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Abstract: Adverse childhood experiences have a potential lifelong impact on health. A traumatic 
upbringing may increase antenatal health risks in mothers-to-be and impact child development in 
their offspring. Yet, little is known about the identification of adverse childhood experiences in an-
tenatal care. The objective of this study was to explore the feasibility and acceptability of the adverse 
childhood experiences questionnaire among midwives and factors affecting its implementation. 
Three Danish maternity wards participated in the study. The data consisted of observations of mid-
wifery visits and informal conversations with midwives, as well as mini group interviews and dia-
logue meetings with midwives. The data were analysed using systematic text condensation. Anal-
ysis of the data revealed three main categories; “Relevance of the adverse childhood experiences 
questionnaire”, “Challenges related to use of the adverse childhood experiences questionnaire” and 
“Apprehensions, emotional strain, and professional support”. The findings showed that the adverse 
childhood experiences questionnaire was feasible to implement in Danish antenatal care. Midwives’ 
acceptability of the questionnaire was high. Training courses and dialogue meetings motivated the 
midwives to work with the questionnaire in practice. The main factors affecting the implementation 
process were time restrictions, worries of overstepping women’s boundaries, and a lack of a specific 
intervention for women affected by their traumatic upbringing circumstances. 
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1. Introduction 
Over the last three decades, studies have consistently found that adverse childhood 

experiences (ACEs: abuse, neglect, and household dysfunction) during childhood and ad-
olescence (up to the age of eighteen years) are associated with increased risk of physio-
logical and mental illness in adulthood [1–5]. In European countries, it is estimated that 
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approximately one out of four adults have had one adverse childhood experience, and 
one out of five adults have had two or more [1]. A large cross-sectional study has shown 
that among high-, high-middle-, and low-/lower-middle-income countries, a similar prev-
alence of ACEs in adults exists [6]. Compared to adults with no ACEs, adults with ACEs 
are more likely to smoke and have problematic drinking habits [7]. Correspondingly, 
adults with ACEs are also more likely to suffer from heart disease, respiratory disease, 
diabetes, and cancer, compared to adults with no ACEs [7]. 

The transition to motherhood poses a particular challenging period in life for women 
who have experienced a traumatic childhood [8,9]. Several studies have investigated 
ACEs among pregnant women to explore the potential associations between ACEs and 
risks during pregnancy as well as after birth [10,11]. One study has shown that two or 
more ACEs are associated with having an unwanted pregnancy [12]. ACEs are also asso-
ciated with a higher risk of being in a relationship with domestic violence [13]. Several 
studies have documented a positive association between ACEs and mental illness, such 
as depression and anxiety during pregnancy or after birth [13–16]. Furthermore, Racine 
and colleagues have shown that ACEs are associated with antepartum health risks, de-
fined by the authors as pre-pregnancy risk factors, past obstetrical risk factors, problems 
in the current pregnancy, and other risk factors [17]. At the same time, the potential neg-
ative health impact ACEs may pose in women during pregnancy may be buffered by re-
silience and social support [4,13,15,17]. 

After birth, studies point to ACEs as being associated with negative parenting behav-
iour [18] and parental stress [19]. These conditions can increase the risk of insecure attach-
ment patterns in the offspring, and in more serious cases, lead to disorganised attachment 
[20]. Children with insecure attachment patterns, due to adverse childhood experiences, 
may replicate parental behaviour as adults when caring for children of their own, which 
may subsequently impact child development [9,21]. Thus, the early identification of ACEs 
and interventions are pivotal to decrease the risks of intergenerational transmission of 
parenting skills. 

In their recommendations for antenatal care provision, the World Health Organiza-
tion (WHO) highlights the importance of preventing or treating risks during pregnancy 
for the achievement of a positive motherhood, including maternal self-esteem and com-
petence [22]. Despite recognition of the importance of early screening for ACEs and ap-
propriate interventions [10,11], only a limited body of research has explored screening for 
ACEs within the antenatal care setting [11,23]. This is unfortunate, as screening during 
pregnancy may identify ACEs among women who may otherwise remain unrecognised 
for traumatic events during their upbringing. Information on women’s ACEs is important 
to increase maternity care providers’ awareness of the parenting challenges these women 
may endure after their child is born. 

“The Invisibly vulnerable study” was developed to promote systematic screening for 
ACEs in Danish antenatal care and ensure adequate help for women, who due to their 
childhood circumstances need extra support during pregnancy and after birth. The study 
builds on previous qualitative research documenting adult daughters of alcoholic parents’ 
emotional challenges and concerns during pregnancy and the implications of these 
women’s experiences should have for antenatal care provision [24]. Exploring key stake-
holders’ perspectives are important to understand how new work routines are received 
and operate in existing practices [25]. The present study is the first of two studies investi-
gating midwives’ and women’s experiences with a 10-item ACE questionnaire [26] upon 
entry to midwifery-led antenatal care at three maternity wards in Eastern Denmark. The 
women’s experiences will be reported in a separate paper.  

The objective of this study was to explore the feasibility and acceptability of the ACE 
questionnaire and factors affecting its implementation among midwives in Denmark. 

1.1. Antenatal Care in Denmark 
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Danish antenatal care is publicly funded for all women who hold a residence permit 
[27]. According to the National Health Act, women have the right to at least five antenatal 
care visits during their pregnancy [28]. Antenatal care is structured with four referral lev-
els [27]. Women assigned to level one are offered basic antenatal care usually comprising 
five to six midwifery visits, three visits with the general practitioner, and two ultrasound 
examinations [27]. Antenatal care level one targets women with expected uncomplicated 
pregnancies and is primarily provided by general practitioners and midwives. Levels two 
to four involve extended antenatal care services, such as additional antenatal care visits 
or prolonged visits. Level two targets women with antenatal, birth, or postnatal risks, i.e., 
women who are overweight, have had a previous complicated birth or breastfeeding 
problems—it is provided by maternity care providers. Antenatal care level three targets 
women with mental, medical, or social problems, while level four targets women with 
complicated problems relating to substance abuse, severe psychological or psychiatric dis-
orders, or severe social disadvantages. Antenatal care in level three and four is provided 
by an interdisciplinary team usually including midwives, doctors, nurses, psychologists, 
psychiatrists, and social workers. Most women in Denmark are referred to antenatal care 
levels one and two [29]. For women with expected uncomplicated pregnancies, the mid-
wife is the maternity care provider that the woman sees the most. 

A screening for psychosocial vulnerability is placed during the first trimester of the 
pregnancy. At the first antenatal care visit, the general practitioner is responsible for con-
firming women’s pregnancy, as well as collecting and assessing women’s social, psycho-
logical, and physical history. Based on this information, the general practitioner refers the 
woman to the appropriate level of antenatal care [27]. Midwives follow up on women’s 
history the first time they see the woman. 

1.2. The ACE Questionnaire in a Danish Antenatal Care Setting 
Between June and October 2021, three hospitals in Eastern Denmark started to in-

clude questions on childhood experiences to their existing screening procedures in ante-
natal care as a quality improvement initiative. The new practice implied that all women 
assigned to antenatal care levels one and two were asked ten ACE questions by their mid-
wife at the first or second midwifery visit, placed during the first or second pregnancy 
trimester. The number of births ranged from 1500 to 2400 per year at the three hospitals. 
Within the framework of this initiative, we designed a feasibility study, which is described 
in detail in the Materials and Methods Section 2. 

The Adverse Childhood Experiences (ACE) Questionnaire is an internationally rec-
ognised questionnaire consisting of 10 questions about traumatic experiences in child-
hood (0–17 years) [30]. The instrument makes it possible to capture different categories of 
dysfunctional upbringing environments, and it has been found to be a strong predicative 
measure [2,10,30,31]. The WHO recommends that the tool should be deployed globally 
due to its effective predictive value and health-promoting potential [32]. A positive an-
swer to a question adds one point to the respondent’s total score, i.e., between 0 and 10 
points can be scored, with ≥4 considered serious [2,26,33]. Experience from other countries 
shows that it is possible to integrate the ACE questionnaire into prenatal care, and that 
successful implementation requires competence development and training of healthcare 
professionals as well as organisationally appropriate frameworks and resources [10,34]. 

The original ACE questionnaire was described in the Centers for Disease Control 
Kaiser Permanente adverse childhood experiences (ACE) study by Felitti and colleagues 
[30]. It focuses on a person’s experiences from birth to their 18th birthday and is composed 
of two clusters—one about different types of child maltreatment and another about house-
hold challenges. Instead of questions on different types of childhood adversities, the ACE 
questions centre around specific situations. For example, a question regarding psycholog-
ical abuse asks about situations where an adult in the household “often or very often 
swear at you, insult you, put you down, or humiliate you or act in a way that made you 
afraid that you might be physically hurt” [26]. In this study, we used a validated version 
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of the ACE questionnaire from the Centers for Disease Control and Prevention and Kaiser 
Permanente, where question items regarding emotional and physical neglect were added 
[26]. This questionnaire has been widely used in research [2,10]. 

A professional forward and backward translation of the questionnaire was carried 
out [35]. Further, we conducted a cultural translation with the intention of adapting the 
questions to Danish midwifery visits and to general conditions in Denmark [36]. A cul-
tural translation is recommended by the WHO to enhance acceptability and cultural ap-
plicability of the questions, and appropriateness of wording and phrasing [37]. We used 
a WHO translation guideline regarding another health-related topic for inspiration [38]. 
We also had an expert group consisting of midwives with antenatal care experiences com-
ment on the Danish version of the questionnaire. The cultural translation led to a slight 
change in the question order and to some minor modifications of the wording. Sub-items 
regarding household alcohol and drug abuse were merged into one question about 
“household substance abuse”, and information on incarceration, which had its own ques-
tion, was included in a broader question about “loosing contact to a parent”. The final 
questionnaire included 10 questions on the following items: psychological abuse, domes-
tic violence, physical abuse, sexual abuse, household substance abuse, lost contact to a 
parent/incarceration, parental separation, household mental illness/attempted suicide, 
emotional neglect, and physical neglect.  

Prior to the implementation of ACE in midwifery practice, fifty midwives providing 
antenatal care at the three hospitals’ maternity care wards received a one-day training 
course. A total of five training courses were held. To ensure access to training for all mid-
wives, an online version of the course was offered to midwives who were unable to par-
ticipate in the scheduled courses (number not recorded). Author V.d.L. facilitated both 
course types, which built on attachment theory, pedagogical theory, and existing research 
on childhood adversities. In the figure below, the course themes are presented (Figure 1). 

 
Figure 1. Training course themes. 

Furthermore, midwives at the three maternity wards were offered participation in an 
online dialogue meeting where they were given the opportunity to share, discuss and re-
ceive feedback on their experiences and potential challenges related to implementing the 
ACE questionnaire. Author V.d.L. facilitated the dialogue meetings. In addition, an im-
plementation manual describing how to introduce the questionnaire, ask the ACE ques-
tions, and follow up on women’s replies were provided for the midwives. 

A local project midwife was assigned to each maternity ward to assist and monitor 
the implementation of the ACE questionnaire. The wards were compensated with 10 min 
to allow for extra time for women to complete the questionnaire verbally and for the mid-
wives to introduce the questionnaire, record the women’s replies and follow up on the 
women’s ACE replies as well as their screening experiences. At one maternity ward, the 
ACE questionnaire was implemented into the existing time frame with no extra allocated 



Int. J. Environ. Res. Public Health 2023, 20, 5897 5 of 18 
 

 

time during the first four months of the study. Women were asked the ACE questions at 
the first or second midwifery visit during first or second pregnancy trimester. The mid-
wives were instructed to offer women, who reported four ACEs or more, an extra mid-
wifery visit. The women who scored between one and three ACEs were assessed for their 
need of an extra midwifery visit and offered one if relevant. The women who were iden-
tified as having severe mental or social problems due to their ACE history were offered a 
referral to antenatal care level three or four, where help from psychologists, psychiatrists 
and social workers was available with extra time resources allocated. 

2. Materials and Methods 
2.1. Design 

The study was conducted as a feasibility study. According to Eldridge and col-
leagues, feasibility studies examine whether something can be carried out, whether it 
should proceed, and if so, how [39]? When investigating aspects related to feasibility and 
acceptability, a qualitative design is recommended [39,40]. Inspired by key principles 
from the evaluation research tradition, the study drew on multiple qualitative data 
sources to provide different perspectives of the phenomena [41]. The data sources con-
sisted of observations of midwifery visits and informal conversations, as well as mini 
group interviews and dialogue meetings with midwives. Observations and informal con-
versations were performed from October 2021 to March 2022, mini group interviews from 
May to September 2022, and dialogue meetings January and February 2022. The data were 
collected from five antenatal care facilities. 

2.2. Recruitment of Study Participants 
Midwives for the feasibility study were recruited by the management or  local pro-

ject midwife. Inclusion criteria were being permanently employed as a midwife at one of 
the three maternity wards and undertaking midwifery visits in antenatal care. Midwives 
participating in the mini group interviews and dialogue meetings were paid a regular 
salary for their time. 

2.3. Ethical Considerations 
Midwives were informed verbally or in writing about the study prior to giving verbal 

consent to participate in observations or informal conversations. Midwives participating 
in the mini group interviews received written information before giving written consent 
to participate. Midwives participating in the dialogue meetings received verbal infor-
mation about the study before verbally consenting to participate. All midwives contrib-
uting to the data collection were informed that their participation was voluntary, and they 
were guaranteed institutional as well as personal anonymity. 

Since the ACE questionnaire might induce emotional reactions to previous trauma in 
some women, extra time was allocated for the midwives to brief and debrief the women. 
The midwives’ training course included communication training in facilitating difficult 
conversations with women affected by the questions. Additionally, the implementation 
manual contained suggestions on how to verbally prepare a woman for the questions, and 
how to address her experiences afterwards. The women who were emotionally affected 
by the screening process were offered an extra midwifery visit or referred to antenatal 
care level three. 

In Denmark, certain types of research projects must be approved by a research ethics 
committee [42,43]. This applies to clinical trials and studies that involve human biological 
material. In the Committee Act, section 14, it is specified, that studies that do not involve 
human biological material should not be reported to the committee, and it is further spec-
ified that quality control and quality improvement initiatives should not be reported ei-
ther [44]. The study, as well as a description of measures taken to ensure data protection, 
was reported to: The Research, Development, and Data Department, University College 
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Copenhagen (ID number: 21-002). This department acts on behalf of the Danish Data Pro-
tection Agency [42]. 

2.4. Data Collection 
2.4.1. Observations and Informal Conversations 

The structured observations (O) of midwifery visits were undertaken with the role of 
the observer as a participant, as described by Gold [45]. Such observer role calls for mini-
mal involvement in the social setting of the midwifery visit. In all, 18 observations were 
performed. The observations lasted between 13 and 52 min. An observational guide was 
used to collect data [46]. It focused on the organisation of the antenatal visit, how mid-
wives interacted with the women during the introduction to and completion of the ACE 
questionnaire, and how midwives followed up on the women’s ACE score. To further 
nuance findings, 9 h of informal conversations with midwives at the antenatal care facili-
ties also contributed to the data. Continuous discussions of the observations and informal 
conversations within the author group allowed for further investigation of relevant 
themes throughout the study period. Observations and informal conversations were ini-
tially written in short form at the antenatal care facility. To ensure that they were described 
accurately and extensively, they were written in full as soon as possible after they had 
taken place. Observations and informal conversations were performed by author S.M.K. 

2.4.2. Mini Group Interviews and Dialogue Meetings with Midwives 
Mini group interviews (MG) were chosen to ensure adequate time for the midwives 

to share and discuss their implementation experiences. Four mini group interviews were 
performed, three of these online. The interviews lasted between one hour and one hour 
and forty-seven minutes. A semi-structured interview guide was used to collect data [47]. 
The themes in the guide centred around the organisation of antenatal care at the local 
maternity ward, midwives’ experiences regarding the training course and dialogue meet-
ings, and their work with the ACE questionnaire. Interviews were performed by authors 
H.J. and V.d.L. All interviews were audio-recorded and transcribed verbatim by a re-
search assistant. 

The dialogue meetings (DM) all lasted one and a half hours. The participating mid-
wives decided themselves which themes were discussed during these meetings. Author 
V.d.L. facilitated all seven held dialogue meetings. A research assistant was responsible 
for documenting the dialogue meetings in writing. 

2.5. Data Analysis 
Nvivo version 12 was used to store and manage the data [48]. The data were analysed 

using systematic text condensation, according to Malterud [49]. This method consists of 
four steps: (1) general impression; (2) identifying and sorting meaning units; (3) conden-
sation of units and themes; and (4) synthesising. In Figure 2, the analysis process is de-
scribed in more detail. 
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Figure 2. The four analysis steps. 

Observations, informal conversations, mini group interviews, and dialogue meetings 
were analysed with the same codes and then merged in step three of the text condensation 
process. Authors H.J. and V.d.L. undertook analysis step one. Author H.J. undertook anal-
ysis step two. The remaining analysis process was discussed among the authors to ensure 
that the categories and subcategories were built on the midwives’ narratives and were 
grounded in the different data sources included in the study. 

3. Results 
Fourteen midwives participated in the observations. Their professional experience 

varied from 1 to 21 years. Twelve midwives participated in the informal conversations 
(professional experience not recorded). Sixteen midwives participated in the mini group 
interviews. Their professional experience ranged from 1 to 39 years. Twenty-nine mid-
wives participated in the dialogue meetings. Their professional experience ranged from 
less than 1 to 39 years. 

Analysis of the data revealed three main categories with two or three subcategories, 
respectively. The main categories were “Relevance of the ACE questionnaire”, “Chal-
lenges related to use of the ACE questionnaire”, and “Apprehensions, emotional strain, 
and professional support”. The main categories and subcategories are elaborated below. 

3.1. Relevance of the ACE Questionnaire 
This category describes the midwives’ attitudes towards, and experiences of, work-

ing with the ACE questionnaire in antenatal care. 
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3.1.1. Increasing Insight and Promoting Deeper Conversations 
Overall, the midwives found the questionnaire to be a relevant screening tool. All 

described being previously unacquainted with the ACE questionnaire. The midwives ex-
plained how they, up until the implementation of the ACE questionnaire, primarily had 
focused on physical and mental conditions in adult life. Hence, vulnerabilities caused by 
trauma during women’s upbringing had not previously been routinely addressed during 
the midwifery visits. One midwife described how detailed questions about abuse contrib-
uted to a more comprehensive impression of the pregnant woman (M3, MG1). Another 
midwife argued that the ACE questionnaire could identify vulnerable women: 

“…It is a really good tool…these women were not referred to extended antenatal care 
services…they wouldn’t have been caught otherwise. It (the questionnaire) has accentu-
ated, why it makes sense to ask them…” (M3, DM3) 
Some midwives explained that they saw the ACE questionnaire as a conversational 

tool, which contributed to legitimising conversations about issues of a more personal na-
ture. This could promote confidentiality between the midwife and woman:  

“I see women, who open up, because they sense, this (the midwifery visit) is a room, 
where there is space to talk about difficult things.” (O9) 
Most midwives reported that the ACE questionnaire was well received by the 

women. According to the midwives, it was important to prepare the women for the ACE 
questions as well as taking the time to talk about women’s replies and their experiences 
of answering the questionnaire before ending the midwifery visit. One midwife described 
how her introduction to the questionnaire seemed to motivate the women to share their 
experiences: 

“…I don’t think I have had anyone who has refused it (the ACE questionnaire) …my 
experience is that women generally are very open, and they are happy to tell me what 
concerns them…it’s a good idea to explain why we think this (the questionnaire) is im-
portant…I have had some conversations that I have never had before.” (M4, MG3) 
According to the midwives, some ACEs could have a more profound impact on 

women than others. Thus, it was important for the midwives to investigate the impact of 
a particular ACE on a woman’s mental health. Women’s ACE replies were documented 
in their hospital records and thus also served to inform other settings in maternity care. 
Some midwives described sexual abuse cases as examples of the importance of awareness 
when providing targeted maternity care. This awareness was key to understanding 
women’s reactions and care needs: 

“…She had been sexually abused during several years of her childhood. It was her third 
child, and it hadn’t been previously identified in antenatal care…it was difficult for her 
to be touched and examined…she felt that midwives had reacted negatively towards 
her...I referred her to a midwifery team specialising in antenatal care for vulnerable 
women…” (M1, MG4) 
“I asked her…what thoughts she had regarding breastfeeding, and if there was anything, 
we (the maternity care providers) should be aware of with regards to her body when 
starting to breastfeed…it was important for her that nobody used the hands on ap-
proach…It’s written in her birth plan.” (M1, MG1) 
The midwives described a few instances where a woman refused to answer the ACE 

questions. According to the midwives, the main reason for not wanting to answer the 
questionnaire was scepticism towards the maternity care system and concerns of being 
reported to the social authorities. A midwife described how vulnerability and insecurity 
had led a woman to refuse to answer the questionnaire: 

“…She had been referred to antenatal care level 2. I think, it should have been antenatal 
care level 3. It (the visit) was somewhat difficult. There was a lot of mistrust towards the 
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system. She had thoughts of the social authorities becoming involved, being reported, she 
felt unsafe, didn’t want to open that box.” (M1, DM4) 

3.1.2. Confronting Preconceptions 
Several midwives described how they had been surprised that many women had a 

positive ACE score. Furthermore, a lack of information on women’s vulnerabilities in their 
hospital record was a frequent challenge: 

“It was an apparently completely normal second pregnancy, there was absolutely noth-
ing to put a finger on…I tell her that I will proceed to ask her the ten (ACE) questions, 
she is fine with that…she answers no to the first questions, and then we get to if she has 
ever been sexually abused as a child and she answers yes…a friend of the family had 
raped her.” (M3, MG3) 
“……Are you bringing any psychological issues with you, have you been exposed to 
stress?…I could hear there was something buried here….When I introduced the ACE 
questionnaire, she scored positive. Then her story came, it was long…Her doctor hadn’t 
recorded it...these women pop up in midwifery care…you can’t see what baggage the 
women bring by looking at them.” (M2, MG1) 
Several midwives explained how their estimation of a woman’s resources often were 

founded in impressions of the woman’s current personal and material resources, for ex-
ample, her ability to communicate, her educational level, and her employment position. 
Nevertheless, experiences from working with the ACE questionnaire had shown the mid-
wives that women with traumatic upbringing circumstances were represented across all 
socio-economic groups: 

“…what becomes really clear, is that childhood trauma is seen in all societal levels. I saw 
a woman who is a doctor…there were several things she scored on even though she is a 
doctor…You don’t connect it to that kind of position, it (the ACE questionnaire) covers 
a wide range of people.” (M1, MG3) 
“…I have had some women…they scored high on everything, very surprising, because 
it wasn’t those, I would normally be able to pick out.” (M3, MG1) 

3.2. Challenges Related to the Use of the ACE Questionnaire 
This category presents how organisational factors affected midwives’ implementa-

tion of the ACE questionnaire in practice. 

3.2.1. Competing Tasks and Time Restrictions 
The main challenge was described to be the time available during the midwifery vis-

its. This was due to a high task load combined with a restricted time schedule. Some mid-
wives described how they would shorten some visits to free time for women with more 
complex antenatal care needs. However, as the antenatal care schedule was unpredictable, 
it was impossible to control:  

“I don’t find it difficult talking about it (the ACE questionnaire), but I am pushed on 
time. As a result, I am often late, and I use my lunchbreak on those women I didn’t get 
to.” (M2, DM 5) 
Compared to asking the ACE questions, following up on women’s ACE score was 

described as more uncontrollable because the midwives were unable to anticipate how 
long this conversation would take: 

“…I am nervous about opening the conversation about the ACE score because I don’t 
have the time.” (M2, DM6) 
Other midwives described how a lack of time to ask the ACE questions and follow 

up on women’s replies could occasionally result in the questionnaire not being used. 
Sometimes the women would have other care needs: 
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“…the time pressure. Some issues can be more important…a previous birth, pelvic pain, 
a scan result…I must prioritise…Even though I have prepared the ACE question-
naire…sometimes it has not been possible to use it.” (M2, MG4) 
Midwives with only a few years of professional experience appeared more affected 

by restricted time resources than midwives who had worked in antenatal care longer:  
“…it can be a challenge, I am fairly new…if there is a lot the woman wants to talk 
about…we use all the time…it’s a shame when I get ten minutes extra to complete the 
(ACE) questionnaire.” (M4, MG1) 

3.2.2. Excluding the Partner 
Screening the woman for traumatic childhood experiences but not her partner was 

described as an issue by several midwives. Some midwives found that the lack of involve-
ment of the partner resulted in unequal treatment. As the woman’s partner would become 
one of the primary caregivers for the expected child after birth, the midwives felt that the 
partner played an equally important role in establishing a healthy family: 

“…It’s frustrating…we tell the women this is important and then we disregard the part-
ner…it seems wrong.” (O2) 
“…it’s a shame the initiative is primarily directed toward the woman, the partners child-
hood is just as important when becoming a family.” (O11) 
As several women replied positively to the ACE questions, the midwives expected 

similar responses among their partners. Some midwives described how the women’s part-
ners reacted when realising that the ACE questions were only directed towards the 
woman’s upbringing circumstances: 

“…The woman had scored six ACE points…the partner had said: my childhood was 
more violent, so it’s odd you don’t ask me.” (O10) 
“The woman’s partner seemed uncomfortable when the woman had answered the ACE 
questions…He said: “I could say yes to eight of the questions. But there is no initiative 
for me.” (O12) 

3.3. Apprehensions, Emotional Strain, and Professional Support 
This category illustrates midwives’ worries regarding to the ACE questionnaire, how 

they themselves were affected by women’s childhood trauma, and the role of education 
and training in supporting the midwives during the implementation process. 

3.3.1. Concerns Related to the Woman–Midwife Relationship 
A few midwives expressed concerns that the ACE questionnaire might reinduce the 

trauma women had experienced growing up. They explained that they perceived preg-
nancy as an emotionally demanding period and thus they were worried that the ACE 
questions could induce psychological issues for women who were potentially vulnerable. 
One midwife described how a lack of professional autonomy regarding direct referral to 
a psychologist affected her concerns: 

“Maybe we will re-traumatise the women and what good is that when you can’t refer 
directly to a psychologist…” (M1, DM1) 
A few midwives described how a lack of training could potentially worsen women’s 

current situations:  
“…some women, if you address what has been hard, abuse, violence and so forth…they 
may need ten therapy sessions before they can verbalise it…If we move too fast, they may 
shut down…we are not psychotherapists or psychologists, we need to be very aware of 
that…” (M5, MG1) 
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Another challenge described by the midwives was a lack of a specific intervention 
that targets women who are vulnerable due to adverse childhood experiences. They ex-
plained that some women needed an intervention which went beyond what the different 
antenatal care levels could offer: 

“…one of my concerns with the ACE questionnaire has been, what do we have to offer 
in cases where we think women’s problems are beyond our competencies…these women 
should be offered more help.” (M1, MG4) 
Many midwives found the ACE questions to be intimate. They also expressed anx-

iousness that subjecting women to the questions could damage their relationship with 
them because some women could experience the questions as overstepping their personal 
boundaries. One midwife explained how some women’s body language suggested that 
they found the ACE questions to be “too much” and “unnecessary” (O1). Other midwives 
felt different. They explained that the antenatal care visits already entailed several per-
sonal questions regarding women’s sexual and mental health and lifestyle. At the same 
time, establishing a relationship with the woman before they introduced the ACE ques-
tionnaire was important: 

“I prefer to establish a calm atmosphere before I move into their (the women’s) minds 
and private life.” (O6) 

3.3.2. Encompassing Women’s Childhood Adversities 
Sometimes the women’s histories entailed serious abuse and neglect. Several mid-

wives described how they were used to “fixing” women’s problems. However, women’s 
childhood experiences could not be undone. Although the midwives had received train-
ing in how to work with childhood trauma in antenatal care, listening to the women’s 
history was described as very emotionally demanding by some midwives. One midwife 
described how she had felt overwhelmed by the number of women who scored high on 
the ACE questionnaire and how these midwifery visits felt burdensome (M4, DM5). An-
other midwife highlighted how she sometimes thought of her midwifery role as a care-
giver who was expected to be able to deal with women’s history, no matter what she was 
told:  

“I have to be all encompassing…but sometimes I feel a little like a garbage bin, which 
can contain everything, we (the midwives) are also human beings.” (M3, MG1) 
One midwife reported how she felt she lacked training in coping with women’s ex-

periences: 
“…It’s difficult questions you must ask. I can’t change what the women tell me they 
have experienced. But you need to be able to handle what they share…it’s not something 
we’ve learnt.” (M1, DM5) 
In addition, the midwives’ own life conditions were described to affect how they 

were able to cope with women’s stories. Some midwives explained how they as midwives 
experienced both periods with sufficient resources to cope with women’s issues and peri-
ods where they were challenged in their personal lives and thus less resourceful in dealing 
with them. 

3.3.3. The Importance of Support and Training 
According to the midwives, having an implementation manual was very beneficial, 

especially at the beginning of the implementation period. Several midwives had used the 
manual as a support during their encounters with women. At the same time, some mid-
wives found that the manual contributed to a more mechanistic communication with the 
women: 

“…reading them (the ACE questions) out loud made me more certain that the women 
gave the right answers…but I also felt it (the interaction) became impersonal…it made 
it more detached.” (M4, MG3) 
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Receiving training in how to implement the ACE questionnaire was described as ex-
tremely important. Several midwives explained how the training course had increased 
their motivation to implement the ACE questionnaire as a new work routine. In addition, 
the training course had addressed some of the concerns the midwives had regarding 
women’s response to the ACE questionnaire: 

“…she (the teacher) said, they (the ACE questions) won’t make it worse for the 
women…Maybe they don’t see the connection…they may not think their childhood 
trauma can be of significance when they become a mother and that these issues may 
surface again…it (the ACE questionnaire) provided an opportunity to ask about the 
things we know are a little difficult to ask about.” (M2, MG3) 
In addition, discussions related to how to work with the ACE questionnaire in prac-

tice during the training course was described as very useful: 
“There were many usable phrases…the fact that we had to practice conversation tech-
niques on how to introduce the ACE questionnaire…I thought that was really good. I 
am sure I have many colleagues who are more lost regarding the aim of the initiative, 
those who didn’t participate (in the training course).” (M4, MG3) 
Some midwives had not participated in the training course due to being on holiday, 

being off work ill, or not being employed at the time of the course. A few of them had 
used the online training course and the manual as teaching material instead. However, 
not having an opportunity to discuss the ACE questionnaire and ask questions was de-
scribed to be a challenge, potentially leading to uncertainty in how to implement the ques-
tionnaire: 

“…I don’t get the same out of watching the online course. So I don’t really know how to 
approach it (the ACE questionnaire)…” (M2, DM3) 
“I felt I was left on my own a lot…I found it hard to watch the online course. You can’t 
ask questions.” (M2, DM5) 
At one maternity ward, the time duration between the training course and the imple-

mentation of the ACE questionnaire in practice was approximately half a year. According 
to the midwives at this ward, the long time span impaired their memory of the training 
course. 

Finally, the midwives described having mixed experiences from the dialogue meet-
ings. Some midwives found that the dialogue meetings should have been scheduled at 
the beginning of the implementation period where their lack of experience with the ACE 
questionnaire was more pronounced. A need for more dialogue meetings as well as a need 
for personal supervision was mentioned by some of the midwives. Some midwives found 
the online form of the dialogue meetings to hinder discussions of their implementation 
experiences with other midwives. Other midwives reported that listening to how other 
midwives across the three maternity care wards worked with the ACE questionnaire con-
tributed to new insights on how to work with the questionnaire in antenatal care: 

“I noticed how different the midwives worked with the ACE questionnaire. It was useful 
to see, how some midwives were really good at integrating the ACE questionnaire in the 
conversations they were already having with the women.” (M1, MG3) 

4. Discussion 
Overall, midwives in this study found the ACE questionnaire to be a relevant screen-

ing tool, which indicates a high acceptability of the questionnaire in antenatal care. 
Among the perceived benefits was that the questionnaire created a safe space to talk to 
the women about sensitive subjects and helped the midwife to gain more comprehensive 
knowledge about who the woman was. This is in line with previous feasibility studies in 
maternal and childcare. Flanagan and colleagues reported that maternity care providers 
found that the ACE questionnaire contributed to building a rapport and trust with the 
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women [34]. Hardcastle and Bellis found that health visitors reported that the ACE ques-
tionnaire improved their understanding of the women and their families as well as im-
proving the quality and nature of their mutual relationship [50]. Likewise, Gillespie and 
colleagues found that paediatric primary health care providers described that the ACE 
questionnaire enhanced their empathy for their patients, bettered their understanding of 
and communication with their patients, and created a safe space to talk about their pa-
tients’ issues [51]. 

Midwives in our study also described that the women who scored positive on the 
ACE questionnaire varied significantly in their characteristics. Hence, they were some-
times surprised about which women reported traumatic upbringing circumstances. Simi-
lar findings are presented in a study showing that home visitors found it was not always 
those mothers that they expected to reveal the highest number of ACEs, who had a high 
ACE score [50]. The home visitors’ assumptions about the women were challenged and 
new information about the women was provided. Previous research has shown that the 
prevalence of ACEs in women is not directly associated with their income group [6]. In 
our study, the feasibility of the ACE questionnaire was explored exclusively in level one 
and two of Danish antenatal care. These levels provide antenatal care for women whose 
care needs are less complex. Even so, the midwives’ experiences suggest that some women 
were significantly impacted by their upbringing circumstances. Furthermore, these trau-
matic experiences had not previously been identified and recorded in the women’s hos-
pital record. Thus, without screening for ACEs and assuring support, these women would 
likely have continued their antenatal care with these experiences tacit, potentially increas-
ing their risks of perinatal depression [14–16] and parenting difficulties after birth [18,19]. 

Some challenges were described regarding the use of the ACE questionnaire. Follow-
ing up on the ACE questionnaire in situations when women had a positive ACE score was 
described as time consuming by the midwives. In addition, midwives with less profes-
sional experience were generally more affected by time restrictions. Although compliance 
regarding implementation of the ACE questionnaire was generally high among the mid-
wives, a few described situations where the questionnaire was not used. Related findings 
have been presented in paediatric care where care providers experienced time difficulties 
completing the ACE questionnaire [52]. Other studies have pointed to time resources to 
implement the ACE questionnaire as a smaller issue than anticipated [34,51]. These results 
highlight the importance of considering the local antenatal care context when investigat-
ing the questionnaire. Skivington and colleagues assert that in feasibility studies, the ca-
pacity to deliver an intervention may be impacted by factors related to the intervention’s 
implementation [53]. In our study, several factors impacted the questionnaires implemen-
tation at the three maternity wards. One ward did not allocate extra time to the screening 
process for the first four months and the implementation of the questionnaire started half 
a year after the midwives’ training course. Additionally, midwives’ time allocation as well 
as tasks varied between the first and second midwifery visit. It is likely that these factors 
affected the feasibility and acceptability of the questionnaire. 

Another challenge described by the midwives was that the ACE screening was di-
rected solely towards the mother and not the partner. In our study, only the ACE screen-
ing of mothers was possible with the funding resources available. In the recommendations 
for antenatal care, the Danish National Board of Health highlights the importance of pro-
moting family-centred care and recommends, that antenatal care should support family 
formations and healthy attachment patterns between parents and their offspring [27]. Ex-
isting research from Nordic countries have shown that fathers’ care needs are often over-
looked in antenatal care [54,55]. Thus, the inclusion of the partner in the ACE screening 
process is an important point, as the underreporting of ACEs among partners may be even 
higher than among the women due to the lack of psychosocial screening at the general 
practitioner. 

A few midwives expressed concerns that the ACE questions might re-traumatize 
women with a positive ACE score. Traumatic childhood experiences are retrospective in 
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adults, and thus the trauma related to living these experiences already exists. To the au-
thors knowledge, there is no evidence in the existing literature that the ACE screening 
itself can trigger re-traumatisation [10]. On the contrary, a review on trauma-informed 
care suggests that the disclosure of past abuse in itself has the potential to be therapeutic 
[56]. At the same time, research within the trauma-informed care tradition has also shown 
that patients with a history of ACEs may experience re-traumatisation, if specific situa-
tions in health care resemble situations from their childhood [57]. These considerations 
are important for how maternity care providers interact with women who have had a 
traumatic upbringing. As highlighted by the midwives in our study, increasing awareness 
of potentially stressful situations, which may re-traumatise these women, is pivotal. 

According to the WHO, addressing the emotional, psychological, and social needs of 
vulnerable women is an integrated part of routine antenatal care [22]. At the same time, 
the WHO emphasizes that antenatal care should be situated within a well-functioning 
health care system. Midwives in our study expressed concerns over the lack of an inter-
vention for the women who due to their upbringing circumstances were vulnerable and 
needed extra support, even though the midwives could allocate extra visits to these 
women and/or refer them to specialised antenatal care services. Similar concerns have 
been voiced in another feasibility study of the ACE questionnaire in antenatal care where 
the clinicians noted the lack of mental health support resources available for women with 
ACE-related care needs [34]. Together, these findings accentuate the importance of ensur-
ing care pathways (including targeted interventions) for women whose mental health is 
at risk due to their upbringing circumstances. 

Many midwives considered the ACE questions intimate and expressed concerns 
about overstepping women’s personal boundaries. Several studies have addressed simi-
lar concerns in health care providers both in maternity care and other areas, and at the 
same time documented high acceptability of the ACE questionnaire among different pa-
tient groups [10,11]. Additionally, some midwives in our study found it emotionally de-
manding to listen to women’s narratives of their childhood trauma. These emotional dif-
ficulties may represent symptoms of work-related burnout, a condition where work is 
perceived as emotionally exhausting. Studies from Denmark, Sweden and Australia have 
reported considerable levels of work-related burnout among standard-care midwives [58–
60]. Furthermore, it is probable that some of the midwives had endured ACEs during their 
own upbringing. As shown in a recent British study, midwives with ACEs themselves 
found the ACE screening process especially emotionally demanding [61]. In our study, 
some of the midwives expressed a need for supervision. Thus, offering group-based or 
individual supervision to midwives who conduct ACE screenings could be a means to 
overcome emotional burnout and emotional overload. In addition to supervision 
measures, some midwives may also need access to a psychologist to help them cope with 
the screening process.  

Finally, the midwives highlighted the importance of training prior to implementation 
of the questionnaire. Similar tendencies have been reported in an earlier study showing 
that training can increase care providers’ knowledge about the consequences of ACEs in-
cluding their relevance to prenatal health and increase skills in how to sensitively talk to 
patients about their ACEs [34]. Previous studies have also pointed to education and train-
ing as important tools to mitigate clinician discomfort during the ACE screening process 
[10,61]. Findings from our study showed that timing the training close to the actual im-
plementation was important to the midwives, as was the staging of the training. The op-
portunity to discuss and share experiences during the training courses and dialogue meet-
ings was highlighted as especially beneficial. These findings suggest that a constructivist 
learning perspective [62], where the midwives used their existing experience to gain 
knowledge and make meaning as a group, was useful in the implementation training, 
whereas individual online learning was perceived less effective. 

Main Limitations and Strengths 
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Main limitations include a variation between the three maternity wards regarding 
the timing of the ACE questionnaire (the first vs. second midwifery visit) as well as the 
time allocated to work with the questionnaire (10 min extra vs. no extra time). This is likely 
to have affected the midwives’ experiences and, thus, the findings. Additionally, three of 
the mini group interviews and all seven dialogue meetings were held online. This may 
have affected the interaction between the participating midwives and decreased the inter-
viewers’/facilitators’ attention to non-verbal cues [48]. Finally, author V.d.L. facilitated the 
training courses, the dialogue meetings, and one mini group interview. This may have 
affected these midwives’ responses. 

Strengths comprise the triangulation of data sources, data collectors, and data ana-
lysts, which contributes to the credibility of findings [41]. Also, the data were collected at 
three maternity wards with a total of five antenatal care facilities, which helped to nuance 
the findings. In addition, continuous collection and analysis of the data allowed for the 
assessment of sufficient information power in data [63].  

Furthermore, the study findings may be transferable to similar organisations of an-
tenatal care in other countries, i.e., Australia, Canada, France, the Republic of Ireland, the 
Netherlands, the United Kingdom, and New Zealand, which like Denmark, have shared 
antenatal care models [64]. 

Additionally, the implementation of the ACE questionnaire started during the 
COVID pandemic and the participating maternity wards had extraordinary problems re-
garding staffing shortages throughout the study period. We find it noteworthy that the 
tool gained an overall high acceptance among the midwives despite such challenges.  

Finally, the study is one of the largest qualitative feasibility studies of the ACE ques-
tionnaire within the field of maternity care and childcare to this date. With its in-depth 
data, it makes a novel contribution to the limited evidence base regarding the question-
naire’s feasibility and acceptability in antenatal care. 

5. Conclusions 
Overall, the study findings show that it was feasible to implement the ACE question-

naire in Danish antenatal care. Training in the significance of ACEs during pregnancy and 
how to implement the questionnaire, as well as the opportunity to discuss and share im-
plementation experiences, increased midwives’ motivation to integrate the questionnaire 
in the existing antenatal care practice. The midwives found that the ACE questionnaire 
contributed to a more comprehensive presentation of the woman and created room for 
dialogue about ACE-related vulnerabilities. These findings indicate high acceptability of 
the questionnaire among the midwives. Several factors were identified to affect the mid-
wives’ work with the questionnaire. These included time restrictions, exclusion of the 
partner in the screening process, concerns about the intimacy of the questions, emotional 
strain coping with women’s childhood trauma, and a lack of a specific intervention for 
these women. 

Future research is needed to explore how the organisation of antenatal care services 
can support care providers’ work with early identification of adverse childhood experi-
ences among pregnant women. In addition, there is a need to further explore the devel-
opment and efficacy of interventions that seek to prevent intergenerational transmission 
of impaired parenting skills caused by women’s childhood trauma. 

Author Contributions: Conceptualization, H.J., V.d.L., and M.J.; methodology, H.J., V.d.L. and M.J.; 
validation, H.J., M.J., V.d.L., E.R., S.M.K., S.C.H.D., M.F.-A., M.G.B., K.R., M.L.S. and L.B.; formal 
analysis, H.J., M.J., V.d.L., E.R., S.M.K., S.C.H.D., M.F.-A. and M.G.B.; investigation, H.J., V.d.L. and 
S.M.K.; resources, H.J., V.d.L.; data curation, H.J.; writing—original draft preparation, H.J.; writ-
ing—review and editing, H.J., M.J., V.d.L., E.R., S.M.K., S.C.H.D., M.F.-A., M.G.B., K.R., M.L.S. and 
L.B.; project administration, H.J.; funding acquisition, M.J., V.d.L., H.J. All authors have read and 
agreed to the published version of the manuscript. 

Funding: This research was funded by the Liljeborg Foundation (no grant number provided). 



Int. J. Environ. Res. Public Health 2023, 20, 5897 16 of 18 
 

 

Institutional Review Board Statement: The study was conducted in accordance with the Declara-
tion of Helsinki and approved by The Research, Development, and Data Department, University 
College Copenhagen (ID number 21-002, approved 9 February 2021). 

Informed Consent Statement: Informed consent was obtained from all subjects involved in the 
study. 

Data Availability Statement: According to the General Data Protection Regulation, the qualitative 
data are confidential and cannot be provided. 

Acknowledgments: We would like to thank the midwifery management and the administrative 
staff at the three maternity wards for supporting our study and to acknowledge the many midwives 
who shared their implementation experiences with our research group. We are also very grateful to 
the Liljeborg Foundation for financially supporting our study. Without this support, our study 
would not have been possible. Finally, we would like to express our gratitude to Research Assistant 
and Anthropologist Tine Skak for documenting the dialogue meetings. 

Conflicts of Interest: The authors declare no conflict of interest. The financial contributors had no 
role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of 
the manuscript; or in the decision to publish the results. 

References 
1. Bellis, M.A.; Hughes, K.; Ford, K.; Rodriguez, G.R.; Sethi, D.; Passmore, J. Life course health consequences and associated annual 

costs of adverse childhood experiences across Europe and North America: A systematic review and meta-analysis. Lancet Public 
Health 2019, 4, e517–e528. https://doi.org/10.1016/S2468-2667(19)30145-8. 

2. Hughes, K.; Bellis, M.A.; Hardcastle, K.A.; Sethi, D.; Butchart, A.; Mikton, C.; Jones, L.; Dunne, M.P. The effect of multiple 
adverse childhood experiences on health: A systematic review and meta-analysis. Lancet Public Health 2017, 2, e356–e366. 
https://doi.org/10.1016/S2468-2667(17)30118-4. 

3. Gilbert, R.; Kemp, A.; Thoburn, J.; Sidebotham, P.; Radford, L.; Glaser, D.; Macmillan, H.L. Recognising and responding to child 
maltreatment. Lancet 2009, 373, 167–180. https://doi.org/10.1016/S0140-6736(08)61707-9. 

4. von Cheong, E.; Sinnott, C.; Dahly, D.; Kearney, P.M. Adverse childhood experiences (ACEs) and later-life depression: Per-
ceived social support as a potential protective factor. BMJ Open 2017, 7, e013228. https://doi.org/10.1136/bmjopen-2016-013228. 

5. Kalmakis KA, Chandler GE. Health consequences of adverse childhood experiences: A systematic review. J Am Assoc Nurse 
Pract. 2015 Aug;27[8]:457–65. . 

6. Kessler, R.C.; McLaughlin, K.A.; Green, J.G.; Gruber, M.J.; Sampson, N.A.; Zaslavsky, A.M.; Aguilar-Gaxiola, S.; Alhamzawi, 
A.O.; Alonso, J.; Angermeyer, M.; et al. Childhood adversities and adult psychopathology in the WHO World Mental Health 
Surveys. Br. J. Psychiatry 2010, 197, 378–385. https://doi.org/10.1192/bjp.bp.110.080499. 

7. Anda, R.F.; Butchart, A.; Felitti, V.J.; Brown, D.W. Building a Framework for Global Surveillance of the Public Health Implica-
tions of Adverse Childhood Experiences. Am. J. Prev. Med. 2010, 39, 93–98. https://doi.org/10.1016/j.amepre.2010.03.015. 

8. Berthelot, N.; Lemieux, R.; Garon-Bissonnette, J.; Muzik, M. Prenatal Attachment, Parental Confidence, and Mental Health in 
Expecting Parents: The Role of Childhood Trauma. J. Midwifery Womens Health 2020, 65, 85–95. 
https://doi.org/10.1111/jmwh.13034. 

9. Hudziak, J.J. ACEs and Pregnancy: Time to Support All Expectant Mothers. Pediatrics 2018, 141, e20180023. 
https://doi.org/10.1542/peds.2018-0232. 

10. Rariden, C.; SmithBattle, L.; Yoo, J.H.; Cibulka, N.; Loman, D. Screening for Adverse Childhood Experiences: Literature Review 
and Practice Implications. J. Nurse Pract. 2021, 17, 273–282. https://doi.org/10.1016/j.nurpra.2020.08.002. 

11. Olsen, J.M. Integrative Review of Pregnancy Health Risks and Outcomes Associated With Adverse Childhood Experiences. 
JOGNN J. Obstet. Gynecol. Neonatal Nurs. 2018, 47, 783–794. https://doi.org/10.1016/j.jogn.2018.09.005. 

12. Young-Wolff, K.C.; Wei, J.; Varnado, N.; Rios, N.; Staunton, M.; Watson, C. Adverse Childhood Experiences and Pregnancy 
Intentions among Pregnant Women Seeking Prenatal Care. Women’s Health Issues 2021, 31, 100–106. 
https://doi.org/10.1016/j.whi.2020.08.012. 

13. Young-Wolff, K.C.; Alabaster, A.; McCaw, B.; Stoller, N.; Watson, C.; Sterling, S.; Ridout, K.K.; Flanagan, T. Adverse childhood 
experiences and mental and behavioral health conditions during pregnancy: The role of resilience. J. Womens Health 2019, 28, 
452–461. https://doi.org/10.1089/jwh.2018.7108. 

14. Ångerud, K.; Annerbäck, E.M.; Tydén, T.; Boddeti, S.; Kristiansson, P. Adverse childhood experiences and depressive sympto-
matology among pregnant women. Acta Obs. Gynecol Scand 2018, 97, 701–708. https://doi.org/10.1111/aogs.13327. 

15. Racine, N.; Zumwalt, K.; McDonald, S.; Tough, S.; Madigan, S. Perinatal depression: The role of maternal adverse childhood 
experiences and social support. J. Affect. Disord 2020, 263, 576–581. https://doi.org/10.1016/j.jad.2019.11.030. 

16. Wajid, A.; van Zanten, S.V.; Mughal, M.K.; Biringer, A.; Austin, M.-P.; Vermeyden, L.; Kingston, D. Adversity in childhood and 
depression in pregnancy. Arch. Womens Ment Health 2020, 23, 169–180. https://doi.org/10.1007/s00737-019-00966-4. 



Int. J. Environ. Res. Public Health 2023, 20, 5897 17 of 18 
 

 

17. Racine, N.; Madigan, S.; Plamondon, A.; Hetherington, E.; McDonald, S.; Tough, S. Maternal adverse childhood experiences 
and antepartum risks: The moderating role of social support. Arch. Womens Ment Health 2018, 21, 663–670. 
https://doi.org/10.1007/s00737-018-0826-1. 

18. Savage, L.É.; Tarabulsy, G.M.; Pearson, J.; Collin-Vézina, D.; Gagné, L.M. Maternal history of childhood maltreatment and later 
parenting behavior: A meta-analysis. Dev. Psychopathol. 2019, 31, 9–21. https://doi.org/10.1017/S0954579418001542. 

19. Lange, B.C.L.; Callinan, L.S.; Smith, M.V. Adverse Childhood Experiences and Their Relation to Parenting Stress and Parenting 
Practices. Community Ment Health J. 2019, 55, 651–662. https://doi.org/10.1007/s10597-018-0331-z. 

20. Moullin, S.; Waldfogel, J.; Washbrook, E. Baby Bonds—Parenting, attachment and a secure base for children. 2014. Available 
online: https://www.suttontrust.com/wp-content/uploads/2019/12/baby-bonds-final-1.pdf (accessed on 19 May 2023) 

21. Hornor, G. Attachment Disorders. J. Pediatr. Health Care 2019, 33, 612–622. https://doi.org/10.1016/j.pedhc.2019.04.017. 
22. World Health Organization. WHO Recommendations on Antenatal Care for a Positive Pregnancy Experience; World Health Organi-

zation: Geneva, Switzerland, 2016. 
23. Tran, N.; Callaway, L.; Shen, S.; Biswas, T.; Scott, J.G.; Boyle, F.; Mamun, A. Screening for adverse childhood experiences in 

antenatal care settings: A scoping review. Aust. New Zealand J. Obstet. Gynaecol. 2022, 62, 626–634. 
https://doi.org/10.1111/ajo.13585. 

24. Johnsen, H.; Juhl, M.; Møller, B.K.; de Lichtenberg, V. Adult Daughters of Alcoholic Parents—A Qualitative Study of These 
Women’s Pregnancy Experiences and the Potential Implications for Antenatal Care Provision. Int. J. Environ. Res. Public Health 
2022, 19, 3714. https://doi.org/10.3390/ijerph19063714. 

25. Chandler, J.; Rycroft-Malone, J.; Hawkes, C.; Noyes, J. Application of simplified Complexity Theory concepts for healthcare 
social systems to explain the implementation of evidence into practice. J. Adv. Nurs 2016, 72, 461–480. 
https://doi.org/10.1111/jan.12815. 

26. Centers for Disease Control and Prevention and Kaiser Permanente. Finding Your ACE Score. 2006. Available online: 
https://www.ncjfcj.org/wp-content/uploads/2006/10/Finding-Your-Ace-Score.pdf (accessed on 8 May 2023). 

27. Sundhedsstyrelsen. Anbefalinger for svangreomsorgen. 2022. Available online: https://www.sst.dk/-/me-
dia/Udgivelser/2021/Anbefalinger-svangreomsorgen/Svangreomsorg-2022-ny.ashx (accessed on 19 May 2023) 

28. Ministry of Health. LBK nr  210 af 27/01/2022. The National Health Act. 2022. Available online: https://www.retsinfor-
mation.dk/eli/lta/2022/210 (accessed on 19 May 2023) 

29. Danske Regioner. Kortlægning af svangreomsorgen- Et overblik over organisering, aktivitet og personaleressourcer i den 
regionale svangreomsorg. 2017. Available online: https://docplayer.dk/63819128-Kortlaegning-af-svangreomsorgen.html (ac-
cessed on 19 May 2023) 

30. Felitti, M.D.; Anda, R.F.; Nordenberg, D.; Williamson, D.F.; Spitz, A.M.; Edwards, V.; Koss, M.P.; Marks, J.S. Relationship of 
childhood abuse and household dysfunction to many of the leading causes of death in adults: The Adverse Childhood Experi-
ences (ACE) Study. Am. J. Prev. Med. 1998, 14, 245–258. 

31. Zarse, E.M.; Neff, M.R.; Yoder, R.; Hulvershorn, L.; Chambers, J.E.; Chambers, R.A. The adverse childhood experiences ques-
tionnaire: Two decades of research on childhood trauma as a primary cause of adult mental illness, addiction, and medical 
diseases. Cogent Med. 2019, 6, 1581447. https://doi.org/10.1080/2331205X.2019.1581447. 

32. The World Health organization. Adverse Childhood Experiences International Questionnaire (ACE-IQ). 2020. Available online: 
https://www.who.int/publications/m/item/adverse-childhood-experiences-international-questionnaire-(ace-iq) (accessed on 8 
May 2023). 

33. Centers for Disease Control and Prevention. Behavioral Risk Factor Surveillance System ACE Data. 2022. Available online: 
https://www.cdc.gov/violenceprevention/aces/ace-brfss.html (accessed on 4 November 2022). 

34. Flanagan, T.; Alabaster, A.; McCaw, B.; Stoller, N.; Watson, C.; Young-Wolff, K.C. Feasibility and Acceptability of Screening for 
Adverse Childhood Experiences in Prenatal Care. J. Womens Health 2018, 27, 903–911. https://doi.org/10.1089/jwh.2017.6649. 

35. Tsang, S.; Royse, C.; Terkawi, A. Guidelines for developing, translating, and validating a questionnaire in perioperative and 
pain medicine. Saudi J. Anaesth. 2017, 11, 80. https://doi.org/10.4103/sja.SJA_203_17. 

36. Banville, D.; Desrosiers, P.; Genet-Volet, Y. Translating Questionnaires and Inventories Using a Cross-Cultural Translation 
Technique. J. Teach. Phys. Educ. 2000, 19, 374–387. https://doi.org/10.1123/jtpe.19.3.374. 

37. The World Health Organization. Addressing Adverse Childhood Experiences to Improve Public Health: Expert Consultation, 
4–5 May 2009 Meeting Report; World Health Organization: Geneva, Switzerland, 2009. 

38. The World Health Organization. WHODAS 2.0 Translation Package (Version 1.0). Translation and Linguistic Evaluation Pro-
tocol and Supporting Material. 2023. Available online: https://terrance.who.int/mediacentre/data/WHODAS/Guide-
lines/WHODAS%202.0%20Translation%20guidelines.pdf (accessed on 8 May 2023). 

39. Eldridge, S.M.; Lancaster, G.A.; Campbell, M.J.; Thabane, L.; Hopewell, S.; Coleman, C.L.; Bond, C.M. Defining Feasibility and 
Pilot Studies in Preparation for Randomised Controlled Trials: Development of a Conceptual Framework. PLoS ONE 2016, 11, 
e0150205. https://doi.org/10.1371/journal.pone.0150205. 

40. O’Cathain, A.; Hoddinott, P.; Lewin, S.; Thomas, K.J.; Young, B.; Adamson, J.; Jansen, Y.J.; Mills, N.; Moore, G.; Donovan, J.L. 
Maximising the impact of qualitative research in feasibility studies for randomised controlled trials: Guidance for researchers. 
Pilot Feasibility Stud. 2015, 1, 32. https://doi.org/10.1186/s40814-015-0026-y. 

41. Patton, M.Q. Enhancing the quality and credibility of qualitative analysis. Health Serv. Res. 1999, 34, 1189–1208. 



Int. J. Environ. Res. Public Health 2023, 20, 5897 18 of 18 
 

 

42. Indenrigs og Sundhedsministeriet. VEJ nr 11052 af 02/07/1999. Vejledning om Indførelse af Nye Behandlinger i 
Sundhedsvæsenet. 1999. Available online: https://www.retsinformation.dk/eli/retsinfo/1999/11052 (accessed on 8 May 2023). 

43. Datatilsynet. Særligt om Sundhedsområdet. 2023. Available online: https://www.datatilsynet.dk/hvad-siger-
reglerne/vejledning/forskning-og-statistik/saerligt-om-sundhedsomraadet (accessed on 8 May 2023). 

44. National Committee on Health Research Ethics. What to Notify. Available online: https://nationaltcenterforetik.dk/ansoeger-
guide/overblik/hvad-skal-jeg-anmelde (accessed on 20 December 2022). 

45. Gold, R.L. Roles in sociological field observations. Soc. Forces 1958, 36, 217–223. https://doi.org/10.2307/2573808. 
46. og Hanne Kathrine Krogstrup, S.K. Deltagende Observation; Hans Reitzels Forlag: København, Danmark, 2015. 
47. Kvale, S.B.S. Interview: Det Kvalitative Forskningsinterview Som Håndværk; Hans Reitzels Forlag: København, Danmark, 2014. 
48. Green, J; Thoreood, N. Qualitative methods for health research. Sage: Los Angeles, USA, 2014; pp. 1-342.  
49. Malterud, K. Kvalitative Forskningsmetoder for Medisin og Helsefag: En Innføring. Universitetsforlaget: Oslo, Norway, 2017. 
50. Hardcastle, K.B.M.A. Asking about adverse childhood experiences (ACEs) in health visiting- Findings from a pilot study. 2019. 

Available online: https://phw.nhs.wales/services-and-teams/policy-and-international-health-who-collaborating-centre-on-in-
vestment-for-health-well-being/publications-and-resources-bucket/asking-about-adverse-childhood-experiences-aces-in-
health-visiting-findings-fro/ (accessed on 19 May 2023) 

51. Gillespie, R.J.; Folger, A.T. Feasibility of Assessing Parental ACEs in Pediatric Primary Care: Implications for Practice-Based 
Implementation. J. Child Adolesc. Trauma. 2017, 10, 249–256. https://doi.org/10.1007/s40653-017-0138-z. 

52. Marsicek, S.M.; Morrison, J.M.; Manikonda, N.; O’Halleran, M.; Spoehr-Labutta, Z.; Brinn, M. Implementing Standardized 
Screening for Adverse Childhood Experiences in a Pediatric Resident Continuity Clinic. Pediatr Qual. Saf. 2019, 4, e154. 
https://doi.org/10.1097/pq9.0000000000000154. 

53. Skivington, K.; Matthews, L.; Simpson, S.A.; Craig, P.; Baird, J.; Blazeby, J.M.; Boyd, K.A.; Craig, N.; French, D.P.; McIntosh, E. 
A new framework for developing and evaluating complex interventions: Update of Medical Research Council guidance. BMJ 
2021, 374, n2061. https://doi.org/10.1136/bmj.n2061. 

54. Ek Sindberg, N.; Høeg, M.L. Sindberg, Kommende fædre oplever ekskludering: Mænd, der bliver fædre i dagens Danmark, 
ønsker at være involverede i deres børns liv, helt fra graviditeten. Men i kontakten med sundhedsvæsenet oplever de sig 
ekskluderede. Tidsskr. Jordemødre. 2018, 9, 10–13, 2018. 

55. Johnsen, H.; Stenback, P.; Halldén, B.M.; Svalenius, E.C.; Persson, E.K. Nordic fathers’ willingness to participate during preg-
nancy. J. Reprod Infant. Psychol. 2017, 35, 223–235. https://doi.org/10.1080/02646838.2017.1297890. 

56. Machtinger, E.L.; Cuca, Y.P.; Khanna, N.; Rose, C.D.; Kimberg, L.S. From Treatment to Healing: The Promise of Trauma-In-
formed Primary Care. Women’s Health Issues 2015, 25, 193–197. https://doi.org/10.1016/j.whi.2015.03.008. 

57. Goddard, A. Adverse Childhood Experiences and Trauma-Informed Care. J. Pediatr. Health Care 2021, 35, 145–155. 
https://doi.org/10.1016/j.pedhc.2020.09.001. 

58. Newton, M.S.; McLachlan, H.L.; Willis, K.F.; Forster, D.A. Comparing satisfaction and burnout between caseload and standard 
care midwives: Findings from two cross-sectional surveys conducted in Victoria, Australia. BMC Pregnancy Childbirth 2014, 14, 
426. https://doi.org/10.1186/s12884-014-0426-7. 

59. Jepsen, I.; Juul, S.; Foureur, M.; Sørensen, E.E.; Nøhr, E.A. Is caseload midwifery a healthy work-form? A survey of burnout 
among midwives in Denmark. Sex. Reprod. Healthc. 2017, 11, 102–106. https://doi.org/10.1016/j.srhc.2016.12.001. 

60. Hildingsson, I.; Westlund, K.; Wiklund, I. Burnout in Swedish midwives. Sex. Reprod. Healthc. 2013, 4, 87–91. 
https://doi.org/10.1016/j.srhc.2013.07.001. 

61. Mortimore, V.; Richardson, M.; Unwin, S. Identifying adverse childhood experiences in maternity services. Br. J. Midwifery 2021, 
29, 70–80. https://doi.org/10.12968/bjom.2021.29.2.70. 

62. Narayan, R.; Rodriguez, C.; Araujo, J.; Shaqlaih, A.; Moss, G. Constructivism—Constructivist learning theory. In The Handbook 
of Educational Theories; Irby, B.J.; Brown, G.; Lara-Alecio, R.; Jackson, S., Eds.; IAP Information Age Publishing: Charlotte, NC, 
USA, 2013; pp. 169–183. 

63. Malterud, K.; Siersma, V.D.; Guassora, A.D. Sample Size in Qualitative Interview Studies. Qual. Health Res. 2016, 26, 1753–1760. 
https://doi.org/10.1177/1049732315617444. 

64. Sandall, J.; Soltani, H.; Gates, S.; Shennan, A.; Devane, D. Midwife-led continuity models versus other models of care for 
childbearing women. Cochrane Database Syst. Rev. 2016, 4, CD004667. https://doi.org/10.1002/14651858.CD004667.pub5. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 
people or property resulting from any ideas, methods, instructions or products referred to in the content. 


