of childhood adversities. This phenomenon was named ACEs. ACEs was 

also found to be a leading cause of early death in adults. The discovery of this public health 

issue prompted those in the field to identify ACEs early. However, it is yet to be implemented 

in NZ health settings. Therefore, the current study examines health professionals' 

perspectives on introducing the ACEs questionnaire into routine practice in a Paediatric 

Department in NZ. This study used knowledge from Implementation Science (IS) method to 

identify the most effective way to implement this questionnaire in the hospital setting. The 

Replicating Effective Program (REPs) Framework was identified as the best IS framework 

for this project. The focus of this project was on the first stage of the REP framework, the 

pre-condition stage, particularly identifying the barriers that could impede on the 

implementation process and the facilitators that can assist in enhancing screening practices. 

Interpretative Phenomenological Analysis (IPA) was the methodology and analysis utilised 

for this project. Purposeful selection was carried out and five participants were recruited and 

interviewed for the project: three Paediatricians and two Allied health workers. Four 

superordinate themes emerged from the analysis. They are Knowledge, training, and 

perspective on ACEs; Reflecting on current practices; Questions, concerns, and other 

barriers; and Suggested improvements. Further subordinate themes also emerged under three 

of the four superordinate themes. These findings from the study have provided deeper 

perspectives into barriers that inhibit health professionals from screening for ACEs in daily 

practices. The findings have also revealed the facilitators that can promote ACEs screening 
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within the Paediatric Department. These findings has the opportunity to begin the process of 

ACEs screening in a Paediatric setting in NZ and begin the process of identifying ACEs in an 

effort to reduce health inequity in the NZ population.  
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Introduction 

The New Zealand (NZ) government has a long-standing commitment to reducing 

health inequities through several health services (Goodyear-Smith & Ashton, 2019; Hobbs et 

al., 2019). Despite these efforts, health inequity persists among vulnerable groups in NZ 

(Goodyear-Smith & Ashton, 2019; Hobbs et al., 2019). According to the World Health 

Organization (WHO; 2018), health inequity is defined as systematic disparities in health 

status or allocation of health supplies across diverse groups of people. Due to the current 

climate with the COVID-19 pandemic and the Respiratory Syncytial Virus (RSV) outbreak in 

2021, health inequity among vulnerable populations in NZ has widened (Elers et al., 2021; 

Wiki et al., 2021). These issues can lead to substantial social and economic costs to 

individuals and society (World Health Organization, 2018).  

This public health issue of health inequity has prompted many researchers for years to 

find answers for its underlying cause. One prominent finding from years of research is that 

health inequity is linked to early exposure to childhood adversity (Nurius et al., 2016). This is 

because research has found that exposure to childhood adversity in the early years can lead to 

later detrimental health outcomes (Nurius et al., 2016). These health outcomes, alongside 

other factors, were found to influence health inequity (Nurius et al., 2016). However, before 

exploring the underlying issues influencing health outcomes further, we must first understand 

the context in which these issues exist. Therefore, this section will explore the current context 

within NZ that is contributing to inequitable health outcomes. This will be done by 

identifying the NZ health system and the factors contributing to the widening of health 

inequity in NZ before exploring the underlying factors contributing to ongoing health 

inequity in NZ.   
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The New Zealand Health System   

Goodyear-Smith and Ashton (2019) state that in 1938 the NZ government established 

a universal health system funded by taxation. NZ was one of the first countries to develop a 

tax-funded health system. The government aimed to provide all citizens access to a 

comprehensive range of health services free of charge (Goodyear-Smith & Ashton, 2019). 

The government recognised the importance of providing everyone with equal access to the 

same quality of treatment with a focus on prevention, including providing integrated primary-

care and hospital-based care services (Brown & Bryder, 2022; Goodyear-Smith & Ashton, 

2019). It is admirable to have a health system dedicated to reducing health inequity; 

nonetheless, this issue persists in NZ (Health Quality & Safety Commission New Zealand, 

2019; Hobbs et al., 2019).  

Despite best efforts, the NZ government has struggled over the years to enhance 

health equity for all New Zealanders and in particular the indigenous, Māori people (Brown 

& Bryder, 2022; Goodyear-Smith & Ashton, 2019; Hobbs et al., 2019). Since the initial 

introduction of the NZ health system, successive governments modified the health care 

system to improve some of its shortcomings (Brown & Bryder, 2022; Goodyear-Smith & 

Ashton, 2019), but vulnerable populations such as indigenous Māori and Pasifika 

communities in NZ continue to face inequitable health outcomes (Brown & Bryder, 2022; 

Health and Disability System Review, 2020; Health Quality & Safety Commission New 

Zealand, 2019) 

Health statistics in NZ have found that Māori and Pasifika communities experience 

greater health inequities compared to other groups in NZ. One key indicator of this is life 

expectancy. Both groups show shorter life expectancies when compared to their counterparts 

(Health and Disability System Review, 2020). Statistics also indicate that health inequity for 

Māori spans their entire life course (Health and Disability System Review, 2020). Māori and 
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Pasifika groups are both disproportionally affected by intergenerational poverty, live in 

deprived areas, are unemployed, live in crowded households, and have low income compared 

to non-Pasifika and non-Māori populations (Health and Disability System Review, 2020). 

Inequity among Māori people occurs because of inequitable allocation of socioeconomic 

determinants of Health (Health and Disability System Review, 2020). Health services also 

influence the perpetuation of health inequity seen within this population (Health and 

Disability System Review, 2020). Research indicates that Māori people are not gaining the 

same health benefits from the health systems that non-Māori people can achieve (Health 

Quality & Safety Commission New Zealand, 2019). Māori people are less likely to be 

provided with access to services than non- Māori (Health Quality & Safety Commission New 

Zealand, 2019). These health statistics highlight the current health inequity faced by 

vulnerable groups in NZ.  

The efforts made by the NZ government to improve health care have not enhanced 

equity for these vulnerable communities (Health Quality & Safety Commission New Zealand, 

2019). All these factors contribute to ongoing inequity in health outcomes for the Māori and 

Pasifika populations (Health and Disability System Review, 2020). In response to the 

continued health inequity suffered by vulnerable groups like Māori and Pasifika, the Labour 

government 2021 proposed changes to the health system (Little et al., 2021). A combination 

of praise and critiques has followed the announcement to the health system (Radio New 

Zealand, 2021). However, many are asking if the proposed changes will improve the health 

system or continue to cause issues for vulnerable groups in the population (Radio New 

Zealand, 2021).  

Widening of Health Inequity. COVID-19 (SARs-Cov2 virus) pandemic and RSV 

(Respiratory Syncytial Virus) outbreak have contributed to the widening health inequity in 

NZ. COVID-19 emerged in late 2019 and soon spread across the world, causing death and 
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disabilities to many people (Summers et al., 2020). The introduction of COVID-19 

vaccinations prompted vaccine mandates by the government(Ministry of Health, 2022a), 

especially for those with face-to-face roles in the community (Ministry of Health, 2022a). 

RSV cases, a common cause of acute respiratory tract infections in infants, increased in 2021 

due to the loosening of COVID-19 restrictions in NZ (Grant et al., 2021). COVID-19 and 

RSV also significantly increased pressure on the healthcare system due to the changes it 

made to healthcare delivery in NZ (Daalder, 2022; Wilson et al., 2021). The mandates created 

further pressure on the health system because unvaccinated individuals had to leave their 

roles in healthcare (Moodie, 2021). The pandemic and the outbreak have caused significant 

issues for the health sector and the public, specifically vulnerable groups in NZ. 

COVID-19 and RSV contributed to the widening health inequities in NZ due to 

several factors. Elers and colleagues' (2021) work highlights the western approach taken 

within the NZ healthcare system. They argue that this has created barriers for marginalised 

and vulnerable groups in NZ to access health care. Elers et al. (2021) assert that COVID-19 

exacerbated the structurally established inequalities, especially in health care for Māori, 

Pasifika, and Refugee communities. The authors also state that this is primarily due to the 

exclusion of vulnerable groups in decision-making during the development of the response 

framework to tackle COVID-19. Elers et al. (2021) work indicate that this led people from 

vulnerable communities to fall through the cracks in the health system because they faced 

further challenges in addressing their health compared to their counterparts. Other factors 

contributing to widening health inequity are mass job losses, finding shelter, accessing food, 

and accessing the wage subsidy (Elers et al., 2021; Sharma et al., 2021). In addition, new 

challenges emerged as a result of the COVID-19 response taken by the government, such as 

attendance restrictions on births, funerals, and accessing translators (Elers et al., 2021). All 
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these factors have contributed to the widening health inequity in NZ in the last few years 

(Elers et al., 2021).  

Childhood Adversity, COVID-19, and Health Inequity  

The effects of the COVID-19 pandemic and the RSV outbreak have widened the 

health inequities, highlighting this long-overlooked public health issue in our community. It 

is essential to highlight that this issue is not unique to NZ; health inequity is an issue shared 

among many countries worldwide (Sonu et al., 2021). Thus, internationally, researchers have 

placed efforts to identify the underlying cause of this issue. In the past few decades, studies 

have uncovered childhood adversity as a pressing and pervasive issue contributing to the 

continued health inequity for generations, particularly among vulnerable communities 

(Nurius et al., 2016; Sonu et al., 2021). Nurius and colleagues (2016) state that health 

inequity is a product of socioeconomic factors and exposure to childhood adversity. 

Socioeconomic factors have long been recognised as contributors to health disparity through 

the health-wealth gradient, whereas it is our understanding of the role of childhood adversity 

as a factor contributing to health inequity is only beginning to emerge in society.   

Research on childhood adversity has identified that health inequity experienced in 

childhood can continue into adulthood, leading to poor physical and mental health 

consequences for individuals (Xafis, 2020). Those that experience poverty in childhood is 

more likely to experience higher mortality rates (Raphael, 2011). Experiences of adverse 

events in childhood include things such as family dysfunction or living with individuals with 

severe mental health issues or substance abuse issues (Bellis et al., 2017; Loxton et al., 2019; 

Xafis, 2020). These experiences can significantly affect overall health and wellbeing in 

childhood and adulthood (Bellis et al., 2017; Loxton et al., 2019; Xafis, 2020). Research on 

these topics has indicated that health inequity is an issue that stems from childhood (Nurius et 

al., 2016; Sonu et al., 2021). However, the COVID-19 pandemic has worsened the experience 
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of adversity for many children worldwide, which in turn will negatively influence their long-

term health outcomes (Bryant et al., 2020; Calvano et al., 2022; Sonu et al., 2021). This 

means it is vital to understand how childhood adversity can impact health and find ways to 

reduce the health inequity experienced by communities, particularly in NZ. Therefore, the 

following chapter will explore the topic of Adverse Childhood Experiences (ACEs) in depth 

to identify how they influence health and find ways to mitigate their effects on health, 

primarily to address this issue post-COVID-19 pandemic. 

Thesis overview 

This thesis will include five chapters. The first chapter will provide details of the 

ACEs topic through a literature review. In the second chapter, a literature review will detail 

the Implementation Science approach that will be utilised in the project. Following the 

literature reviews, the third chapter of the thesis will outline the current project's method and 

methodology. Chapter four will provide a synthesis of the results and the findings from the 

data analysis. Finally, chapter five will present a discussion of the findings in detail. 
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Chapter One: Adverse Childhood Experiences 

Scientists have been investigating single types of childhood adversity for a long time 

due to the associated, harmful, long-term consequences on individual mental health (Anda et 

al., 1999; Dube et al., 2001; Dube, Felitti, Dong, Chapman, et al., 2003; Dube, Felitti, Dong, 

Giles, et al., 2003; Felitti et al., 1998). However, it was in the 1990s that Kaiser Permanente 

and the Centre for Disease Control (CDC) in the United States of America (USA) discovered 

the collective impact of childhood adversity and the long-term effects on individuals’ lives 

(Felitti et al., 1998). Felitti and the authors (1998) coined this phenomenon, Adverse 

Childhood Experiences (ACEs). They found that ACEs are more common than expected and 

have cumulative effects over time, leading to poorer health outcomes and health behaviours 

(Felitti et al., 1998). This was a significant discovery, and following this information, interest 

in the field of ACEs grew rapidly. The current chapter will explore ACEs research that have 

been conducted globally and in New Zealand (NZ) to find potential ways to mitigate its effect 

on New Zealanders.  

The Origins of ACEs Research. Felitti and colleagues (1998) study began to explore 

the relationship between childhood abuse and later adult health outcomes. ACEs are not 

limited to single types of adverse experiences; instead, the focus is the collective impact of a 

range of adversities individuals may encounter in their childhood (Felitti et al., 1998). Felitti 

and colleagues (1998) described two categories of ACEs in their study. The first category 

includes physical, psychological, and sexual abuse (Felitti et al., 1998). The second category 

includes; household dysfunction; living in a household with substance abuse issues; violence 

towards the mother; mental illnesses; suicide attempts, or having an incarcerated parent 

(Felitti et al., 1998). Felitti and colleagues' (1998) study was pivotal in highlighting ACEs as 

a public health issue. This seminal study found that individuals that have four or more ACEs 

are more at risk for certain health issues like ischemic heart disease, cancer, chronic lung 
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disease, and more at risk of attempting suicide, drug use, and developing alcoholism (Felitti 

et al., 1998). The most powerful finding from this research was that the health issues 

developed due to ACEs could lead to early death in adults (Felitti et al., 1998). The 

neurobiological mechanisms involved in toxic stress will be explored next to better 

understand how these findings about ACEs work at a biological level. 

Toxic Stress. The relationship between ACEs and their long-term adverse outcomes 

can be explained by biological mechanisms involved in toxic stress. Toxic stress is a term 

used to explain constant exposure to trauma and stress (Hornor, 2015). If young people are 

exposed to intense trauma or stress over time without intervention, it can become toxic 

(Hornor, 2015). Neurobiology research has found that the Hypothalamic-Pituitary-Adrenal 

Axis (HPA), which responds to physiological stress, continues to be activated due to toxic 

stress. In turn, toxic stress can result in changes to the brain structures and chemistry (Hornor, 

2015). This can be harmful to young, developing brains, leading to the lifelong development 

of diseases and unhealthy behaviours (Hornor, 2015). These findings highlight the need to 

address ACEs early to prevent the development of toxic stress and lifelong diseases which 

leads to early death. 

Critique of the Original Study. Felitti and authors' (1998) work has also received 

many critiques. One prominent critique of the original study was the lack of diversity 

(Cronholm et al., 2015; Wade et al., 2016). The study only included white, middle to upper-

class, and insured participants (Cronholm et al., 2015; Wade et al., 2016). This hinders the 

generalisation of the study to other populations (Cronholm et al., 2015; Wade et al., 2016). 

Another critique uncovered was the limited adversities identified in the study (Cronholm et 

al., 2015; Wade et al., 2016). The adversities assessed by Felitti and authors (1998) were 

family-level issues, while other types of adversities, such as neighbourhood and community-

level issues, were neglected (Cronholm et al., 2015; Wade et al., 2016). Successive ACEs 



17 
 

research has addressed these limitations by exploring the effects of ACEs on different 

populations in the USA (Cronholm et al., 2015; Wade et al., 2016).  

Cronholm and colleagues (2015) study examined the prevalence of the original and 

expanded set of ACES items among racially and socioeconomically diverse participants. The 

expanded ACEs items include witnessed violence, discrimination, unsafe neighbourhoods, 

bullying, and foster care. Cronholm and authors (2015) found evidence to support the concept 

that greater levels of adversity are experienced by minority and low-income communities. 

When the original and expanded sets of ACEs were compared to a diverse population, they 

found that gender, poverty, and race have a stronger association with the expanded ACEs 

items than with the original items (Cronholm et al., 2015). This indicates that adversity varies 

across populations and that some groups are more prone to certain types of adversities than 

others (Cronholm et al., 2015). Thus, the concept of adversity arguably should be expanded 

when working with other populations (Cronholm et al., 2015). Wade and colleagues (2016) 

also expanded the ACEs categories to include bullying, safety, and neighbourhood safety. 

They found that the expanded set of ACEs was significantly associated with health risk 

behaviours and mental health issues but not physical health issues. However, these 

connections were not as strongly associated as conventional ACEs (Wade et al., 2016). This 

allowed them to capture a more accurate representation of the effects of ACEs on 

socioeconomically and racially diverse communities rather than assuming the same 

adversities affect all populations. Addressing issues of diversity and expanding the concept of 

ACEs has allowed researchers to better understanding of how ACEs' effects vary within 

different populations.   

Further Research Supporting ACEs. The original seminal study by Felitti and 

colleagues (1998) was followed by research that was also eager to investigate the effects of 

ACEs. This was because scientists were interested in understanding more about the link 
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found between collective childhood trauma experiences and their long-term impacts on 

individuals’ physical health and health behaviours (Anda et al., 1999; Dube et al., 2001; 

Dube, Felitti, Dong, Chapman, et al., 2003a; Dube, Felitti, Dong, Giles, et al., 2003b; 

Edwards et al., 2003; Felitti et al., 1998). Similar to the findings from the original study, 

subsequent studies also found that ACEs can increase the chance of developing a range of 

health issues and health behaviours. They also found more evidence linking various types of 

problematic health behaviours through their study, such as drug use and addiction, suicide 

attempts, smoking, alcoholism, a high number of sexual partners, and contracting sexually 

transmitted diseases (Anda et al., 1999; Dube et al., 2001; Dube, Felitti, Dong, Chapman, et 

al., 2003a; Dube, Felitti, Dong, Giles, et al., 2003b). These studies also showed a graded or 

dose-response effect based on the number of ACEs contributing to disease and health 

behaviours in line with the findings from Felitti and colleagues (1998) work (Anda et al., 

1999; Dube et al., 2001; Dube, Felitti, Dong, Chapman, et al., 2003a; Dube, Felitti, Dong, 

Giles, et al., 2003b; Edwards & Clarke, 2005). These studies confirm and expand on the 

knowledge of ACEs and their link to developing risky health behaviours and diseases. This 

information also adds to the evidence that ACEs is a public health issue requiring early 

intervention. 

ACEs and Intergenerational Effects 

In addition, studies in the field of ACEs are beginning to explore the impact of ACEs 

on not just individuals but also on their relationships and intergenerational effects- namely, 

the effects of parents' ACEs on their children's development and parenting and parent-child 

relationships. Research that has examined the parent-child relationship and the 

intergenerational effects of ACEs has found that parental ACEs have links to adverse 

offspring effects (Folger et al., 2018; Guss et al., 2020; Lange et al., 2019; Lê-Scherban et al., 
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2018; Madigan et al., 2017; Mcdonnell & Valentino, 2016; Moog et al., 2018; Narayan et al., 

2017, 2021; Racine et al., 2018).  

Parent ACEs and Child Development. Studies in the field of ACEs found that 

mothers that were exposed to child maltreatment are more likely to experience mental and 

physical issues pre and post-pregnancy (Mcdonnell & Valentino, 2016; Racine et al., 2018). 

Madigan and colleagues (2017) study indicated that four or more maternal ACEs are 

associated with a two and fivefold increase in biomedical and psychosocial risks 

(respectively) to mothers and children. This means there is a higher risk of preterm births, 

fetal mortality, and adjustment issues in children later in development (Madigan et al., 2017). 

Research also found that a combination of maternal and paternal ACEs is associated with an 

increased risk of developmental delay in their offspring (Folger et al., 2018). Brain studies 

have found that children born to mothers that have experienced ACEs had smaller brain sizes 

and low amounts of grey matter volume compared to children whose mothers were not 

exposed to ACEs (Moog et al., 2018). This suggests delays in the intrauterine development of 

cortical grey matter.  

Subsequently, research has indicated that mothers who have experienced higher levels 

of ACEs are more likely to have offspring with health problems, issues with socioemotional 

functioning, problems in early development, and altered developmental trajectories. This is 

linked to increased susceptibility to the development of psychopathologies in offspring later 

in life (Mcdonnell & Valentino, 2016; Moog et al., 2018; Racine et al., 2018). These findings 

indicate that maternal ACEs' impact can trickle down through generations (Racine et al., 

2018). This evidence also helps to support the theory that biophysical and behavioural 

processes that occur during pregnancy can consequently influence their children’s early 

development (Racine et al., 2018). It also highlights the intergenerational effects of ACEs 

(Racine et al., 2018).   
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Parenting and Parent-Child Relationships. Similar to previous individual ACEs 

studies, a dose-response relationship was also identified in increased maternal ACEs, later 

increased parental stress, and a decrease in positive parenting practices (Lange et al., 2019). 

This is extended by studies examining parents' executive functioning, which was found to 

also play an indirect role in their interactions with their children (Guss et al., 2020). This 

indicates that increased parent ACEs are connected to conflict with their children (Guss et al., 

2020). Research also indicates that the psychosocial influence of maternal behaviour could 

influence children indirectly through unresponsive parenting styles. This can be linked to 

attachment-based issues (Folger et al., 2018).  

Research indicates that parental ACEs can influence attachment by impeding the 

development of secure attachment between parents and children (Ainsworth et al., 2015; 

Bowlby, 1982; Carlson et al., 1989; Cyr et al., 2010). Consequently, the offspring of these 

caregivers may develop insecure or disorganised attachment styles (Ainsworth et al., 2015; 

Bowlby, 1982; Carlson et al., 1989; Cyr et al., 2010). This, in turn, can have long-lasting 

effects on children's development into adulthood (Mikulincer & Shaver, 2012). This is 

because the parent-child relationship can influence all future social interactions with others. 

Studies have found that attachment-based issues in children can lead to the development of 

mental health issues and difficulties in romantic relationships later in life (Mikulincer & 

Shaver, 2012).  

Research also highlights the intergenerational transmission of parent ACEs. Studies 

among vulnerable communities like the homeless found that a higher number of parental 

ACEs contribute to the development of ACEs in their offspring a generation later (Narayan et 

al., 2017). Letourneau and authors (2019) study suggest that maternal mental health may 

influence the intergenerational transmission of ACEs, especially to boys. While Craig and 

colleagues (2021) research also showed evidence of an intergeneration transmission of ACEs, 



21 
 

however they found that it was not a direct interaction to explain offending behaviour. These 

findings illustrate intergenerational effects of ACEs and how they can influence parenting 

practices and lead to adverse outcomes for their offspring. Thus, these findings emphasise the 

need to address these issues in families for the health of all members. 

ACEs in the Context of New Zealand  

NZ is one of many countries that developed an interest in ACEs, as Felitti and 

colleagues' work produced attention globally. This led to the proliferation of ACEs research 

in NZ. Many of the initial studies that explored ACEs in NZ focused on investigating single 

types of adversities and their long-term effects (Boden et al., 2010; Danese et al., 2009; 

Fanslow et al., 2007; Fergusson et al., 2000, 2008; Marie et al., 2008b, 2008a, 2012; McLeod 

et al., 2018; Reuben et al., 2016). NZ research on the cumulative effects of multiple ACEs 

has only emerged recently, along with studies exploring potential ways to combat the effects 

of ACEs (Fanslow et al., 2021; Hashemi et al., 2021; Walsh et al., 2019, 2020). These studies 

will be examined in the following section.  

Fanslow and colleagues' (2021) study and  Walsh and colleagues' (2019) study are the 

two research projects that have so far investigated the cumulative effect of multiple ACEs on 

the NZ population. These studies have been integral in identifying the prevalence rates of 

ACEs and their effects on New Zealanders. Fanslow and colleagues (2021) found that 55% of 

adults surveyed through the 2019 NZ Family Violence survey (2019 NZFVS) have 

experienced at least one ACE, and 11.6% of people have four or more ACEs. They also 

found that one out of nine people has experienced at least four ACEs before the age of 18 

(Fanslow et al., 2021). ACEs were found across sociodemographic characteristics (Fanslow 

et al., 2021). Māori participants reported the highest levels of all types of ACEs compared to 

their counterparts (Fanslow et al., 2021). The study also found all eight types of ACEs were 



22 
 

associated with Intimate Partner Violence (IPV) and Non-Partner Violence (NPV) (Fanslow 

et al., 2021).  

Another NZ study by Walsh and colleagues (2019) examined ACEs and their link to 

school readiness in NZ children using the longitudinal study growing up in New Zealand 

(GUiNZ). The study's findings indicate that at 54 months, 52.8% of the young participants 

have experienced at least one ACE, and 2.6% have experienced four or more ACEs (Walsh et 

al., 2019). The findings also highlight the effects of ACEs on a range of age groups in NZ. 

Similar to the trend found in the original ACEs study, both studies that investigated ACEs 

prevalence rates report a dose-response relationship between the variables explored (Fanslow 

et al., 2021; Walsh et al., 2019). This means as the number of ACEs increased, the chance of 

exposure to later IPV or NPV also increased (Fanslow et al., 2021). Walsh and the authors 

(2019) found that a higher number of ACEs is associated with low scores in the preschool 

readiness tests in NZ children. These findings add to the existing literature in the field and 

inform on the rates of ACEs in NZ.  

Two studies also looked at potential ways to mitigate the effects of ACEs on the NZ 

population (Hashemi et al., 2021; Walsh et al., 2020). Hashemi and colleagues (2021) 

examined the effects of Positive Childhood Experiences (PCEs) on combating the effects of 

ACEs, also using the 2019 NZFVS. Results indicate that participants with high ACEs scores 

are less likely to report positive health outcomes (Hashemi et al., 2021). They also found that 

any experience with ACEs is damaging to health, even with the presence of PCEs (Hashemi 

et al., 2021). Walsh and colleagues (2020) examined the use of a Predictive Risk Model 

(PRM) in identifying families at risk and detecting protective factors to mitigate the risk 

(Walsh et al., 2020). This was done using GUiNZ by identifying participants with no ACEs 

despite PRM showing a high risk for ACEs (Walsh et al., 2020). The authors identified 749 

protective factors, which were divided into the following categories, mother-partner 
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relationship, family finances, parent health and wellbeing, community or neighbourhood, and 

parent-child relationship (Walsh et al., 2020). The results indicate the most strongly 

associated protective factor mitigating the predicted high-risk participants with no ACEs is 

the mother-partner relationship factor (Walsh et al., 2020). This finding provides some 

information on addressing the issues of ACEs; however, more research is required. The 

current findings in NZ research confirm ACEs as a public health issue that requires attention. 

While these studies attempt to find ways to address this issue in NZ, we still require further 

research to assist with identifying guidelines and interventions in NZ.  

ACEs and Screening 

ACEs literature internationally and in NZ has painted a grim picture of the long-term 

consequences of adversity on people's lives. Thus, it is essential to explore how this public 

health issue can be addressed to reduce the adverse outcomes. Currently, in NZ, research is 

only beginning to explore ways to combat ACEs and does not have specific guidelines to 

advise on responding to this issue at the moment (Hashemi et al., 2021; Walsh et al., 2020). 

When looking globally, the USA stands out because research is starting to implement 

guidelines to address ACEs. One prominent suggestion that has evolved from work in the 

USA is the introduction of universal screening in healthcare settings (Anda et al., 2020; 

Barnes et al., 2020). This strategy attempts to systematically identify and inform treatment to 

tackle a range of behavioural, health, and developmental problems associated with ACEs 

(Barnes et al., 2020). This is because the scores derived from the screening tool have been 

instrumental in identifying the relationship between childhood adversity, health, and social 

consequences (Anda et al., 2020). The American Academy of Pediatrics (AAP) has issued 

both policy statements and guidelines for paediatricians on screening and carrying out 

surveillance to detect risks and protective factors important for the development and mental 

health of children and parents (American Academy of Pediatrics Task Force on Mental 
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Health., 2010). Similarly,  primary care health workers are also encouraged to screen for 

ACEs because they frequently interact with parents and children from an early age (Forkey et 

al., 2021; Marie-Mitchell et al., 2016).  

Despite the recommendations, one of the main challenges in resolving this public 

health issue is the lack of evidence showing the best practice of collecting information about 

ACEs in paediatric settings (Barnes et al., 2020; Mendel et al., 2021). This issue is 

compounded by a host of challenges related to the ACEs tool (Barnes et al., 2020; Dube, 

2018). The original ACEs questionnaire was primarily designed for research, not for 

screening (Anda et al., 2020). Thus it does not have a single outcome measure; instead, it 

outlines subjective social and psychological outcomes of health (Barnes et al., 2020; Dube, 

2018). This impedes identifying clear cut-off points and suitable interventions for those with 

high ACEs scores (Barnes et al., 2020). It has also been critiqued for its inability to identify 

the severity, duration, breadth of ACEs, sex differences, protective factors, and the timing of 

exposure in individual development (Anda et al., 2020; Barnes et al., 2020; Mendel et al., 

2021).  

Certain ACEs items from the original screen have also been criticised for being 

irrelevant to the current climate (Finkelhor, 2018; Joy & Beddoe, 2019). Finkelhor (2018) has 

argued that the tool needs to be adapted and include other child adversity variables that are 

more context-specific such as bullying and peer rejection. NZ-based research by Joy and 

Beddoe (2019) has critiqued the use of incarceration of a parent as an item in the ACEs 

screen. The authors state that certain groups in society are more likely to be incarcerated 

(Māori and Muslim people) than other groups for similar crimes (Joy & Beddoe, 2019). This 

is due to institutional racism experienced by these vulnerable groups (Joy & Beddoe, 2019). 

The authors argue that the questions in the ACEs screen are set up to measure parental 

criminal behaviour on offspring (via parental imprisonment) by measuring the impact of 
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racism and relative privilege of different groups in society (Joy & Beddoe, 2019). Thus, they 

suggest that the ACEs tool is inappropriate to be used across populations without considering 

the impact of racism.  

Several questionnaires have been adapted to include broader categories of ACEs 

(Forkey et al., 2021; Jacob et al., 2019). However, these questionnaires face the same critique 

as the original screen regarding validity and reliability. This means none of the ACEs 

questionnaires are validated or standardised to be used in practice (Forkey et al., 2021). Due 

to all the issues outlined, concern has risen about the potential misapplication of the ACEs 

tool to screen, allocate risk levels, and make decisions about interventions for those identified 

(Anda et al., 2020; Dube, 2018; Finkelhor, 2018; Mclennan et al., 2019).  

In addition to the issues with the ACEs questionnaire, research also advises against 

rushing into the widespread screening of ACEs in general (Finkelhor, 2018; Joy & Beddoe, 

2019; Mclennan et al., 2019; Racine et al., 2020). Finkelhor (2018) suggests considering the 

following three questions before introducing screening for ACEs; What are effective 

interventions and responses required for individuals that test positive for ACEs? What are the 

possible consequences of screening? What should clinicians be screening for using the ACEs 

questionnaire? (Finkelhor, 2018). If these questions are not considered, there is a chance that 

screening could cause more harm in the form of re-traumatising and facilitate stigma among 

individuals with high ACEs scores (Racine et al., 2020). Therefore many are cautioning 

against the use of the ACEs tool in a diagnostic or predictive capacity at an individual level to 

allocate risk and make decisions about interventions (Anda et al., 2020; Forkey et al., 2021). 

They suggest addressing the identified issues before attempting to introduce the widespread 

screening of ACEs (Anda et al., 2020; Finkelhor, 2018).  
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Trauma-Informed Care.  

Despite all the critique on utilising ACEs routinely in primary care, it can be argued 

that ignoring or not screening for trauma experiences can also be unethical (Becker-Blease & 

Freyd, 2006; Deprince & Freyd, 2006; Jaffe et al., 2015). Research shows that questions and 

conversations about ACEs- when done sensitively- can be beneficial for trauma survivors 

(Becker-Blease & Freyd, 2006; Deprince & Freyd, 2006; Jaffe et al., 2015). To address the 

current issues with the ACEs screening tool, a Trauma-Informed Care (TIC) approach has 

been suggested as a solution (Mendel et al., 2021). Hodas (2006) argue for universal 

precautions and the use of TIC by adopting a system in which all patients are presumed to 

have traumatic experiences. This points to considerations about the utility of TIC in everyday 

practice by clinicians (Goddard, 2021).  

To explain it more simply, TIC is about professionals stopping and considering the 

role of trauma and how its’ long-term effects influence peoples’ lives (Wilson et al., 2013). 

Consideration should also be given to how people with trauma behave differently; what can 

be done to reduce re-traumatisation; and what can be done to help heal from their experiences 

(Wilson et al., 2013). It promotes understanding and thoughtful responses to people that have 

experienced trauma (Hopper et al., 2010; Roberts et al., 2019). TIC is an approach to service 

delivery rather than a model. It combines knowledge of trauma and sensitivity into actions. 

This, in turn, helps to minimise the adverse effects of interventions and enhance meaningful 

engagement and the use of other models. Successful TIC relies on the ability to deliver 

evidence-based and evidence-informed trauma-specific interventions when needed. It also 

moves beyond, to viewing the whole service-delivery experience through a trauma lens.  

Therefore, the TIC approach encourages working together with those that experience 

trauma as partners (Wilson et al., 2013). It has been proposed that in turn, TIC can aid people 

with trauma to enhance their resilience and self-efficacy (Hopper et al., 2010; Roberts et al., 



27 
 

2019). This can help people face triggers and any adversities presented in the future (Wilson 

et al., 2013). Goddard (2021) outlines that based on this knowledge, people who have contact 

with individuals with trauma experiences can contribute to their healing process by providing 

a supportive relationship.  

So how would this work with ACEs screening? TIC can be used by introducing the 

six principles into practice. They are safety; trustworthiness and transparency; peer support; 

collaboration and mutuality; empowerment, voice, and choice; and cultural, historical, and 

gender issues (Substance Abuse and Mental Health Services Administration, 2014). TIC 

approaches do not have procedures to dictate their use; instead, they emphasis adherence to 

the principles generally (Substance Abuse and Mental Health Services Administration, 2014). 

This allows the TIC approach to be used in a wide variety of settings with room to carry out 

adjustments. Thus, an organisation implementing TIC requires changes at multiple levels and 

requires adherence to the core principles of TIC (Substance Abuse and Mental Health 

Services Administration, 2014). By realizing the effects of trauma on individuals, recognising 

the signs, and using the ACEs screening tool to provide further information, organisations 

can respond by applying TIC principles to provide the best care to those affected while 

resisting re-traumatisation. These practices have since been encouraged by the American 

Academy of Paediatricians (Duffee et al., 2021; Garner & Yogman, 2021). Therefore, TIC 

can be used to mitigate the issues identified earlier with the original ACEs questionnaire 

while using it to carry out surveillance of trauma in parents and children (Mendel et al., 

2021). 

Ecological Systems Theory 

The Ecological systems theory ( also known as the Bioecological theory) was 

developed by Bronfenbrenner (1979, 2005). This is a critical theory to consider when 

discussing ACEs. This is because Ecological systems theory assists in explaining the 



28 
 

complex interaction between developing human beings and their environment 

(Bronfenbrenner, 1979). Bronfenbrenner (1979) stated that the ecological environment 

comprises of five interrelated systems: Microsystem, Mesosystem, Exosystem, Macrosystem, 

and Chronosystem. These levels are arranged based on their influence on a child 

(Bronfenbrenner, 1979, 2005). The five systems are interconnected; therefore, the influence 

of one system can impact that of another system which can affect a child's development 

(Bronfenbrenner, 1979, 2005). This theory perceives children's development as a complex 

arrangement of connections influenced by multiple levels of nearby environments, beginning 

with the immediate interaction such as family, health, and school (Microsystem) to wider 

systems involving attitudes, laws, and culture (Guy-Evans, 2020). Therefore, this theory is 

crucial for tackling the issue of ACEs as it highlights that changes to children's environments 

can influence their development. It also emphasises the relevance and importance of early 

intervention for ACEs in children as it can have a lifelong positive impact on children's lives. 

ACEs and Perspectives of Health Professionals  

Given the evidence to identify ACEs earlier in children and families with the TIC 

approach and considering the ecological systems theory, how have healthcare settings utilised 

this information? At present, USA and Canada have carried out studies examining the use of 

the ACEs tool in health care settings. Findings from these studies can provide valuable 

insight into ACEs screening practices in healthcare settings. Therefore, the following section 

will review literature that examines ACEs screening practices of paediatricians, a range of 

physicians, and nurse practitioners.   

Paediatricians. Three USA-based studies provide valuable insight into Paediatricians’ 

ACES screening practices, ACEs knowledge, attitudes, and beliefs (Bright et al., 2015; 

Kerker et al., 2016; Szilagyi et al., 2016). Kerker and authors' (2016) work utilised the 2013 

AAP periodic survey, and it involved 302 paediatricians that work in general paediatric care. 
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Their work revealed that only 4% of the paediatricians enquired about all ten original ACEs 

(Kerker et al., 2016). In terms of ACEs knowledge, only a small number (>11%) of clinicians 

knew about the original study (Kerker et al., 2016). An important finding from the study was 

that paediatricians who believed it was within their scope to address socio-emotional issues 

were twice as likely to screen for ACES (Kerker et al., 2016). Similarly, clinicians interested 

in enhancing their mental health training are twice as likely to screen for ACEs (Kerker et al., 

2016). Szilagyi and colleagues' (2016) work extended the findings from the previous study. 

They found paediatricians who believed that their guidance prompted positive parenting 

skills questioned more about parent ACEs. Therefore, the authors argue that training is 

essential in enhancing confidence in using screening tools and increasing screening practices 

(Kerker et al., 2016; Szilagyi et al., 2016).  

Bright and colleagues' (2015) work examined ACEs screening practices of 210 

Paediatricians working with children from low-income households. They compared the 

prevalence rates reported by paediatricians to the caregiver-reported and state-reported 

prevalence rates for ACEs. They found that clinicians underestimated the prevalence rates in 

their community for all ACEs. Results also show that despite clinicians understanding the 

importance of screening for ACEs, they practice this sparingly (Bright et al., 2015). The 

authors highlight that this indicates a knowledge-practice gap in health care. The participants 

of this study also identified several barriers to screening. The barriers identified are: lack of 

an appropriate screening tool (3%); limited access to resources (13%); feeling overwhelmed 

by the number of conditions they are required to screen for; and some participants (2%) felt 

that it is not their role to screen for ACEs nor do they think it will benefit patients (Bright et 

al., 2015). These findings highlight paediatricians’ knowledge and practice in using ACEs 

screening. 
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These studies provide a glimpse into the screening practices of Paediatricians. The 

findings from the studies indicate low screening practices among Paediatricians (Bright et al., 

2015; Kerker et al., 2016; Szilagyi et al., 2016). All three of the studies provided different 

perspectives on the screening practices of Paediatricians. Kerker and colleagues' (2016) work 

and  Szilagyi and colleagues (2016) work found that Paediatricians' beliefs about information 

enhanced the chance of screening for ACEs. This suggests that Paediatricians may require 

more understanding of the rationale and benefits of ACEs screening to improve screening 

practices. Compared to the other studies, Bright and colleagues' (2015) work examined 

barriers to ACEs screening by Paediatricians. These barriers revealed that Paediatricians 

might require further education, training, resources, and support to implement ACEs 

screening.  

Physicians. Several studies have also examined ACEs screening practices, 

knowledge, attitudes, and beliefs of physicians from different specialties working with adults 

and families (Bora et al., 2021; Stork et al., 2020; Tink et al., 2017). Tink and Authors (2017) 

surveyed 115 first- and second-year doctors in the family medicine residency program at 

Calgary University, Canada. The results indicate that 2% of participants screened for ACEs 

on the patient's first visit (Tink et al., 2017). They also found that 65% of the participants did 

not feel confident enough to screen for ACEs. However, 80% of participants believe it is their 

role to carry out ACEs screening (Tink et al., 2017). When enquired about training, 45.5% of 

participants reported receiving medical training to screen for ACEs (Tink et al., 2017).  

Stork and colleagues' (2020) study examined a cohort of 226 community and resident 

doctors from a hospital and healthcare system based in the USA. They found that 81% of the 

participants did not have any knowledge of ACEs; a very small number (3%) of the clinicians 

indicated that they screened for ACEs (Stork et al., 2020). Bora and colleagues' (2021) work 

surveyed 72 physicians working with children at a not-for-profit healthcare organisation in 



31 
 

the USA. They found that only 18% of participants knew ACEs, and 37.5% of participants 

reported that they were not familiar with the original ACEs study (Bora et al., 2021). When 

enquired about the frequency of screening, only 2.8% of clinicians reported using an ACEs 

screen regularly, while 52.8% of participants stated that they had never screened patients for 

ACEs (Bora et al., 2021). Most participants (90.3%) reported not receiving formal education 

and training in ACEs or TIC (Bora et al., 2021). However, most participants (90.3%) 

believed training will benefit their practice (Bora et al., 2021). The most common barriers 

identified by participants for ACEs screening are lack of time, lack of training on working 

with traumatised young people, and perceived difficulty in accessing services and emergency 

services. These studies provide an understanding of physicians' screening practices and 

barriers that inhibit their practices, including systematic issues.  

These studies have illuminated the screening practices of physicians working with 

children and families (Bora et al., 2021; Stork et al., 2020; Tink et al., 2017). All three studies 

found that ACEs screening practices across physicians were low (Bora et al., 2021; Stork et 

al., 2020; Tink et al., 2017). Tink and colleagues (2017) study found that large number of 

physicians received medical training to complete ACEs screening. In contrast, Bora and 

colleagues' (2021) study found that most participants did not receive formal training and 

Stork and colleagues' (2020) study did not enquire about the participant's training. 

Interestingly, despite each study indicating different levels of training, the screening practices 

of physicians across the studies are low. Tink and colleagues (2017) found that lack of 

confidence in screening contributed to low screening numbers. In contrast, Stork and 

colleagues (2020) work did not investigate the reasons for low ACES screening rates. The 

study by Bora and colleagues (2021) provided the most insight into ACEs screening barriers 

and was the only study to enquire about TIC training. These findings suggest that physicians 
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working with children and families require more education, training, and support to become 

confident in screening for ACEs. 

Nurses. Two studies have examined the ACEs screening practices among Nurse 

Practitioners (NPs) (Branstetter et al., 2020; Kalmakis et al., 2017). Branstetter and 

colleagues' (2020) research examined the ACEs screening practices of 44 NPs in the USA. 

The survey found that only 15% of the participants frequently screen for childhood trauma. 

They also found that ACEs knowledge differed between specialties; psychiatric-mental health 

NPs knew more about ACEs than family NPs (Branstetter et al., 2020). Psychiatric NPs were 

found to be more knowledgeable and more likely to use ACEs screening compared to other 

NPs. The most commonly identified barrier by NPs was lack of time (Branstetter et al., 

2020).  

Kalmakis and colleagues (2017) conducted a mixed-method study to examine NPs' 

ACEs screening practices, skills, attitudes, and barriers. The survey was completed by 188 

NPS, and 12 NPs were involved in the focus group discussions (Kalmakis et al., 2017). They 

found that 34% of NPs frequently screened for ACEs and believed it was their duty 

(Kalmakis et al., 2017). NPS who identified as being moderate to very confident were 13 

times more likely to screen for ACEs than those who were not very confident (Kalmakis et 

al., 2017). The survey found that 52% of participants did not feel confident in screening for 

ACEs (Kalmakis et al., 2017). The study also identified six barriers impeding screening 

practices (Kalmakis et al., 2017). They were: lack of time to ask about ACEs; lack of time to 

provide counselling for people with trauma histories; feeling uncomfortable asking about 

psychosocial issues; being worried about retraumatising people; feeling as if there is little 

they could do; and being worried about offending clients by asking questions about trauma 

(Kalmakis et al., 2017). These findings highlight NPs' experiences using ACEs screening and 

provide insights into why some NPs might not screen for ACEs. 
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These findings provided insight into the ACEs screening practices of NPs. The results 

from the two studies showed that the frequency of screening practices among NPs is low 

(Branstetter et al., 2020; Kalmakis et al., 2017). Branstetter and colleagues (2020) found that 

NPs with more knowledge about ACES are more likely to screen for them. Kalmakis and 

colleagues' (2017) work identified that a higher confidence level also enhances ACEs 

screening practices. These findings suggest that having more knowledge of ACEs and 

confidence in completing the screening is likely to enhance the screening practices of NPs. 

Kalmakis and colleagues (2017) work provided more details on barriers impeding on ACEs 

when compared to Branstetter and colleagues (2020) work. This could be because of the 

different types of analysis carried out by each study. Kalmakis and colleagues (2017) study 

was a mixed method study, whereas Branstetter and colleagues' (2020) work was 

quantitative. The findings from the study indicate that NPs may require further education, 

training, and support to improve ACEs screening practices with individuals.  

Critique. Each of the studies indicates that health professionals have some knowledge 

of ACEs and that questions about ACEs are being asked of patients at times (Bora et al., 

2021; Bright et al., 2015; Kerker et al., 2016; Stork et al., 2020; Tink et al., 2017). However, 

the ACEs tool is not being used widely in primary healthcare settings. Some studies have 

identified barriers and recommendations to mitigate the issues health professionals are 

currently facing while trying to implement ACEs screening in their everyday interactions 

(Bora et al., 2021; Bright et al., 2020; Tink et al., 2017). In addition, TIC was only enquired 

about in one study ((Bora et al., 2021), despite research showing the importance of utilising it 

in screening for ACEs. These findings have highlighted the knowledge-practice gap that 

currently exists in healthcare settings.  

Knowledge-practice gaps occur when research evidence is not transferred effectively 

to make meaningful changes in health policy, clinical practice, or products (Lang et al., 
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2007). In this case, the evidence-based ACEs research findings are not being used effectively 

in health care settings, especially in Paediatrics, to mitigate its effects on parents and 

children. In addition, all studies that have examined the use of ACEs tools in practice have 

emerged from the USA and Canada (Bora et al., 2021; Kalmakis et al., 2017; Stork et al., 

2020). Therefore, the generalisation of the studies will be limited to similar samples. 

Research in NZ regarding the same practices is lacking. This means that currently, there is a 

gap in research that examines the transfer of knowledge that can identify and screen for 

ACEs and subsequently reduce their effects in the NZ health care system, particularly in 

Paediatric settings.  

Current Issues 

The lack of evidence-based ACEs knowledge transference into practice in NZ is the 

current issue that aims to be addressed in this current study. Translating knowledge-to 

practice is a challenging process (Rapport et al., 2018). Several studies done outside of NZ 

examined methods of introducing the ACEs screening tool to various primary care settings 

(DiGangi & Negriff, 2020; Glowa et al., 2016; Kia-Keating et al., 2019; Liu et al., 2021; 

Marie-Mitchell et al., 2019; Marsicek et al., 2019). These studies found that by using 

particular methods, it is feasible, acceptable, and appropriate to introduce the ACEs tool to 

primary care settings, even among culturally and economically varied groups (DiGangi & 

Negriff, 2020; Glowa et al., 2016; Kia-Keating et al., 2019; Liu et al., 2021; Marie-Mitchell 

et al., 2019; Marsicek et al., 2019). The majority of the studies (four out of six) used a 

method called Implementation Science (IS) to assist with the transference of knowledge to 

practice (DiGangi & Negriff, 2020; Kia-Keating et al., 2019; Liu et al., 2021; Marie-Mitchell 

et al., 2019).  

IS is an approach that has gained popularity over the past few decades, particularly 

within healthcare settings, because of its efficiency in transferring knowledge to practice 
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(Bauer et al., 2015; Rapport et al., 2018). It provides a more systematic way of approaching 

and introducing evidence-based research into practice (Rapport et al., 2018). This means an 

IS approach offers a way to assist with bridging the ACEs' knowledge-practice gap that 

currently exists in NZ. It is essential to note that the studies mentioned above focused on 

examining the feasibility of transferring the ACEs screening to the settings and did not 

provide details on the IS method used within the studies. In addition, all the studies carried 

out were done outside of NZ. This means more research is required to understand how the IS 

method can transfer knowledge to practice in an NZ setting. Therefore, in the following 

chapter, IS will be reviewed and discussed in depth to identify the factors that need to be 

considered when introducing ACEs screening into a Paediatric setting in NZ.  
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Chapter Two: Implementation Science 

Research in the field of healthcare is rapidly finding new innovative, evidence-based 

practices (EBPs) to enhance patient care (Forman et al., 2013). However, recommended 

EBPs are not being translated and utilized into practice in healthcare settings in a timely 

manner (Forman et al., 2013). When EBPs are not utilised as intended, it can lead to a host of 

issues, including inappropriate care of patients (Eccles & Mittman, 2006). Research has 

found that EBPs take approximately 17 years to be implemented in health settings from the 

time they are published (Balas & Boren, 2000; Morris et al., 2011). Even with these efforts, it 

is estimated that only half the number of EBPs published will be translated into practice 

(Balas & Boren, 2000). This creates a knowledge-practice gap (Bauer et al., 2015; Weinreb et 

al., 2010). This issue has grown the interest in utilising Implementation Science (IS) to assist 

in delivering EBPs in healthcare settings (Albers et al., 2020; Nilsen, 2020). This approach is 

used by clinical research to effectively implement EBPs into practice in an efficient, 

effective, and time-sensitive manner (Rapport et al., 2018). The current chapter will explore 

the topic of IS and review several frameworks to identify the most appropriate one for the 

current project. This will be carried out to identify the best way to implement ACEs screening 

practices in a New Zealand (NZ) health setting.  

IS is defined as "the scientific study of methods to promote the systemic uptake of 

research findings and other evidence-based practices into routine settings to enhance the 

quality and effectiveness of health services and care" (Eccles & Mittman, 2006, p. 1) It also 

involves understanding the influence of the implementation process on healthcare 

professionals and organisational behaviour (Eccles & Mittman, 2006). Successful 

implementation has been an important topic of discussion since the 1970s in the field of 

political science (Hupe, 2011; Hupe & Hill, 2016; Weatherley & Lipsky, 1977). However, IS 

became popular in practice when it was considered alongside the introduction of EBP in the 
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field of medicine (Albers et al., 2020; Sackett et al., 1996). Since this time, IS has been 

adopted by many different disciplines (Albers et al., 2020; Nilsen, 2020). It is important to 

highlight that IS involves a broader scale than conventional clinical research (Bauer et al., 

2015). IS work also requires trans-disciplinary collaborations that include individual 

members who are not routinely involved in clinical trial research (Bauer et al., 2015). Its 

focus moves beyond the patient level to include the provider, organisation, and policy levels 

in the field of healthcare (Bauer et al., 2015). For example, at the provider level utilising 

strategies such as education and training, and performance incentives, and at an organisation 

level, facilitating directed effort organise staff to assist with multiple levels of organisational 

change via coaching by providers or teams (Bauer et al., 2015). This is usually done within a 

theory, framework, or a model to structure the process. The use of a TMF in IS research will 

be explored next.  

Theories, Models, or Frameworks 

Implementation success is usually measured based on the sustainability of the 

program applied (Massey & Vroom, 2020). To ensure successful implementation the process 

requires a strong foundation. A keyway to begin the process of implementation is by utilizing 

TMFs that can guide the process. Many theories utilised in IS have been adopted from fields 

such as sociology, organisational theories, and psychology. TMFs have also been developed 

in the field of IS (Nilsen, 2020). Many TMFs exist in the field of IS which makes it difficult 

to identify one to use in implementation. The next section will introduce several TMFs and 

will evaluate how different TMFs can implement EBPs. 

iPARIHS. iPARIHS (Integrated Promoting Action on Research Implementation in 

Health Services) framework was originally designed for use in healthcare settings (Harvey & 

Kitson, 2020). The core constructs of the iPARIHS are; successful implementation (SI), 

Evidence (E), Context (C), and facilitation (F) (Harvey & Kitson, 2020). Successful 
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implementation is defined as the function of the dynamic interplay between evidence, 

context, and facilitation (Harvey & Kitson, 2020). The proposition in the iPARIHS 

framework states that successful implementation is a product of facilitating innovation (I) 

with the intended recipient (R) in their contextual (C) setting or (SI =F(I, R, C)) (Harvey & 

Kitson, 2020). The previous version of iPARIHS (PARIHS) received several criticisms. Thus 

it has undergone changes to address the limitations of the previous framework, and iPARIHS 

became the revised version of PARIHS (Harvey & Kitson, 2020). iPARIHS is a widely used 

framework within the health sector to carry out the implementation of EBPs. The following 

section will outline the strengths, limitations, and recommendations provided by studies that 

have utilised the iPARIHS framework for implementation.  

Several strengths have been identified in using the iPARIHS framework in 

implementation. Firstly, a strength of the iPARIHS framework is its usefulness in 

systematically planning the process before introducing an EBP (Peel et al., 2021; Roberts et 

al., 2021; Steffen et al., 2021). It allows researchers to understand the interaction between all 

components in implementation, which assists in planning the implementation process 

(Laycock et al., 2018). It is a good tool for planning and assessing facilitation that is practice-

based (Laycock et al., 2018). It helped clarify how EBP can work in a complex environment. 

It can also help conceptualise the facilitators' involvement in creating success as well as any 

shortfalls (Laycock et al., 2018).  

Secondly, the four domains ( facilitation, innovation, recipients, and context)  were 

consistently highlighted across studies due to their usefulness in implementation, particularly 

to identify barriers and facilitators (Cao et al., 2021; Peel et al., 2021; Roberts et al., 2021; 

Steffen et al., 2021). Thirdly, this framework was able to identify barriers, which enabled the 

use of tailored strategies to be placed to mitigate the barriers before implementation (Roberts 

et al., 2021; Steffen et al., 2021). Fourthly, some studies found that the framework is useful in 



39 
 

organising data, providing an understanding of the translation of research into practice and 

how this can be delivered in healthcare settings (Roberts et al., 2021; Steffen et al., 2021). 

Finally, the constructs and subconstructs of the iPARIHS framework helped develop 

interviews and analyse data (Laycock et al., 2018; Steffen et al., 2021).  

Several limitations of the framework were also highlighted by the studies. Firstly, 

Steffen and the authors (2021) found that iPARIHS lacks clarity around the action required to 

activate the component of facilitation and the sub-classifications in the framework. They 

suggest this limitation can be resolved by providing more detail about the element of 

facilitation. This in turn will be important for the operationalization of the framework and 

identifying facilitation barriers (Steffen et al., 2021). Secondly, Gustavson and colleagues 

(2021) found the application of the iPARIHS framework challenging because the 

subconstructs overlapped partially due to their lack of clarity. This made it difficult for the 

authors to assign barriers and facilitators, identified during the analysis stage, to a single core 

component of the framework (Gustavson et al., 2021).   

Several recommendations were suggested to improve future studies using iPARIHS in 

implementations. Firstly, leadership support was identified as a crucial factor in EBP uptake, 

such as the utility of nurse managers as key facilitators in the implementation due to their 

knowledge and experience in healthcare settings (Cao et al., 2021; Peel et al., 2021). 

Secondly, Peel and colleagues (2021) found a lack of time hindered the uptake of 

implementation by some departments in the hospital, thus they recommend ensuring enough 

time is set aside to complete implementation. Thirdly, Peel and colleagues (2021) found that 

in healthcare settings utilising support from not only the targeted stakeholders or providers 

but also other healthcare professionals in the process would be helpful. This was identified as 

a potential factor that influences the change, uptake, and sustaining of a novel EBP in 

healthcare settings (Peel et al., 2021). 
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REP Framework. The Replicating Effective Program (REPs) Framework was 

initially developed by the US Centres for Disease Control and Prevention (CDC) (Kilbourne 

et al., 2007). It was originally developed to create a package and disseminate EBP for HIV 

(Human Immunodeficiency Virus) and to bridge the research and practice gap, especially to 

package interventions to effortlessly implement them in non-academic settings such as 

community-based centers (Kilbourne et al., 2007). The framework was constructed from a 

systematic literature review and community input. The REP framework consists of four 

phases: pre-condition, pre-implementation, implementation and maintenance, and evolution 

(Kilbourne et al., 2007). Each of the phases has a set of activities to complete within the 

phase. See Table 1 (Kilbourne et al., 2007). To date, the REP framework has been adapted 

and utilized in implementing a range of EBPs in a range of healthcare and community-based 

service settings. These studies have identified several strengths, limitations, and 

recommendations in using the REP framework to implement EBPs.  

 

 

 

 

 

 

 

 

 



41 
 

 

Table 1 

 

Replication Effective Program (REP) Framework 

 

Phase  

 

Activity  Process Who 

Pre-condition Identify need  Identify high-burden condition Researcher  

  Identify barriers to 

implementation 

 

 Identify effective intervention Identify intervention tested in a 

completed, randomised 

controlled study  

Researcher  

 Identify Barriers Organisational needs 

assessment, usual care  

Researchers, representatives 

from practices, providers of 

community-based organisations 

 Draft Package  Write package into everyday 

language  

Intervention developers 

  Distinguish core elements, 

menu options 

 

Pre-implementation Community Working Group Select community working 

group (CWG) 

Researcher, CWG  

  Refine package, core elements, 

and menu options refined based 

on CWG input, adjudicated by 

intervention developers 

 

  Refine training, technical 

assistance approach strategies 

per CWG input  

 

 Pilot test package orientation Further refinement of the 

package  

Researcher, CWG 

  Identify eligible organisations  Researcher, CWG, 

organisations participating in 

implementation 

  Logistics of dissemination  

  Kick-off meeting, package 

disseminate 

 

Implementation Training  

Technical assistance  

Evaluation 

Organisation staff training  Researchers and staff 

  Follow up with organisations Technical assistance expert 

  Formative evaluation Researchers  

  Model fidelity   

  Patient outcomes  

  Return on investment   

 Ongoing support 

Feedback and refinement  

Continue CWG, site visits  Researchers, CWG 

  Analyse data, inform 

sustainability  

CWG, Researchers 

  Refine package   

Maintenance and evolution Organisational, financial 

changes 

CWG advises on sustainability 

  

Researchers, CWG, sites  

  Develop a business case for 

intervention and REP process  

 

 National dissemination Reproduce package  Researchers, CWG 

  Refine business case: Return 

on investment  

 

 Re-customise delivery as the 

need arises 

Continue to refine the package  Researchers, CWG 

Note. Retrieved from Implementing evidence-based interventions in health care: application of the replicating effective programs 

framework by A. Kilbourne, M. Neumann, H. Pincus, M. Bauer, and R. Stall, 2007, Implementation Science, 2(42), p 4.  

 

The first strength identified by many of the studies using the REP framework is the 

ease and flexibility in adapting it to fit the needs of the intervention and target population 

(Boucher et al., 2021; Hastings et al., 2018; Ramsay et al., 2019). This was made possible 
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because the framework was able to determine the core elements of the EBI and its suitability 

for adaptation (Boucher et al., 2021; Kwan et al., 2020; Ramsay et al., 2019). Two studies 

tracked the changes, one using a framework named FRAME, and the other did not specify a 

tool (Boucher et al., 2021; Kwan et al., 2020). Tracking adaptations helped the researchers 

figure out which elements of the implementation process worked and which did not (Boucher 

et al., 2021). Identifying the core elements of each study and tracking the changes also helped 

to ensure fidelity and rigour in the studies (Boucher et al., 2021; Kwan et al., 2020). Kwan 

and colleagues (2020) found adaptation of the EBI assisted in reducing barriers.  

A second strength identified in the REP framework is its early emphasis on 

determining partners and stakeholders, obtaining buy-in frequently by leadership and front-

line staff via meetings, collaborating with centers, forming a task force, and gathering expert 

knowledge (Boucher et al., 2021; Dean et al., 2016; Hastings et al., 2018; Ramsay et al., 

2019). All these elements assisted the studies in successfully implementing the EBPs 

(Boucher et al., 2021; Dean et al., 2016; Hastings et al., 2018; Ramsay et al., 2019). These 

steps in the initial stages aided researchers in identifying potential barriers to implementation 

and helped mitigate many of them in the study (Boucher et al., 2021).  

A third strength of the framework is it allowed researchers to recognise the barriers to 

implementing the intervention during the pre-implementation stage (Ramsay et al., 2019). 

Fourthly, the framework allows researchers to plan before implementation using its initial 

two phases, pre-condition and pre-implementation (Eappen et al., 2018; Zarafshan et al., 

2019). This is particularly helpful for individuals without prior experience in completing the 

implementation because the framework is easy to apply (Eappen et al., 2018). Lastly, peer 

mentoring was identified as valuable for the implementation process, especially in the last 

stage of REP (Boucher et al., 2021). They found that information exchange between centers 

during implementation helps provide collegial support (Boucher et al., 2021).  
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In addition to strengths, some studies also identified limitations to the REP 

framework. Firstly, researchers found that the REP framework did not provide detailed 

instructions on modifying the framework to suit the EBP in the context (Ramsay et al., 2019). 

Therefore, they emphasised the need for more research examples that have modified the 

framework (Ramsay et al., 2019). Secondly, a larger amount of time and resources were 

required to fully implement the intervention (Ramsay et al., 2019). They suggest that other 

people who seek to use this framework, including researchers, could benefit from a shorter 

version of the REP framework to carry out implementation (Ramsay et al., 2019).  

Based on the strengths and the limitations, several recommendations were outlined. 

Firstly, pre-implementation requires a large portion of time. Thus, it was recommended to 

others intending to use the REP framework to ensure that enough time was set aside for this 

phase (Ramsay et al., 2019). Secondly, it was recommended that researchers provide 

innovative methods for introducing crucial elements of the EBP to the target population 

(Ramsay et al., 2019).  

SIC Framework. The Stages of Implementation Completion (SIC) framework is an 

assessment device developed to measure the implementation process and objectives. This tool 

was first developed via a randomised controlled implementation trial (Chamberlain et al., 

2011). This measure was originally designed to be flexible in exploring varying 

implementation approaches and in being standardised to be able to gather information about 

the different implementation approaches (Saldana et al., 2020). The aim of developing the 

SIC tool was to provide a low-burden observation tool for developers and organisations to 

track the progress of those attempting to implement and adopt EBPs (Saldana et al., 2020). It 

was created as a research tool, but it was successful in predicting implementation outcomes, 

successful program start-ups (Saldana et al., 2011), and considering costs and resources in the 

implementation process (Saldana et al., 2014). It comprises eight stages which range from 
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initial interactions with developers to examining clinician competency (Chamberlain et al., 

2011) see Table 2. 

 

 

Table 2  

 

The Stages of Implementation Completion (SIC) Framework 

 

Phase  

 

Stage Activity Involvement  

Pre-

implementation  

1. Engagement 1.1 Date site is informed 

service/program available  

System leader 

  1.2 Date of interest indicated   

  1.3 Date agreed to consider 

implementation  

 

 2. Consideration of Feasibility 2.1 Date of first contact for pre-

implementation planning  

System leader, 

Agency  

  2.2 Date first in-person 

meeting/feasibility call 

 

  2.3 Date Feasibility questionnaire is 

completed 

 

 3. Readiness planning 3.1 Date of cost/funding plan review  System leader, 

Agency  

  3.2 Date of staff sequence, timeline, 

hire plan review  

 

  3.3 Date of Foster parent 

recruitment review 

 

  3.4 Date of referral criteria review   

  3.5 Date of communication plan 

review 

 

  3.6 Date of Meeting #2/ Stakeholder 

meeting 

 

  3.7 Date written implementation 

plan completed 

 

  3.8 Date MTFC Service Provider 

Selected 

 

Implementation 4. Staff Hired and trained 4.1 Date agency checklist completed Agency, 

Practitioners  

  4.2 Date 1st staff hired  

  4.3 Date Program Supervisor trained  

  4.4 Date clinical training held  

  4.5 Date Foster Parent training held  

  4.6 Date Expert Consultant assigned 

to the site 

 

 5. Adherence monitoring processes in 

place  

5.1 Date Parent Daily Report 

training held  

Practitioners, 

Child/family 

  5.2 Date of 1st program 

administrator call 

 

 6. Services and consultations begin 6.1 Date of the first placement Practitioner, 

Child/family 

  6.2 Date of first consult call  

  6.3 Date of first clinical meeting 

video received 

 

  6.4 Date of first foster parent 

meeting video received 

 

 7. Ongoing services, consultation, 

fidelity monitoring, and feedback 

7.1 Dates of site visits (3) Practitioner, child/ 

family 

  7.2 Date of implementation review 

(3) 

 

  7.3 Date of final program 

assessment 

 

Sustainability 8. competency 8.1 Date of the certification 

application 

System, Agency, 

Practitioner  

  8.2 Date certified  

Note. Retrieved from Observational measure of implementation progress in community-based settings: The stages of implementation 

completion (SIC) by P. Chamberlain, C. Brown and L. Saldana, Implementation Science, 6 (16), p.4 
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Compared to other frameworks, SIC has not been used widely to carry out 

implementation in healthcare settings. This could be because SIC was intended to be used in 

a range of settings. The studies that have utilised SIC were carried out in various contexts 

such as schools, mental health settings, primary care prevention, substance abuse treatment, 

and state-wide system initiates (Bogan et al., 2020; Nadeem et al., 2018; Palinkas et al., 2018; 

Saldana et al., 2020). Each of the studies that used this framework reported successful 

implementation of their Evidence-based intervention (EBI) (Bogan et al., 2020; Nadeem et 

al., 2018; Palinkas et al., 2018; Saldana et al., 2020). Most of the studies attribute the success 

to the SIC framework's comprehensive way of tracking the progress of the implementation 

process (Nadeem et al., 2018; Palinkas et al., 2018; Saldana et al., 2020). This allows the 

researchers to identify why certain staff members or sites discontinued or were not successful 

in implementing the EBI. SIC's approach also assisted in identifying individual factors that 

contributed to the overall success of implementation, such as prior experience implementing 

EBPs (Nadeem et al., 2018; Palinkas et al., 2018). The SIC framework is also easily 

adaptable (Nadeem et al., 2018). Saldana and colleagues (2020) also found the SIC 

framework to be a low-burden tool in their implementation efforts. It was also identified as a 

reliable tool with strong face validity. Studies that utilised SIC did not comment on any 

limitations of the framework. This could also be due to the lack of studies that have used the 

SIC in implementation.  

Utility of TMF in IS research 

The use of TMFs is important in IS research because it can be used to clarify or 

enhance the research process (Rapport et al., 2018). Research indicates that due to the lack of 

theoretical underpinnings in early IS studies, researchers struggled to identify the reasons 

they had varied results (Davies et al., 2003; Eccles et al., 2005; Kitson et al., 1998; Michie et 

al., 2005; Sales et al., 2006). Early IS research was empirical, and theoretical underpinnings 
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were not considered (Nilsen, 2020). Updated IS research suggests that the utilisation of 

theoretical underpinnings provides a way for researchers to determine and outline how and 

why certain implementations are successful while others are not (Nilsen, 2020). The last ten 

years of research into IS have identified the need to include a theoretical basis and 

approaches to facilitate work in this field (Nilsen, 2020). Therefore, the use of TMF has 

become an important mechanism that leads to success in the implementation of EBPs (Nilsen, 

2020). The following section will focus on identifying the current issue and context to 

determine the most appropriate framework to utilise in the current research project.  

Current Issue and Context.  

The three frameworks evaluated can each be used to carry out Implementation. 

However, each framework has its strengths and limitations. This means researchers intending 

to carry out implementation must consider the individual needs of the study (Hamilton & 

Finley, 2019). The current study's considerations must include the issue the EBP is 

attempting to resolve, the context in which it will be introduced, and how these aspects match 

the strengths and limitations of each framework as it applies to the EBP.  

The previous chapter reviewed the topic of ACEs, the current best practices, and what 

is occurring in primary healthcare settings. These discussions revealed a major gap in 

literature and practice. The knowledge-practice gap inhibits the utility of universal screening 

in NZ Paediatric settings. Thus, IS will be used to explore how to resolve this issue. In 

considering context, at present, NZ is battling the COVID-19 pandemic, and the healthcare 

system is overwhelmed (Cummings, 2021; Ministry of Health, 2022b). In addition, the NZ 

health care system will be under reconstruction in 2022, which will likely add more pressure 

to the already burdened system (Department of Prime Minister and Cabinet, 2021). Another 

contextual factor to consider is the length of time. Many studies recommend having sufficient 

time to complete the project, especially in the initial planning stages (Peel et al., 2021; 
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Ramsay et al., 2019). Implementation could take a long time to complete from beginning to 

end, which a master’s thesis research may not have, especially with the added complication 

of conducting research during a pandemic and health reform. Therefore, it is beyond the 

scope of the current study to carry out implementation from beginning to end. Instead, it is 

useful to take time to plan the process before implementation.   

Choosing a framework. While each framework is suitable for implementation when 

considering the current issue to resolve and the context, one framework is more suitable for 

this task than the others. SIC framework is relatively user-friendly and has some research 

evidence supporting its effectiveness in implementation in healthcare (Bogan et al., 2020; 

Saldana et al., 2020). However, it lacks comprehensive research evidence showing its 

effectiveness in implementation in healthcare settings compared to the two other frameworks. 

iPARIHS Framework has many studies that show its effectiveness in carrying out 

implementation successfully from beginning to end (Cao et al., 2021; Laycock et al., 2018; 

Peel et al., 2021; Roberts et al., 2021; Steffen et al., 2021). In addition, the framework is 

developed for, and research is carried out in healthcare settings (Cao et al., 2021; Gustavson 

et al., 2021; Laycock et al., 2018; Peel et al., 2021; Roberts et al., 2021; Steffen et al., 2021). 

However, it lacks studies that have looked exclusively at the initial stages of implementation, 

which makes it difficult for novice researchers to utilise. In addition, some studies found that 

some key sub-constructs are under-defined and confusing to use (Gustavson et al., 2021; 

Steffen et al., 2021). One study found it difficult to use iPARIHS framework to implement in 

general (Gustavson et al., 2021). Therefore, iPARIHS and SIC are not the most suitable 

frameworks for this project.  

Consequently, the framework chosen for this project is the REP. While it may not be 

as extensive as in iPAHRIS, it provides research that comprehensively evaluates its 

effectiveness in healthcare settings. This is because it has sufficient research that shows its 
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effectiveness in implementing EBPs in healthcare settings (Dean et al., 2016; Hastings et al., 

2018; Kwan et al., 2020). In addition, REP in research is considered relatively user-friendly, 

especially for novice researchers using implementation (Eappen et al., 2018). Some research 

also showcases REP's ability to plan and evaluate an EBP before implementation (unlike 

iPAHRIS), using the first two stages, pre-condition and pre-implementation stages (Eappen et 

al., 2018; Zarafshan et al., 2019). Thus, REP is the best framework to utilise in the current 

study when considering the current issue, context and limitations, and strengths of the 

frameworks.   

Issues with Implementation  

Research indicates that despite IS's utility in bridging the gap between research and 

practice, there are still issues with using IS to implement EBPs. These issues can impede: the 

uptake of EBPs,  maintenance of progress over time, and overall success of implementation 

(Chaudoir et al., 2013; Durlak & Dupre, 2008; Li et al., 2018). Researchers have also 

emphasised that changes in organisations can lead to disasters (Probst & Raisch, 2005). 

Waltz and colleagues (2019) advise that this is not surprising due to the lack of guidance in 

the IS literature on using strategies, contexts, and timetables when implementing EBPs. Even 

though there is an extensive research base exploring IS, there is a lack of research that looks 

closely at universal factors that influence, adoption, implementation, and sustainability over 

time (Powell & Beidas, 2016). This is because of the complexity of examining contexts and 

systems within bigger systems (Powell & Beidas, 2016). However, many researchers have 

discovered that effective implementation depends on multiple factors, and these factors and 

interactions differ based on the local context needs (Durlak & Dupre, 2008). Therefore, it is 

difficult to provide one formula to identify the factors that promote the effective 

implementation of EBPs (Durlak & Dupre, 2008).  
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Baker and the authors (2015) have suggested tailoring implementation strategies 

based on identified determinants of practice. Determinants of practice are factors that could 

influence the effectiveness of interventions… and have been… referred [as] barriers, 

obstacles, enablers, and facilitators” (Baker et al., 2015, p. 5). Tailored interventions are 

defined as "strategies to improve professional practices that are planned, taking account of 

prospectively identified determinants of practice. This means that to achieve successful 

implementation it is essential to identify determinants of practice as it applies to the specific 

context and to tailor intervention strategies to gain the best implementation outcome. The 

following section will explore a range of factors that are determinants of practice and can 

influence implementation success.  

Barriers and Facilitators. Massey and Vroom (2020) consolidated several IS studies 

that examined factors that can determine implementation success. These determinants can act 

as barriers or facilitators and sometimes both to implementing EBPs. The authors identified 

and placed these factors into six categories (Massey & Vroom, 2020). The six categories are 

EBP, professional, client, organisation, community, and the implementation process (Massey 

& Vroom, 2020). The factors found within each of the six categories are outlined as follows. 

EBP characteristics identified are evidence of effectiveness, relative advantage, cost, 

complexity, trialability, and adaptability (Damschroder et al., 2009). Professional 

characteristics found are qualifications, relevant skills, readiness for change, training, and 

trust in leadership (Aarons, 2004; Durlak & Dupre, 2008; Fixsen et al., 2005). Client 

characteristics relevant to the successful implementation are, trust in the organisations, 

perceived relevance, perceived value, culture, faith, and individual differences (Durlak & 

Dupre, 2008) Organisational characteristics are the following, leadership, resources, 

procedural support, billing systems, referral systems, and funding strategies. Community 

strategies are acceptance, awareness, political support, and community support. The 
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implementation characteristics include training, coaching, preparation efforts, consensus 

building, clarity of manualisation, and implementation planning (Massey & Vroom, 2020).  

While there is no concrete set of implementation barriers and facilitators found in 

implementation research yet, these six categories provide an efficient way to conceptualise 

the findings in the field. Due to the sheer number of barriers and facilitators involved in the 

process of IS, it can be overwhelming for researchers to provide a comprehensive number. 

Thus, Massey and Vroom (2020) guide provide various examples of barriers and facilitators 

researcher may encounter in implementation. This information have highlighted the 

importance of identifying the determinants of practice in a project being implemented, 

especially given that they vary depending on the context. Therefore, it is important to begin 

the process of implementation planning by identifying the barriers and facilitators of a given 

context to ensure a successful implementation process.  

The Present Study and Research Questions 

Therefore, the current study will use the first stage of the REP framework, pre-

condition. This will be done to assist in identifying the determinants of practice, such as 

barriers and facilitators. These will be used to examine the elements required to successfully 

transfer research about ACEs screening into practice from health professionals at a Paediatric 

Department in NZ. To the best of the researcher's knowledge, this is the first study to 

examine these elements within the NZ context. The research questions that will guide this 

process are outlined below. 

1. What are the barriers identified by the staff to screen for ACEs? 

2. What are the facilitators identified by the staff that will help resolve the barrier to 

implementing ACEs in the Paediatric Department?  
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Chapter Three: Method and Methodology 

The present study aims to identify health professionals' perceptions, attitudes, and 

experiences around introducing ACEs screening practices to a hospital in the Midcentral 

region of New Zealand (NZ). The Replication Effective Program (REPs) framework, an 

implementation science approach, will be utilised for this process. The current study will be 

working on the first stage of the REPs Framework, the pre-condition phase, to determine the 

barriers and facilitators that could both hinder and alleviate the implementation process.  

This chapter will explore the method and methodology utilised to explore the research 

aim. Firstly, this will be done by outlining the methodology and then enquiring deeper into its 

underpinnings. Then, the ethical considerations made for the project will be outlined. This 

will be followed by an explanation of the recruitment approach taken during the project. The 

interview procedure will be described, and the steps taken to complete the analysis. Finally, 

the reflexivity and quality of the research will be explored.  

Rationale 

This type of inquiry requires the use of the qualitative methodology. The qualitative 

approach is a method of inquiring about social reality (Leavy, 2014). This methodology is 

often used in the social sciences to explain, explore, or describe certain social phenomena 

(Leavy, 2014). However, there are many different types of qualitative methodologies (Leavy, 

2014). The approach to this study was considered based on the research questions and the 

context. The approach that best suits the current study is Interpretative Phenomenological 

Analysis (IPA). This is because it allows the examination of particular participants' thoughts 

on a potential phenomenon that is best understood by IPA.  

 

 



52 
 

Research Approach 

IPA was the methodology utilised within this study. It is a qualitative research 

methodology that examines how people make sense of experiences (Smith et al., 2009). In 

this study, participants were asked to reflect on a possible experience that could occur in the 

future. Even though the participants have yet to experience the situation, this methodology 

allows them to examine their current practices and consider the implications of introducing a 

new practice.  

IPA methodology is grounded in phenomenology (Smith et al., 2009). Therefore IPA 

is interested in examining experiences on their terms (Smith et al., 2009). It provides 

psychology researchers with an approach that facilitates the use of both experimental and 

qualitative dimensions (Smith, 1996). This approach suggests that individual experiences can 

be understood through the exploration of meaning people place on their lived experiences 

(Smith et al., 2009). In turn, these meanings can help uncover the embodied, cognitive-

affective, and existential spheres of human behaviour (Shinebourne, 2011; Smith et al., 

2009). These are essential aspects to consider in research with people. This is because it 

examines people's knowledge, understanding, and behaviours and how these factors influence 

their actions (Shinebourne, 2011; Smith et al., 2009). IPA also provides a comprehensive 

method of analysing the interview data to capture information provided by participants 

(Smith et al., 2009).  

Theoretical Underpinnings of IPA 

IPA is a methodological approach to qualitative, experimental, and psychological 

research (Smith et al., 2009). Ideas and discussions have formed this methodology from three 

areas of the philosophy of knowledge (Smith et al., 2009). They are Phenomenology, 

Hermeneutics, and Idiography. IPA draws on concepts from each area to instruct on its 
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unique epistemology and methodology (Shinebourne, 2011). The following section will 

discuss these three theories in detail.  

Phenomenology. Phenomenology is a philosophical way to study experience (Smith 

et al., 2009). It provides ideas about examining and understanding lived experiences (Alase, 

2017; Shinebourne, 2011). IPA is considered an interpretative process of a phenomenological 

approach (Alase, 2017; Shinebourne, 2011). Phenomenologists have many different interests 

and focus, but they all share an interest in thinking about human experiences in all forms and 

how people understand these life events (Smith et al., 2009). The phenomenological approach 

is particularly valuable to psychologists because it provides rich information on how to 

examine and understand lived experiences of people (Smith et al., 2009).  

Husserl, Heidegger, Merleau-Ponty, and Satre are four prominent individuals in 

Phenomenological philosophy (Pietkiewicz & Smith, 2014; Smith et al., 2009). They are 

attributed to paving the way for the development of Phenomenology in IPA as we understand 

it today (Pietkiewicz & Smith, 2014; Smith et al., 2009; Smith & Osborn, 2021). Husserl's 

work provided a significant and relevant focus on experience and its perception (Pietkiewicz 

& Smith, 2014; Shinebourne, 2011; Smith et al., 2009). Heidegger, Merleau-Ponty and Satre 

built on the work by Husserl (Smith et al., 2009). Each of them contributed to developing 

ideas about the view of individuals being both embedded and immersed in the world of 

objects, relationships, language, culture, projects, and concerns (Shinebourne, 2011; Smith et 

al., 2009). This assisted in moving away from Husserl’s descriptive and transcendental ideas 

(Smith et al., 2009). Instead, moving towards interpretative and worldly context with an 

emphasis on comprehending individuals' direct involvement in the world (Pietkiewicz & 

Smith, 2014; Smith et al., 2009), establishing the sense that experience is personal to each 

individual. This is a characteristic of our link to the world, and all that inhabits it, as opposed 

to the assumption people are beings in isolation (Pietkiewicz & Smith, 2014; Smith et al., 
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2009). All of the work by phenomenology philosophers has contributed to enhancing the 

complex understanding of experience, highlighting the lived process, and opening up 

perspectives and meanings that are individual to each person's embodied and established link 

to the world (Shinebourne, 2011; Smith et al., 2009). This means that phenomenological 

influence on IPA has evolved from examining one's life experiences. This is because it was 

originally conceptualised as enquiring about other individuals' experiences while maintaining 

a phenomenological mindset (Pietkiewicz & Smith, 2014; Smith et al., 2009). IPA operates 

within the principles of phenomenology in the context of psychology to accommodate the 

understanding of people’s lived experiences and the meaning people place in these 

experiences (Smith et al., 2009). IPA is believed to be a phenomenology analysis that, in turn, 

becomes an interpretative process (Shinebourne, 2011; Smith et al., 2009).  

Hermeneutics. This second theory underpins IPA (Pietkiewicz & Smith, 2014; 

Shinebourne, 2011; Smith et al., 2009). Hermeneutics can be described as the theory of 

interpretation. There are three notable theorists that IPA draws from to inform its practice 

(Smith et al., 2009). They are Schleiermacher, Heidegger and Gadamer (Smith et al., 2009). 

Hermeneutics as an approach began with attempts to interpret biblical texts, then eventually, 

it developed into a theory to interpret different texts (Pietkiewicz & Smith, 2014; Smith et al., 

2009). Hermeneutics theorists were interested in methods of interpreting, the purpose of 

interpreting texts, and understanding the context of the historical text creation and its link to 

the context of the text’s interpretation in the present (Smith et al., 2009).  

Hermeneutics as an approach is distinct from phenomenology. However, it intersects 

with hermeneutic phenomenology, which is attributed to Heidegger's work (Smith et al., 

2009). Heidegger (1962) describes hermeneutics as a precondition to phenomenology 

(Shinebourne, 2011). The hermeneutic approach dictates that researchers need to comprehend 

their subject's mindset and language, which can influence their experiences (Pietkiewicz & 



55 
 

Smith, 2014). This assists in describing IPA as an interpretative phenomenology process. It 

also emphasises Hermeneutics's role in analysing information (Smith et al., 2009). IPA as an 

approach is interested in how situations occur, and the research analyses and makes sense of 

the experience (Smith et al., 2009). In particular, IPA researchers are concerned with trying to 

understand the experiences of their subjects by stepping into their shoes and interpreting to 

comprehend their meanings (Pietkiewicz & Smith, 2014). This indicates that IPA is an 

ongoing process, with the researcher actively influencing how the subject's experiences are 

voiced (Pietkiewicz & Smith, 2014).  

The hermeneutic circle is an important concept for IPA (Smith et al., 2009). It is 

interested in the dual relationship between the part and the whole. To conceptualise apart, 

examining the whole will provide more clarity (Smith et al., 2009). The same concept applies 

to a whole; looking at its parts will assist in providing answers (Smith et al., 2009). In IPA 

research, this process occurs when the researcher attempts to understand an experience from 

the subject's perspective while simultaneously trying to critically analyse the information 

presented, leading to a richer and more comprehensive analysis (Pietkiewicz & Smith, 2014). 

This process provides insight into the interpretative approach, a circular, non-linear way of 

conducting research (Smith et al., 2009). Qualitative analysis, including IPA, can be 

described in a linear method; however, the analysis process in practice moves back and forth 

between steps. Thus, the hermeneutic circle provides IPA researchers with a research method 

(Smith et al., 2009). 

IPA uses the Hermeneutics theory to carry out interpretative analysis by placing 

participants' reflections and appropriate theoretical information in context (Shinebourne, 

2011). This assists in linking the research finding to psychological research (Shinebourne, 

2011).    
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Idiography. This is the third theory that underpins IPA (Shinebourne, 2011). 

Idiography seeks to analyse particular data in depth (Shinebourne, 2011; Smith, 2004). This 

approach is different from most theories and methods used in psychology research which are 

nomothetical (Smith et al., 2009). The nomothetical work focuses on group and population-

level work and is interested in producing general laws of behaviours (Smith et al., 2009). The 

particular data IPA is interested in is two-fold. Firstly, to capture details and depth in 

information. Secondly, to make sense of how situations involving relationships, events, or 

processes, have been understood by certain individuals (Smith et al., 2009). Therefore, the 

IPA approach uses purposeful sampling to pick a small number of carefully selected 

participants or use single case studies in research. This approach can also move from 

examining single case studies to general claims (Smith et al., 2009). This means IPA does not 

avoid generalisations but instead finds a different approach to generalising findings. 

Therefore, IPA adopts Ideography's focus on moving from single case studies to general 

statements (Smith et al., 2009). This also highlights the importance of single case study use in 

research and psychology (Smith et al., 2009). 

Researcher and Participant  

IPA researchers aim to understand people's lived experiences (Shinebourne, 2011; 

Smith et al., 2009). This can occur when participants are experiencing specific life events. 

Participants begin to reflect on the event's meaning (Shinebourne, 2011; Smith et al., 2009). 

Meanwhile, the researcher focuses on engaging and understanding the detail of the 

participant, making meaning out of the experience. This activates the interpretative process of 

hermeneutics' influence in IPA (Shinebourne, 2011; Smith et al., 2009). The 

conceptualisation of meaning by researchers and participants is referred to as double 

hermeneutics. The IPA researcher is trying to make sense of participants' making sense of 

their experiences individually within their personal and social worlds (Shinebourne, 2011; 
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Smith et al., 2009). Idiography theory comes into play due to IPA's meticulous analysis of the 

particular case. As part of this process, the researcher identifies the similarities and 

differences between each case (Shinebourne, 2011; Smith et al., 2009). From this point, the 

researcher can move to general knowledge once the potential of the cases is outlined, and 

psychological research can also be utilised for this process (Shinebourne, 2011; Smith et al., 

2009).   

Ethical Considerations 

Ethical approval was sought once the study details for the project were finalised. The 

project was designed to not place any risk on the participants involved or the researcher. 

Therefore, a low-risk ethics notification was completed and submitted to the Massey 

University Human Ethics committee. The project was peer-reviewed and was judged to be 

low risk. The ethical principles considered for this project were informed consent and 

autonomy, and confidentiality, and safety. These will be outlined below in detail.  

Informed Consent and Autonomy. The informed consent process in qualitative 

research requires additional steps to give participants autonomy. This is an active process that 

started when participants were first contacted and continued until the end of participant 

involvement in the project (National Ethical Advisory Committee, 2021). In the current 

project, all potential participants were sent a copy of the information sheet, which explains in 

detail the research project. This included the researcher's email, supervisors' emails, and 

Massey University ethics committee contact details to use if anyone required further details. 

An information form and a consent form were sent to the participants to sign electronically 

before participating in the interview. It was difficult to anticipate the nature of the content. 

Therefore, participants were also presented with the options of withdrawing from the 

interviews, declining to answer questions, requesting for the audio recording to be turned off, 

and removing the interview or amending content in the interview once it was transcribed. 
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These options were also included in the information sheet presented at the beginning. 

Participants were also presented with the choice to withdraw from the research up to two 

weeks after the interview was carried out.  

Confidentiality and Safety. In the current project, the recruited participants were 

health professionals. Therefore, they were already familiar with the confidentiality process. 

The interviews were held online and were recorded using a computer and mobile phone. The 

information that was collected from the interviews was stored securely in a password-

protected computer and phone. The names and identification information in the transcripts 

were changed once transcribed. The demographic information collected from participants 

was limited to ensure safety and anonymity. This is because the participants work in a very 

specific workspace. After the research project, the audio recordings were deleted.  

Recruitment 

In line with IPA's idiographic approach and considering the context and the 

researcher's time frame, a small sample of five participants was recruited for the study (Smith 

et al., 2009). The researcher adhered to IPA's approach to purposeful sampling, utilising a 

homogenous sample of participants (Smith et al., 2009). This sampling approach is taken to 

ensure the recruited participants can reflect on the phenomena being studied (Smith et al., 

2009). The research project required participants from registered health professionals from 

the Paediatric Department of a hospital in New Zealand. The participants recruited for the 

research project were three Paediatricians and two Allied health workers; four female 

participants and one male participant (refer to Table 3 below). 
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IPA dictates the use of purposeful sampling to identify participants using referrals 

from contacts or gatekeepers (Smith et al., 2009). The co-supervisor of the current project 

was the gatekeeper. This is because of the contacts they had with the hospital. Therefore, the 

researcher was assisted by the co-supervisor of the project to recruit participants. Participant 

Information sheets and consent forms were sent to staff members of the hospital. The 

researcher's contacts within the hospital were also utilised to distribute the participant 

information sheets.  

Snowball sampling is another type of recruitment utilised in the research project. 

After the interview, each participant was asked to pass on the information about the research 

project to prospective participants. This method is utilised when attempting to recruit a hard-

to-reach sample of participants who are low in numbers and time-poor (Parker et al., 2019).   

The project's most challenging aspect was recruitment due to the ongoing COVID-19 

pandemic. The rise and fall of infection occupied the hospitals and staff members, making the 

recruitment process very difficult. In July 2022, the government overhauled the old health 

Table 3 

Participant Demographics 

Name Sex Occupation Work area in Paediatric 

Department 

 

Rose 

 

Female 

 

Paediatrician 

 

Hospital 

Sean Male Paediatrician Hospital 

Cathy Female Paediatrician Hospital 

Abby Female Allied health worker Community 

Pam Female Allied health worker Community 
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system in favour of a new system. This created further pressure on hospital staff. This caused 

significant delays in recruiting participants for the research project. As a result, participant 

recruitment was carried out over eight months.  

In this research project, participants were identified based on their profession and 

place of work; health professionals working in the Paediatric Department. The reason for 

choosing this particular Paediatric Department is due to its relationship and access with the 

supervisors of the master's project.  

The co-supervisor emailed study participant information sheet and consent forms (See 

Appendix A) to all potential healthcare professionals at the Paediatric Department. This 

includes paediatricians, nursing staff, and social work staff. Some selective participants 

identified for the study were also emailed the information and consent form. These 

participants were specifically selected because of their interest in addressing ACEs. This was 

repeated multiple times until five participants were recruited. 

Once the participants read the participant information sheet and completed the 

consent form, a date and a time for an online interview were set up via email correspondence. 

A google meeting invitation was sent to participants to confirm the date and time ahead of the 

interview. Google meeting application was used over other online meeting platforms because 

it is a safe platform that is easily accessible.  

 

Interview procedure 

Each interview was carried out individually online via Google meetings. The only 

interview option available was to meet online. This is because, at the time, the researcher was 

situated outside of the participants' location. The online interview approach also provided an 

additional level of protection to the participants and researcher during the COVID-19 
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pandemic. The interviews began with informal introductions of the researcher to the 

participant. It was followed by a quick summary of the research. Then the researcher checked 

with the participants if they had any questions regarding information on the participant 

information sheet or about the interview. None of the participants had any questions. The 

researcher also confirmed the time frame the participants were available to carry out the 

interview and set the alarm to indicate when the interview needed to end. Once all checks 

were completed, the researcher gained verbal consent from each participant to record the 

interview audio and video. Some participants declined the video recording, but all 

participants consented to recording the interview audio. The interviews were recorded on two 

devices, phone and laptop in case of an error. All the devices are password protected.  

Researchers utilising IPA attempt to capture and analyse in detail how participants 

make sense of the situation (Smith & Osborn, 2021). In accordance with IPA, a flexible data 

collection method was adopted for the research project (Smith & Osborn, 2021). There are 

many methods of flexible data collection (Smith & Osborn, 2021); however, the semi-

structured interviews were identified as the best fit for the current research project. This is 

because semi-structured interviews permit a comfortable dialogue with participants (Smith et 

al., 2009). Consequently, the semi-structured interviewing approach allowed participants to 

provide detailed information under Investigation (Smith et al., 2009). Semi-structured 

interview approach also enabled the modification of questions as the interview proceeded in 

accordance with participant responses (Smith & Osborn, 2021). This allowed the researcher 

to probe areas of interest that arose during interviews (Smith & Osborn, 2021). An interview 

schedule was developed using literature on the topic. This provided guidance in the 

interviews to stay on track. The interview schedule was reviewed by the project supervisors 

before utilising it for the interviews (see Appendix B). Practice with the interview schedule 

allowed the interview process to run smoothly. In addition, learning and practicing 



62 
 

recommended IPA interview skills allowed the researcher to delve deeper into understanding 

participants' worldviews. The use of open-ended questions, being comfortable with silence, 

avoiding asking too many questions, and not using leading questions are all interview skills 

that were utilised with participants to guide, probe, and enhance the dialogue (Smith et al., 

2009).  

Once the Interviews were completed, the researcher utilised the software Word to 

transcribe the audio recording into texts. These transcribed documents were not accurate; 

therefore, the researcher listened to the recording and edited each of the transcripts, including 

pauses made by Participants. Any identification information was changed to pseudonyms to 

protect participants' identities. When the transcription for each of the participants was 

completed, the scripts were sent to each of the participants to make changes or to withdraw if 

required. A few of the participants made changes to the transcripts before sending them 

through. These changes included clarifying any details that were unclear from the recording 

and to ensure the transcript omitted any further information participants were uncomfortable 

with including in the final scripts. 

Analysis 

The IPA approach was used to analyse the data from the research project. Similar to 

other qualitative methodologies, the core element of IPA analysis lies in its focus (Smith et 

al., 2009). In IPA, the analytic focus is on the participants' meaning-making effort of a 

particular phenomenon that is being studied, and simultaneously, the researcher is also 

documenting their sense-making in the process (Pietkiewicz & Smith, 2014; Smith et al., 

2009). This analytic method is characterised by several processes moving from particular to 

shared, descriptive to interpretative (Smith et al., 2009). This process is also described as 

iterative and inductive. The research also shifts from an emic and etic perspective in the 

analysis, usually utilising a psychological lens when appropriate (Pietkiewicz & Smith, 2014; 
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Smith et al., 2009). IPA approach does not have a set method of analysis but rather a set of 

flexible guidelines that research can adapt based on research objectives (Pietkiewicz & 

Smith, 2014; Smith et al., 2009).  

To analyse the interview data, Smith and colleagues (2009) IPA guidelines were 

utilised. The researcher read and familiarised themselves with the IPA guidelines before 

beginning to analyse the data. Then the researcher began the process by focusing on one 

interview at a time as dictated by the IPA process (Smith et al., 2009). The first step involved 

reading and re-familiarising self with each of the transcripts. It also involved the researcher 

listening to the interview recordings, paying attention to the voices of the participants and the 

context (Smith et al., 2009). The second step of the process involved going through the 

transcript, line by line, and making detailed comments. These comments focused on making 

descriptive, linguistic, and conceptual components on the transcripts for the researcher to use 

in the analytic process (Smith et al., 2009). While this process was time-consuming, it was a 

useful part of the analysis to delve deeper into the participants' worldviews.  

In the following stage, the transcript with detailed comments was analysed to identify 

themes. The transcript and the comments were further analysed to reveal themes that were 

then noted in the transcript. This process reflected the hermeneutic process involved in IPA,  

moving from the whole of the transcript to part through the analysis and then coming together 

as another novel whole at the end (Smith et al., 2009). The themes identified in the analysis 

illustrate the participant's words, thoughts, and context, along with the researcher's 

interpretation. This process shows the interaction between description and interpretation 

(Smith et al., 2009). An inductive approach was also taken in accordance with IPA when the 

researcher connected the transcript data from each individual case to the emerging themes 

within it to support the analysis. In addition, the researcher ensured the analysis was in line 

with IPA's commitment to the idiographic focus by utilising data from the transcript along 
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with the use of participants' words to name the themes whenever it was appropriate. Then, the 

themes were ordered chronologically based on when they developed in each of the individual 

transcripts. 

The next stage of analysis involved the development of a method to map the themes 

together within each transcript. Smith et al. (2009) explained that at this stage, the guidelines 

outlined are flexible and encourage the researchers to be innovative in organising the 

analysis. Therefore, the researcher utilised highlighting each of the themes in a different 

colour and using the same colour to highlight each of the corresponding extracts from the 

transcript. This method of mapping the themes eased the analysis process when returning to 

the transcript to check the extracts.  

To develop superordinate themes, the researcher used a number of processes, 

abstraction, subsumption, and numeration. The researcher typed out all the themes on a 

separate document and checked for patterns across the themes to develop superordinate 

themes. The process of detecting patterns across themes is called abstraction (Smith et al., 

2009). The analytic method of subsumption is similar to abstraction. However, they differ in 

that, in some cases, during analysis, some themes gain a superordinate status. Then the newly 

acquired superordinate theme assist in connecting a number of other related themes together. 

(Smith et al., 2009). Lastly, the numeration approach was also utilised to acknowledge the 

frequency of extracts supporting the theme that emerged. However, this was carefully carried 

out as Smith et al. (2009) state the importance of a theme is not emphasized based on the 

frequency.  

In the following stage, the entire process was carried out on each of the transcripts one 

by one until each had a set of themes or superordinate themes. However, Smith et al. (2009) 

emphasise the need to 'bracket' the concepts from the first case examined prior to working on 
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another case. This is to ensure the findings from one case does not influence the findings of 

the following case. This is in line with the idiographic focus of IPA. The researcher ensured 

that they did not work on more than one case at a time and took time off between the cases. 

In line with Smith et al.'s (2009) suggestion, the researcher reflected and noted one's own 

preconceived ideas prior to moving on to the next case. This is because one needs to be aware 

of their preconceptions and take a cyclic reflective approach to assist with bracketing.  

The final stage of analysis involves looking across the themes of each transcript for 

patterns and connections (Smith et al., 2009). The researcher placed all the themes from each 

of the transcripts into a separate document. Then carefully worked to identify any patterns 

within the themes. This involved reconfiguring themes and, in some cases, relabelling them 

as stronger connections were formed (Smith et al., 2009). This process assisted in developing 

a set of superordinate themes and subordinate themes across the data set. These themes were 

analysed according to their relationship to the phenomena under investigation and the 

research questions. Any unrelated information was removed.  

Reflexivity  

Qualitative research requires engagement with people's stories, experiences, and 

language in order to make sense of people's thoughts about their encounters in a meaningful 

way (Shaw, 2010). This is done in order to further enhance the knowledge of human 

experiences (Shaw, 2010). Therefore, it is the responsibility of the qualitative researcher to 

identify one's own perceptions and biases or subjectivity that can impede the analysis process 

(Morrow, 2005; Shaw, 2010). This can be done through the process of reflexivity.  

Reflexivity or self-reflectivity can be carried out in a number of ways (Morrow, 

2005). In this study, the researcher used a notebook to self-reflect on potential thoughts and 

biases that they encountered through the analysis process. This allowed the researcher to 
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become more conscious of certain unconscious beliefs and thoughts and step into the role of 

the naïve inquirer to explore the phenomena from an insider perspective by familiarising 

themselves with the phenomena being investigated (Morrow, 2005).   

The researcher of this project was not a healthcare professional and was not aware of 

the topic until it was brought to their attention. Thus, the researcher did not have any previous 

knowledge of the field. However, through the process, the researcher began familiarising 

themselves with the phenomenon being investigated. This led to the emergence of certain 

thoughts and biases about the topic of ACEs. The researcher ensured they noted these biases 

down and carried out the practice of self-reflection to identify any biases and preconceived 

ideas. This assisted the researcher in becoming conscious of some unconscious biases they 

held about health professionals. Through the continued reflexive practices, the researcher was 

able to ensure the data analysis was carried out fairly to ensure the participants' voices and 

meanings were prioritised in the work. 

Quality 

The questions about the quality or rigour of qualitative research are ongoing and are 

frequently debated (Benjumea, 2015). Research in the field of qualitative research has 

attempted to identify criteria for this purpose (Benjumea, 2015). This process is still ongoing. 

However, it is common consensus in the field of qualitative research that the use of reflexive 

practices and checking with supervisors during the research process are ways in which 

researchers can ensure the trustworthiness and quality of the qualitative research (Morrow, 

2005). In this project, the researcher continued to self-reflect on the information they came 

across, especially during the analysis process. This allowed the researcher to be aware of her 

biases and preconceptions. Secondly, the researcher worked with the project supervisors to 

ensure the research process was carried out appropriately.  
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Chapter Four: Results and Findings 

The data analysis from the five participants revealed four superordinate themes: 

Knowledge, training, and perspective on ACEs; Reflecting on current practices; Questions, 

concerns, and other barriers; and Suggested improvements. Three of the four superordinate 

themes are divided further into subordinate themes. The following chapter will provide 

detailed descriptions of each of the four superordinate themes (refer to Table 4).  

Table 4 

Summary of superordinate themes and subordinate themes  

 

Superordinate themes  
 

 

Subordinate themes  

 

Knowledge, training, and perspectives on ACEs  
 

 

ACEs Knowledge. 
 

 Training 

 

 Perspective on the importance of ACEs 
 

Reflecting on current practices  

 
 

 

Questions, concerns, and other barriers  Uncertainty about carrying out the screening 

process 

 
 What to do with the results 

 

 Lack of time for asking sensitive questions 
 

 Lack of ACEs knowledge at the systems level 

 
 COVID-19 and health system reform 

 

Suggested improvements Internal Screening processes and support  

 
 Suitable places to refer and Trauma-informed 

service. 

 
 Education and training 

 

 Where to begin implementation 
 

 Education at a systems level 
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Knowledge, Training, and Perspectives on ACEs  

This superordinate theme encompasses three subordinate themes; ACEs knowledge; 

Training; and Thoughts on the importance of ACEs. These subordinate themes together 

capture participants’ understanding of ACEs, the training they receive about the topic, and 

their motivation to address this issue in the Paediatric setting. The subordinate theme of 

‘ACEs knowledge’ identifies the level of understanding participants have about the ACEs 

topic. The subordinate theme of 'Training' identifies where and how the participants acquire 

knowledge on the topic of ACEs. The subordinate theme of 'Perspectives on the importance 

of ACEs’ explores participants’ motivations to address ACEs based on the knowledge they 

have acquired. These three subordinate themes will be explored in detail below. 

ACEs Knowledge. All participants knew about the topic of ACEs. Each provided a 

brief explanation and summary of the information they knew, which reflected the key 

information about ACEs. This explanation provided a glimpse into their overall 

understanding of ACEs. All participants knew about the early adversities identified in the 

original questionnaire. All participants also knew the detrimental effects of ACEs. Here is 

one participant's summary, which illustrates explaining the seven types of ACEs identified in 

the original study and their connection to long-term outcomes. 

Rose:  “… I guess I think of adverse childhood experiences as being all of those 

things that can happen through a child’s life umm that can that can impact on their outcomes 

and so I think back to the original study that was done and I'm not gonna remember the 

authors umm but looking at all of those chronic health outcomes that were looked at right 

down the track umm and so and I never remember the exact list of ACEs but basically you 

know the the physical abuse, the emotional abuse, the neglect, sexual abuse and then I think 

parental separation and and a range of other one. And the the greater number of adverse 

experiences a child has the worse their outcomes are in later life for a range of different 
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things that would be both physical health and mental health, but also impacting on their 

neurodevelopmental outcomes as they go through childhood as well um yeah, that would be 

be the short version of it…” 

Rose’s explanation begins with her describing her understanding of the concept of 

ACEs ‘I think of ACEs' rather than explaining the facts around the topic. This signifies not 

just the knowledge the participant holds about the topic but also her reflections and 

understanding of the topic as a whole. This participant’s wider knowledge about the topic 

was revealed when she connected her ACEs knowledge and understanding with the outcomes 

of ACEs beyond the outcome of the original study. She acknowledged not only the physical 

and mental health outcomes but also the neurodevelopmental outcomes.  

Abby’s explanation of ACEs was quite succinct, but she addressed the cumulative 

effects of ACEs. However, she indicated that she had some knowledge of ACEs which is 

evident by her identification of a key piece of the topic, the cumulative effects of ACEs. 

While this participant does not provide a lengthy explanation of ACEs, she demonstrated her 

knowledge of ACEs subtly using the key information.  

“Well uh Oh, uh in a nutshell ... It is negative experiences that uh children uh have 

experienced …then there is number of yeah number of ACES kind of adds up, yeah working 

out how how much trauma a child's experienced basically, yeah." 

Sean’s explanation of his knowledge of ACEs was similar to those of his co-workers, 

but he also explained specific health issues identified within the literature about ACEs. This 

participant also stated one of the key findings from the study is reduced life expectancy due 

to the development of health issues.  

 

Sean: “…the context where I understand ACEs…is generally in terms of … people 

reflecting on and identifying… adverse experiences in terms of uh, generally childhood 
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traumas, um exposures to violence or um emotional uh um uh Insults or abuse um or uh 

incarceration or … alcohol and other drug abuse. Um once you start to quantify those 

experiences through a-a basic scorecard um and like uh and if you follow those people 

longitudinally then you can start to uh correlate scores with um um long term health 

outcomes in terms of uh adverse cardiovascular outcomes, um uh obesity if you like um so it 

gets those things so hypertension um then ultimately um uh life expectancy and my 

understanding is that many of those things can uh adversely correlate with ACE scores um 

yea” 

While all the participants understood the key findings on ACEs, one participant in 

particular, Cathy, showed a deeper understanding of the wider effects of ACEs. Cathy 

identified the complex trauma children are exposed to. She also described the ongoing 

intergenerational effects of ACEs over time and how they can significantly affect the 

development of mental health and behavioural issues. These are crucial points to make, given 

the evidence showing the intergenerational effects of ACEs.  

Cathy: “[what do you know about ACEs?] … a reasonable amount … specifically …  

around complex trauma … and obviously there's a huge amount of overlap um between … 

complex trauma … that children are exposed to … particularly abuse and neglect and 

adverse childhood experiences. So, … there's … also some good evidence around um multi-

generational exposure to adverse childhood experiences … and the impact that that has on 

subsequent generations uh development of mental health and behaviour…” 

Cathy’s knowledge on the topic is hinted at through the reply 'reasonable amount 

.'She moved on to explain in detail the knowledge. The participant’s understanding spans 

beyond those of the foundation knowledge of ACEs. This is illustrated through the wider 

connections she makes to intergenerational trauma. This explanation also suggests that she 
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has done her own research on the topic. This highlights the depth of knowledge she has but 

also her commitment and dedication to enhancing her knowledge on the topic of ACEs. 

Training. Participants disclosed that the ACEs knowledge they acquired was through 

different sources. Most participants advised that they did not receive any training in ACEs or 

Trauma Informed Care (TIC) as part of their basic training. However, some participants 

received information on ACEs while completing further education. When each participant 

reflected on how they first learned about the topic and the training they had about ACEs, it 

was through other work colleagues, learning through presentations, professional development 

opportunities, and research carried out in the participant's own time.  

Abby: “Probably … first proper sort of training, presentation I listen to would be … a 

clinical psychologist with knowledge on ACEs (laughs)… [ Have you had any type of formal 

training?]  No” 

This participant recount uncovered that their first exposure to ACEs was through a 

presentation given at the hospital to health professionals. However, the participant’s use of 

words to refer to the presentation as the 'first proper sort of training' indicates that the 

participant viewed this experience to be the first legitimate learning they had about ACEs. At 

the same time, they did not view this experience to be a formal type of learning, given that 

she advised she had not received any formal training.  

Rose explained the way she first encountered the ACEs topic, which was through a 

colleague. This indicates that she first learned about the topic of ACEs through informal 

means. Then she enriched her knowledge about the topic further through self-learning. This 

highlighted the participant’s commitment and motivation to upskill on this topic on her own 

time. 
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Rose: “At some stage along the way. I remember one of the registrars who's more 

senior to me um telling me I had to watch a TED talk by um Nadine Burke Harris, and so I 

guess my first exposure to it was through watching her TED talk … on them and then from 

there just being exposed to a much broader range of literature um around it” 

Sean's account of learning about the topic of ACEs was different from that of his 

colleague Rose.  

Sean: “… Soo the experience I guess, probably about four or five years ago, the topic 

of ACEs was umm presented amongst uh amongst quite a few paediatricians education fora 

um so and conferences and and then it became the topic of corridor conversations a bit after 

that as well” 

Sean indicates that he was exposed to the knowledge through a presentation and 

‘education fora’; These are likely formal spaces, which indicates that the participant learnt 

about ACEs in a formal setting. Then he revealed that the ACEs topic became part of 

'corridor conversations', which refers to informal meetings and discussions. This also 

indicates that more than one staff member attended this education and learnt about ACEs. 

Sean suggests that the informal conversations also enriched his knowledge on the topic of 

ACEs. Compared to Rose, Sean's explanation of learning about the topic of ACEs was in 

both formal and informal spaces. These experiences show that ACEs as a topic is learnt by 

health professionals in various ways. 

Cathy’s initial exposure to the topic of ACEs is similar to her colleague Sean's 

experience. She was exposed to ACEs while completing her training. However, the learning 

trajectory Cathy took from that point is different to that of her colleagues: 

 “ … so I had … some … brief kind of exposure to the concept um in my earlier … 

training … and then I went …and… did further education … and that sort of opened kind of 
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my eyes to the breadth of uh the significant impact of ACES, not just for uh the individual but 

for subsequent generations" 

Here Cathy explains that her initial exposure to the topic of ACEs was through formal 

training. Then, she used the metaphor of 'opened kind of my eyes' to illustrate the deeper 

connections she drew from the knowledge she gained about ACEs. This allowed her to 

understand the bigger picture effects of ACEs on the wider communities. This led Cathy to 

form a deeper understanding of the issues of ACEs beyond the initial information she learnt.  

Pam provides a detailed summary of how she learnt about the topic of ACEs: 

 “I don't know where I first heard about it, I guess probably … I had heard um 

Nadine Burke Harris's name kind of bandied about a little bit and then I kind of looked into 

her a bit more and looked at the work that … she was doing … read up a bit about … the 

work that she's done in paediatrics around um ACEs and then … probably more so in the um 

last eight years or so … have had more um I guess opportunities to … learn about it um and 

then I'm currently pursing further studies…” 

Similar to Rose, Pam's account of learning about ACEs also began informally. This is 

indicated through her use of the words 'bandied about' to refer to the casual or informal way 

of learning about the topic of ACEs. Then, like Rose, Pam began learning about the topic on 

her own through research and readings. Similar to Cathy, Pam has developed a deeper 

understanding of the wider effects of ACEs and is pursuing further education, which is giving 

her more opportunities to enhance her understanding of ACEs. This reflection by Pam again 

highlights the efforts of health professionals to improve their knowledge and practice and that 

they have done this through a variety of means. 

Perspectives on the Importance of ACEs. The majority of the participants believed it 

is important to know about ACEs. Participants described the importance of understanding 
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ACEs while working with children and families, especially in paediatrics, as it is a crucial 

time for both children and families to address the issues of ACEs.  

Cathy explains the importance of understanding ACEs because it provides an 

understanding of the underlying issues influencing behaviours. 

 “ … so I think it's incredibly important … because I think it gives us a much better 

understanding of…obviously it's important from a physical health perspective … but in terms 

of what we're dealing with day in and day out in paediatrics is … these children, children 

who have really significant behavioural and developmental and learning concerns …We're 

kind of …dealing with this, so it is really important that we understand that the impact … that 

it has … and it helps us understand each individual child and the difficulties that they might 

be facing um and sometimes it can be really helpful to explain to new caregivers around 

specific behaviours um like food hoarding and in the context of food insecurity and and all of 

that sort of stuff so um and you know why children are hypervigilant why you know they have 

specific behaviours that they do?...” 

Cathy described the broader aspects of how the Paediatric Department works and the 

considerations made in their practice. This also emphasises paediatrics' holistic approach to 

addressing not only physical health but also mental health, behaviour, family health and other 

social factors that interact to influence health outcomes. This speaks to the biopsychosocial 

approach that is considered in health (Wade & Halligan, 2017). Therefore, this shows that the 

consideration of ACEs fits well with the way they work with their patients.  

Abby explains that when working with children and families, understanding ACEs is 

essential. This is because it helps to understand children’s behaviours. This allows health 

professionals to provide support to young people with ACEs. It is also about understanding 

that some children may be more resilient when faced with some challenges because of the 
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support they have compared to another child who may not deal with the same challenge well 

due to the lack of support they have around them. Therefore, this indicates the importance of 

having knowledge of ACEs as it informs health professionals about children’s behaviours, 

needs and the support they may require.  

Abby: “Oh essential, in this line of work, yeah, we shouldn't be doing this work 

without knowing… I think it kind of it helps you understand the kids’ behaviour. … It's also 

around … that one ACE that might be massively more detrimental to a kid than you know 

another child that has more resilience and more support … around maybe two or three, but it 

just it certainly helps understand kids’ behaviours … Where the kids are coming from, what's 

happened to them …” 

Abby also advised that having knowledge of ACEs informs not only children's 

behaviours but also parental behaviour. This is because research also shows that parents’ 

ACEs can influence parenting (Folger et al., 2018; Guss et al., 2020; Lange et al., 2019). If 

health professionals understand the impact of ACEs on parents, they are better able to help 

parents and support them with potentially addressing their ACEs and parenting practices.  

Abby: “… how to provide support to their parents? And like I say, if we kind of work 

out that the parents have got their own ACEs, which most of them have um yeah, yeah. It's 

kind of trying to break the cycle, you know, provide support to parents to, you know, the 

parent, their kids that have got similar behaviours then they had in similar trauma, trauma 

that they had as kids as well.” 

Here Abby used the phrase 'break the cycle', which refers to breaking the 

intergenerational transmission of ACEs via parents. This connects to the family systems 

theory, which suggests family units as being complex social systems, emphasising the need to 

understand these issues at the family level too. This highlights health as a social issue that is 
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broader than the individual or their family and is about systems such as the ecological 

approach and family systems approach. The Paediatric Department is known for its holistic 

approach to health, so this information provided aligns with their approach around ACEs, too 

(Esparham et al., 2018). 

Pam extended the information provided by other participants by articulating the 

importance of addressing trauma through the use of trauma-informed care. This has the 

potential to promote changes in the New Zealand public service. 

Pam: "Extremely, like, vitally important. Yeah, yeah… yeah, absolutely. I think um, I 

think that lots of kind of systems changes could be made if people applied kind of a yeah, 

ACEs informed. The kind of trauma-informed lens. To to everything, to health, to justice, to 

education. Yep, that's really important." 

Pam's reference to 'systems change' describes the ecological system (Eriksson et al., 

2018). She explains that if ACEs can be addressed using a trauma-informed lens, then it has 

the potential to make systems changes. This is because Bronfenbrenner’s ecological systems 

theory states that child development is a complex system involving relationships influenced 

via multiple levels of the immediate environment, such as family and school to more broader 

settings such as cultural values, laws, and customs (Guy-Evans, 2020). The Microsystem (one 

of five systems) is identified as the most significant in the theory because it contains the 

child, family, school, and health (Guy-Evans, 2020). Therefore, when Pam is referring to 

systems change, she is referring to the alterations that can occur beginning with the 

Microsystem if ACEs screening is utilised to address trauma with children and families. This, 

in turn, can influence the broader levels, such Chronosystem, which involves environmental 

change that occurs in children's lives (Guy-Evans, 2020). This means addressing the health 

needs of children using the ACEs screening in the Paediatric Department has the opportunity 
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to influence children's life trajectories and the many organisations they will engage with 

throughout their life.   

Overall, the superordinate theme of knowledge, training and perspective of ACEs was 

able to highlight participants' level of knowledge and motivation to address the issue of 

ACEs. All participants understood the key information on the topic of ACEs. However, the 

training that was received by each of the participants varied significantly. Some participants 

learnt about the topic through formal approaches, some through informal methods and others 

through a mix of both. Finally, participants felt, given the knowledge they have about the 

topic, it is important to address the ACEs in the Paediatric setting. 

Reflecting on Current Practices 

This superordinate theme captures the current practices of addressing ACEs by the 

participants in their respective areas. This superordinate theme explores If participants were 

currently screening for ACEs, if any support was provided to any children or families 

identified with having high levels of ACEs, and finally (if so), what this looks like. Each 

participant had a different way in which they either identified ACEs or provided support for 

those that have experienced trauma. Most participants who screened for ACEs did this 

process informally, and some participants provided further support if they felt the children or 

family required it.  

Rose explained the informal process of screening she carried out in her practice.  

Rose: “I guess when I see children … sometimes in my head I will mentally start to 

add up few, so it's not, it’s-It's not done properly, but you are very aware that you're seeing 

children that have got a lot of traumatic things that have happened to them um. One of the 

things that I will try and do with these families is I'll try and talk around some of the basics of 

things that they can do at home that can help or managing stress for their child um, so I'll 
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talk about the importance of sleep, um the importance of exercise, the importance of good 

nutrition and those sorts of things um, which at least is one of the small things that I feel that 

I can do that that is really important um and so I'll try and do that quite a bit … so I guess in 

my mind that's my one little thing that I can try and do that I have got access to and so I find 

that useful to have one little thing to do” 

Rose explained that while she does not conduct formal ACEs assessments if she 

encounters children or families with trauma, she counts the number of ACEs in her mind. She 

also tries to provide any type of intervention available to her. However, she often feels that 

there is very little she can do to assist children. The types of interventions Rose uses with her 

patients include psychoeducation around sleep, stress management, exercise, and nutrition. 

Rose provides these resources in an effort to improve her patient’s wellbeing; This enhances 

feelings of efficacy and usefulness within her sphere of influence. The ACEs services 

Paediatricians can provide are part of a larger puzzle. Other pieces need to be in place to 

provide services to families identified with high ACEs.  

In contrast to Rose, Sean clarified that he currently does not screen for ACEs formally 

or informally. However, he addresses trauma in children more than in the parents. The 

participant also recognises an area he needs to improve in his practice, which is identifying 

trauma or ACEs in parents. He believes that it is an important area to address.  

Sean: "Yeah, so no, … I don't capture any ACEs particularly in my clinical 

interactions I I mean I would be addressing um some childhood traumas more in the child 

than the the the parents I have to say actually uhh that is my usual practice, but I 

acknowledge that it is probably it is quite important to look at parental ACEs as well, but I 

certainly don't capture that as specific items or Uhm, data points." 

Cathy is the only participant that is actively trying to identify ACEs in their practice. 
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Cathy: “… I think that's more intuitive than anything like I have, I don't have any 

training specific training … but … behaviours made sense to me and developmental 

difficulties made sense to me when I understood the child’s experiences … and often the 

parental experiences as well, and the way that influenced the way the parent and the child 

interacted … I- I guess it … just sort of evolved … when I …have a child with learning 

difficulties or ADHD …So now …I take a very clear history around the child experiences, but 

then I will also ask the parents … if they're available or the caregivers of the parents are not 

available to talk about their own experiences of childhood…So I imagine that for … some of 

my colleagues, they don't see the value in or the or the or the appropriateness … the clinical 

relevance, and therefore is it appropriate to ask those questions that particularly the 

parents… I found it's been particularly valuable in terms of my understanding…” 

Cathy’s approach to ACEs screening is different from that of her colleagues. 

However, this process does not utilise the ACEs screening tool, similar to her colleagues.  

She explained that she had not done any formal training for this assessment process. 

Instead, the screening she carried out is intuitive. This has largely been from the knowledge 

she has gathered about ACEs and their influence on behaviours and developmental 

difficulties. The process she follows to identify ACEs was influenced by another assessment 

process carried out with children with Learning difficulties or Attention Deficit Hyperactivity 

Disorder (ADHD). Cathy adapted the assessment process using her knowledge of ACEs to 

ensure she is capturing essential information such as trauma and ACEs and family history of 

ACEs in family members or caregivers. Participants expressed that asking questions from 

parents about family history was valuable to enhance their own understanding of the 

situation. This information could be important for implementation interests and 

understanding how ACEs screening can be carried out. 
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Abby provides a brief explanation of the way in which she informally identified ACEs in 

children and families. 

Abby: “… well, we don't sort of screen our kids specifically with the clients that we 

work with I should say…We don't um sort of screen them and tick off the ACEs umm….it is 

more around us kind of having an understanding of the trauma that kids… have experienced 

….so we…don’t kind of sit down and go through the list.” 

Abby explained that she does not screen for ACEs specifically. This means Abby 

does not use a screening tool to screen for ACEs. Instead, she advised that she gathered an 

understanding of the trauma experiences their client has. This practice can assist in providing 

support to children and families. 

Pam also explained the approaches she takes to screening children and families informally.  

Pam: “No, so not kind of a formal ACEs screening to kind of, you know, ask those 

specific questions, and get a number, but I would say that um most of the time um in terms of 

the kind of psychosocial assessments that I would be undertaking, I probably gather that 

information through that process, but it wouldn't be in a kind of a uh formalise…. So, I think, 

you know, I would, I would always ask questions around um, you know, exposure to family 

violence, around drug and alcohol use, around, you know, relationship dynamics um a lot of 

the key components that are part of the ACEs screening, but not um yeah but not using um 

the actual ACEs form, if that makes sense." 

Pam also explained that she does not carry out any formal assessments using the 

ACEs screening. Instead, when she visited clients, she would have informal conversations 

with them. Pam explains that ACEs in children and families are often identified through other 

‘psychosocial' assessments they carry out. So, Pam's process of identifying ACEs is through 

both informal and indirect approaches.  



81 
 

Overall, the superordinate theme of 'Reflecting on current practices' provided insight 

into the different approaches the participants are currently using to address ACEs and also the 

way in which a participant tries to provide interventions. The participants that attempted to 

identify ACEs in children and families did this often without the use of the ACEs screening 

tool. Instead, they: mentally count the number of ACEs they identify in children; gather 

information by having conversations with family members; by understanding the trauma 

experiences children have; by having conversations with children and family and the use of 

other psychosocial screening tools. One participant advised that they do not identify ACEs in 

particular, but he addresses any childhood trauma. One participant also advised that they try 

to provide support in the form of education, resources, or referrals. However, they advised 

that the interventions they have available to provide to children and families are very limited. 

This theme indicates that participants are beginning to identify ACEs within their patients 

informally and also beginning to provide some support.  

Questions, Concerns, and Other Barriers 

The superordinate theme of ‘Questions, concerns, and other barriers’ encompasses the 

potential barriers to ACEs screening participants identified. These barriers often were 

identified as questions or concerns the participants had about the ACES screening process. 

Some of these questions overlap as concerns and potential barriers for the participants to 

screen for ACEs in their everyday practice. This superordinate theme includes six 

subordinate themes. They are uncertainty about carrying out the ACEs screening process; 

what to do with the results; lack of time for asking sensitive questions; medical conditions or 

ACEs; Lack of education at a systems level; and COVID-19 and health system reform. 

Uncertainty about carrying out the ACEs screening process. This subordinate theme 

describes the participant's uncertainty with carrying out the ACEs screening process. This 
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meant some participants were unwilling to use the ACEs screening in practice. The following 

section outlines the number of questions that participants had about the screening process. 

One participant, Rose, had questions about the formal ACEs screening process. For 

example, are parents also being screened for ACEs along with children? The question of the 

screen again changes based on the age of the children being screened. The participant used 

the example of children in the new-born unit, they have just been born, so they have not yet 

experienced ACEs in the typical sense, so here would the parent be screened for ACEs. This 

is an important question raised as the participant explains the influence of ACEs on parenting 

practices. So, is it suitable to screen new parents for ACEs? And how can clinicians 

determine when to screen for parents and child ACEs? This indicates confusion around the 

appropriateness of screening and the need for training and clarity around who, when and what 

to ask. 

Rose: “Yes, I I guess I have a couple of sort of questions like when we screen for 

ACEs,… so I think this about both the ACE score of the parent as well as the ACE score of 

the child and those are two separate things, so I guess I would like to know more around 

where we where we screen in terms of are we asking the parent about their own ACEs score 

because we know that there will be a whole pile of things that they will bring um to parenting 

impacting on their parenting…and then there's separately the ACEs score of the child. So, for 

instance, when I'm seeing the new-born in the new-born unit, They've just been born, which is 

different to if when I’m seeing a 12 or 13 year old in clinic when by then that child may have 

their own ACE score …” 

Sean had further questions about the screening process. 

Sean “… then there's some practical concerns…What if this person doesn't complete 

the screening, do they? … can they? should they, should we wait until they have before they 
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are seen or … if they if they never completed does that mean they never get seen … plus, 

there's an administrative work that's required … to do a screen like that and um frankly we 

don’t have the personnel to administer … what we got to do at the moment let alone adding 

new things in... “ 

Sean had further questions which explored whether completion of ACEs screening 

becomes a requirement for seeing a clinician. Sean also expressed the need for administrative 

support with screening which they are lacking at the moment. These questions by the 

participant revealed the need for more clarity around the process of carrying out the screening 

for clinicians and the need for organisational support. 

What do you do with the results. A prominent barrier identified by many of the 

participants for screening for ACES is what clinicians do with the results of the 

questionnaire-particularly if the screening shows a moderate to high risk for ACEs.  

Sean explained that he was confused about what to do with the results of the ACEs 

screening. This is indicated by the number of questions he asked about the process following 

ACEs screenings. These questions highlighted the lack of clarity he had about the 

intervention process. This also shows that clinicians require more training and resources to 

feel more confident about the ACEs screening process.  

Sean: “One concern which I guess I do share is that what do you do with the answer? 

what do you do with the result? Sooo if a child walks in the room and they've got a score of I 

don't know what, some significant score um what…do I then do with that? How... Um have 

we got the safe tools to respond uh appropriately to that? … " 

Rose expands on the concerns mentioned by Sean.  

Rose: “ I guess the one question that I really have around screening is that anytime 

we screen we must have something that we can do about it and that's one of the baseline 
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tenants of any screening… so for me, one of the things that has stopped me from (wanting) to 

screen, we don't have any resources…So I can say yes, this is a very terrible thing that I've 

identified. I'm really sorry to hear that and then what do I do? Um because we are so limited 

with what we can refer to we have got such…limited things available to us that so for me that 

would be… the barrier…in terms of support, I can't get children into mental health support. I 

can't get children into NGO support… so it's really tricky to open a can of worms where you 

have nothing to offer so that somebody (cut off- something) is a real big barrier yeah…It… 

makes the job really difficult…what you have to offer is very limited…If I'm seeing children 

in clinic, I can offer medications, If medications are appropriate…if there is disability 

involved, I can refer for disability support services…but access for counselling for children's 

just so limited um and then trying to access parenting support. The wait lists are huge um 

getting families say into … Parenting Programmes or …  parenting support is… really 

difficult” 

Rose states that whenever a screening is done, there needs to be an intervention that 

follows from that process. This is interesting because research indicates that the identification 

of ACEs in individuals when addressing health issues is useful and can be considered an 

intervention (Anda et al., 2020; Barnes et al., 2020). However, Rose explained that not being 

able to provide support after screening has 'stopped' her from screening for ACEs. This is 

because Rose described not wanting to discuss ACEs as it could cause harm without having 

the opportunity to provide intervention. Rose's use of the metaphor 'to open a can of worms 

when you have nothing to offer' illustrates the current expectation of health professionals to 

ask about patients' trauma without being able to intervene. Rose also discloses that not being 

able to assist people she identifies as needing help makes her job very difficult. This 

highlights the difficulties health professionals are grappling with when it comes to addressing 

trauma currently in health settings in NZ. This perspective also emphasises an area of 
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education that would be useful for clinicians, which is understanding that identification of 

ACEs can be a form of explicit identification and documentation of the issues brought up, as 

well as clear referral pathways to other services and organisations (an interagency agreement 

and approach).  

Cathy shares Roses’ thoughts about the outcome of screening.  

Cathy: "but like any screening tool, I mean if you look at the World Health 

Organisation definition of like what is a screen or what the purpose of the screen is is you 

have to be able to intervene, and if you can't intervene, what's the purpose of doing it and 

which comes back to the difficulty of what do we do with that information… if we get critical 

information, we have to have something to do with that. Otherwise, there's a degree of 

clinical responsibility that comes with collecting that information and if you can't act on it or 

do anything with it then you know, we now know something that's of importance um and 

we're sitting on it um that's…a very uncomfortable … position to be in. So, … while it's a 

simple tool and … there wouldn't be any particular difficulty in instituting it 

the…uncomfortable side the lack of comfort would come from the fact that there isn't any way 

to go with that information." 

Cathy explained the need to provide interventions whenever screenings are carried 

out. This is because she feels when clinicians receive sensitive information that, they have a 

degree of ‘clinical responsibility’ to provide care or support to individuals. However, most 

participants, including Cathy, have advised that they are informally identifying ACEs and 

also utilising this information to provide further support. Thus, it suggests Cathy feels 

comfortable completing ACEs screening informally but not formally. This could be because 

the participant views completing a formal assessment of ACEs as being beyond the scope of 

their practice. Therefore, they will have to complete it formally as part of their role and have 

to be ‘clinically responsible’ for addressing this issue as opposed to informal screening, 
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which does not have the same clinical responsibility. This creates discomfort for the 

participant.  

The experiences both Rose and Cathy are describing is called moral injury. Moral 

injury can occur in situations where individuals face ethical dilemmas and uncertainty on 

how to respond to a given situation (Čartolovni et al., 2021). Rose's experience highlights 

wanting to address trauma but not wanting to do this without providing further support for 

individuals, which creates an ethical dilemma. Cathy's explanation of feeling uncomfortable 

due to having to hold on to the knowledge that she is not able to address presents an ethical 

dilemma without a solution;  chronic moral injury can lead to burnout (Čartolovni et al., 

2021). This is because of the lack of control and autonomy to change their circumstances 

(Čartolovni et al., 2021). 

Pam echo’s the thoughts her colleagues presented about not having a process in place before 

asking questions about ACEs creating barriers for Paediatric staff to screen for ACEs.  

Pam: “… I think some of the other potential resistance will be around if I ask the 

questions, what then? And … I think about it like… I guess likening it to like the… kind of you 

know the family violence screening… and that's often the biggest barriers that people think. I 

don't want to ask the questions cause if someone discloses something or burst into tears, I 

don't know how to manage that. I don't know what to do… I guess people have the perception 

that If they kind of yeah, open up the can of worms, so to say um that yeah um how do you 

kind of manage that and how do we not do more harm by by not managing that well? So, I 

would say probably without some education in support, there probably wouldn't be a 

significant amount of confidence to just roll it out tomorrow.” 

Pam compares her experience of using the Family Violence screening in the 

Paediatric setting. She used the knowledge she learnt from this experience to identify 
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potential barriers to implementing ACEs. Pam explained that staff members are not 

comfortable with asking questions about family violence. Here Pam uses the same metaphor 

used by Rose earlier, 'opening a can of worms' to explain the way staff members feel about 

enquiring about trauma histories. The comments made by Pam suggest staff are not confident 

in screening for ACEs at the moment, potentially because they do not know what to do with 

the answers. Pam is relating her learning about other sensitive conversations about family 

harm to ACEs to explain the need for a process in place before asking about trauma histories.  

Lack of time for asking sensitive questions. Several participants also identified two 

potential interrelated barriers to the introduction and utility of the ACEs questionnaire; They 

lack time to ask sensitive questions about their experiences. These two barriers work together 

to inhibit participants' confidence in screening for ACEs. This is because participants have 

advised that lack of time deters them from asking sensitive questions.  

When reflecting on potential barriers to ACEs, Sean expressed that time pressure and 

asking questions about trauma from patients were issues identified by his co-workers.  

Sean: “… so I'm just trying to think of some recent clinic experiences where the clinic 

is really full and it is reasonably time pressured…there are conditions that I'm seeing that 

needs quite a lot of work… and explaining and talking through and the … application of 

therapies … and … the delving into the family traumas is gonna take … twice the time that 

I've got. … so yeah, I guess I have to prioritise a bit. …I've wondered before about … 

screening, so screening questionnaires prior to assessing children… has not instituted in our 

clinic. The barriers are … I guess there's a perception amongst some/ many staff that 

slapping people with a questionnaire that tells them … reasonably sensitive stuff is… 

inappropriate” 
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Addressing trauma and or ACEs in the clinic is a challenging prospect for staff. Sean 

talked about having to ‘prioritise’ aspects given the short consultation time. He also explained 

that some health conditions require more time to address than the time available in 

consultation. This can be difficult during a consult that requires addressing both, but health 

professionals are limited on time to work on all issues with children and families. Therefore, 

it often means having to make a choice of what is most pressing, which is often the physical 

health issues for a Paediatrician. 

However, research shows that ACEs contributes to the development of many long-

term chronic health issues (Felitti et al., 1998). While it may be difficult for health 

professionals to address ACEs, it would likely reduce the development of long-term health 

issues for children and families. Therefore, it is important to examine how health 

professionals are prioritising the way they approach these issues. This information illuminates 

the possibility of health professionals requiring more support and training on addressing 

ACEs to assist with addressing these issues in practice, also more support around scheduling 

of appointments and workload. 

Sean also explained that other staff members believe screening for ACEs in the clinic 

is inappropriate. The use of the word choice ‘slapping people with a questionnaire’ illustrates 

the concern health professionals have about asking sensitive questions with a piece of paper 

rather than a conversation. It also illustrated how health professionals view the ACEs 

screening as being inappropriate when research has outlined more effective ways of 

completing screening. Research has found that ACEs screening can be carried out in the 

Paediatric setting in a more sensitive manner using a Trauma Informed Care lens (Hopper et 

al., 2010; S. J. Roberts et al., 2019; C. Wilson et al., 2013). It is difficult to say why these 

health professionals hold these views, but it could be the lack of understanding of how this 

process can be done more effectively.   



89 
 

Abby suggested Paediatric staff may find the lack of time to address disclosures to be 

a barrier that prevents staff from screening for ACEs. She suggested staff may be scared of 

screening for ACEs if they are afraid of the answers they may receive. This is because they 

may not have the time to provide support or interventions for the disclosures. Abby used the 

staff's experience of using the Family violence screening to identify this barrier. This 

suggests that staff members may require more support to become more confident with 

carrying out the ACEs screening.   

Abby: “…maybe a time thing … sometimes, you know, people don't like asking the 

questions if they're a bit scared of the answers… well, they haven't got time to deal with the 

answers, so maybe that, and I'm saying that in relation --- to family violence screening … you 

know, a lot of people are frightened (laughs) of you know what to do … with the disclosures, 

so maybe that could be an issue…people are so resistant…Yeah. And I think a lot of that is 

because you know ‘what if she says yes?’ You know then what? …I think a lot of people are 

afraid of the answers… I'm sure there's lots of … other reasons, no doubt, but I personally 

think that it's the main factor in why people don't want to screen.” 

Pam’s perspectives were partially similar to those of Abby. Pam also indicated that 

lack of time to complete ACEs screening is a barrier that prevents staff from screening for 

ACEs. However, Pam also suggested the reason staff may find time to be a barrier to 

screening is because they lack understanding of the purpose behind screening and how it 

could benefit families. This means they may view this process as another 'tick box exercise' 

This indicates that peoples' emotions factor into their decisions, even when they understand, 

cognitively, that knowing about ACEs is helpful, the uncertainty and lack of training and 

support about how to do carry out ACEs could be creating strong emotions that act as a 

barrier for staff. This also highlights the need for the staff to have a real application for buy-in 

when a new screen is introduced into the health setting.   
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Pam: “…..‘we don't have enough time and if we do then we need to not do something 

else’ … I think that … potentially comes from not really possibly having … an understanding 

of what it's about, what the purpose is in, what the benefits are… And…then it potentially 

maybe perceived as just another tick boxy task. As opposed to you know what is the actual 

…purpose of it and … how is this beneficial? And …. what will this mean for families?" 

Lack of ACEs Knowledge at a Systems Level. Here one participant Cathy, provided 

insight into what she believes is a large barrier that is getting in the way of supporting and 

helping those with high ACEs scores. She explained that knowledge about ACEs at a 

systematic level is lacking. In turn, the resources available to combat this larger issue of 

ACEs are limited. She also explained that health practitioners understand the importance of 

addressing ACEs, but there are not enough resources currently available to assist those in 

need. The participant clarifies that a shared understanding of ACEs and their impacts at a 

systematic, national level in health systems management is lacking. Due to the lack of 

understanding of ACEs and their impacts, high-needs individuals are falling through the 

cracks. This means it is a broad community issue and problem; therefore needs societal 

responses at a broader level, but there are also individual problems that need to be considered 

and addressed, which reflects a true ecological approach.  

Cathy: “So it's um as I said, that's predominantly it's not that people don't understand 

the importance of it and the … significance of it, but it's that there aren't the resources 

available to actually act on it and there isn’t at a systems level, a global or shared 

understanding of the impact of ACEs, um uh, and trauma, which are slightly different but 

massive overlap um uh you know that um uh that that such a huge number of it in our 

population uh are experiencing so or have been exposed to, that's the difficulty, as far as I 

see it” 
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Cathy continued to explain that a potential barrier that may emerge is communication 

about ACEs and their effects when looking into interventions for those identified with high 

ACE scores. This barrier again is at a higher level looking at the services available and 

including the cooperation of multiple agencies to tackle the issue of ACEs. She explained that 

given that the different organisations have different foci, forming and providing interventions 

for those with high ACEs will be difficult. Therefore, it is important to educate all 

organisations working with children and families about the topic of ACEs, so they are able to 

work together to provide the required support, either through individualised or universal 

approaches, to combat the issue of ACEs.  

Cathy: “ … One is, I guess communication, so there's so many organisations involved 

that have their own agendas and their um own resource limitations…I think... again, the 

barriers are going to be different depending on whether you're looking at a … universal 

approach or an individualised approach” 

COVID-19 and Health System Reform. Several participants identified the COVID-19 

pandemic and the New Zealand health system reform, are two barriers that would impede on 

the introduction of the ACEs screening into the Paediatric Department.  

Rose advised that with the current context, many staff members are struggling to keep 

up with the changes. The constant shift in the workplace experienced by the staff is causing 

stress and anxiety. In addition, the rapid modifications in the health system mean it was 

considered that now is an inappropriate time to introduce this questionnaire to the Paediatric 

Department. This is because, as Rose described, the Paediatric Department staff, in general, 

are under extraordinary strain. Therefore, the strain health professionals are currently under 

would likely inhibit the successful implementation of the ACEs screening into the Paediatric 

Department.   
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Rose: “I think at the moment the health system is in a huge state of flux and there is a 

lot of change and so I think in change is difficult for people … but yes there's change at work 

constantly based on I guess the COVID situation um as well as that within going into big 

health reforms with Health New Zealand. So, I think within the workplace there's generally a 

feeling being very overwhelmed by change, and that brings up a lot of anxiety um and so it's 

hard to integrate (breakdown of audio) other things as well when you got all of that going on 

in the background? Yeah” 

Sean extends on Rose's reflection about the current pressures in the health system.  

Sean: “… I guess to summarise my views, … it would be ideal in … best practise … 

and I … guess sensing my own sense of trauma currently feel that we are operating in a 

system that is conspiring at every angle to load us with all sorts of things so that we can't get 

near ideal best practise. I guess I’m referring to the system change at … government- at 

ministry level but also uh COVID, pandemic um and um staff level strain umm resource 

strain umm sense of feeling because of those things feeling overwhelmed at the … amount of 

need for children around us and so struggling to get through the … minimum, the basics … I 

guess I have to just reflect then that a… yeah, you are … talking currently with a clinician 

who is just currently feeling a bit worn out frankly which colour some of my responses…” 

Sean explained that in an ideal world where they are provided with appropriate 

resources and support, they would carry out best practices such as ACEs screening. Sean's 

description of 'sensing my own sense of trauma' refers to the pressures and the difficulties he 

felt being a healthcare professional who is dealing with the pressure of the health system. 

Sean also used the phrase ‘a system conspiring at every angle to load us with all sorts of 

things', which highlights health professionals’ perspectives of the health system as 

overloading health professionals with more work than they are able to cope with. Sean also 

reflected on his own wellbeing. He admits to being ‘worn out’ and that this may impact on 
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his views and answers to the interview. This reflection indicates that Sean is not ready to take 

on any more changes to the health system at the present moment. Overall, this illustrates the 

systems changes that can create trauma and burnout for staff, which impacts their work and 

them being able to put their ‘hearts’ into their job. 

Rose and Sean also shared their views of whether they think the Paediatric Department is 

ready for the introduction of ACEs Screening at the moment.  

Rose: “ (laughs) No … I.. It just feels at the moment as though that people are just too 

stressed… yeah, … but that’s not to say we shouldn't try um and so it … would be nice to say 

yes to that um but it …just feels as though there is too much stress within the DHB at the 

moment and it will sort of be asking another thing, yeah?” 

Sean: “…Yeah … no no no … yeah, not at the moment, so yeah, … there are 

extraordinary pressures um and a lot of change coming and no we are not adapted already 

but I don’t think we are ready.” 

Rose and Sean advised that the Paediatric Department is currently not ready for 

further changes. Therefore, they are not ready at the moment for the introduction of the ACEs 

screening. Rose explained that the staff are too stressed. Rose also clarified that she would 

like to 'say yes'; however, it is difficult at the moment due to the stress, strain, and the 

ongoing changes experienced by the health system at the moment.  

 

Overall, the superordinate theme of 'Questions, concerns and other barriers' identified 

challenges participants may encounter when completing the ACEs screening in the Paediatric 

Department. This superordinate theme includes five subordinate themes that comprise of 

questions, concerns and barriers participants had about the ACEs screening process. Firstly, 

in the subordinate themes of ‘uncertainty about carrying out the screening process', some 
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participants felt uncertain about how to carry out the ACEs screening process. This, in turn, 

inhibited participants from wanting to screen for ACEs. Secondly, in the subordinate theme 

of 'What do you do with the results', many participants did not know what to do with the 

results of the screening. Therefore, health professionals are hesitant to identify ACEs without 

having the opportunity to provide further support and felt it was unethical to do so. Thirdly, 

in the subordinate theme of ‘Lack of time for asking sensitive questions, ' participants advised 

that Paediatric staff are hesitant and fearful of screening for ACEs because of the lack of time 

they have to address disclosures from patients. Fourthly, in the subordinate theme of 'Lack of 

ACEs knowledge at the systems level', a participant identified that at the moment, ACEs 

knowledge is lacking at a systems level which in turn influences the funding health 

professionals get to support individuals with high levels of ACEs. Finally, in the subordinate 

theme of 'COVID-19 and health system reform', clinicians explained that staff members in 

the Paediatric Department are already feeling stressed and strained due to the COVID-19 

pandemic and changes to the health system. Therefore, they are not ready to introduce any 

new changes.  

Suggested improvements  

This superordinate theme encompasses the improvements proposed by each 

participant. These improvements were based on participant experiences and also solutions to 

the barriers they uncovered to ensure the promotion of ACEs screening in regular practice in 

the Paediatric department. This superordinate theme includes five subordinate themes: 

Internal screening processes and support; Suitable places to refer and trauma-informed 

service; Education and training; Where to begin implementation; and Education at a systems 

level. 

Internal Screening Processes and Support. This subordinate theme captures the 

suggestion made to clarify the process of internal screening processes for staff. This is 



95 
 

because many of the participants are unclear on how to carry out ACEs screening at present. 

One participant, Pam, recommended the establishment of a clear process for carrying out the 

ACEs screen in the Paediatric Department.  

Pam: “…I think people will feel far more confident if they are clear about why they're 

asking, what the benefits are, but also what the process is to kind of yeah what the next steps 

are if information is disclosed that is upsetting or challenging um and what are the next 

steps? … I think having a clear process so that it doesn't become a tick box that is about, you 

know, here's a number on a piece of paper that having a clear process around the narrative 

that goes with that… “ 

This includes providing clarity about why the Paediatric staff are completing the 

screening and its benefits. Pam also advised setting up steps to follow once the screening is 

completed. This includes setting up processes for staff when there are disclosures that can be 

challenging or upsetting because it would likely reduce the fear staff have of patient 

disclosures. Pam also suggests having a clear process to follow would reduce the chance of 

staff viewing the ACEs screening as another tick-box exercise. If staff view the ACEs 

screening as a tick-box exercise, they may not want to utilise it in practice.  

Pam “… if there's referrals that come out of that, you know If someone discloses 

something for example, you know, who are they, who are they getting support with around 

that? Who are they referring on to? ...I guess …again thinking likening it to the … family 

violence work um you know kind of always talk about needing to know who you go to people 

are if … something you know challenging is being disclosed that the same sort of thing that 

you have you have kind of some yes um some champions who…can support that work?” 

Pam used the example of the way the family violence screen is being utilised to 

explain the need to set up a support system for staff. Pam advised that with the use of the 
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family violence screening, they have established support people to confide in for the 

Paediatric staff if they encounter challenges such as disclosers from patients. Therefore, when 

setting up a process for screening, providing support for staff is also important. This is 

important given that many staff members do not feel confident with disclosure. Pam referred 

to these support people as champions. The term champion has varied meanings in 

implementation research (Miech et al., 2018). In this case, Pam is referring to champions who 

are facilitators or leaders that support the process of family violence screening.  

Suitable places to refer and Trauma-Informed Service. This subordinate theme 

encompasses the participant's request for a referral process following ACEs screening. At 

present, many participants are unsure of what to do with the outcome of screening. 

Participants are reluctant to screen without having the opportunity to provide interventions or 

referrals for their patients. They want to do something with the information-something useful 

and helpful.  

Several important steps were proposed as part of the referral process by Rose and 

Sean; this includes incorporating trauma-informed care approaches into the service, 

increasing the mental health workforce in the hospital, connecting with local community 

agencies, and setting up referral pathways. Sean specifically highlighted the need for the 

services provided by the Paediatric Department to be trauma-informed. This is because 

research indicates that Trauma Informed Care (TIC) is a vital part of addressing ACEs 

(Hopper et al., 2010; S. J. Roberts et al., 2019; C. Wilson et al., 2013). Thus, educating staff 

on the TIC approach is vital for the implementation of ACEs screening. This, in turn, will 

make the screening process easier for clinicians to follow.  

Rose: “…I guess we have this this set number of roles, but actually doing the talking 

therapy is something I would refer on elsewhere for. So, I guess it's identifying the need for it, 
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screening around it being able to have that discussion with families around why this is 

important and then linking families and children in with the appropriate other services um 

and it's just tricky when that’s just not available, but in an ideal world that would be that 

would be wonderful” 

Sean: “OK, so two things one would be that we are um trauma informed as a service 

two we have … additional resources particularly in terms of umm I guess probably social 

work and counselling … that would be available to children and families” 

It is also important to look at increasing social work and counselling services because 

most participants feel there are not enough resources available for the high level of need. This 

means there is a need for wrap-around services that work together to provide support for 

those identified with high levels of ACEs. 

Sean also emphasised the need to connect with community agencies that are able to 

provide interventions. In an ideal world, clinicians would be able to refer those identified as 

having high ACEs to social workers, counsellors, and community agencies. Sean explained 

that community agencies are better at empowering people and communities to make changes 

compared to the health system. This refers to the Interdisciplinary approach to addressing 

health and wellbeing. Sean displays a holistic understanding of health. 

Sean: “…. I guess one thing we haven't I haven't mentioned will be links with um 

community agencies and services. …I, I guess my consideration for our health system is that 

we're good at treating diseases, but we're not good at empowering transformation in people 

and I have seen a lot of um community agencies who are much better at creating 

transformative change in people and families, um much more so than in a in a health service 

…” 
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Education and Training. Education on the importance of the ACEs screening and 

training on how to carry out this process are additional suggestions for improvement made by 

all the participants. Education and training are essential steps when introducing a new process 

(Lehane et al., 2019). This is because it will enhance clinicians’ knowledge (Lehane et al., 

2019; Young et al., 2014) and, most importantly, improve their understanding of the reasons 

for introducing this process to the Paediatric Department. 

Pam explained that unless there is education on the reasons ACEs screening is being 

introduced into the Paediatric Department, the implementation of the ACEs screening process 

is unlikely to become successful. Pam suggests this would likely reduce the resistance some 

staff may have in carrying out the screening and also decrease the chances of viewing the 

screening process as another tick-box exercise. Research shows that education plays a key 

role in shaping health professionals' knowledge, skills and attitudes (Lehane et al., 2019; 

Young et al., 2014). Pam also emphasised the importance of ensuring education and training 

are done succinctly to accommodate the staff’s busy schedules. She suggested the need for 

the education sessions to be engaging for the staff, and it should allow space for the staff to 

ask questions and share their concerns. Pam proposed that these suggestions would likely 

enhance the number of staff that are likely to come on board with the screening process. Pam 

suggests these things will provide the staff with a well-rounded education and training to 

carry out the ACEs screening confidently.  

Pam: “…I think that unless there's an education component to really understanding 

the impacts of trauma and the purpose of screening and … how and why it's used … then it 

has [the] potential … [to] become a tick box exercise … if it's not implemented really well… 

Yes, I think that the key thing … for implementation would be developing up some kind of … 

education around it… key information, but concise cause it's difficult to pin people down. You 

know, people aren't gonna likely agree to attend you know a full day or a weekend into you 
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know substantial amount of time, but I think that education component’s key so people could 

understand the purpose of it… But yeah, and then … I think needing to engage with … I 

guess paediatric colleagues to … get them on board? …. I think about the approach around 

this is something that is happening, and you must do it. You're probably going to get 

resistance. Whereas if there's the ability to kind of head conversations about ‘this is what 

we're thinking about and this is why, and this is the benefits of it’ … then people are far more 

likely to be on board” 

Sean extended on the suggestions made by Pam for education and training for ACEs 

screening. 

Sean: “I guess from my perspective, good training around trauma informed care 

would be … reasonably practically based in terms of, here are some … examples of interview 

styles or… tools that could be used in the clinical setting that I am familiar with … so 

something more than just conceptual ideas … well, I think … if our staff are understanding 

why we're doing what we're doing and have actually seen that tool in use… I think we could 

overcome that [ACEs screening] reasonably easily” 

Sean highlighted the need for 'good training around trauma-informed care'; however, 

he advised this training needs to be practical rather than theoretical. This means staff need to 

see the application of ACEs screening and the process being followed by someone who is 

more experienced. Similar to Pam’s explanation, Sean advised that if staff understood the 

reasons for the use of TIC with the ACEs screening, they are much more likely to screen for 

ACEs. This is because research shows the use of the TIC can be an effective way to address 

trauma in a way that reduces the risk of re-traumatisation and the negative effects of 

addressing trauma (Hopper et al., 2010; S. J. Roberts et al., 2019; C. Wilson et al., 2013). 

This is done by being sensitive and providing understanding and thoughtful responses to 
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people that have experienced trauma (Becker-Blease & Freyd, 2006; Deprince & Freyd, 

2006; Jaffe et al., 2015; C. Wilson et al., 2013). Therefore, providing Paediatric Department 

staff with practical TIC approaches will improve the likelihood of ACEs screening being 

implemented.  

Similar to Sean, Rose also recommended the use of practical training for ACEs 

screening. This is because Rose stated that confidence could only be gained by using the 

screen. Rose also asserts that the combination of initial training, practice on the job and trying 

out the screening are required for screening ACEs. Therefore, once initial training is carried 

out, education and training should also include the use of the screen by staff if they are to 

gain more confidence using it.  

Rose: “…sometimes I guess you only get the confidence by doing it, so I guess it's that 

initial training um and the on the job practicing and giving it a go [for ACEs screening]” 

Rose and Abby also recommended particular staff that may require education and 

training on ACEs screening. 

Rose: “there is also always [a] chance (audio breakdown) of staff changeover also … 

and so when new staff come in checking in terms of where their knowledge base is at [on 

ACEs]” 

 

Rose advised that whenever there is staff changeover in the Paediatric Department, it 

would be a good opportunity to check new staff's knowledge on the topic of ACEs. This 

suggestion provides an opportunity to set up a system where information on ACEs can be 

checked and provided to any new staff member that may not have known about it previously. 

If this system is set up, it also means all the staff in Paediatrics are aware of this topic, and 
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this information can easily be shared across the department to access support for children and 

families.  

Abby also stated that the community team may require some more training. 

Abby: “…. We're just not asking those specific questions in that specific way… maybe 

we [it is] better to have actually the assessment because then we know that we've kind of 

ticked everything off and asked all the right questions as opposed to potentially missing 

stuff…. I would be relatively confident to do it now…. I mean it would be probably good … 

for you to come down and kind of give us some additional training … how you would like it. 

How you would like us to screen “ 

The community-based Paediatric team works with children and families, and they are 

able to identify ACEs informally in their everyday practice. Abby suggested for the 

community-based Paediatric team they may benefit from using a formal assessment as it may 

allow them to be more thorough with identifying ACEs than their current practice. Abby also 

informed that she felt confident using the ACEs screening. However, she requested some 

additional training to assist her with conducting the assessment initially. This indicates that 

Abby is ready to begin screening for ACEs if she were provided with guidance to begin the 

process.   

Where to begin Implementation. Several participants reflected and identified some 

spaces and approaches to begin the introduction of the ACEs screening to the paediatric 

department. Two participants suggested beginning the process with a small sample before 

introducing it department-wide. Some participants also provided areas within the Paediatric 

setting where implementation could first be implemented.  

Rose suggested starting ACEs screening at a small scale by upskilling nurses and 

social workers on how to screen for ACEs. Then she suggested the new-born unit as a space 
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that ACEs can first be introduced to. This is because introducing ACEs screening to the new-

born unit would allow nurses to screen parents for ACEs rather than the children who would 

at this stage have just been born. This space will also provide the unique opportunity to 

provide early interventions, if required to parents. Research has found that unaddressed 

parental ACEs can lead to the intergenerational transfer of ACEs from parent to child through 

negative parenting (Folger et al., 2018; Guss et al., 2020; Lange et al., 2019; Mikulincer & 

Shaver, 2012). Therefore, addressing ACEs early, could assist in breaking the cycle of 

intergenerational trauma.  

Rose: “…potentially you could sort of do it in small amounts so I don't know whether 

we looked at up skilling around the new-born unit nurses but that would obviously require 

discussion with them to make sure that … was something that they were comfortable with … 

and with the social workers who work there and if we could have something that we could 

then make sure we could link those parents in with. I think for the babies though, it would be 

really doing the ACEs of the parents, because these are babies that have just been born …” 

Rose’s reflection also suggested an area where ACEs screening would not be effective 

was the children's ward. This is because children and families are:  acutely unwell, do not 

stay for long periods of time and do not get a chance to build any relationships or rapport 

with the staff. This means from Rose's perspective, the Children’s ward is an inappropriate 

space to introduce ACEs screening because staff members would be unable to facilitate 

conversations about ACEs or gain opportunities to provide appropriate support.  

Rose: “…  children's ward the turnover is really high, so it's a really different place, 

so there you know children are sometimes in one night and out the next. That would be a 

difficult place to be able to implement things." 

Rose also suggested the children's clinic would be another space where ACEs 

screening could be introduced. Therefore, the spaces that are likely to be the most effective 
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(from Rose’s perspective) in introducing ACEs screening are the new-born unit and the 

children's clinic. In comparison, the Children's ward would be an inappropriate space for 

ACEs screening due to the length of relationship building and ongoing interactions. 

Rose: “… Then in children’s clinic that would be another time that potentially would 

be really sensible to be thinking about it, so I guess the new-born unit and clinic would 

probably be more appropriate places to start than children’s ward just because of the nature 

of the different areas.” 

Sean proposed introducing ACEs screening would be successful in discrete services 

that address specific health needs for children and youth. He explained that this would allow 

children entering the services to be screened for ACEs. However, he thought these services 

would require more social worker support and training for the staff involved. Sean's 

suggestion is similar to that of Rose in that both recommended starting from a particular type 

of service rather than 'starting everywhere', which refers to hospital-wide implementation, 

which indicates the importance of tracking information and doing research on outcomes. 

Sean: “...what I'll probably do is start off at two services … I would undertake a 

project to screen all the children entering… those services at the same time, I would allocate 

additional …. social work support… and … a unit of training for the staff involved… and 

alongside that I’d also have a … database recording scores and …. outcomes longitudinally 

… Well … I think starting in discrete services is going to be more achievable than starting 

everywhere.  

These reflections by Rose and Sean indicate that certain spaces in the health setting 

are more appropriate than others to introduce ACEs screening and that staff are more 

knowledgeable about this information. This highlights the importance of collaborating with 

staff members when introducing new processes, as they are more familiar with and 

knowledgeable about the setting than researchers. 
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Another recommendation made by Pam for implementation is to start the process 

small with a pilot project. This includes identifying a number of champions that are interested 

and willing to be part of the process. This pilot would assist in figuring out the process of 

screening and referral and support required for the staff. Pam advised that starting with a 

'pilot' would assist in identifying areas of improvement for the ACEs screening process. This 

is important from Pam's perspective because it would reduce the chances of this project being 

criticised by individuals that may not view it favourably. She also emphasised the need for 

getting feedback from this process to improve it further and, most importantly, provide 

ongoing support for staff during this process. The suggestions made by Pam again show the 

importance of including staff members in the process of implementation to advise on the 

approaches that are most appropriate for the setting.  

Pam: “…maybe starting smaller scale first, so um maybe identifying a few people 

who you know are really passionate … to do this work and starting there. Rather than kind of 

blanket across the board …Maybe starting with you know a smaller number of people who 

are really you know keen to do this work and want to do it um to make a start on it in kind of, 

I guess almost like a, I don’t wanting a better word, like a pilot sort of thing. So that then you 

can kind of tweak processes and get a bit of a sense of you know is it working? Could it work 

better? Um you know, are there any trends or any things that haven't been thought about that 

need to be put in place before it kind of goes broader. I guess the worry is that you roll 

something out across you know the entire spectrum of of paediatrics and it would only take 

one or two little things to not go entirely right and then all the … (laughs) the cynical people 

who are doing that 'cause they have been told they have to, not 'cause they believe in it , that 

and then, you know, kind of reinforces that narrative for them that ‘oh see it wasn't good 

anyway’ or ‘see this is exactly what I was worried about’ I wonder if starting with a a 

smaller group um as a kind of interim pilot … and then using that information in that 
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feedback to kind of grow it from there… And I think having a core group of people 

potentially, and it doesn't need to be a cast of thousands, but who can also provide ongoing 

support um to wider paediatric um team um is really helpful." 

The suggestions made by many participants align with the implementation science 

approach taken in this study. Starting small will allow for any errors or mistakes to be 

identified earlier in the process. If this screening were to be rolled across the Paediatric 

Department, the likelihood of mistakes deterring staff members who may not be on board 

fully is high. This could lead to the unravelling of the process altogether. Thus, to ensure 

successful implementation and maintenance, it is best to start the process small. 

Overall, the subordinate theme of ‘Where to begin implementation’ was able to 

capture several ideas outlined by participants as a starting point for the introduction of ACEs 

screening to the Paediatric Department. All the suggestions made reflected the importance of 

beginning this process small but in different spaces in the Paediatric Department.   

Education at a Systems Level. This subordinate theme emphasises the need for 

widespread education for agencies that work with children and families in order to support 

those identified with high levels of ACEs. This is because there is a lack of funding currently 

to support children and families identified with a high number of ACEs. Cathy explained that 

in order to access funding for ACEs, education at the systems level is required.  

Cathy: “… I mean I think …. there needs to be wider education so at a systems level 

with fam-with … the wider breadth of organisations and even at a governmental level that is 

engaging with whānau who are …. experiencing a high ACE burden there needs to be an 

understanding of the significance of it…..our … tamariki and rangatahi with a high ACE 

burden often have a level of disability which far exceeds children with intellectual disability 

and Autism Spectrum Disorder, who live in an ACE free environment shall we say, and yet 
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they're not entitled to any support, until we can educate and change our focus towards need 

um and recognise the level of a need and disability that can result from a high ACE burden, 

um I don't think we're going to get very far because … there's only a small pot of money … 

and so it needs to be redistributed ” 

Cathy stated that, at the moment, ACEs knowledge at the health systems management 

level is lacking. She advised that this influences the resources children and families with high 

ACEs scores have access to. This means children and families that require support are not 

receiving it. Cathy compared the accumulation of ACEs to two developmental disorders, 

Autism Spectrum disorder and Intellectual Disability. This was done to emphasise that while 

children with ASD and Intellectual Disables receive support, children with ACEs who often 

have more challenges do not receive any resources or support. Cathy proposed that despite 

ACEs being a debilitating condition, there is a lack of understanding and support provided to 

children and families with high ACEs. Therefore, Cathy described the accumulation of ACEs 

as having a larger developmental impact and disability than is currently recognised at a 

systems level.  

Cathy also suggested that by educating people at the systems level, clinicians can 

develop a common shared language. 

Cathy: “Well, I kind of already have… So, I'm … trying to do a lot of education so 

both cause well, I think it's important to recognise that like in terms of providing care for 

children in particular, we're only a tiny component and in fact we [paediatricians] probably 

have … less, the least amount of capacity to change the situation for the child. Does that 

make sense?... So, I guess what I've been trying to do as much as possible is to develop a 

common shared language amongst people who are … working with families … so 

government agencies … my own colleagues within … the department … to try … as a starting 

point,” 
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Cathy advised that she has already begun to work on building a common shared 

language. This was suggested because she feels that Paediatricians alone do not have enough 

support to assist in making changes for children and families with ACEs. According to Cathy, 

by educating all agencies that work with children and families about the topic of ACEs and 

their long-term impact, they may be able to provide more care.  

She recommended that it is crucial for those caring for children and families, in 

particular, to be informed about this topic. Therefore, Cathy proposed providing an 

understanding of ACEs to all agencies and organisations and developing a common shared 

language about ACEs to improve access to support for children and families with a high 

number of ACEs. 

Overall, this superordinate theme of ‘Suggested improvements’ encompasses five 

subordinate themes: Internal screening processes and support; Suitable places to refer and 

trauma-informed service; Education and training: Where to begin implementation; and 

Education at a systems level. These subordinate themes together provided suggestions on 

how to introduce ACEs screening effectively to the Paediatric Department. One participant 

recommended setting up a clear internal process for ACEs screening to: reduce staff fear, 

enhance their confidence in completing the screening and provide support to staff. Some 

participants recommended setting up referral pathways for staff to support children and 

families requiring more support. Participants suggested setting up trauma-informed care 

approaches to services, connecting with community organisations in the local area and setting 

up referral pathways. Another suggestion made by participants was providing education and 

training to staff. This is to enhance the staff's understanding of how to carry out ACEs 

screening practices, the purpose of screening for ACEs and their benefits to the community. 

Participants were also advised on ways to first introduce the ACEs screening to the Paediatric 

setting. The majority of participants advised to begin small scale before it is implemented 
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Paediatric Department-wide. They suggested beginning any of the following spaces first: the 

new-born unit, children's clinic, and specific services dealing with particular health 

conditions. Lastly, one participant suggested the need for system-wide education on the topic 

of ACEs to enhance communication among organisations that work with children and 

families to improve the support staff can provide for their patients.  
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Chapter Five: Discussion 

The analysis of interviews revealed key information from health professionals about 

their perceptions on the potential introduction of the Adverse Childhood Experiences (ACEs) 

screening into a Paediatric Department in New Zealand (NZ). This information is particularly 

valuable because there is a limited number of research studies that have examined the 

implementation process of the ACEs screening into health settings, especially in NZ. 

Introducing new processes into health settings is not a simple process; this has been 

highlighted by countless research accounts of ineffective uptake of evidence-based practice 

(Balas & Boren, 2000; Bauer et al., 2015; Nilsen, 2020). Therefore, the Implementation 

Science method was useful in exploring the process of launching ACEs screening process in 

a Paediatric setting. The pre-condition stage of the REPs framework assisted in planning the 

implementation process and allowed the identification of thoughts, understanding, barriers, 

and facilitators of ACEs screening (Kilbourne et al., 2007).  

Four superordinate themes emerged from the interviews' analysis: knowledge, 

training, and perspectives on ACEs; Reflecting on current practices; questions, concerns, and 

other barriers; suggested improvements. Three of the four superordinate themes also include 

further sub-themes within them. This chapter will explore the findings as it relates to existing 

research and theories, their practical implications, strengths and limitations of the research, 

and future directions. 

The analysis revealed that all participants understood the topic of ACEs and had 

varied sources of learning and training. All participants understood the key findings from the 

original and subsequent studies, and some displayed a more profound and wider 

understanding of the effects of ACEs on the behaviour, development, and transfer of ACEs 

through generations. These findings contradict previous research outcomes, where health 

professionals from the Paediatric Department or primary care providers had limited 
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knowledge of the key information about ACEs (Bora et al., 2021; Kerker et al., 2016). This 

could be because of the Paediatric staff involved in the current study. They may have more 

knowledge and interest in ACEs than other staff with little knowledge about this topic. 

Previous research may show a lack of staff knowledge on ACEs because these studies may 

have primarily focused on adult services as opposed to Paediatric services, where the topic of 

ACEs is crucial. Paediatrics’ take a holistic approach when working with children by 

considering the wider systemic influences of family and ecological systems (Esparham et al., 

2018). Therefore, Paediatric staff needs to know about ACEs as it influences a child's overall 

wellbeing.  

Another important finding from the study was that participants learned about ACEs 

through various sources. Compared to previous studies, the current research project explored 

the various sources of education and training health professionals acquired. Findings from a 

previous study indicated that health professionals in primary care receive limited formal 

training on ACEs (Bora et al., 2021). The current study partially aligns with Bora and 

colleagues' (2021) findings. This is because both studies found that the health professionals 

received limited training. However, compared to Bora and colleagues' (2021) findings, the 

current study's results show that some participants received some form of formal education 

on ACEs, and others learned about the topic informally and conducted self-study to enhance 

their knowledge. A different study by Tink and colleagues (2017) found that many clinicians 

received medical training to screen for ACEs. The findings from the current study contrast 

with Tink et al.'s (2017) findings. This is because the current study revealed that only some 

participants received formal training on the topic of ACEs and all the participants revealed 

that they did not receive any training on how to screen for ACEs. The current study's findings 

are valuable because, unlike previous research, the current study delved deep into 

understanding the sources of education and training health professionals received. The 
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current findings also highlighted the power of informal learning. Informal learning was the 

most common way health professionals first became familiar with this topic. These informal 

learning methods led many health professionals to seek further education and learn about 

ACEs. Therefore, this study provides insight into how some paediatricians learnt about the 

topic of ACEs. These findings also reveal the need for more formal education and training on 

ACEs in professional degrees and healthcare settings.  

Many participants emphasised the importance of knowing ACEs when working with 

children and families in the Paediatric department. Earlier ACEs research predominately 

focused on quantitative work, which often explored tangent perspectives of health 

professionals and provided limited information on their viewpoints on the importance of 

knowing about ACEs. For example, Szilagyi et al.'s (2016) study found that only 34% of 

health professionals in the study believed in the long-term impact of ACEs. This finding is 

important, but the underlying reasons many health professionals do not share this viewpoint 

are unclear. In contrast, the findings in the current study explored in detail the perspectives 

health professionals hold and their underlying reasons for learning about the topic of ACEs. 

Therefore, the current study extended the previous findings by Szilagyi and colleagues (2016) 

by providing a more detailed view of health professionals on their understanding of the topic 

and its consequences. Health professionals' viewpoint on the topic is crucial to identify 

because they can explain their motivation and practice of screening for ACEs. 

A surprising finding from the current study was that many participants identify ACEs 

informally or intuitively in practice. Often participants mentally add the number of ACEs in 

consultations with children and families. This practice of informally identifying ACEs 

contrasts with findings from other studies. A previous study found that knowing about ACEs 

did not increase their chance of screening for ACEs (Bright et al., 2015). In comparison, the 

findings from the current study indicates that knowing about ACEs enhances the chances of 
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identifying ACEs in practice. Earlier studies may not have encounter this finding because 

they were predominately quantitative studies that did not delve deep into participants’ 

experiences. Thus, they did not understand the underlying reasons for not screening for 

ACEs. This finding has provided valuable insight into how health professionals address 

ACEs when they are not confident and uncertain of how to formally screen for ACEs.  

The findings of the study revealed several benefits and limitations to screening ACEs 

Informally. The benefits of informally screening for ACEs are that it allows health 

professionals to hear individuals' stories and build relationships with patients through this 

process. This, in turn, can assist health professionals in improving their understanding of 

families. It is essential to state that this informal process often does not address ACEs 

directly; instead, health professionals can identify potential ACEs via conversations with 

families or through screenings for other psychosocial issues, such as family violence 

screenings. Subsequently, this approach can enhance health professionals' practice of 

identifying ACEs without screening.  

The informal ACEs screening process also has limitations. A prominent disadvantage 

of informal ACEs screening is missing key items from the screening tool. Thus, they cannot 

capture the extent to which ACEs may impact children and families. Another limitation of the 

informal and indirect screening of ACEs is the need for more rigour in addressing this issue 

in the community. Some families that have high ACEs scores may ‘slip through the cracks’ 

unless ACEs are addressed directly. This leads to the final limitation of informal ACEs 

screening; a lack of a clear ACEs process may also make the practice of seeking interventions 

difficult. This is because access to interventions requires a more formal process of identifying 

issues. This evaluation of informal ACEs screening revealed that while there are benefits to 

screening ACEs informally, there are also limitations to this process, especially in the long 

term.  
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Several participants were uncertain about the ACEs screening process. The lack of 

clarity around the screening process and lack of training meant participants were not 

confident in formally screening for ACEs. However, this was not a surprising finding given 

participants have not had any training on ACEs screening. Previous research has limited 

information on participants' perceptions of the screening process thus it is difficult to 

compare the findings from the current study. This finding illuminates the need to develop 

training for health professionals that are carrying out ACEs screening in health settings.  

The most common barrier identified by participants to screen for ACEs was concern 

about what to do with the results. Many participants commented on the limited resources 

available for them to refer children and families identified with high levels of ACEs. This 

was because they have already attempted to assist patients but was often faced with long wait 

times, lack of support and resources. This means many health professionals are unable to 

provide appropriate care to individuals. This in turn creates a dilemma for health 

professionals as they are unable to provide support to children or families with high ACEs 

scores. Previous research by Kalmakis and colleagues (2017) also identified that health 

professionals were less likely to screen for ACEs if they felt there is little they could do. This 

dilemma faced by health professionals over time can lead to moral injury and, eventually, 

burnout (Čartolovni et al., 2021). To date, research on the topic of unaddressed ACEs and 

moral injury is lacking. However, the findings from this study suggest that health 

professionals require support in tackling this dilemma before it leads to moral injury and 

burnout, as it will likely deter them from screening for ACEs (Čartolovni et al., 2021). 

Therefore, it is vital to address this barrier during the implementation process if ACEs 

screening is to be introduced to a health setting.  

Lack of time to carry out ACEs screening was recognized as a barrier by several 

participants of the current study. This finding aligns with many existing ACEs literature. 
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These studies also identified time to be a barrier for health professionals to screen for ACEs 

regularly in practice (Bora et al., 2021; Branstetter et al., 2020; Kalmakis et al., 2017). 

Therefore, the findings from the current study provide further support to existing findings on 

time being a barrier impeding health professionals' adherence to regular ACEs screening in 

the Paediatric setting. 

Along with a lack of time, asking sensitive questions in the primary care settings was 

identified as a barrier to screening ACEs. Previous ACEs research has frequently indicated 

that many health professionals felt that asking sensitive questions in health settings was an 

issue. Albaek and colleagues' (2018) work looked at the challenges healthcare professionals 

face when addressing ACEs with children and families. The themes that emerged from their 

work were feeling inadequate, fear of making it worse, and facing evil, and the overarching 

theme of walking children through a minefield. These findings partially align with the 

findings from the current study, especially the themes of feeling inadequate and fear of 

making it worse. This means asking sensitive questions is a very common barrier that 

prevents health professionals from screening for ACEs. This could be because health 

practitioners that are not trained in working with trauma feel overwhelmed when having to 

address these topics.  

A unique barrier that emerged from the study was the lack of education at a systems 

level. This is because the issue Cathy outlined was not one that has been outlined as a barrier 

in previous research. However, this issue was identified as one that can impact the 

implementation of ACEs screening in Paediatric health settings. This is because the 

participant states without the widespread knowledge of ACEs in NZ, the implementation of 

ACEs may not be effective due to a lack of resources available. Without spreading awareness 

of the effects of ACEs, those identified with high ACEs scores are unlikely to get the 

intervention they require.  
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The experience of COVID-19 and health system reform was another significant 

barrier identified by participants. This finding from the current study was unique in the field 

of implementation science and ACEs due to the time the study was carried out. This finding 

illuminated the difficulty in trying to introduce a new assessment process into healthcare 

settings during major shifts in the system. Several participants advised they and other 

colleagues in the Paediatric Department are feeling exhausted by COVID-19 and the overhaul 

of the health system in NZ. Therefore, several participants indicated that the Paediatric 

Department is not ready for the introduction of ACEs screening at the moment. One 

particular study by Gavin and colleagues (2020) on the wellbeing of hospital staff during 

COVID-19 showed the psychological burden felt by hospital staff and healthcare workers. 

The findings indicate that the workload placed on healthcare staff was excessive, and this 

created an emotionally charged setting (Gavin et al., 2020). The current findings and those of 

Gavin et al.'s (2020) study suggest that it is inappropriate to introduce the ACEs screening 

process during a time when staff is already feeling overwhelmed by the pressure of the 

systems changes. This is because the ACEs' screening process is unlikely to be implemented 

successfully in this setting at the moment.  

Some prominent suggestions made by participants were to set up a clear internal 

screening process and support and set up suitable places to refer patients and trauma-

informed service. These suggestions emerged from the previous barriers to the questions 

participants had about the screening process and questions about what to do with the results 

of the ACEs questionnaire. Thus, many participants felt that constructing a pathway and 

appropriate system ahead of time will enhance their screening practices. A previous study 

also found that setting up systems such as utilising trauma-informed values assisted in 

screening for ACEs (Mendel et al., 2021). Reading and colleagues' (2022) work indicated 

that the successful application of ACEs screening requires identifying the needs of the 
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settings and available resources. The current study has identified the need to set up a clear 

process for screening and referrals ahead of ACEs screening for successful implementation.  

Another important finding from the study was the need for education and training 

among health professionals. This finding is important as health professionals were able to 

voice the type of training that will benefit their practice. Prior studies have identified the need 

for education but do not specify the type of training required (Bora et al., 2021). A prominent 

request made by one participant was that training for ACEs screening should include ongoing 

support. In addition, the inclusion of mentors from individuals with more experience and 

knowledge of carrying out the ACEs screening, how to work with children and families that 

have disclosures, and how to refer these families on to support services. Health professionals 

will benefit from observing and walking alongside others who can show how all elements of 

ACEs screening can be conducted before completing the process on their own. This will 

likely enhance the staff's confidence in screening for ACEs. Existing research has not 

examined the type of training health care staff require to carry out ACEs screening. However, 

previous research has found that providing specific training on how to screen for ACEs can 

alter the knowledge, perception, and practices of health professionals carrying out ACEs 

screening (Pearce et al., 2019). Therefore, these findings from the study will be valuable in 

developing training tools for the staff that is more effective because it is catered to the needs 

and requirement of the staff.  

Participants also suggested multiple spaces and ways the ACEs screen could be 

implemented in the Paediatric Department. This was an important perspective to gain from 

participants because they work in the space and are aware of the workings of the setting more 

than researchers. These findings are unique to this study given that other studies did not 

enquire from health professionals their view on how they would implement a change in their 

setting. All the suggestions made were unique and appropriate for different parts of the 
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Paediatric Department. Rose and Sean provided different spaces in which researchers can 

begin implementation. Rose suggested introducing ACEs screening at the newborn unit and 

the children's clinic, while Sean suggested introducing ACEs screening into discrete services. 

Rose, Sean, and Pam also suggested the introduction of ACEs in small doses. These 

suggestions align with the strategies utilised within the implementation science frameworks 

like REP, to begin with, a pilot study before rolling out the change across the entire 

department, the use of champions to begin the process, and identifying issues at the pilot 

stage to resolve them before introducing the change to the entire department (Kilbourne et al., 

2007). These findings are useful for when ACEs screening would be introduced. Thus, this 

information provides spaces and methods to best begin the introduction of the ACEs 

screening into this particular Paediatric Department.   

An important suggestion made by a participant is to improve the implementation 

process of ACEs by enhancing ACEs education at a broader systems level in NZ. This is 

again an important finding from the study. Here the participant talked about improving shared 

language across different organisations about ACEs and their long-term effects. This, in turn, 

will assist health professionals to better communicate with other organisations that can 

support those with high levels of ACEs. This finding is novel and adds to the existing 

literature on how to tackle the growing public health issues of ACEs. This finding illuminates 

the need to enhance the knowledge around ACEs among those that work with children and 

families to provide effective interventions.  

Implications  

The health inequity in NZ has increased over the years leading to poorer health 

outcomes, especially for vulnerable communities in the population (Goodyear-Smith & 

Ashton, 2019; Health Quality & Safety Commission New Zealand, 2019; Hobbs et al., 2019). 

Research has indicated that one of the underlying causes of health inequity is children’s early 
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exposure to ACEs (Nurius et al., 2016; Raphael, 2011; Xafis, 2020). However, this issue has 

not been addressed within the NZ health system. Research dictates this could be because of 

the knowledge-practice gap that inhibits the transfer of evidence-based intervention research 

into practice (Balas & Boren, 2000; Bauer et al., 2015; Morris et al., 2011; Weinreb et al., 

2010). The current study examined the first steps to introducing the ACEs screening 

questionnaire into a NZ Paediatric Department using the Implementation Science approach. 

The findings from the current study have major implications for beginning ACEs screening in 

Paediatric settings in NZ.  

To the best of the researcher's knowledge, this study is the first of its kind that has 

investigated health professionals' perspectives on introducing ACEs screening to health 

settings in NZ. The findings of this study are valuable and practical because the health 

professionals were able to offer their perspectives on barriers and facilitators influencing 

ACEs screening in a Paediatric setting in NZ.  

The findings from this study show the complex barriers that impede the practice of 

ACEs screening in health settings. This study provides insight into how the ACEs 

questionnaire can be successfully introduced and also provides suggestions to maintain 

screening practices in health settings. At present, participants are carrying out informal 

identification of ACEs, but due to the barriers identified, they are unable to carry out this 

process formally, consistently, and successfully. The findings from this study has the 

potential to introduce ACEs screening in a systematic approach to health settings and 

enhance the practice of the health practitioners and the community as a whole. This is 

because the feedback provided by the participants has the power to close the knowledge-

practice gap that plays a larger role in inhibiting the implementation process.  
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Lessons learned 

This research process has taught the researcher the complex nature of the health 

system and how difficult it is to implement evidence-based strategies into practice. Health 

professionals are often criticised for their lack of practice, but the findings of the study have 

uncovered that health professionals are aware of the issues and are trying their best to address 

them with the limited time and resources they have been provided with. Health professionals 

are often overworked and under resourced and struggling to provide the best care for their 

patients. Therefore, future researchers needs to continue working with health professionals to 

find a systematic approach to introduce evidence-based practice into health settings to ensure 

implementation success and its successful maintenance over time.   

Strengths and Limitations 

The use of Implementation science to structure the process of introducing the 

questionnaire to the health setting is a strength of this study. The implementation science 

framework helped guide the researcher on the first steps they need to take in order to identify 

the most successful way to implement the ACEs screen. By identifying a framework and 

looking at the first steps required, identifying the barriers and facilitators to implementing the 

screening, the Researcher was able to gain an understanding of different factors that can 

influence the uptake of implementation and how best to tackle the barriers identified.  

Another strength of the study was the use of the IPA methodology. This is because 

this approach allowed an in-depth exploration of health professionals' perspectives and 

experiences of screening. The majority of the studies carried out earlier lacked the depth in 

their research to capture the insider knowledge that IPA inquiry uncovered. There the 

research was able to uncover barriers and facilitators at a deeper level than before. Thus, 

providing promising next steps.  
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A limitation of the project was the lack of diverse perspectives, especially nurses' 

perspectives, in the study. While the researcher and the project supervisors attempted to 

recruit health professionals, including nurses, for the study, countless challenges prevented 

nurses from taking part in the study. A major challenge that was encountered during the 

research process was participant recruitment. This was due to several factors, such as the 

COVID-19 surge, staff shortage, and changes to the health system. These obstacles prevented 

the researcher from recruiting as many varied participants as the researcher would have liked.  

Another important limitation to identify is that the researcher is not a registered 

clinician that has experience working in a Paediatric setting. This means they have limited 

knowledge of the working of a Paediatric setting and the requirements to implement a tool in 

this setting. The researcher was keenly aware that the health systems differ and their lack of 

knowledge of the setting meant they must keep an open mind regarding the research process. 

The researcher’s lack of experience in the Paediatric setting is also a strength of the analysis 

process. This is because the researcher had no preconceived knowledge of the setting, which 

reduced the biases regarding how the setting works. The researcher's naïve inquiry was an 

asset to IPA's methodological work.  

A major limitation of this study was completing this project during a very challenging 

time with COVID-19, health reform, and staff shortages in the health setting. This meant 

many staff members felt overwhelmed by the existing challenges and that they were not 

ready for any further changes in the health setting. This means some of the findings of the 

study may be influenced by their mental and emotional states about the health system. In 

addition, many health professionals who may have been interested in being part of the project 

could not be involved due to the strain on the healthcare system during this time. Thus, the 

researcher was not able to capture the thoughts of a larger pool of Paediatric staff members.  
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Considerations for the future  

The findings from the current research study have also illuminated many future 

research opportunities. This is because the current study was only able to investigate a small 

part (one part of the pre-condition stage of the REP framework) of a larger ongoing project. 

Future research can utilise the findings from the current study to develop an implementation 

package to pilot the work in the Paediatric setting.  

In future studies, researchers could continue the implementation science approach via 

the REP framework's four stages to introduce ACEs screening into the health setting. This 

can be done by addressing the barriers and facilitators identified in this study and developing 

a package based on the suggestions made by the stakeholders. This means addressing the 

barriers identified and the suggested facilitators also need to be addressed before an 

implementation package can be made for the health system.  

Further research may require addressing some of the barriers and facilitators 

identified; for example, further research may be required to identify a process for ACEs 

screening. Research may also be required to be carried out to find out how best to educate 

and train the staff on ACEs screening based on the feedback from this study. Participants also 

suggested ways to begin implementation in the health setting; this could also be an area that 

further research is required to identify the best space and method of beginning 

implementation.  

The REPs framework dictates that the precondition stage concludes with an 

implementation package that can be presented to the management team at the hospital to gain 

their approval. Then it is important to collaborate with staff to carry out adjustments before 

the package can be introduced as a pilot study as dictated by the pre-implementation stage of 

the REPS framework. These steps and approaches can also be further researched. For 
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example, once an implementation package is made based on the current findings, another 

study can be carried out within the Paediatric Department with a larger sample of staff 

members to examine their perspective of the implementation package developed before it is 

introduced as a pilot. 

Future studies also need to collect feedback from patients in the Paediatric setting to 

gain their perspectives on the use of ACEs screening. This could be done before and after the 

pilot to see how they feel about it. Collecting the perspectives of all the stakeholders involved 

in the setting can further enhance the current findings of the study by providing insight into 

the best ways in which ACEs screening can be used with children and families. This, in turn, 

can provide staff in the Paediatric Department with more understanding of how to use the 

ACEs screening more effectively and more confidently with children and families.  

Future studies can carry out the full implementation process from the precondition 

stage to the maintenance stage of introducing ACEs screening to Paediatric health settings. 

However, this work would require the researcher to set aside adequate time to carry out this 

process.  

It is also critical that future research explores ACEs within Māori communities and 

find the best ways to intervene from a Māori worldview and their perspective on introducing 

the screen to health settings. This was beyond the current study, but a future study with a 

researcher of Māori descent will be most appropriate to carry out work at a higher level than 

a master's as it is a complex topic.  

Conclusion 

In conclusion, the current research project was able to identify health professionals' 

perspectives on ACEs in a Paediatric Department in NZ. Participants provided information 

on their knowledge, training, and perspectives on ACEs screening, current practices, barriers 
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to screening, and facilitators to improve screening practices. This information provided 

valuable insight into the way ACEs screening can be introduced into a Paediatric setting in 

NZ.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



124 
 

References 

Aarons, G. A. (2004). Mental Health provider Attitudes towards adoption of Evidence-Based 

Practice : The Evidence-Based Practice Attitude Scale ( EBPAS ). Mental Health 

Services Research, 6(2), 61–74. https://link-springer-

com.ezproxy.massey.ac.nz/content/pdf/10.1023/B:MHSR.0000024351.12294.65.pdf 

Ainsworth, M. D. S., Blehar, M. C., Waters, E., & Wall, S. N. (2015). Patterns of 

Attachment: A psychological study of the strange situation. Taylor & Francis. 

Alase, A. (2017). The Interpretative Phenomenological Analysis (IPA): A Guide to a Good 

Qualitative Research Approach. International Journal of Education and Literacy 

Studies, 5(2), 9–19. https://doi.org/10.7575/aiac.ijels.v.5n.2p.9 

Albaek, A. U., Kinn, L. G., & Milde, A. M. (2018). Walking Children Through a Minefield: 

How Professionals Experience Exploring Adverse Childhood Experiences. Qualitative 

Health Research, 28(2), 231–244. https://doi.org/10.1177/1049732317734828 

Albers, B., Shlonsky, A., & Mildon, R. (2020). En Route to Implementation Science 3.0. In 

B. Albers, A. Shlonsky, & R. Mildon (Eds.), Implementation Science 3.0 (pp. 1–39). 

Springer nature Switzerland. https://doi.org/10.1007/978-3-030-03874-8 

American Academy of Pediatrics Task Force on Mental Health. (2010). Appendix S4: the 

case for routine mental health screening. Pediatrics, 125(suppl 3), S133-s139. 

Anda, R. F., Croft, J. B., Felitti, V. J., Nordenberg, D., Giles, W. H., Williamson, D. F., & 

Giovino, G. A. (1999). Adverse childhood experiences and smoking during adolescence 

and adulthood. Journal of the American Medical Association, 282(17), 1652–1658. 

https://doi.org/10.1001/jama.282.17.1652 

Anda, R. F., Porter, L. E., & Brown, D. W. (2020). Inside the Adverse Childhood Experience 



125 
 

Score: Strengths, Limitations, and Misapplications. American Journal of Preventive 

Medicine, 59(2), 293–295. https://doi.org/10.1016/j.amepre.2020.01.009 

Baker, R., Camosso-Stefinovic, J., Gillies, C., Shaw, E., Cheater, F., Flottorp, S., Robertson, 

N., Wensing, M., Fiander, M., Eccles, M., Godycki-Cwirko, M., van Lieshout, J., & 

Jäger, C. (2015). Tailored interventions to address determinants of practice ( Review ). 

Cochrane Database of Systematic Reviews, 4, 1–112. 

https://doi.org/10.1002/14651858.CD005470.pub3.www.cochranelibrary.com 

Balas, E. A., & Boren, S. A. (2000). Managing Clinical Knowledge for Health Care 

Improvement. Yearbook of Medical Informatics, 09(01), 65–70. 

https://doi.org/10.1055/s-0038-1637943 

Barnes, A. J., Anthony, B. J., Karatekin, C., Lingras, K. A., Mercado, R., & Thompson, L. A. 

(2020). Identifying adverse childhood experiences in pediatrics to prevent chronic health 

conditions. Pediatric Research, 87, 362–370. https://doi.org/10.1038/s41390-019-0613-

3 

Bauer, M. S., Damschroder, L., Hagedorn, H., Smith, J., & Kilbourne, A. M. (2015). An 

introduction to implementation science for the non-specialist. BMC Psychology, 3(1), 1–

12. https://doi.org/10.1186/s40359-015-0089-9 

Becker-blease, K. A., & Freyd, J. J. (2006). Research Participants Telling the Truth about 

Their Lives: The Ethics of Asking and Not Asking about Abuse. American Psychologist, 

61(3), 218–226. https://doi.org/10.1037/0003-066X.61.3.218 

Bellis, M., Hughes, K., Hardcastle, K., Ashton, K., Ford, K., Quigg, Z., & Davies, A. (2017). 

The impact of adverse childhood experiences on health service use across the life course 

using a retrospective cohort study. Journal of Health Services Research & Policy, 22(3), 

168–177. https://doi.org/10.1177/1355819617706720 



126 
 

Benjumea, C. de la C. (2015). The quality of qualitative research: from evaluation to 

attainment. Texto & Contexto-Enfermagem, 24(3), 883–890. 

https://doi.org/10.1590/0104-070720150001150015   

Boden, J. M., Fergusson, D. M., & Horwood, L. J. (2010). Risk factors for conduct disorder 

and oppositional/defiant disorder: evidence from a New Zealand birth cohort. Journal of 

the American Academy of Child & Adolescent Psychiatry, 49(11), 1125–113. 

https://doi.org/https://doi.org/10.1016/j.jaac.2010.08.005 

Bogan, C., Jennings, L., Haynes, L., Barth, K., Moreland, A., Oros, M., Goldsby, S., Lane, 

S., Funcell, C., & Brady, K. (2020). Implementation of emergency department–initiated 

buprenorphine for opioid use disorder in a rural southern state. Journal of Substance 

Abuse Treatment, 112, 73–78. https://doi.org/10.1016/j.jsat.2020.02.007 

Bora, N., Jones, T. R., Salada, K., & Brummel, M. (2021). Inter-Clinician Variability in 

Primary Care Providers’ Adverse Childhood Experience Knowledge, Training, 

Screening Practices, and Perceived Intervention Barriers: an Exploratory Cross-

Sectional Study. Journal of Child and Adolescent Trauma. 

https://doi.org/10.1007/s40653-021-00365-x 

Boucher, N. A., Zullig, L. L., Shepherd-Banigan, M., Decosimo, K. P., Dadolf, J., Choate, 

A., Mahanna, E. P., Sperber, N. R., Wang, V., Allen, K. A., Hastings, S. N., & Van 

Houtven, C. H. (2021). Replicating an effective VA program to train and support family 

caregivers: a hybrid type III effectiveness-implementation design. BMC Health Services 

Research, 21(1), 1–10. https://doi.org/10.1186/s12913-021-06448-7 

Bowlby, J. (1982). Attachment and Loss: Vol.1. Attachment: Vol. I (2nd ed.). 

https://mindsplain.com/wp-

content/uploads/2020/08/ATTACHMENT_AND_LOSS_VOLUME_I_ATTACHMEN



127 
 

T.pdf 

Branstetter, L. M., Garrett-Wright, D., & Padgett, B. (2020). Adverse Childhood Experiences 

Missed Opportunities by Nurse Practitioners to Screen Adult Clients. Journal of 

Psychosocial Nursing, 58(3), 20–27. https://doi.org/https://doi-

org.ezproxy.massey.ac.nz/10.3928/02793695-20191118-01 

Bright, M. A., Thompson, L., Esernio-Jenssen, D., Alford, S., & Shenkman, E. (2015). 

Primary care pediatricians’ perceived prevalence and surveillance of adverse childhood 

experiences in low- income children. Journal of Health Care for the Poor and 

Underserved, 26(3), 686–700. https://doi.org/10.1353/hpu.2015.0080 

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and 

design. Harvard University press. 

Bronfenbrenner, U. (2005). Making human beings human: Bioecological perspectives on 

human development. SAGE publications. 

Brown, H., & Bryder, L. (2022). Universal healthcare for all? Māori health inequalities in 

Aotearoa New Zealand 1975–2000. Social Science & Medicine, 115315. 

https://doi.org/10.1016/j.socscimed.2022.115315 

Bryant, D. J., Oo, M., & Damian, A. J. (2020). The Rise of Adverse Childhood Experiences 

During the COVID-19 Pandemic. Psychology Trauma:Theory, Research, Practice, and 

Policy, 12(S1), S193–S194. https://doi.org/https://doi.org/10.1037/tra0000711 

Calvano, C., Engelke, L., Bella Di, J., Kindermann, J., Renneberg, B., & Winter, S. M. 

(2022). Families in the COVID ‑ 19 pandemic : parental stress , parent mental health and 

the occurrence of adverse childhood experiences — results of a representative survey in 

Germany. European Child & Adolescent Psychiatry, 31(7), 1–13. 



128 
 

https://doi.org/10.1007/s00787-021-01739-0 

Cao, S., Gu, M., Feng, M., Jia, Y., Zhao, Y., Chen, S., Zhu, L., Bo, S., & Zhao, Q. (2021). 

Implementation of evidence in preventing medical device-related pressure injury in ICU 

patients using the i-PARIHS framework. Journal of Nursing Management, 30, 318–327. 

https://doi.org/10.1111/jonm.13458 

Carlson, V., Cicchetti, D., Barnett, D., & Braunwald, K. (1989). Disorganized / Disoriented 

Attachment Relationships in Maltreated Infants. Developmental Psychology, 25(4), 525–

531. https://doi-org.ezproxy.massey.ac.nz/10.1037/0012-1649.25.4.525 

Čartolovni, A., Stolt, M., Scott, P. A., & Suhonen, R. (2021). Moral injury in healthcare 

professionals : A scoping review and discussion. Nursing Ethics, 28(5), 590–602. 

https://doi.org/10.1177/0969733020966776 

Chamberlain, P., Brown, C. H., & Saldana, L. (2011). Observational measure of 

implementation progress in community based settings: The Stages of implementation 

completion (SIC). Implementation Science, 6(116), 1–8. https://doi.org/10.1186/1748-

5908-6-116 

Chaudoir, S. R., Dugan, A. G., & Barr, C. H. I. (2013). Measuring factors affecting 

implementation of health innovations : a systematic review of structural , organizational 

, provider , patient , and innovation level measures. Implementation Science, 8(22), 1–

20. http://www.implementationscience.com/content/8/1/22 

Craig, J. M., Malvaso, C., & Farrington, D. P. (2021). All in the Family ? Exploring the 

Intergenerational Transmission of Exposure to Adverse Childhood Experiences and 

Their Effect on Offending Behavior. Youth Violence and Juvenile Justice, 19(3), 292–

307. https://doi.org/10.1177/15412040211003648 



129 
 

Cronholm, P. F., Forke, C. M., Wade, R., Bair-merritt, M. H., Davis, M., Harkins-schwarz, 

M., Pachter, L. M., & Fein, J. A. (2015). Adverse Childhood Experiences Expanding the 

Concept of Adversity. American Journal of Preventive Medicine, 49(3), 354–361. 

https://doi.org/10.1016/j.amepre.2015.02.001 

Cummings, J. C. (2021). COVID-19 Health System Response Monitor: New Zealand (Issue 

April). https://apo.who.int/publications/i/item/covid-19-health-system-response-monitor-

new-zealand 

Cyr, C., Euser, E. M., & Bakermans-kranenburg, M. J. (2010). Attachment security and 

disorganization in maltreating and high-risk families : A series of meta-analyses. 

Development and Psychopathology, 22, 87–108. 

https://doi.org/10.1017/S0954579409990289 

Daalder, M. (2022, February 9). Omicron to slam a health system at ‘breaking point.’ 

Newsroom. https://www.newsroom.co.nz/omicron-to-slam-health-system-at-breaking-

point 

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. 

(2009). Fostering implementation of health services research findings into practice : a 

consolidated framework for advancing implementation science. Implementation Science, 

4(1), 1–15. https://doi.org/10.1186/1748-5908-4-50 

Danese, A., Moffitt, T. E., Harrington, H. L., Milne, B. J., Polanczyk, G., Pariante, C. M., 

Poulton, R., & Caspi, A. (2009). Adverse childhood experiences and adult risk factors 

for age-related disease: Depression, inflammation, and clustering of metabolic risk 

markers. Archives of Pediatrics and Adolescent Medicine, 163(12), 1135–1143. 

https://doi.org/10.1001/archpediatrics.2009.214 

Davies, P., Walker, A., & Grimshaw, J. (2003). Theories of behaviour change in studies of 



130 
 

guideline implementation. Proceedings of the British Psychological Society, 11(1), 120. 

Dean, S. M., Gilmore-Bykovskyi, A., Buchanan, J., Ehlenfeldt, B., & Kind, A. J. H. (2016). 

Design and Hospitalwide Implementation of a Standardized Discharge Summary in an 

Electronic Health Record. Joint Commission Journal on Quality and Patient Safety, 

42(12), 555-AP11. https://doi.org/10.1016/S1553-7250(16)30107-6 

Department of Prime Minister and Cabinet. (2021). Our health and disability system (Issue 

April). https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-

summary-apr21.pdf 

Deprince, A. P., & Freyd, J. J. (2006). Costs and Benefits of Being Asked About Trauma 

History Costs and Benefits of Being Asked About Trauma History. Journal of Trauma 

Practice, 3(4), 23–35. https://doi.org/10.1300/J189v03n04 

DiGangi, M. J., & Negriff, S. (2020). The Implementation of Screening for Adverse 

Childhood Experiences in Pediatric Primary Care. The Journal of Pediatrics, 222, 174–

179. https://doi.org/10.1016/j.jpeds.2020.03.057 

Dube, S. R. (2018). Continuing conversations about adverse childhood experiences ( ACEs ) 

screening : A public health perspective. Child Abuse & Neglect, 85, 180–184. 

https://doi.org/10.1016/j.chiabu.2018.03.007 

Dube, S. R., Anda, R. F., Felitti, V. J., Chapman, D. P., Williamson, D. F., & Giles, W. H. 

(2001). Childhood abuse, household dysfunction, and the risk of attempted suicide 

throughout the life span: Findings from the adverse childhood experiences study. 

Journal of the American Medical Association, 286(24), 3089–3096. 

https://doi.org/10.1001/jama.286.24.3089 

Dube, S. R., Felitti, V. J., Dong, M., Chapman, D. P., Giles, W. H., & Anda, R. F. (2003). 



131 
 

Childhood abuse, neglect, and household dysfunction and the risk of illicit drug use: The 

adverse childhood experiences study. Pediatrics, 111(3), 564–572. 

https://doi.org/10.1542/peds.111.3.564 

Dube, S. R., Felitti, V. J., Dong, M., Giles, W. H., & Anda, R. F. (2003). The impact of 

adverse childhood experiences on health problems: Evidence from four birth cohorts 

dating back to 1900. Preventive Medicine, 37(3), 268–277. 

https://doi.org/10.1016/S0091-7435(03)00123-3 

Duffee, J., Szilagyi, M., Forkey, H., & Kelly, E. T. (2021). Trauma-informed care in child 

health systems. Pediatrics, 148(2). https://doi.org/10.1542/peds.2021-052579 

Durlak, J. A., & Dupre, E. P. (2008). Implementation Matters : A Review of Research on the 

Influence of Implementation on Program Outcomes and the Factors Affecting 

Implementation. American Journal of Community Psychology, 41(3), 327–350. 

https://doi.org/10.1007/s10464-008-9165-0 

Eappen, B. S., Aguilar, M., Ramos, K., Contreras, C., Prom, M. C., Scorza, P., Gelaye, B., 

Rondon, M., Raviola, G., & Galea, J. T. (2018). Preparing to launch the ‘Thinking 

Healthy Programme’ perinatal depression intervention in Urban Lima, Peru: experiences 

from the field. Global Mental Health, 5. https://doi.org/10.1017/gmh.2018.32 

Eccles, M., Grimshaw, J., Walker, A., Johnston, M., & Pitts, N. (2005). Changing the 

behavior of healthcare professionals: The use of theory in promoting the uptake of 

research findings. Journal of Clinical Epidemiology, 58(2), 107–112. 

https://doi.org/10.1016/j.jclinepi.2004.09.002 

Eccles, M. P., & Mittman, B. S. (2006). Welcome to implementation science. Implementation 

Science, 1(1), 1–3. https://doi.org/10.1186/1748-5908-1-1 



132 
 

Edwards, B., & Clarke, V. (2005). The validity of the family relationships index as a 

screening tool for psychological risk in families of cancer patients. Psycho-Oncology, 

14(7), 546–554. https://doi.org/10.1002/pon.876 

Edwards, V. J., Holden, G. W., Felitti, V. J., & Anda, R. F. (2003). Relationship Between 

Multiple Forms of Childhood Maltreatment and Adult Mental Health in Community 

Respondents: Results From the Adverse Childhood Experiences Study. American 

Journal of Psychiatry, 160(8), 1453–1460. 

http://search.ebscohost.com/login.aspx?direct=true&db=cin20&AN=104825286&site=e

host-live 

Elers, C., Jayan, P., Elers, P., & Dutta, M. J. (2021). Negotiating Health Amidst COVID-19 

Lockdown in Low-income Communities in Aotearoa New Zealand. Health 

Communication, 36(1), 109–115. https://doi.org/10.1080/10410236.2020.1848082 

Eriksson, M., Ghazinour, M., & Hammarstro, A. (2018). Different uses of Bronfenbrenner ’ s 

ecological theory in public mental health research : what is their value for guiding public 

mental health policy and practice ? Social Theory Health, 16(4), 414–433. 

https://doi.org/10.1057/s41285-018-0065-6 

Esparham, A., Misra, S. M., Sibinga, E., Culbert, T., Kemper, K., McClafferty, H., Vohra, S., 

& Rosen, L. (2018). Pediatric integrative medicine : vision for the future. Children 

(Basel), 5(8), 1–13. https://doi.org/10.3390/children5080111 

Fanslow, J., Hashemi, L., Gulliver, P., & McIntosh, T. (2021). Adverse childhood 

experiences in New Zealand and subsequent victimization in adulthood: Findings from a 

population-based study. Child Abuse and Neglect, 117, 2–16. 

https://doi.org/10.1016/j.chiabu.2021.105067 

Fanslow, J. L., Robinson, E. M., Crengle, S., & Perese, L. (2007). Prevalence of child sexual 



133 
 

abuse reported by a cross-sectional sample of New Zealand women. Child Abuse and 

Neglect, 31(9), 935–945. https://doi.org/10.1016/j.chiabu.2007.02.009 

Farrow, V. A., Bosch, J., Crawford, J. N., Snead, C., & Schulkin, J. (2018). Screening for 

History of Childhood Abuse: Beliefs, Practice Patterns, and Barriers Among 

Obstetrician-Gynecologists. Women’s Health Issues, 28(6), 559–568. 

https://doi.org/10.1016/j.whi.2018.09.001 

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., 

Koss, M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household 

dysfunction to many of the leading causes of death in adults: The adverse childhood 

experiences (ACE) study. American Journal of Preventive Medicine, 14(4), 245–258. 

https://doi.org/10.1016/S0749-3797(98)00017-8 

Fergusson, D. M., Boden, J. M., & Horwood, L. J. (2008). Developmental antecedents of 

interpartner violence in a New Zealand birth cohort. Journal of Family Violence, 23(8), 

737–753. https://doi.org/10.1007/s10896-008-9199-y 

Fergusson, D. M., Woodward, L. J., & Horwood, L. J. (2000). Risk factors and life processes 

associated with the onset of suicidal behaviour during adolescence and early adulthood. 

Psychological Medicine, 30(1), 23–39. https://doi.org/10.1017/S003329179900135X 

Finkelhor, D. (2018). Screening for adverse childhood experiences: Cautions and 

suggestions. Child Abuse and Neglect, 85(June 2017), 174–179. 

https://doi.org/10.1016/j.chiabu.2017.07.016 

Fixsen, D. L., Naoom, S. F., Blase, K. A., Friedman, R. M., & Wallace, F. (2005). 

Implementation Research: A Synthesis of the Literature Dean L. Fixsen ((FMHI Publ, 

Issue January). National Implementation Research Network at the Louis de la Parte 

Florida Mental Health Institute, University of South Florida. 



134 
 

https://www.researchgate.net/publication/242511155_Implementation_Research_A_Syn

thesis_of_the_Literature_Dean_L_Fixsen 

Folger, A. T., Eismann, E. A., Stephenson, N. B., Shapiro, R. A., Macaluso, M., Brownrigg, 

M. E., & Gillespie, R. J. (2018). Parental Adverse Childhood Experiences and Offspring 

Development at 2 Years of Age. Pediatrics, 141(4), 1–9. https://doi.org/https:// doi. org/ 

10. 1542/ peds. 2017- 2826 

Forkey, H., Szilagyi, M., Kelly, E. T., & Duffee, J. (2021). Trauma-Informed Care. 

Pediatrics, 148(2), 1–26. https://doi.org/10.1542/peds.2021-052580 

Forman, S. G., Shapiro, E. S., Codding, R. S., Gonzales, J. E., Reddy, L. A., Rosenfield, S. 

A., Sanetti, L. M. H., & Stoiber, K. C. (2013). Implementation science and school 

psychology. School Psychology Quarterly, 28(2), 77–100. 

https://doi.org/10.1037/spq0000019 

Garner, A., & Yogman, M. (2021). Preventing childhood toxic stress: Partnering with 

families and communities to promote relational health. Pediatrics, 148(2). 

https://doi.org/10.1542/peds.2021-052582 

Gavin, B., Hayden, J., Adamis, D., & Mcnicholas, F. (2020). Caring for the Psychological 

Well-Being of Healthcare Professionals in the Covid-19 Pandemic Crisis. Irish Medical 

Journal, 113(4), 5–7. https://www.imj.ie/wp-content/uploads/2020/04/Caring-for-the-

Psychological-Well-Being-of-Healthcare-Professionals-in-the-Covid-19-Pandemic-

Crisis.pdf 

Glowa, P. T., Olson, A. L., & Johnson, D. J. (2016). Screening for Adverse Childhood 

Experiences in a Family Medicine Setting : A Feasibility Study. The Journal of the 

American Board of Family Medicine, 29(3), 303–307. 

https://doi.org/10.3122/jabfm.2016.03.150310 



135 
 

Goddard, A. (2021). Adverse childhood experiences and trauma-informed care. Journal of 

Pediatric Health Care, 35, 145–155. https://doi.org/10.1016/S0749-3797(98)00013-0 

Goodyear-Smith, F., & Ashton, T. (2019). Review New Zealand health system : universalism 

struggles with persisting inequities. The Lancet, 394, 432–442. 

https://doi.org/10.1016/S0140-6736(19)31238-3 

Grant, C. C., Huang, Q. S., Trenholme, A., Taylor, S., & Wood, T. (2021). What can we learn 

from our 2021 respiratory syncytial virus experience ? New Zealand Medical 

Association, 134(1540), 7–12. www.nzma.org.nz/journal 

Guss, S. S., Morris, A. S., Bosler, C., Castle, S. L., Hays-Grudo, J., Horm, D. M., & Treat, A. 

(2020). Parents’ adverse childhood experiences and current relationships with their 

young children: the role of executive function. Early Child Development and Care, 

190(7), 1042–1052. https://doi.org/10.1080/03004430.2018.1513921 

Gustavson, A. M., Kenny, M. E., Wisdom, J. P., Salameh, H. A., Ackland, P. E., Gordon, A. 

J., & Hagedorn, H. J. (2021). Fluctuations in barriers to medication treatment for opioid 

use disorder prescribing over the course of a one ‑ year external facilitation intervention. 

Addiction Science & Clinical Practice, 16(51), 1–7. https://doi.org/10.1186/s13722-021-

00259-1 

Guy-Evans, O. (2020). Brinfenbrenner’s Ecological Systems Theroy. Simply Psychology. 

https://www.simplypsychology.org/Bronfenbrenner.html 

Hamilton, A. B., & Finley, E. P. (2019). Qualitative methods in implementation research: An 

introduction. Psychiatry Research, 280, 1–8. 

https://doi.org/10.1016/j.psychres.2019.112516 

Harvey, G., & Kitson, A. (2020). Promoting Action on Research Implementation in Health 



136 
 

Services : the Integrated-PARIHS framework. In Handbook on Implementation Science 

(pp. 114–143). Edward Elgar Publishing. https://www-elgaronline-

com.ezproxy.massey.ac.nz/view/edcoll/9781788975988/9781788975988.00012.xml 

Hashemi, L., Fanslow, J., Gulliver, P., & Mcintosh, T. (2021). Exploring the health burden of 

cumulative and specific adverse childhood experiences in New Zealand : Results from a 

population-based study. Child Abuse & Neglect, 122, 1–15. 

https://doi.org/10.1016/j.chiabu.2021.105372 

Hastings, S. N., Choate, A. L., Mahanna, E. P., Floegel, T. A., Allen, K. D., Van Houtven, C. 

H., & Wang, V. (2018). Early mobility in the hospital: Lessons learned from the 

STRIDE program. Geriatrics, 3(4), 1–9. https://doi.org/10.3390/geriatrics3040061 

Health and Disability System Review. (2020). Health and Disability System Review: Final 

report - Pūrongo Whakamutunga. www.systemreview.health.govt.nz/final-report 

Health Quality & Safety Commission New Zealand. (2019). He matapihi ki te kounga o ngā 

manaakitanga ā-hauora o Aotearoa 2019 : he tirohanga ki te ōritenga hauora o te 
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Appendix A: Participant information sheet and consent form 

 

 

 

 

Participant Information sheet 

 
Kia Ora,  

 

You are being invited to take part in the following research study.  
 

Project title: MidCentral Health professionals’ perspectives on screening for Adverse Childhood 

Experiences (ACEs) in everyday practice when working with children and families.  

 
Please take some time to read through the following information.  

 

What is the research project?  
This project aims to explore and understand various perspectives on ACEs screening from health 

professionals at MidCentral Health. The Paediatric Department at the Midcentral District Health 

Board’s (DHB) Palmerston North Hospital is considering the implementation ACEs screening for 
patients and their parents. When considering how to proceed with this possible project, the current 

study will utilise implementation science to explore and understand current thoughts, knowledge, and 

attitudes towards ACEs screening from those who work most closely with patients and their whānau.  

 
Who is undertaking the project?  

This project is being conducted by Kavindri De Silva, currently completing her master’s degree in 

health psychology. It is being supervised by Dr Don Baken and Dr Kirsty Ross.  
 

Why am I being invited to participate?  

You are being invited to participate in this study because you are a health professional, working in the 

paediatric department at the Palmerston Hospital and have regular interactions with children and 
families from the community.  

 

Are there any risks associated with participating in this project?  
Participation in the study is voluntary. The risks associated with participating in the project are 

expected to be low. The recording of the interviews will be stored securely in a password protected 

computer. We will maintain the confidentiality of all the research data and the research participants 
will remain anonymous in the thesis report.  

 

What are the benefits in participating in this project?  

This project will provide you with the chance to express your thoughts and knowledge regarding 
ACEs screening. It will also give you the chance to contribute to the potential implementation 

decisions taken in the future with ACEs screening.  

 
What do I need to do to participate in this study? 
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 If you would like to participate in this study, please follow the instruction of the attached informed 
consent form. You will need to copy, edit, and paste the statements outlined in the form on to an email 

to provide your consent. Please send the email to . If you choose to take part 

in this study, once informed consent is complete via email, a date and a time will be arranged with 

you for an interview. You will be asked to participate in a confidential and anonymous interview over 
Zoom. This will last approximately 30 minutes.  

 

Once the interview is completed and transcribed, we will send you a copy of the interview transcript. 
You will have up to two weeks to decide and inform us if you do not want us to use the transcript, or 

if you wish to make any changes or amendments. If no email reply is received within two weeks, we 

will assume that you approve the use of the transcript in the study, Unchanged.  
 

What are my rights as a participant in this study?  

If you decide to participate, you have the right to:  

• Decline to answer any questions  

• Ask any questions about the study or/ and withdraw from the project up until two weeks after 

you have received the transcript of your interview.  

• Know that the information provided will be kept safe and it will be used in the current project 

and potential future conference presentations and/or potential future journal articles.  

• Know that the thesis report will not identify individuals taking part in the study.  

 
Who can I contact if I have further questions about the study?  

 

Dr.Kirsty Ross:  
K.J.Ross@massey.ac.nz  

 

Dr. Don Baken:  

D.M.Baken@massey.ac.nz  
  

Kavindri De Silva:  

  
 

This project has been evaluated by peer review and judged to be low risk. Consequently, it has not 

been reviews by one of the university’s human ethics committees. The researcher named in this 
document is responsible for the ethical conduct of this research.  

If you have any concerns about the conduct of this research that you want to raise with someone other 

than the researcher, please contact Professor Craig Johnson, Director (Research ethics), email 

humanethics@massey.ac.nz  
 

Thank you for your time.  

 
Ngā mihi,  

 

Kavindri De Silva  

 
 

 

 
 

 

mailto:K.J.Ross@massey.ac.nz
mailto:D.M.Baken@massey.ac.nz
mailto:humanethics@massey.ac.nz
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Participant Informed consent form 

• I have read and understood the participant information sheet attached.  

• Any questions I had were answered to my satisfaction, and I understand that I may 

ask further questions at any time.  

• I have been given sufficient time to consider participating in this study and I 

understand that participating is voluntary.  

• I understand that I may withdraw from this study up to two weeks after I have read 

the transcript of the interview conducted with me. Within that two-week period, I will 

have replied via email to release the transcript or request any changes I may like to 

make. I understand that if the researcher has not received an email reply within two 

weeks of receiving the transcript, it will be assumed that I am willing to have the 

interview transcript used within the study, unchanged.  

 

Declaration by participant:  

 

Please respond via email to   indicating that  

(Please copy and paste the completed template below to confirm that you would like to 

participate in the study)  

 

I, (Insert name) have read the information sheet and consent form and I am willing to 

participate in this study under the conditions set out in the information provided.  

 

Please include your responses via email by deleting what does not apply:  

 

I agree/do not agree to the interview being sound recorded  

 

I wish /do not wish to have my recording returned to me  

 

I agree/ do not agree to have the information collected from the interview be used in 

potential future conference presentations and/or journal articles, in an anonymous 

format.  

 

If you would like to receive a summary of the study, please indicate this in the email. 

This will be emailed to you at the end of the study.  

 

 

If you have any questions, please contact Kavindri De Silva at .  

Thank you for your time.  

 

Ngā mihi,  

Kavindri De Silva 
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Appendix B: Interview schedule 

 

 

 

 

 

 

 

 

Interview Schedule   

1. Can you tell me what you know about the topic of Adverse Childhood Experiences 

(ACEs)? 

- Where did you learn about this topic?  

- Have you had any training on ACEs? 

2. How important do you think it is to know about ACEs?  

3. What do you know about the current recommended practices to mitigate the long-term 

effects of ACEs in children?   

- Do you have any training on trauma informed care? 

- Do you find it helpful in everyday practice? 

- Do you feel that it would benefit you to learn more about ACEs? 

4. Can you tell me how you feel about the idea of the Paediatric Department of the 

Palmerston North Hospital introducing routine screening practices of ACEs? 

- what are potential barriers that could impede implementation of screening 

successfully? (Barriers; training, organisation support, confidence, referrals) 

- What solutions do you propose for the barriers you identified? (Solutions: 

providing support, training, and setting up referrals processes) 

5. What would you and/ other staff require to feel confident in using the ACEs screen in 

everyday practice? 

6. Do you have any questions or further comments? 

 

 

 

 

 

 

 




