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As a medical student, my role in helping patients wasn’t always clear. This was compounded by constantly changing rotations, sites, and residents/fellows/attendings. Despite these changes, one constant was the opportunity to talk with patients. I saw these interactions as chances to advocate for my patients, though I didn’t always know how. Advocacy is a term I frequently heard, but I lacked a true understanding of what this meant and where to start. 
My most impactful patient interactions in medical school came during my pediatrics rotation when I spoke with two patients in the Teen Health Clinic. Through our conversations, I uncovered underlying depression, anxiety, and suicidal thoughts stemming from painful childhood trauma. I don’t know if it was what I said or how I said it, but they first shared their struggles with me. As a third-year student, I felt surprised by and unprepared for this disclosure. However, I learned our success was not in identifying a problem; instead, it was offering solutions through engaging social workers in the office and ensuring they felt comfortable going home with scheduled follow-up and mental health services. Inadvertently, I had “screened” for trauma and advocated for necessary resources. For the first time as a medical student, I felt I had made a difference by advocating for patients.
Tragically, I subsequently met many patients impacted by past traumas but who had not received the support they needed for a myriad of reasons. I recognized then the need to advocate for patients who have experienced trauma. This led me to learn more about Adverse Childhood Experiences (ACE) screening as a broader advocacy effort.
A new fourth-year longitudinal service and advocacy elective at the University of Cincinnati College of Medicine helped me pursue this newfound passion. Through this elective, I connected with Joining Forces for Children (JFfC), a Cincinnati organization that prevents and mitigates the impact of childhood adversity by fostering resilience. I remember my excitement after learning about JFfC’s work. I was eager to join the race against ACEs. However, I was also apprehensive. I was apprehensive about suggesting that I could help JFfC, especially because the term “advocacy” was so intimidating. What is advocacy? Can I be an advocate? These were the paralyzing questions I had to overcome. With the help of the JFfC advocates, I learned that vulnerability is not a weakness and that I was not alone in these feelings. This is where I started my advocacy journey.
I learned several lessons early in this journey. First, I learned that advocacy is an all-encompassing term that takes diverse forms, which explained my inability to arrive at a concise definition. Second, I realized that being an advocate requires engaging with the community. As an eager medical student, I began my collaboration with JFfC full of ideas for how to change the world. However, none of my initial ideas were implemented. Why? Because these ideas came from my preconceived notions of what I thought people needed, without insight from the community. After eating a piece of humble pie, I learned that the best advocates are the best listeners, and I focused my efforts on the identified needs of my community. This highlighted a third lesson – the importance of addressing problems through multiple means. I was struck by the wide array of JFfC’s approaches to addressing ACEs, which allowed me to enter the race against ACEs in two distinct ways.
First, I worked with an interdisciplinary team contemplating institution-wide recommendations regarding if, and how, we should screen for ACEs in medical settings. In 2012, the American Academy of Pediatrics (AAP) released its first technical report1 and policy statement2 addressing toxic stress and childhood adversity, which prompted recommendations to inquire about ACEs in children and parents. Similarly, the Centers for Disease Control and Prevention (CDC) released a strategic report for the years 2021-2024 that identified six discrete ACE prevention strategies,3 one of which included screening and resource referral through “enhanced primary care.”4 Despite these recommendations to screen, neither provide guidance on how to perform screening and there are no validated or standardized screening tools.5 Further, there is conflicting evidence regarding whether ACE screening increases utilization of referral services or improves child or parental mental health outcomes.6,7 Is identifying a problem without offering a solution helpful? We know the act of screening can result in re-traumatization, particularly if screeners are not trained in trauma-informed care. What if performing mandatory screening places additional burden on already taxed providers who may not have the proper training, adequate time, or available resources to appropriately respond?
These concerns pushed me to advocate for patients by engaging our group in a thoughtful approach to not only screening, but also to the parallel race to build resilience. The updated AAP policy statement emphasizes a relational health approach and promoting “safe, stable, and nurturing relationships” (SSNRs) that minimize the impact of toxic stress and build resilience.8 With this in mind, we worked to develop guidelines and suggestions for action. This included recommendations as simple as asking the question “who can you turn to in times of stress?,” something trainees can do with every patient encounter. This question can help children and caregivers contemplate these SSNRs and may strengthen an existing relationship or prompt further conversations in the absence of an obvious SSNR. This work felt like effective advocacy by providing practical recommendations to help children who have experienced trauma.
Second, I went “off-roading” in the race against ACEs as we took our work to local schools. My pediatrics clinical training has demonstrated the importance of meeting kids where they are. Kids spend substantially more time at school than in medical settings, so why shouldn’t our work meet them in school too? Consequently, we developed an “ACEs 101” presentation to educate local boards of education and administrators. Our presentation not only increased awareness of ACEs, but it also offered solutions to local decisionmakers. For example, we promoted the free online trauma-informed educator training series developed by the Mayerson Center For Safe And Healthy Children and McKinsey Health Institute as one resource to improve the outcomes for children who have experienced trauma.9 
My experiences in schools further stressed the importance of bringing medical findings into non-medical settings. An example of this relates to the recently released CDC data that sent shockwaves throughout the medical field when it reported increases in sadness, violence, and suicidal ideation and attempts in youth, particularly among teenage females and LGBQ+ individuals.10 However, these findings received less attention in educational domains. To change this, JFfC is organizing a gathering of principals and superintendents to raise awareness and discuss how to address these trends in schools. This demonstrated that being an advocate can require leaving the clinic or hospital and going to the places where it is needed most.
This elective and my experiences have helped to demystify advocacy for me. I no longer feel intimidated. I plan to continue in the race against ACEs, and I hope to encourage trainees that merely crossing the starting line is the crucial first step. My understanding of advocacy has evolved, and I am excited to embrace my role as a physician advocate moving forward in my career. 
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